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It �s my pleasure to �ntroduce the 14th ed�t�on of the South Afr�can Health Rev�ew (SAHR). Publ�shed s�nce 1995, the SAHR 
seeks to prov�de a South Afr�can perspect�ve on preva�l�ng �nternat�onal publ�c health �ssues, to st�mulate debate and cr�t�cal 
d�scourse and to prov�de a platform for assess�ng progress and areas for further attent�on. It �s �n keep�ng w�th these objec-
t�ves that we have chosen to focus on the top�cal �ssues of the M�llenn�um Development Goals (MDGs) and perspect�ves on a 
Nat�onal Health Insurance (NHI) for th�s year’s Rev�ew. 

The MDGs are acknowledged as be�ng largely asp�rat�onal �n nature and there �s consensus that much has changed �n the global 
econom�c cl�mate s�nce these goals were formulated 10 years ago. Nonetheless, the �nd�cators conta�ned �n the M�llenn�um 
Declarat�on def�ne a set of goals and targets to wh�ch all countr�es must str�ve, e�ther �n terms of reach�ng these goals for the�r 
own populat�ons or ass�st�ng poorer countr�es to ach�eve them. The 2010 ed�t�on of the SAHR prov�des us w�th an opportun�ty 
to reflect on our challenges and successes �n ach�ev�ng the MDGs and to chart our way forward to the 2015 countdown and 
beyond. It prov�des a useful yardst�ck by wh�ch to measure our progress and def�ne our future act�ons.

The move to �ntroduce a NHI system for South Afr�ca �s a subject wh�ch has el�c�ted much debate �n our country and we 
are pleased to have put together a compend�um of arguments and counter-arguments on the NHI. We trust that these w�ll 
contr�bute to �nformed and construct�ve d�alogue on th�s �mportant development �n the health sector. We are aware of the 
content�ous nature of th�s sect�on of the Rev�ew and have chosen to prov�de as much of the ava�lable d�scourse around th�s �ssue 
�n the publ�c doma�n as poss�ble. For, to l�sten to only the vo�ces that aff�rm one v�ewpo�nt, �s to deny the fundamental contrad�c-
t�ons that ex�st �n our soc�ety and �ndeed �n our health system.

On behalf of the Board of Health Systems Trust, I w�sh to extend our s�ncere thanks to the authors, contr�butors and peer 
rev�ewers who have g�ven of the�r t�me and expert�se to ass�st �n produc�ng th�s Rev�ew. I also w�sh to acknowledge the ed�tor�al 
team and the many HST staff who often worked long hours to make th�s Rev�ew poss�ble. We are also �ndebted to the Nat�onal 
Department of Health who prov�ded �nformat�on for th�s year’s Rev�ew. 

We trust that you w�ll f�nd th�s Rev�ew a worthy contr�but�on to bu�ld�ng health systems �n South and southern Afr�ca. 

Wel�le Shasha

Cha�rperson of the Board of Trustees.

Foreword
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EDITORIAL 

The 2010 South Afr�can Health Rev�ew has three areas of 
focus: the M�llenn�um Development Goals (MDGs); debates 
on a Nat�onal Health Insurance (NHI); and Health and Related 
Ind�cators. 

The M�llenn�um Development Project �s an asp�rat�on for 
nat�ons to move towards greater equ�ty and for people, both 
�nd�v�dually and collect�vely, to ach�eve greater prosper�ty 
and fulf�lment. It has galvan�sed support, efforts and fund�ng 
towards th�s asp�rat�on. The MDGs def�ne tang�ble, measur-
able �nd�cators that allow judgement on the ach�evement of 
the goals. 

There �s, however, a paradox. Once the �nd�cator �s chosen 
�t can become less useful �n measur�ng whether the goal �s 
ach�eved. Th�s was well descr�bed by Austveg �n her paper 
presented at the Repol�t�c�s�ng Sexual and Reproduct�ve Health 
and R�ghts meet�ng �n Malays�a �n August 2010. To paraphrase 
her, “When we want to measure someth�ng wh�ch �s complex 
and mult�faceted, we have to f�nd good yardst�cks. Th�s means 
f�nd�ng someth�ng that �s not only measurable (�.e. poss�ble to 
count and to collect data on) but that �s also val�d (tell�ng some-
th�ng �mportant about what we want to measure) and rel�able 
(so that d�fferent assessors w�ll come up w�th s�m�lar results). 
In add�t�on, an �nd�cator must be robust, wh�ch �mpl�es that �t 
can buffer the b�as wh�ch the attent�on br�ngs once that �nd�-
cator has been selected. An example of such a b�as, taken from 
health serv�ce prov�s�on, �s �mmun�sat�on coverage. The �mmu-
n�sat�on coverage rate, wh�le �mportant �n and of �tself, �s often 
used as a proxy �nd�cator for the funct�on�ng of health serv�ces. 
Countr�es report to the Un�ted Nat�ons and other reg�onal 
and global bod�es on the�r coverage levels. Once �t �s known, 
however, that �mmun�sat�on coverage �s used as a yardst�ck 
for the performance of the health-care system, �t becomes 
the pr�de of nat�onal author�t�es and �mmun�sat�on �s then g�ven 
h�gh pr�or�ty. Th�s b�as decreases the val�d�ty of the �nd�cator as 
a measure of overall capac�ty of the health system.” 

The danger �nherent �n th�s �s the exclus�ve focus on �nd�cators, 
rather than �nvest�ng �n the broader components that would 
actually contr�bute to overall �mprovement �n health wh�ch the 
�nd�cator �s supposed to descr�be. Vert�cal programmes that 
only make sure a woman has access to a sk�lled b�rth attendant 
may, for example, not lead to �mproved maternal mortal�ty �f 

there �s no funct�onal referral system or the attendant has no 
drugs. There are factors outs�de of the moment of del�very that 
are very �mportant �n decreas�ng maternal mortal�ty – such as 
access to and use of contracept�on, access to safe abort�on and 
to transport when �n labour – and these are often forgotten 
or �gnored �f the focus �s solely on sk�lled attendance at b�rth. 
The �nd�cators are meant as measures of compos�te �nvest-
ments �nto the mult�pl�c�ty of contr�but�ng factors that are to 
be cons�dered when us�ng �nd�cators to ach�eve the overall 
a�m of the var�ous MDGs. Bear�ng th�s caveat �n m�nd, th�s 
2010 South Afr�can Health Rev�ew focuses on South Afr�ca’s 
progress toward the MDGs. 

A ser�es of overv�ew chapters on selected MDGs are 
presented. These overv�ew chapters are accompan�ed by 
‘compan�on’ chapters or prof�les wh�ch �llustrate examples of 
successful methods or case stud�es �n ach�ev�ng the MDGs. The 
prof�les also h�ghl�ght problems and �ssues �n relat�on to e�ther 
ach�ev�ng the MDG or measur�ng the related �nd�cators. 

Chapter 1 focuses on maternal health and �llustrates the 
uncerta�nty around the maternal mortal�ty rat�o. Th�s �s a 
phenomenon common to all develop�ng countr�es and �s a 
reason why the ma�n MDG goal was augmented by an �nd�-
cator to measure sk�lled attendance at b�rth. The chapter 
�llustrates the contr�but�on of HIV to maternal mortal�ty as 
an �nd�rect cause of maternal death. Clearly, �mpact�ng on 
the HIV ep�dem�c �s central to decreas�ng overall maternal 
mortal�ty. The chapter �dent�f�es that more needs to be done 
to decrease the proport�on of d�rect causes of obstetr�c 
deaths that are deemed potent�ally avo�dable. An �mportant 
contr�but�on of th�s chapter �s the central�ty of an ‘enabl�ng 
env�ronment’ �n support�ng health-care prov�ders to �mprove 
the qual�ty of the care they prov�de. 

Chapter 2 �s the compan�on chapter to maternal health and 
descr�bes the act�ons taken �n Tam�l Nadu, a state �n Ind�a w�th 
a populat�on of 62 m�ll�on people, to �mprove maternal health. 
An �mportant lesson here �s that the ach�evements are the 
result of susta�ned �nvestments over t�me �n health �nfrastruc-
ture, br�ng�ng prev�ously separate but related programmes 
under a s�ngle umbrella, bu�ld�ng capac�ty, construct�vely 
engag�ng w�th commun�t�es and develop�ng commun�ty-health 
system partnersh�ps, as well as �mprov�ng health system 
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management. It �s the health systems approach descr�bed 
above that has led to �mproved maternal health care �n the 
state. What the Tam�l Na�du chapter also �llustrates �s that 
the predom�nant attent�on to maternal health has meant that 
other areas of sexual and reproduct�ve health have been rela-
t�vely neglected. 

For health serv�ces to make the b�ggest �mpact a hol�st�c 
approach �s requ�red. Th�s �s explored �n Chapter 3 where the 
range of factors that promote sexual and reproduct�ve well-
be�ng, wh�ch are �mportant �n the�r own r�ght �n contr�but�ng 
to �mproved maternal health, are d�scussed. Th�s chapter 
h�ghl�ghts the urgent need to �ntegrate serv�ces.

Chapter 4 deals w�th gender-based v�olence, wh�ch �mpact 
on HIV �nfect�on r�sk, contr�butes to �ncreased maternal 
mortal�ty and �s certa�nly an �nd�cator of gender �nequal�ty. 
The M�llenn�um Development gender equ�ty goal �s notably 
s�lent about gender-based v�olence. The chapter descr�bes 
the h�gh prevalence of gender-based v�olence �n South Afr�ca 
and sketches the response of the Department of Health and 
non-governmental organ�sat�ons. A notable feature �s the 
h�ghl�ght�ng of the pol�cy �mplementat�on gap. 

Chapter 5 documents the lack of progress �n meet�ng the MDG 
for ch�ld mortal�ty that, l�ke maternal mortal�ty, �s d�rectly 
l�nked to the HIV ep�dem�c. It h�ghl�ghts how deal�ng w�th HIV 
�s central to reduc�ng ch�ld mortal�ty, but also d�scusses the 
need to take a systems approach and to ensure that the bas�cs, 
such as ach�ev�ng adequate �mmun�sat�on coverage rates, work 
well. The compan�on Chapter 6 explores �n greater depth the 
�ssue of data qual�ty ra�sed �n Chapter 5 and underl�nes the 
need to �mprove the health �nformat�on component of the 
health system. If we cannot measure what we are do�ng �t �s 
d�ff�cult to make �nformed cho�ces.

Chapter 7 relates to the educat�on MDG and �llustrates that, �n 
the case of pr�mary educat�on although we may have ach�eved 
the net enrolment rat�o �n pr�mary educat�on th�s �s not suff�-
c�ent – �llustrat�ng aga�n that focus�ng on the �nd�cators alone 
can be l�m�t�ng. The qual�ty of educat�on of pr�mary school 
pup�ls must �mprove so that the learners do progress to h�gher 
levels, but also ensur�ng that they are l�terate and numerate. 
Enrolment �s necessary but not suff�c�ent. Compan�on chapter 
8 descr�bes a novel approach to educat�on and, �n part�cular, 
f�nds mechan�sms for ch�ldren to be act�ve �n the�r own educa-
t�on and for them to engage �n soc�ety as agents of change. 

Chapter 9 addresses the MDG on erad�cat�ng extreme hunger 
and poverty. Th�s chapter looks at the �ntersect�on of hunger 
and poverty on HIV and TB and recogn�ses them as barr�ers 
to both health and health-care seek�ng behav�our. It then 
explores some of the hunger and poverty allev�at�on strateg�es 
�n South Afr�ca. An overr�d�ng conclus�on emanat�ng from th�s 

chapter �s the need for an �ntegrated, mult�-sectoral develop-
ment plan for South Afr�ca.

Chapter 10 focuses on the MDG on combat�ng HIV and AIDS, 
TB, malar�a and other commun�cable d�seases. The chapter 
prov�des a status report on HIV and TB. Through us�ng 
a number of data sources �t evaluates the burden of these 
d�seases and the country’s response, not�ng that �n order to 
ascerta�n the degree of treatment compl�ance for TB and HIV 
there �s a need to �mplement pat�ent follow-up. The chapter 
h�ghl�ghts the need for �mproved data and data systems – aga�n 
echo�ng other chapters. Among a number of conclus�ons the 
authors po�nt to the need to �ntegrate serv�ces to �mprove 
health outcomes, a recurr�ng theme �n th�s publ�cat�on, and 
they end w�th a comment on �nternat�onal partnersh�ps. The 
latter �ssue �s further explored �n Chapter 11 that looks cr�t�-
cally at the �mpact of Global Health In�t�at�ves (GHIs), such as 
the Global Fund, on access to HIV treatment. The authors’ 
op�n�on �s that GHIs have resulted �n �ncreased �nfrastructure, 
human resources and access to drugs, but that the�r �nputs 
have not led to an �mprovement �n equ�ty and that GHIs have 
frustrated efforts to prov�de a cont�nuum of care for HIV 
pat�ents. 

Access to clean water and san�tat�on �s poss�bly one of the 
most �mportant contr�but�ons to good health. Chapter 12 
documents the �mproved access to these serv�ces, even for 
people l�v�ng �n �nformal settlements. However, �nformal 
settlements do have part�cular problems �nclud�ng exposure 
to �ndustr�al pollut�on and floods, together w�th poor access 
to other serv�ces such as waste management. The chapter 
also explores the potent�al �mpact of cl�mate change on health 
and on ga�ns made �n reach�ng other MDGs.

Chapter 13 descr�bes potent�al problems assoc�ated w�th 
greywater and the need to �nclude greywater management �n 
san�tat�on pol�cy and programmes. A household-based f�ltra-
t�on system �s descr�bed as well as the challenges related to the 
�mplementat�on of that system. Challenges �nclude households 
not ma�nta�n�ng the system and �nterrupted support from the 
local author�ty that resulted �n sub-opt�mal funct�on�ng of the 
system – wh�ch h�ghl�ghts the need to �nvest �n the software as 
well as the hardware of development solut�ons. 

Pol�cy development and �mplementat�on �s the veh�cle for 
ach�ev�ng health and development outcomes. Chapter 14 
rev�ews recent health pol�cy and leg�slat�on, usefully tabulat�ng 
health and health-related leg�slat�on, not�ces and regulat�ons 
from 2008 to 2010. Recent pol�cy processes and �n�t�at�ves 
to �mprove the health system dur�ng the same per�od are 
descr�bed. The chapter prov�des a cr�t�cal analys�s of these, 
�nclud�ng the leadersh�p role requ�red of the Health M�n�stry 
and Department. Th�s chapter, through �ts use of pol�cy anal-
ys�s, underscores the �mportance not just of the content of 
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pol�cy but also the role of the var�ous actors who �mpact on 
pol�cy and the processes through wh�ch pol�cy �s developed. 
The chapter h�ghl�ghts the need for buy-�n from the var�ous 
stakeholders and notes, as an example, the lack of trans-
parency of the M�n�ster�al Comm�ttee on Nat�onal Health 
Insurance. Th�s chapter �s thus a useful departure po�nt for 
the second focus of South Afr�can Health Rev�ew 2010 – the 
focus on NHI. 

The Rev�ew a�ms to create the space for stakeholders’ v�ews 
on the NHI to be a�red as a contr�but�on to the pol�cy debate 
that needs to be held �n a transparent and open way. The 
�ntroductory chapter �n th�s sect�on, Chapter 15, prov�des a 
gu�de to term�nology mot�vated by a sense that at least some 
of the debate �s fuelled by the lack of a common vocabulary to 
talk mean�ngfully about the NHI. 

The rest of the art�cles �n th�s sect�on all lament the absence of 
an off�c�al pol�cy document for d�scuss�on. Desp�te �ts absence, 
the chapters nevertheless respond to the documentat�on that 
�s ava�lable and they �llustrate var�ous op�n�ons. Chapter 16 
quest�ons the f�nanc�al feas�b�l�ty and the �nst�tut�onal arrange-
ments for runn�ng the NHI. Chapter 17 takes �ssue w�th an 
assumpt�on that there are suff�c�ent human resources for 
health for the NHI and quest�ons the rel�ance on a doctor-
based model and makes the case for m�d-level and commu-
n�ty health workers – a feature of the earl�er NHI document 
released. Th�s �ssue �s potent�ally better addressed �n the latest 
NHI document. Recent developments on �mprov�ng pr�mary 
health care makes reference to all cadres to �mprove the 
health serv�ce and one hopes that th�s �s taken �nto account as 
the NHI debate matures. Chapter 17 also makes a plea for a 
human resource plan for South Afr�ca. 

Chapter 18 descr�bes the pos�t�on of the pr�vate sector. The 
chapter descr�bes the very s�gn�f�cant �nvestment that the 
pr�vate sector has made �n develop�ng the�r response to the 
NHI debate and the way �n wh�ch d�fferent agents w�th�n the 
pr�vate sector are work�ng together and shar�ng �nformat�on 

�n consol�dat�ng th�s response. Chapter 19 takes a step back 
and caut�ons on the work that �s requ�red to �mprove the 
publ�c health system – NHI or not. Chapter 20 offers a vo�ce 
from c�v�l soc�ety and notes the �n-pr�nc�ple support from 
th�s sector. It re�terates the need for more �nformat�on and 
for more background work and makes a case for the �ncre-
mental �mplementat�on of a NHI. It locates the d�scuss�on 
of NHI w�th�n the context of the South Afr�can Const�tut�on 
and argues for the protect�on that the const�tut�on offers to 
c�t�zens.

The one common element �n all of these contr�but�ons on 
the NHI �s the call for open and transparent engagement and 
debate. The value of these chapters �s to open that debate. 
They lay bare the �nterests they support and we hope that 
th�s encourages others, �nclud�ng the authors, to apply the�r 
m�nds and to use the opportun�ty created to ensure that the 
NHI debate does �mprove the health system �n South Afr�ca 
for all South Afr�cans. 

The f�nal sect�on of South Afr�can Health Rev�ew 2010 �s the 
chapter on Health and Related Ind�cators. Th�s �nvaluable 
resource chapter has been produced �n every South Afr�can 
Health Rev�ew s�nce the f�rst ed�t�on �n 1995. The authors of 
th�s chapter have over the years developed a deta�led and 
nuanced understand�ng of the data sources, the�r strengths and 
weaknesses. They are fam�l�ar w�th the range of data sources 
ava�lable and are able to cross reference between these. 
Wh�le the data are not perfect, the authors’ understand�ng 
of the �mperfect�ons allows them to present educated and 
qual�f�ed stat�st�cs that quant�tat�vely descr�be the health and 
development env�ronment of South Afr�ca. 

Each chapter �n th�s Rev�ew, as �s the case every year, �s 
anonymously rev�ewed by content experts wh�ch allows for 
a fully peer-rev�ewed publ�cat�on. The work of the authors 
and rev�ewers �s gratefully acknowledged. It allows for the 
product�on of a h�gh qual�ty and h�ghly used reference for 
health �n South Afr�ca.

sharon fonn and ashnie padarath 
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Open LetterOpen LetterOpen LetterOpen LetterOpen Letter
FROM GREAT LAKES UNIVERSITY OF KENYA 

Dear Readers,

REFLECTIONS ON ATTAININg ThE MILLENNIuM DEvELOpMENT gOALS IN AFRICA

We are well aware that Africa has experienced significant poverty, disease and death over the years, with many 

disparities within and between countries. Seeking solutions to this trend is complicated by the attenuation of our 

human resource capital through death, disease, civil wars, brain drain and, what is more, inappropriate training. 

The African continent continues to suffer under what is widely perceived as ‘the yoke of an unjust world order’ 

consisting of unbalanced global trade, imposed reforms and a high debt burden. 

Analysts are yet to be convinced of the readiness of many developing economies to achieve the Millennium Development 

goals (MDgs), especially in sub-Saharan Africa. Improvements in literacy, food production and new medical and public 

health technologies led to encouraging gains in the 1960s, 1970s and 1980s. Significant among these gains was the 

eradication of smallpox. In 1974 the World health Organization launched the Expanded programme on Immunisation 

(EpI) that, except for tuberculosis (TB), has led to a significant reduction in all of the six major childhood diseases. 

TB has, unfortunately, resurged in recent years as a secondary infection to hIv. 

Many of these gains have, however, been reversed since the beginning of the 1990s. Life expectancy has declined in 

many countries. hIv and AIDS is a major burden to sub-Saharan Africa and accounts for 70% of the global burden 

of disease and 95% of global orphans. hIv and AIDS has swamped the health services with high volumes of patients 

demanding a wider range of services and skills than the health services have previously had to offer.

The differences in health services have widened within and between countries. Income differentials are reflected in 

mortality rates differing between the social classes. Inequalities in health status are influenced by social class, 

geographic isolation, gender and ethnic origin.

The emergence of new and a resurgence of old communicable diseases is leading to a further deterioration in Africa’s 

health situation. Amongst these diseases are the Ebola virus, hIv, Sudden Acute Respiratory Syndrome and the 

organisms responsible for toxic shock syndrome. Others include new forms of epidemic cholera and meningitis, the 

hanta virus, the hendra virus, the Nipah virus, h5N1 and avian influenza. 

These factors have combined with conflict, unemployment and lack of productive skills to further exacerbate the 

situation. The poor are also the most exposed to the risks of a hazardous environment, yet are the least informed 

about threats to health. In addition, it is ultimately the poor who bear the brunt of crude structural adjustment 

policies, unregulated globalisation and epidemics of disease. 

There is increasing appreciation that health is a key driver of socio-economic progress, while recognising that poverty 

contributes to poor health and poor health anchors large populations in poverty. poverty creates major barriers for 

poor families to access increasingly expensive health care services, making the achievement of the MDgs but a dream 

in sub-Saharan Africa.

ChALLENgES TO AChIEvINg ThE MDgS

Although united Nations statistics reveal that many countries in the sub-Saharan African region are now experiencing 

improved growth, the region still lags behind on all MDgs. Some of the factors hindering achievement of the MDgs 

are poor governance, neglect for critical infrastructure, poor leadership and policy inconsistency. 

According to the united Nations Development programme’s 2005 human Development Report there are serious 

shortfalls in sub-Saharan Africa in fighting hunger and malnutrition - the “forgotten MDg”. The prevalence of 

undernourishment declined by only four percentage points in 12 years, from 20% in 1992 to 16% in 2004 and now the 

recent food price hike is eroding the limited gains made in reducing hunger. 
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The region has, however, made remarkable progress towards the achievement of full primary-school enrolment levels. But major challenges remain in educating the youth to ensure they have the relevant skills needed for the changing labour market, as well as in eliminating gender inequity at secondary and tertiary levels of education.
Not much progress has been made towards gender equality, which is up against die-hard cultural practices. The region continues to face challenges regarding the social status of women, including their exclusion from participation in public affairs and the changing labour market. Affirmative action policies have not taken hold and issues of female ownership of assets are contradicted by many realities in family structures.

While there is increasing availability of maternal health facilities many mothers, especially the poor, cannot access these services because of inadequate financing mechanisms and complex decision-making contexts at the level of households and communities. A lack of health workers and supplies create further complications. 

Environmental degradation is amongst the most serious concerns for the region’s future. Flooding, soil erosion and other challenges have severe cross-border implications and are affecting substantial numbers of the poor, especially in rural areas.

Improved global partnerships are unlikely to improve the situation in Africa if issues of unfair trade are not addressed at the same time. For Africa, fair trade is more crucial than aid, to enable the citizens to enjoy the benefits of the continent’s natural and human resources. Focusing on continental infrastructure, as well as on establishing bigger regional blocks, could be among the key missing links to a prosperous future for Africa.

ACTION TOWARDS ACCELERATED IMpROvEMENT IN ThE MDgS

Improved health is a key factor for human development. From being an unproductive consumer of public budgets, health must be seen as a central element of productivity. More work must be done to discover and employ ‘out of the box’ strategies that have hitherto not been addressed with adequate seriousness. Some examples include: 
Address issues of fair trade, based on ethical partnerships in the exploitation of the continent’s natural resources;

urgently address poor governance and leadership, possibly through continental accountability structures such as the New partnership for Africa’s Development;
Introduce compulsory or voluntary, but organised, community service for all youth, thereby enhancing access to employment opportunities and tapping the productive potential of a large proportion of the African population that is currently largely idle;

Support and maintain community-based approaches to health and development, building on the existing African wealth in social capital within and across communities; and
harness the faith-based resources of the continent for productivity and responsible leadership, given that the majority of the citizens of the continent are highly religious.

Achieving the MDgs will also require targeting areas and population groups that have clearly been left behind - rural communities, urban slum dwellers and ethnic minorities - all of whom will have a hand in shaping our common future. The MDgs must continue to provide a focus for our efforts, while the vision of a world without poverty must not be lost - despite the current difficult times.

Your efforts to bring the MDg targets for 2015 within reach of all must not cease.

Sincerely,

Dan Kaseje

vice Chancellor, great Lakes university of Kisumu

Rose Olayo

Tropical Institute of Community health and Development
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Millennium Development Goal (MDG) 5 focuses on maternal health and the target 
for 2015 is to decrease the Maternal Mortality Ratio (MMR) by 75% from the levels 
in 1990. This chapter reviews the current status of maternal mortality and maternal 
health in South Africa. The evidence is that South Africa is definitely not on track to 
achieve MDG 5 and that maternal mortality has actually doubled since 1990.

The top five causes of maternal mortality in the 2005-2007 triennium remained 
non-pregnancy-related infections (43.7%), mainly due to AIDS, hypertension 
(15.7%), obstetric haemorrhage (12.4%), pregnancy-related sepsis (9%) and pre-
existing maternal disease (6%). The mortality rate of HIV-positive women was 
nearly ten times the rate of HIV-negative women, but preventable direct obstetric 
causes made up a significant proportion of deaths in both groups. 

The recent guideline changes prioritising antiretroviral treatment for HIV-positive 
pregnant women will make a significant contribution to addressing HIV-related 
deaths if they are realised in practice. The other main priority is to improve the 
availability and quality of emergency obstetric care which is being targeted through 
initiatives such as the new Essential Steps in Managing Obstetric Emergencies 
training programme.

The high rates of antenatal care coverage and delivery by a skilled attendant in 
South Africa have not had any impact on the MMR. New indicators that are better 
correlated with maternal mortality in South Africa are required for planning and 
monitoring. The National Committee on Confidential Enquiries into Maternal 
Deaths (NCCEMD) is an important source of information on maternal deaths, but 
vital registration requires strengthening and regular Demographic and Household 
Surveys are required to monitor population-level process indicators. 

The NCCEMD recommendations identify what needs to be done to improve 
maternal mortality, but have had little impact on maternal mortality over the last 
decade. Health system constraints that hinder implementation of the recommenda-
tions need to be overcome urgently. 

The evidence is that 
South Africa is  

definitely not on track 
to achieve MDG 5 
and that maternal 

mortality has actually 
doubled since 1990. 
The top five causes 

of maternal mortality 
in the 2005-2007 

triennium remained 
non-pregnancy-related 

infections, mainly due 
to AIDS, hypertension, 

obstetric haemorrhage, 
pregnancy-related 

sepsis and pre-existing 
maternal disease...

MATERNAL HEALTH

Duane Blaauwi

Loveday Penn-Kekanai

i  Centre for Health Policy, Faculty of Health Sciences, University of the Witwatersrand, Johannesburg

1
Authors:
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Introduction
Maternal health is an important global health priority. Nearly 
�00 000 women die in childbirth each year and many more 
suffer significant morbidity.1,2 Effective interventions to 
decrease maternal mortality and achieve optimal maternal 
health exist.�,� However, maternal health remains the area of 
global public health with the largest disparities between rich 
and poor countries.5 Therefore, Millennium Development 
Goal (MDG) 5 deals exclusively with maternal health.6 In 
its own right, maternal health is an important public health 
priority for South Africa. Maternal mortality is higher in South 
Africa than in most other middle-income countries with 
similar levels of economic development, and inequities in the 
distribution of maternal deaths persist.7,8 

The initial formulation of MDG 5 by the United Nations 
(UN) in 2000 focused on maternal mortality and the agreed 
target was to decrease the maternal mortality ratio (MMR) by 
75% from the 1990 levels by 2015. An important strategy to 
decrease maternal mortality is to increase the proportion of 
deliveries in health facilities by skilled health professionals,�,9 
so this process indicator was added to monitor progress of 
MDG 5 (Table 1). The second target of MDG 5 is to achieve 
universal access to reproductive health by 2015. This target 
was added in 2005, with four additional indicators to monitor 
progress towards its attainment (Table 1). 

Table 1: MDG 5 – targets and indicators

Target Indicators

Target 5A: Reduce by 
three quarters, between 
1990 and 2015, the 
maternal mortality ratio

Maternal mortality ratio

Proportion of births attended by skilled 
health personnel

1.

2.

Target 5B: Achieve, by 
2015, universal access to 
reproductive health

Contraceptive prevalence rate

Adolescent birth rate

Antenatal care coverage (proportion 
with at least one visit, proportion with 
at least four visits)

Unmet need for family planning

3.

4.

5.

6.

Source: United Nations, 200�;10 United Nations, 2008.6

Only five years remain to achieve the MDG 5 targets. The 
achievement of a 75% reduction in MMR between 1990 and 
2015 implies an average decrease in maternal deaths of 5.�% 
per year. Progress globally has been significantly slower and 
only very few countries will meet the MDG 5 target.11 The 
average global annual reduction in MMR between 1990 and 
2005 was less than 1%, and the average for sub-Saharan Africa 
was only 0.1%.1,12 In South Africa, rather than decreasing, 
the MMR effectively doubled between 1990 and 2008. The 
generally gloomy outlook for MDG 5 has resulted in unprec-
edented levels of focus on maternal health both within South 
Africa and internationally.

The purpose of this chapter is to review progress in maternal 
health in South Africa since publication of the 2008 South 
African Health Review.1� Given the other chapters in this 
review on the related topics of reproductive health (Chapter 
�), sexual and gender based violence (Chapter �) and child 
mortality (Chapter 5), the focus here is more narrowly on 
maternal health and MDG 5. However, there is significant 
overlap between these issues and interventions and services 
addressing them should be better integrated.1� The intention in 
this chapter is to focus on new data and new analyses and not 
to repeat information that has previously been reported.1�,15,16 

Some important recent developments in maternal health, both 
nationally and internationally, are summarised in Table 2.

Table 2: Key developments in maternal health, 2008-2010

Local  
Developments

International 
Developments

Upcoming 
Events

Every death counts, 
200817

NCCEMD 4th 
Report, 200818

New Minister of 
Health, 2009

HIV and syphilis 
survey, 200919

MNCWH and nutri-
tion strategic plan, 
200920

Health strategic 
plan, 2010-201221

Lancet series on 
health in South 
Africa, 20108,22

Revised ART guide-
lines, 201023-25

District Health 
Barometer, 
2008/0926

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Countdown to 2015 
updates, 200827,28

Countdown to 2015 
conference in Cape 
Town, 2008

Countdown to 2015 
decade report, 
201012,29

New global MMR 
estimates, 20102

UN MDG report, 
201011

2nd Women Deliver 
conference, Jun 
2010

Global Maternal 
Health conference, 
Aug 2010

UN MDG Summit, 
Sep 2010

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

1st Global 
symposium on 
health systems 
research, Nov 
2010

ÿ

Figure 1 provides a diagrammatic representation of the key 
components required to address maternal health. The 
diagram is intended to highlight a number of points in relation 
to maternal health:

Although MDG 5 focuses mainly on maternal mortality 
other outcomes, such as maternal morbidity and the 
quality of care received by women in childbirth, are also 
important priorities for maternal health.15,�0 

Improving maternal health requires not only the supply 
of good quality maternal health care by the health system 
but that women use the services provided. Ultimately, it 
is the match between supply and demand that determines 
maternal health outcomes, so interventions also need to 
target community access and uptake.�1

The essential package of interventions for addressing 
maternal health includes access to contraception and safe 
abortion services, effective screening during antenatal 

ÿ

ÿ

ÿ
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care, institutional delivery by a skilled attendant, emer-
gency obstetric care (EmOC) for those that need it, and 
good postpartum care.�,�2 Skilled attendance and a system 
for providing emergency obstetric services are thought to 
be the most effective strategies for decreasing maternal 
mortality.�,��

The traditional package of interventions promoted by 
the maternal health community is only effective for direct 
obstetric causes of death.�� Countries such as South Africa, 
with a high proportion of indirect maternal deaths, require 
additional interventions targeted at the indirect causes in 
order to decrease maternal mortality.�5 

The maternal health care package is delivered by front-
line health facilities supported by the health system. Key 

ÿ

ÿ

health system components required to improve maternal 
health include human resources, essential drugs and 
equipment, programmatic support, financing, information 
and management.�6 

This chapter is organised into four sections. The first section 
summarises the available data on the status of maternal health 
in South Africa. The next section describes current policy 
targets, strategies and activities to improve maternal health 
in South Africa. These two sections include a review of rele-
vant recent literature from South Africa on maternal health. 
The third section briefly reviews some of the contemporary 
issues in the international maternal health literature. The final 
section of the chapter provides some key conclusions and 
recommendations. 

Figure 1: Mapping of key maternal health components

Leadership and Governance
Political commitment to
women’s rights, maternal
health, HIV
Supportive legislation and 
policies
Facility and district
management
Programme management
HR and performance
management
Accountability mechanisms

•

•

•

•
•

•

Financing
Public-private mix and 
integration
Financing of MH care
services
Financing of HIV treatment
Patient fee and exemption
systems

•

•

•
•

Information
Knowledge of effective / cost-
effective MH interventions
Health information systems
for key MH indicators
MH Audit, M&E
Vital registration systems

•

•

•
•

Support Services
Horizontal and vertical programme
support
Standards and norms for service
delivery
Protocol development
Distribution of guidelines and manuals
Training programmes
Supportive supervision
Quality assurance and audit
Planning
Budgeting
Monitoring and evaluation

•

•

•
•
•
•
•
•
•
•

Human Resources
Number and distribution
of critical staff:

Midwives
Advanced midwives
Doctors
Obstetricians
Anaesthetists

Staff motivation,
performance
Staff attitudes, ethical
behaviour

•

•
•
•
•
•

•

•

Critical MH skills:
Basic delivery
Assisted delivery
Caesarean section
Management of
obstetric emergencies
Obstetric anaesthetics
HIV treatment

•
•
•
•
•

•
•

Health Services
Number and distribution of facilities providing good quality:

Family planning, abortion
Antenatal care, skilled attendance, PNC
VCT, PMTCT, ART
BEmOC, CEmOC, secondary and tertiary care, intensive care

Referral systems, ambulances and emergency transport
Service integration

•
•
•
•
•

•
•

Essential Medical Products
Essential drugs
Essential equipment
Blood and blood products
Laboratory tests
Stationery
Supply and distribution
management systems

•
•
•
•
•
•

HEALTH 
SYSTEM 

BUILDING 
BLOCKS

Package for Direct Obstetric Causes

SUPPLY SIDE DEMAND SIDE

Contraceptive
Services

Community Package
Women’s empowerment
Community education
Increase service 
availability, affordability 
and acceptability

Package for Indirect Causes (HIV / TB)
Generic

Coverage Quality Equity Efficiency Access Responsiveness

Maternity-Specific

Safe Abortion 
Services

HIV / TB 
Prevention

HIV / TB 
Screening in 
Pregnancy

VCT + TB 
Diagnosis PMTCT

HIV + TB
Treatment

ART for Pregnant 
Women

Antenatal
Screening

Postpartum
Care
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Attendant at 

Delivery

Emergency
Obstetric
Services

•
•
•
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Women’s satisfaction with birth 
experience
Health provider job satisfaction
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•
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Figure 2: Definitions of maternal death and maternal 
mortalityStatus of maternal health in South 

Africa
This section summarises what is known about the status of 
maternal health in South Africa, focusing on maternal health 
outcomes, access to the essential package of maternal health 
care, the availability of key health system resources and rele-
vant demand-side issues (Figure 1). 

There is some new data to review, primarily from the fourth 
report of confidential enquiries into maternal deaths in the 
period from 2005 to 2007.18 In addition, the Every Death 
Counts report17 and Chopra et al.22 provide good recent over-
views on the status of maternal health in South Africa, while 
the Countdown to 2015 Decade Report29 includes an updated 
country profile for South Africa. However, the postpone-
ment of the 2008 Demographic and Health Survey (DHS)�7 is 
a significant setback for the monitoring of MDG 5.

Maternal health outcomes

The key indicator for MDG 5 is the MMR. The MMR is defined 
as the number of women dying in a year while pregnant or 
within �2 days of the termination of pregnancy, from causes 
related to or aggravated by the pregnancy, per 100 000 live 
births in the same year. Figure 2 classifies maternal deaths by 
timing and cause of death. Deaths occurring within �2 days 
of the termination of pregnancy are defined as early maternal 
deaths, while those occurring between �2 days and one year 
are termed late maternal deaths. Four main groups of causes 
can be differentiated: 

direct obstetric causes; 

causes aggravated by pregnancy (termed indirect causes); 

HIV infection; and 

incidental causes unrelated to pregnancy.2 

The HIV category (category C) is complicated, particularly 
when population HIV prevalence rates are high. Pregnancy 
and HIV certainly interact to cause what would be classified 
as indirect maternal deaths,�8 but an HIV-positive status may 
obscure a direct obstetric cause of death and some HIV deaths 
may be incidental to the pregnancy. Nevertheless, for interna-
tional comparisons the MMR is defined to include categories 
A, B and C of Figure 2. In many developed countries with low 
MMRs, attention has shifted to both early and late maternal 
deaths.�9 

ÿ

ÿ

ÿ

ÿ

Source: Hogan et al., 2010.2

National MMR estimates for South Africa

The MMR is difficult to measure accurately and South Africa 
does not have reliable and consistent, locally-produced, 
national MMR estimates.�0 South African policy-makers rely 
on various local measurements as well as international model-
ling. Figure � provides a summary of most of the recent local 
MMR sources and estimates. Many of these are single point 
estimates, although there are one or two potential sources 
of trend data. The estimates cover a wide range of possible 
values. Few of the national studies have calculated confidence 
intervals, though these are likely to be very wide.

The most widely quoted figure is still an MMR of 150 per 
100 000 live births, obtained from the 1998 South Africa 
Demographic and Health Survey (SADHS).�1 DHS surveys 
employ a continuous sisterhood method to estimate the MMR 
which, therefore, relates to the five years prior to the survey. 
This estimate is thus now very out of date. However, it is the 
estimate closest to 1990 and therefore provides a baseline for 
MDG 5. A 75% reduction from 150 would equate to an MMR 
of �8 per 100 000 live births in 2015. Despite the question-
able validity of the baseline, �8 deaths per 100 000 is now 
commonly cited as the MDG 5 target for South Africa17,22,�6 
and is represented as such in Figure �. Due to data quality 
problems, a MMR could not be estimated from the 200� 
SADHS�7 and due to a lack of resources, the SADHS was not 
repeated in 2008 as planned.�7 

Statistics South Africa (StatsSA) was responsible for producing 
the official MDG country reports from South Africa for the 
UN in 2005, 2007 and 2008.�5,�8 For MDG 5 in these reports, 
StatsSA relied exclusively on death registration data which 
produced the very low MMR estimates shown in Figure �, 
increasing from 80.7 in 1997 to 12�.7 per 100 000 in 2002.�5 
Despite the upward trend in MMR, StatsSA concluded that:

The South Africa: Millennium Development Goals 
Country Report clearly indicates that South Africa is 
well on course to meet all Millennium Development 
Goals and targets.�5

Direct Indirect HIV Incidental

Late maternal deaths
(> 42 weeks and < 1 year)

Early maternal death
(< 42 days) A B

E F

C D
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Figure 3: National data for South African MMR

Source: National Department of Health, 2002;�1 Statistics South Africa, 2005;�5 Statistics South Africa, 2010;�6 Garenne et al., 2008;�� Garenne et al., 2009;�� 

  Dorrington et al., 200�;�2 National Committee on Confidential Enquiries into Maternal Deaths, 2005-2007.18 

ments. The unadjusted estimates by StatsSA are �69 per 
100 000 for the 2001 Census, and 625 per 100 000 for the 
Community Survey. These were the MMR estimates cited in 
the 2010 South African MDG progress report tabled recently 
at the UN, and which rated the likelihood of achieving the 
MMR target by 2010 as “unlikely”.�6 The next Census, due 
in 2011, should produce an updated MMR estimate from this 
source. 

Maternal deaths were made a notifiable condition in 1997 
and the National Committee on Confidential Enquiries into 
Maternal Deaths (NCCEMD) is responsible for the colla-
tion, analysis and reporting of these results. In more recent 
reports, the NCCEMD has used the notification data, together 
with birth data from the District Health Information System 
(DHIS), to calculate a national MMR. The NCCEMD is careful 
to term this an institutional MMR because of concerns about 
under-reporting of deaths that occur at home and difficulties 
in obtaining accurate data for live births.50,51 The NCCEMD 
estimates (Figure �) also show an upward trend, although the 
Committee cautions that this may partly be due to improved 
notification. The latest report from the NCCEMD was 
released in 2008 and covered the 2005-2007 triennium.18 The 
institutional MMR for South Africa for 2005-2007 was calcu-
lated as 15� maternal deaths per 100 000 live births. 

These StatsSA estimates are likely to be biased by under-
reporting and misclassification, particularly in relation to 
HIV-related maternal deaths. Civil society groups, non-
governmental organisations (NGOs) and academics criticised 
the reports as being more politically motivated than accurate. 
The new government has taken a different approach to HIV-
related data and the preparation of the 2010 South African 
MDG report to the UN was much more scientific, transparent 
and consultative.�9 

The 2001 National Census included a question on preg-
nancy as a cause of death. Different analyses of the data have 
produced the much higher MMR point estimates of 575 and 
5�2 per 100 000,�2,�� though strictly speaking these are preg-
nancy-related maternal mortality rates rather than a true 
MMR. National censuses occur every ten years which is too 
infrequent for monitoring MMR trends. However, in 2007 
StatsSA completed the Community Survey, a large household 
survey designed to monitor trends in key indicators between 
census years. The 2007 Community Survey used a similar 
questionnaire to that of the census, including the question on 
pregnancy-related deaths. The pregnancy-related maternal 
mortality rate calculated from the 2007 Community Survey 
by Garenne et al.�� was 702 per 100 000, a �0% increase of 
their estimate from the 2001 Census, using similar adjust-
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Figure 4: International estimates for South African MMR

Sub-national MMR estimates for South Africa

There are also MMR studies from South African demographic 
surveillance sites. In the Agincourt site, an MMR of ��5 per 
100 000 live births was calculated for the period from 2000 
to 2005,52 while the MMR in the Hlabisa site was 769 per 
100 000 between 2000 and 2007.18 These are obviously sub-
national estimates and may reflect specific local dynamics, but 
have produced very high MMR figures that are a cause for 
concern. 

Facility-based MMR studies may be biased due to incomplete 
recording of maternal deaths and births in an area and also 
cannot be generalised to the country as a whole.�0 However, 
such studies can provide information on the magnitude of the 
problem and indicate local trends. A 50-year audit of MMR 
data from maternity facilities in the Cape Peninsula found 
that the MMR decreased from �01 per 100 000 live births 
in 195� to a low of �1 per 100 000 in 1987-1989; was fairly 
stable at that level for the next decade; but then increased 
after 1999 to 112 per 100 000 live births in 2002.5� A review 
of maternal mortality at Charlotte Maxeke Johannesburg 
hospital from 200� to 2007 produced an institutional MMR of 
289 per 100 000 [95% CI: 2�7-��9], but no clear trends for 
that review period.5� However, a previous study at the same 

hospital had calculated MMRs of 18� per 100 000 live births 
for 1995-1996 and �5� per 100 000 for 2000-2001.55

Overall, there is still considerable uncertainty about the MMR 
level for South Africa and all of the available estimates are 
probably biased, albeit in different ways. Nevertheless, the 
available trend data indicate a significant increase in the MMR 
over the last 15 years, related to the increase in HIV preva-
lence and an increase in HIV-related maternal mortality.18

International estimates of MMR for South Africa

Figure � shows estimates for the MMR in South Africa based 
on two different international models.

Since 1990, a number of UN agencies have combined efforts 
to produce national, regional and global MMR figures every 
five years.1,56-59 Although there are a number of methodolog-
ical criticisms, the UN inter-agency estimates have become 
widely used in the international maternal health community. 
The estimates for 2005 were developed jointly by the World 
Health Organization, United Nations Children’s Fund, United 
Nations Population Fund and the World Bank.1,�9 As shown in 
Figure �, the estimate for 2000 in South Africa was 2�0 per 
100 000 [95% CI: 58-��0] while in 2005 it increased to �00 

Source:  World Health Organization et al., 2007;1 World Health Organization et al., 2010;59 and Hogan et al., 2010.2
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Figure 5: Modelling of MMR – South Africa

per 100 000 [95% CI: 270-5�0]. However, the UN figures 
cannot be compared over time because the methods used 
to produce the estimates have changed for each report.1 The 
1990, 1995 and 2000 estimates for South Africa were derived 
completely from regression models rather than MMR meas-
urement, and the 2005 figure was largely an adjustment of 
the 2001 National Census point estimate.1,�9 Nevertheless, 
the UN figure of �00 per 100 000 has been cited in a number 
of recent South African government documents.21,60 Shortly 
before the finalisation of this chapter, the UN produced an 
updated report with new estimates for 2008 and revised 
figures for previous years.59 These data are also shown in 
Figure �. The UN estimate for South Africa for 2008 was 
�10 per 100 000 [95% CI: 2�0-610]. In comparison to the 
figures published previously, they revised their figure for 1995 
downwards, but increased their estimates for 2000 and 2005. 
The revised UN figure for 2005 is now ��0 which indicates 
that the UN models suggest a downward trend in the MMR 
between 2005 and 2008,59 although the confidence intervals 
for the two years probably overlap. The inter-agency estimate 
for South Africa for 1990 was 2�0 per 100 000 which would 
translate into an MDG 5 target for 2015 of 58 per 100 000. 
The most recent UN calculations indicate that South Africa is 
very far from that target. 

Hogan et al. have recently published completely new MMR 
estimates for 181 countries for the period from 1980 to 
2008.2 The figures reported for South Africa are also shown 

in Figure � and indicate a decreasing MMR from 1980 to 1990, 
followed by a steady increase to a high of 2�7 per 100 000 in 
2008 [95% CI: 1�6-�72]. These MMRs are lower than the UN 
estimates for South Africa. Indeed, their models suggest that 
the global maternal mortality burden is significantly lower than 
previously thought, which has resulted in significant contro-
versy in the international maternal health community.61,62 
However, Hogan et al. claim that their models are based on 
more data points and use more robust statistical analysis to 
correct for known biases in MMR estimates from sources 
such as demographic and health surveys and vital registration.2 
The underlying data on which their South African estimates 
are based are shown in Figure 5 and would appear to be an 
improvement on the regression models and single point esti-
mates used in the UN reports. However, as was discussed 
above, some of the national data points shown in Figure 5 
are significantly biased and it is not clear what adjustments 
have been made in each case. The MDG 5 target for South 
Africa derived from the study by Hogan et al. would be �0 
per 100 000 (Figure �). In the analysis by Hogan et al. the 
MMR in South Africa has been increasing since 1990 rather 
than decreasing, and by 2008 the MMR was �25% higher than 
it should have been at that point if South Africa had been on 
track to achieve MDG 5. Again, the confidence intervals calcu-
lated by Hogan et al. (Figure �) indicate that a trend cannot be 
confirmed and that both increasing and decreasing patterns 
would be consistent with the data.62 

Source: Hogan et al., 2010.2
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Causes of maternal deaths

At present, the best source of data on the causes of maternal 
deaths in South Africa is the assessment conducted by the 
NCCEMD. The fourth report on confidential enquiries into 
maternal deaths in South Africa, covering the period from 
2005-2007 shows that the total number of maternal death 
notifications has increased in each successive triennium since 
1999.18 Figure 6 shows that the increase in maternal mortality 
is due largely to the increase in maternal deaths resulting from 
non-obstetric (indirect) causes.

Figure 6: Trends in categories of maternal death

Table � compares the primary obstetric causes of death for the 
three triennial review periods. The total number of maternal 
deaths notified for the 2005-2007 triennium was � 959, a 
20.1% increase from the previous report. On initial assess-
ment, indirect causes made up �9.7% of all maternal deaths 
in the 2005-2007 triennium. The top five causes remained 
the same as in previous reports namely: non-pregnancy-
related infections (��.7%), hypertension (15.7%), obstetric 
(antepartum plus postpartum) haemorrhage (12.�%), preg-
nancy-related sepsis (5.6%) and pre-existing maternal disease 
(6%). Together these top five causes accounted for 8�.�% 
of all deaths. The NCCEMD assessors attributed 2�.1% of 
maternal deaths in the 2005-2007 report to AIDS. 

Hypertension, obstetric haemorrhage and pregnancy-related 
sepsis were the top three direct obstetric causes of death, 
together accounting for ��.7% of all maternal deaths. Other 
important direct obstetric causes of death include abortion-
related deaths (�.�%) and acute collapse (�.2%). One posi-
tive finding in the 2005-2007 report was that deaths from 
hypertension showed a statistically significant decrease from 
the previous triennium, suggesting that efforts to improve 
the treatment of hypertension in pregnancy through guide-
lines, protocols and training may be beginning to have an 
impact.6�,6� The slight increase in postpartum haemorrhage, 
and the decrease in rates of antepartum haemorrhage, when 
compared to the 2002-200� report, were not statistically 
significant.18 

Table 3: Comparison of obstetric causes of death over time

Primary Obstetric Cause 1999-2001 2002-2004 2005-2007 2005-2007  
*Adjusted

N % N % N % N %

Direct 1 462 59.8 1 767 53.6 1 819 45.9 2 074 52.4

Hypertension 507 20.7 628 19.1 622 15.7 622 15.7

Postpartum haemorrhage 240 9.8 313 9.5 383 9.7 399 10.1

Antepartum haemorrhage 100 4.1 129 3.9 108 2.7 108 2.7

Ectopic pregnancy 27 1.1 47 1.4 55 1.4 55 1.4

Abortion 120 4.9 114 3.5 136 3.4 194 4.9

Pregnancy-related sepsis 210 8.6 274 8.3 223 5.6 404 10.2

Anaesthetic related 76 3.1 91 2.8 107 2.7 107 2.7

Embolism 48 2.0 64 1.9 57 1.4 57 1.4

Acute collapse 134 5.5 107 3.2 128 3.2 128 3.2

Indirect 939 38.4 1 430 43.4 1 966 49.7 1 711 43.2

Non-pregnancy-related infections 768 31.4 1 246 37.8 1 729 43.7 1 474 37.2

AIDS 416 17.0 662 20.1 915 23.1 774 19.5

Other infections 352 14.4 584 17.7 814 20.6 700 17.7

Pre-existing maternal disease 171 7.0 184 5.6 237 6.0 237 6.0

Unknown 44 1.8 99 3.0 174 4.4 174 4.4

Total 2 445 100.0 3 296 100.0 3 959 100.0 3 959 100.0

Coincidental 45 110 118 118

Total reported 2 490 3 406 4 077 4 077

Source: National Committee on Confidential Enquiries into Maternal Deaths, 2005-2007.18,65

 * The Adjusted column has been recalculated by the authors of this chapter. 

Source: National Committee on Confidential Enquiries into Maternal  
 Deaths, 2005-2007.18

1 462
(60%)

1 767
(54%)

1 819
(46%)

2 074
(52%)

939
(38%)

1 430
(43%)

1 966
(50%)

1 711
(43%)

44

99

174 174

2 445

3 296

3 959 3 959

0

1 000

2 000

3 000

4 000

1999-2001 2002-2004 2005-2007 2005-2007
Adjusted

N
um

be
r(

%
)

of
C

as
es

UnknownIndirect   Direct   



Maternal health 1

11S A H R 2 0 1 0

isons of the adjusted data with previous periods to identify 
trends should be undertaken with caution because previous 
reports did not employ the same reclassification exercise. 

After reclassification, non-pregnancy-related infections (NP-
RIs) make up �7.2% of cases and, within the NPRIs, AIDS 
specifically is responsible for 775 (19.5%) deaths. These 
data suggest that the contributions of AIDS and NPRIs, may 
be stabilising when compared with the 2002-200� trien-
nium, although NPRI is still by far the most important cause 
of maternal death in South Africa (Table �). TB remains one 
of the most important other infectious causes of maternal 
death.66,67

Table � shows the breakdown of cause of death by HIV status. 
The NCCEMD used DHIS 2007 data on the distribution of 
HIV status among antenatal care attendees, extrapolated to 
the total number of live births recorded in the DHIS for 2005-
2007, to calculate institutional MMRs by HIV status (Table �). 
The total institutional MMR for HIV-positive women was �28 
per 100 000 live births, which was 9.5 times the rate of �� per 
100 000 calculated for HIV-negative mothers. In the five-year 
review of maternal deaths at Charlotte Maxeke Johannesburg 
hospital, the institutional MMR for HIV-positive women was 
776 per 100 000 [95% CI: 591-1 000] compared to 12� [95% 
CI: 72-199] for those that were known to be HIV-negative, a 
6.� times difference.5�

HIV and maternal deaths

A more careful analysis of the deaths attributed to AIDS 
revealed that 255 of the AIDS-related deaths were also 
found to have a direct obstetric cause of death.65 Reclassifying 
these deaths by direct obstetric cause of death produces the 
adjusted figures shown in Figure 6 and Table �. Table � also 
includes an adjustment for the misclassification between AIDS 
and other non-pregnancy-related infections of 2� maternal 
deaths diagnosed as AIDS without an HIV test result and 1�8 
deaths of HIV-positive patients with tuberculosis (TB) that 
should have been classified as AIDS. 

The implications of reclassifying 255 deaths from AIDS to a 
direct obstetric cause are significant.65 After adjustment, the 
majority of maternal deaths (52.�%) are the result of direct 
obstetric causes and there is a significant increase in the 
contributions of postpartum haemorrhage, pregnancy-related 
sepsis and abortion. The number of deaths due to pregnancy-
related sepsis nearly doubled after the adjustment, suggesting 
that HIV-positive status may mask the importance of this 
treatable cause of maternal death. Prior to the adjustment, 
the proportion of abortion-related maternal deaths appeared 
to have decreased, but the reclassification suggests that this 
category is still important, with 19� abortion-related maternal 
deaths in the 2005-2007 period (Table �). However, compar-

Table 4: Cause of death and institutional MMRs by HIV status (adjusted data)

Primary Obstetric 
Cause

HIV+ve HIV-ve HIV Unknown Total

N % Ins. 
MMR

N % Ins. 
MMR

N % Ins. 
MMR

N % Ins. 
MMR

Direct 656 35.0 114.8 359 71.5 24.6 1 059 66.8 183.7 2 074 52.4 79.5

Hypertension 111 5.9 19.4 136 27.1 9.3 375 23.7 65.1 622 15.7 23.8

Postpartum 
haemorrhage 95 5.1 16.6 83 16.5 5.7 221 13.9 38.3 399 10.1 15.3

Antepartum 
haemorrhage 15 0.8 2.6 21 4.2 1.4 72 4.5 12.5 108 2.7 4.1

Ectopic pregnancy 6 0.3 1.1 5 1.0 0.3 44 2.8 7.6 55 1.4 2.1

Abortion 98 5.2 17.2 5 1.0 0.3 91 5.7 15.8 194 4.9 7.4

Puerperal sepsis 272 14.5 47.6 38 7.6 2.6 94 5.9 16.3 404 10.2 15.5

Anaesthetic related 18 1.0 3.2 19 3.8 1.3 70 4.4 12.1 107 2.7 4.1

Embolism 10 0.5 1.8 21 4.2 1.4 26 1.6 4.5 57 1.4 2.2

Acute collapse 31 1.7 5.4 31 6.2 2.1 66 4.2 11.4 128 3.2 4.9

Indirect 1 159 61.9 202.9 114 22.7 7.8 438 27.6 76.0 1 711 43.2 65.6

Non-pregnancy-
related infections: 1 092 58.3 191.2 55 11.0 3.8 327 20.6 56.7 1 474 37.2 56.5

AIDS 774 41.3 135.5 0 0.0 0.0 0.0 0.0 0.0 774 19.6 29.7

Other infections 318 17.0 55.7 55 11.0 3.8 327 20.6 56.7 700 17.7 26.8

Pre-existing disease 67 3.6 11.7 59 11.8 4.0 111 7.0 19.3 237 6.0 9.1

Unknown 57 3.0 10.0 29 5.8 2.0 88 5.6 15.3 174 4.4 6.7

Total 1 872 100.0 327.7 502 100.0 34.4 1 585 100.0 274.9 3 959 100.0 151.8

43.7 12.7 40.0 100.0

Total live births 571 257 1 460 748 576 474 2 608 479

Source:  Derived from National Committee on Confidential Enquiries into Maternal Deaths, 2005-2007.18,65

 HIV+ve and Total columns have been recalculated by the authors of this chapter. 
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The NCCEMD institutional MMR for the �0% of women 
who had not been tested was also very high at 275 per 
100 000. The high mortality rate and the distribution of 
causes of death in this group suggests that it probably includes 
a significant proportion of HIV-positive cases. A similar result 
was found in the Charlotte Maxeke study, where the MMR 
for those that had not been tested was 195 per 100 000 [95% 
CI: 1�1-278].5�

In the latest NCCEMD report, indirect causes contributed 
to 61.9% of HIV-positive maternal deaths and to 22.7% of 
deaths in the HIV-negative group. Direct obstetric causes 
made up 71.5% of HIV-negative and �5% of HIV-positive 
maternal deaths (Table �). However, in comparing institu-
tional MMRs, the cause-specific MMRs for direct obstetric 
causes are higher in the HIV-positive than the HIV-negative 
group. The institutional MMRs for abortion and pregnancy-
related infection, in particular, were very high in HIV-positive 
women and considerably above the average for all women 
combined. 

Part of the explanation for the high rates of direct obstetric 
causes in HIV-positive women is that the NCCEMD report 
identified a number of problems with the quality of care 
provided to this group, related to the persistent perception 
that “if the woman is HIV positive, there is nothing active to do 
for her”.68 The NCCEMD noted with concern, a lack of caring 
for HIV-positive women among health professionals and the 
deterioration in ethical practice identified in some institutions. 
These problems were highlighted in previous NCCEMD 
reports51 and indicates that, until recently, HIV was a ‘blind 
spot’ in terms of obstetric care in South Africa.�8 The focus 
has been on Prevention of Mother-to-Child Transmission 
(PMTCT) programmes and ‘saving the baby’, with much less 
attention given to improving the management of opportun-
istic infections in pregnant women or to ensuring maternal 
access to HIV treatment.69 

Hogan et al. constructed models which speculate about the 
likely trends in MMR if HIV had not intervened.2 The results 
of the analysis for South Africa are shown in Figure 7, which 
indicates that the MMR estimates including and excluding HIV 
diverge after 1990. As noted above, the 2008 MMR estimate 
for South Africa, including HIV, is 2�7 per 100 000 live births 
[95% CI: 1�6-�72]. However, the model suggests that in the 
absence of HIV, the MMR for South Africa would have been 
5� per 100 000 [95% CI: ��-85] in 2008. Interestingly, these 
figures are not that dissimilar from the institutional MMRs 
calculated for HIV-positive and HIV-negative women by the 
NCCEMD.

Figure 7: MMR estimates for South Africa, with and without 
HIV

Source: Drawn from data obtained from Hogan et al., 2010..2

Coverage, quality and equity of key 
maternal health interventions
The essential package of interventions for addressing maternal 
mortality is shown in Figure 1. In the absence of good quality 
MMR data, the maternal health community has come to rely 
on monitoring access to this essential package, in the hope 
that such process indicators are correlated with improve-
ments in maternal outcomes. 

A fairly standard set of coverage indicators is reported in 
recent assessments of the national and global reports towards 
achieving MDG 5.17,22,28,29 The available evidence on access 
to some key maternal health interventions in South Africa is 
summarised in Figure 8. Most of the indicators require data 
collected through population-based surveys, and the most 
recent data remains that of the 200� SADHS. 

The coverage gap refers to the proportion of people who 
need a service but aren’t able to get it. The unmet need for 
family planning (the proportion of women who do not want 
to become pregnant and are not able to access contracep-
tion) is 1�.8% (Figure 8).�7 Nationally only 8% of women do 
not attend antenatal care and 9% deliver without a skilled 
attendant. Both of these indicators are very low by developing 
country standards. However, detailed local studies have found 
much higher rates of home births. For example, analyses from 
demographic surveillance sites calculated the proportion of 
home births as 6�.5% between 2000 and 2007 for Hlabisa, 
and 2�.1% between 2000 and 2005 for Agincourt, while a 
figure of 50% was proposed for a hospital in the Eastern Cape 
in 2005. 70,71 Postnatal care has received little attention to date 
and the proportion of women having a postnatal visit within 
three days is very low, although there are no reliable national 
data on this indicator at present.

It is a concern that the MMR for South Africa has increased 
significantly since 1990, while coverage indicators for ante-
natal care and skilled attendance at delivery are already rela-
tively high and have continued to improve.�7 A number of 
factors may explain the apparent paradox. 
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Figure 8: Coverage of key maternal health interventions along the continuum of maternal care

Source:  National Department of Health, 2007;�7 District Health Barometer, 2008/09.26

The first explanation is that a significant proportion of 
maternal deaths in South Africa are due to HIV and other 
non-pregnancy-related infections. Traditional process indica-
tors may be important for monitoring interventions effective 
against direct obstetric causes of death, but indirect causes of 
death require an additional package of interventions (Figure 1) 
and therefore different process indicators.�� DHIS data from 
the PMTCT programme indicated that 86.7% of pregnant 
women were tested for HIV during pregnancy in 2008/09,26 
although, as already noted, only 60% of maternal deaths in 
the 2005-2007 triennium had an HIV result (Table �). The 
proportion of pregnant women eligible to receive treatment 
for HIV who actually get it, and get it in time, is not accu-
rately known at present, but would be an important process 
indicator for monitoring the coverage gap for interventions 
targeted at indirect causes of death in South Africa. 

Secondly, there is a significant quality gap in the provision of 
critical maternal health services.17 The quality gap indicates 
the difference between simple access and receiving the best 
quality care available within current system constraints. There 
is not yet consensus on which indicators would best measure 
the quality gap in maternal health. An example of quality gap 
indicators for antenatal care might include the proportion of 
pregnant women who have at least four antenatal care visits; 
or the proportion who initiate antenatal care before 20 weeks. 
Both these indicators represent higher standards of care than 
a single antenatal care visit. Only 56.1% of women in the 200� 
SADHS had at least four antenatal care visits, and �6.1% had 
their first visit before 20 weeks, indicating much lower levels 

of access to quality antenatal care than is suggested by the 
antenatal care coverage rate of 92% (Figure 8). 

For intrapartum care, basic skilled attendance may not be an 
adequate indicator for quality care. It is recognised that the 
evidence relating skilled attendance to improved maternal 
mortality is weak.72,7� Also, the actual skills of so-called skilled 
attendants vary widely, and skilled attendants only perform 
optimally when they work in an enabling environment.7� 
Hussein et al.7� have proposed an indicator, called the skilled 
attendance index, which measures the proportion of deliveries 
performed by health professionals with the required skills and 
in settings providing all essential resources. Unfortunately, 
measurement of this indicator depends on detailed record 
review and it has not been calculated for South Africa. Of 
the data available from the SADHS, it is possible to identify 
the proportion of deliveries occurring in hospital and those 
performed by a doctor. In the 200� survey, although 91.5% 
of women had a skilled attendant, only 76.2% delivered in 
hospital and 26.5% were delivered by a doctor. Graham et al. 

have shown that the correlation with lower MMRs is stronger 
for delivery by a doctor than delivery by any skilled attendant.72 
However, research is required to investigate if these indica-
tors do in fact indicate better quality care in the South African 
context, because studies from high-income countries have 
shown that midwives have equivalent, or better, outcomes 
than doctors for routine intrapartum care.75 

A third problem with the traditional indicators discussed so 
far is that they don’t measure access to EmOC, a critical 
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component required to decrease maternal mortality.76-78 For 
some time UN agencies have promoted six additional process 
indicators for monitoring access to emergency obstetric care 
(Table 5). With the exception of the caesarean section rate, 
these indicators have not been used in South Africa. In the 200� 
SADHS, 20.9% of women nationally delivered by caesarean 
section.�7 More recent data from the 2008/09 DHIS puts the 
national figure at 16.1%, although this is an institutional rather 
than a population-based rate.26 These figures are above the 
5% minimum norm (Table 5) suggesting that national access 
to surgical interventions is reasonable. However, there is no 
national data on the availability of emergency obstetric care 
facilities, or the unmet need for emergency obstetric care. 

Table 5: UN Emergency Obstetric Care Indicators

Indicator Acceptable Level
Availability of emergency 
obstetric care: 
basic (BEmOC) and 
comprehensive (CEmOC) 
care facilities

1. There are at least five emergency 
obstetric care facilities (including at 
least one comprehensive facility) for 
every 500 000 population.

Geographical distribution 
of emergency obstetric 
care facilities

2. All subnational areas have at least 
five emergency obstetric care 
facilities (including at least one 
comprehensive facility) for every 
500 000 population.

Proportion of all births in 
emergency obstetric care 
facilities

3. Minimum acceptable level to be set 
locally.

Met need for emergency 
obstetric care: proportion 
of women with major direct 
obstetric complications 
who are treated in such 
facilities

4. 100% of women estimated to have 
major direct obstetric complications 
are treated in emergency obstetric 
care facilities.

Caesarean sections as a 
proportion of all births

5. The estimated proportion of births by 
caesarean section in the population 
is not less than 5% or more than 15%.

Direct obstetric case 
fatality rate

6. The case fatality rate among women 
with direct obstetric complications in 
emergency obstetric care facilities is 
less than 1%.

Source: World Health Organization et al., 2009.79

Lastly, there is also a significant equity gap in maternal health 
care in South Africa. Given the limited availability of quality 
MMR data, it is not surprising that there is little information 
on differentials in maternal health outcomes. The NCCEMD 
does now provide institutional MMRs by province but has not 
produced MMR estimates by race or socio-economic status. 
Comparison of MMRs between provinces is complicated 
by variations in HIV prevalence but, focusing only on direct 
obstetric causes, there was a �.2 times difference between 
the best and worst provinces in the 2005-2007 triennium.18 

The institutional MMR for direct obstetric deaths in the Free 
State was �07 per 100 000 compared to only 7� per 100 000 
in the Western Cape. Using their analysis of the 2001 Census 
data, Garenne et al. calculated that the MMR for white women 
was 67 per 100 000 while it was 61� per 100 000 in blacks, 
a 9.2 times increase.�� Socio-economic patterns were more 
complex but there was a 19.2 times difference between the 
highest and lowest wealth index categories. 

There is also an equity gap in access to key maternal health 
interventions. National indicators suggest good coverage, but 
national averages can hide significant differentials in access 
across the country.7 Figure 9 provides an analysis using 
process indicators available from the SADHS to investigate 
geographical, racial and socio-economic disparities in access 
to key maternal health interventions and compares changes 
between the 1998 and 200� surveys. 

In Figure 9 the ends of each bar represent the rates for the 
best off and worst off in each category, while the dark central 
line indicates the national average. The length of each bar in 
Figure 9, therefore, is a measure of inequality. Antenatal care 
coverage rates are high and there are no significant inequali-
ties. With regard to skilled attendance at delivery, the official 
MDG 5 process indicator, the 1998 national figure of 8�% 
suggested good access but obscures significant inequalities: 
only 76% of rural women compared to 9�% of urban women 
had a skilled attendant at delivery; 82% of black women 
compared to 99% of white women; and 69% of women 
from the poorest quintile compared to 98% of women from 
the richest quintile were delivered by a skilled attendant. The 
200� data show not only that the national skilled attendance 
coverage rate increased from 8�% to 91%, but that all bars 
are smaller indicating decreasing geographical, racial and 
socio-economic inequalities.80 

With regard to the indicators proposed above to measure 
the quality of antenatal care, the proportion of women 
attending more than four antenatal care visits declined from 
1998 to 200�, while the proportion having their first visit 
before five months stayed much the same. Inequalities for 
the first indicator showed little change but there are signifi-
cant racial and socio-economic disparities in the proportion of 
women attending antenatal care early: 85% of white women 
compared to only ��% of black women have their first ante-
natal care visit before 5 months, with little change in this 
pattern from 1998 to 200�. Hospital delivery and delivery by 
a doctor are presented to investigate access to better quality 
delivery services than is reflected in basic skilled attend-
ance, because these are the only indicators currently avail-
able. For hospital delivery, the national figure did not change 
between 1998 and 200� but inequalities decreased primarily 
because rates for the advantaged groups were lower. The 
largest disparities in Figure 9 are in access to delivery by a 
doctor: 1�% of rural women compared to ��% of urban 
women, 2�% of black women compared to 68% of white 
women, and 12% of the poorest quintile compared to 52% 
in the richest quintile, were delivered by a doctor in the 200� 
survey. Again, inequalities appear to have improved due to a 
decrease in access of the advantaged group, though this may 
reflect sampling differences between the two surveys that are 
not corrected by the weighting. 
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Figure 9: Inequalities in access to key maternal health interventions, 1998-2003

Source: Blaauw, 2009;80 National Department of Health, 2002;�1 National Department of Health, 2007.�7

 ** Interestingly, the differentials for this indicator are in the opposite direction. More black women attend antenatal care than white women.
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As discussed above, there is no information on differentials 
in unmet need for emergency obstetric care, although this 
indicator might be more directly associated with maternal 
mortality in South Africa. The only emergency obstetric care 
process indicator available for South Africa is the caesarean 
section rate. The national caesarean section rate from the 
SADHS increased from 1998 to 200� but levels of inequality 
did not change (Figure 9). However, the lowest caesarean 
sections in each category are all significantly above the recom-
mended 5% minimum for this indicator (Table 5). 

Health service and health system constraints

The prevention of maternal mortality and morbidity requires 
the proper functioning of the entire health system, from 
primary health care clinics providing effective antenatal care 
to tertiary hospitals with sufficient intensive care unit (ICU) 
beds (Figure 1). There has been no recent audit of the 
resources available for providing maternal health-care serv-
ices in South Africa. For example, the distribution of hospi-
tals able to perform a caesarean section, or the availability of 
skilled midwives working in labour wards, or the performance 
of ambulance services, are not known with any accuracy for 
the whole country. 

Some information on the health service and health system 
problems related to maternal mortality is provided in the 
NCCEMD reports. The NCCEMD assessors identify avoid-
able factors, missed opportunities and sub-standard care 
resulting from the actions of health workers and health 
management.18 The frequency of different problems in the 
relevant assessable cases from the 2005-2007 report is 
summarised in Table 6.

The NCCEMD assessors identified problems with the emer-
gency obstetric care provided by health workers in 58% of 
deaths at Level 1, �9% at Level 2 and �0.1% of maternal 
deaths at Level �. The main weaknesses were with problem 
diagnosis and sub-standard management (Table 6). The sub-
standard management of patients actually increased from the 
previous triennium so that in 2005-07, 29% of cases at Level 
1, �0.�% of cases at Level 2, and 19.8% of cases at Level � 
had not been managed correctly. Similar high rates of health 
worker problems were found in the study by Lombaard et al. 
which investigated the management of postpartum haemor-
rhage in 12 maternal deaths and 182 near-misses in Tshwane 
from 2002-2006.81 

Table 6: Percentage of relevant assessable cases with 
specific health worker and administrative problems

Health Worker 
Problems

Level 1 
58%

Level 2 
49%

Level 3 
30.1%

Initial assessment 12.1 8.1 5.4

Problem with recognition / 
diagnosis 22 17.9 9.4

Delay in referring patient 15.6 3.8 0.6

Managed at inappropriate 
level 13.7 3.1 0

Incorrect management 
(Incorrect diagnosis) 7.3 4.2 2.3

Substandard management 
(Correct diagnosis) 29.6 30.3 19.8

Not monitored / 
Infrequently monitored 7.3 5.6 4.5

Prolonged abnormal 
monitoring without action 6 6.1 4.1

Resuscitation Problems 22.7%
Airway not secured 16.0

Circulation not corrected 56.5

Inappropriate drugs given 1.6

Incompletely investigated 8.2

Not appropriately monitored 1.7

Health Management Problems 29.9%
Transport problem home to institution 1.9

Transport problem between institutions* 8.4

Barriers to entry 1.0

Lack of accessibility 1.3

Lack of specific health care facilities 8.6

Lack of ICU facilities** 9.2

Lack of blood for transfusion*** 19.0

Lack of personnel 0.4

Lack of appropriately trained staff 8.9

Communication problems 4.2

Other 6.8

Source: National Committee on Confidential Enquiries into Maternal  
 Deaths, 2005-2007.18

*  Of cases transferred between institutions
**  Of women managed in tertiary institutions
***  Of cases requiring urgent blood transfusions

Of the management problems identified in the latest NCC 
EMD report (Table 6), it is concerning that 19% of patients 
who needed blood were not able to get it. Other important 
health system problems identified in the report were: trans-
port between institutions (8.�%); the lack of specific health 
care facilities (8.6%) and ICU services (9.2%); and insufficient 
appropriately trained staff (8.9%). The NCCEMD has set a 
target of one hour for ambulance response times, but in a 
small recent study in the Cape Peninsula it was found that in 
only �5.5% of cases did the ambulance arrive within an hour 
of being called.82 

A particularly useful analysis undertaken by the NCCEMD is 
to identify the clearly avoidable deaths within current health 
system constraints. The results shown in Table 7 indicate that 
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1 519 (�8.�%) of the total maternal deaths reported between 
2005 and 2007 should have been prevented. If all the clearly 
avoidable deaths had not occurred, the institutional MMR 
would have been 9� per 100 000. Further analysis revealed 
that 85% of anaesthetic-related deaths and 77.8% of obstetric 
haemorrhage deaths were avoidable, and �8.9% of the hyper-
tensive deaths could have been prevented. Together these 
causes accounted for 51.2% of all the avoidable deaths. Given 
the increasing access to antiretroviral (ARV) drugs, a larger 
percentage of deaths due to non-pregnancy-related infections 
(20.5%) was classified as avoidable in this triennium. 

A number of other recent studies have identified health 
system challenges that exist in providing good quality maternal 
health services.69,81,8�-86 Chopra et al.22 in the Lancet series in 
2009, argued that the sub-optimal implementation of inter-
ventions that are known to be effective and affordable is a 
key explanation for why South Africa is unlikely to meet MDG 
5. The article further suggests that strategies to improve 
health worker motivation and commitment to providing good 
quality, patient-centred care are an important priority and 
that leadership and accountability mechanisms need strength-
ening at all levels of the health system in South Africa.

Table 7: Avoidable deaths per category

Primary 
Obstetric 
Cause

Total 
Deaths

Number 
Avoidable

% 
Avoidable

% of Total 
Avoidable 

Deaths
Direct 1 819 1 065 58.5 70.1

Hypertension 622 304 48.9 20.0

Postpartum 
haemorrhage 383 308 80.4 20.3

Antepartum 
haemorrhage 108 74 68.5 4.9

Ectopic 
pregnancy 55 37 67.3 2.4

Abortion 136 74 54.4 4.9

Pregnancy-
related sepsis 223 128 57.4 8.4

Anaesthetic 
related 107 91 85.0 6.0

Embolism 57 15 26.3 1.0

Acute collapse 128 34 26.6 2.2

Indirect 1 966 421 21.4 27.7

Non 
pregnancy-
related 
infections

1 729 355 20.5 23.4

AIDS 915 161 17.6 10.6

Pre-existing 
maternal 
disease 

237 66 27.8 4.3

Unknown 174 33 19.0 2.2

Total 3 959 1 519 38.4 100

Source: National Committee on Confidential Enquiries into Maternal  
 Deaths, 2005-2007.18

Demand-side issues

There is limited information on community-level dynamics 
influencing women’s access to and utilisation of maternal 
health care services. As in previous NCCEMD reports, the 
assessors investigated patient-related factors contributing to 
maternal deaths. Table 8 shows that patient problems were 
identified in �5.9% of the maternal deaths reported in the 
2005-2007 period. Almost 18% of cases had not attended 
antenatal care at all which is significantly higher than the 
general population; 26.7% of women had delayed seeking 
medical care; and a quarter of the abortion-related deaths 
were caused by an unsafe abortion.

Table 8: Percentage of relevant assessable cases with 
specific patient problems

Patient Problems 45.9%

No antenatal care 17.7

Infrequent antenatal care 6.0

Delay in seeking medical help 26.7

Unsafe abortion+ 25.7

Other 6.9

Source:  National Committee on Confidential Enquiries into Maternal  
 Deaths, 2005-2007.18

 + Of women who died due to abortions

Tlebere et al. completed a community-based analysis of the 
factors influencing the utilisation of maternal health care 
services in three sites in the Western Cape, Eastern Cape 
and KwaZulu-Natal.87 They found that distances to facilities 
and the lack of transport were the biggest problems, but 
complaints about the quality of care received, and provider 
communication with patients and their families, were also 
reported. Results from a recent research project investigating 
the interaction of supply and demand-side issues in access to 
maternal health are shown in Box 1. 

Policy initiatives in maternal 
health
The overview provided of the state of maternal health in 
South Africa indicates no prospect of achieving the MDG 5 
target by 2015. Despite a shortage of robust data, the like-
lihood is that the MMR has been steadily increasing rather 
than decreasing since 1990. Although largely a result of HIV 
and AIDS, a significant number of women, both HIV-nega-
tive and HIV-positive, still die of preventable direct obstetric 
causes each year. The change in leadership in the National 
Department of Health (NDoH) brings expectations of greater 
effort and effectiveness in tackling maternal mortality, particu-
larly in relation to HIV-related maternal deaths. This section 
reviews current policy initiatives and activities in maternal 
health in South Africa. 
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Policy priorities and targets

The 10 recommendations outlined in each report of the 
NCCEMD have been fundamental in defining efforts in 
maternal health in South Africa. In addition, strategic plans of 
the Presidency, NDoH and the Maternal, Neonatal, Child and 
Women’s Health (MNCWH) Directorate all include priorities 
and targets for maternal health. 

The detailed recommendations, indicators and targets from 
the fourth NCCEMD report are presented in Table 9 and 
the key strategies are shown diagrammatically in Table 10 
in relation to the continuum of maternal health care. The 10 
recommendations have changed little since the first report in 
1998, although the implementation plans have become more 
specific and detailed.18 

The NCCEMD recommendations have not yet had a demon-
strable effect on maternal mortality, suggesting either that 

Box 1:  REACH – Researching Access to Comprehensive Obstetric Care

The Researching Equity in Access to Health Care Project is an ongoing collaborative research project between the Centre for Health Policy, 
Health Economics Unit, Rural Aids and Development Action Research, the Africa Centre for Health and Population Studies, and McMaster 
University. REACH is investigating access to priority health services including obstetric care. Access is conceptualised as the degree of fit 
between patient demand and health service supply in relation to the availability, affordability and acceptability of services. The research is 
being conducted in two urban and two rural sub-districts combining a number of research methods. 

Client Survey
Exit interviews were completed with 1231 women after delivery in eight CEmOc facilities. The study did not find any consistent geographic 
or socio-economic inequalities in access to maternal care services. However, women in rural areas spent longer getting to facilities and paid 
more for transport costs. Although services for pregnant women are free, many women had to raise considerable funds for additional costs 
incurred on items such as transport, food, childcare, phone calls and materials they needed for themselves and the baby. In one research site 
women were also charged a fee for registration at the facility. Most women had received support in raising these funds, but some, particularly 
those from rural areas, indicated it had been difficult to do so.

Although over 90% of women stated that they were satisfied with services, there were some problem areas. Twenty per cent of women 
reported being shouted at during labour and respondents in rural areas were less likely to feel respected by staff than women delivering in 
urban facilities. At one of the sites 84% of women had a companion during delivery, but at another site only 2% of women had companions, 
even though many women indicated they would have liked one. Between 45-68% of women from the different sites reported that they did not 
receive sufficient pain relief.

Maternal Record Reviews
Record reviews were carried out on the maternity records of women who had exit interviews. Analysis of this data did not find any client 
characteristics, including HIV status, to be consistently associated with the quality of care the women received. However, an important 
finding was that there were significant differences in the quality of care provided by different facilities.

Client Interviews
Seventeen in-depth interviews were conducted with women with a range of delivery experiences. The interviews revealed the huge 
challenges that many women faced in terms of poverty, unemployment, homelessness, dysfunctional families and violent partners. Patients’ 
experiences of accessing maternity services and interacting with health care workers varied considerably but were not all negative. Two 
characteristic comments are given below: 

“[The nurse] started shouting at me and I got so angry because she was treating me as if I was a liar or something”. 
Middle-aged woman after delivery

“You know, the reason why I didn’t go is that I was scared that when I go there they will judge me and shout at me on top of that, the 
other thing I thought they would tell me that I’m still young and I’m having sex already, you know people have a tendency to judge 
without understanding what led you to doing what you did…..but the people were very friendly, they didn’t judge me in a way that I 
thought they would, so they talked to me nicely actually.”

Young unemployed woman with little antenatal care and birth before arrival at facility

Health Worker Interviews and Facility Observation 
Qualitative data was also collected at two urban and one rural site and included 25 interviews with providers and observation of services 
during both day and night shifts. Many of the providers expressed regret that the quality of care that was provided to women was not better. 
They argued that due to shortages of staff they had to prioritise sicker women, leaving others unattended. In the facility observations it was 
clear that there were times that health care workers were very busy, but there were also times when health care workers sat around chatting 
seemingly unconcerned with patient care. Problems in communication between patients and providers were observed, with patients often not 
understanding what was happening or why. It was also noted that some women were left alone, scared, in pain and uncared for. At one site, 
problems with the referral criteria and relationships between clinics and hospitals resulted in patients suffering due to health care workers’ 
frustrations with their colleagues in other facilities. 

they have not been implemented or that they have been 
ineffective. Early evaluations indicated limited progress with 
implementation.51 However, this may be improving, with the 
NDoH 2008/09 annual report claiming that 89% of institu-
tions had implemented the guidelines.�7 How this complicated 
indicator was measured is not explained, and there are no 
other published studies. Pattinson and Bergh88 discuss that 
effective implementation of the recommendations needs to 
be supported by changes in policy, management and clinical 
practice – all resistant to change. They argue that improved, 
on-site, face-to-face training is critical for changing clinical 
practice, and also suggest that proper systems need to be 
established for monitoring and evaluating the implementation 
of the NCCEMD recommendations. In terms of the effective-
ness of the policy recommendations, a recent study indicated 
that the guidelines for the management of hypertension in 
pregnancy, at least, are based on good quality evidence.89
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Table 9:  NCCEMD 2005-2007 recommendations, indicators and targets

Recommendation Indicators Targets
Protocols on the 
management of important 
conditions causing maternal 
deaths must be available 
and utilised appropriately in 
all institutions where women 
deliver. All midwives and 
doctors must be trained in 
the use of these protocols. 

1. Availability of relevant written protocols in the form 
of posters, individual booklets or tool kits in relevant 
sections of health facilities
Availability of a functioning training programme for all 
institutions at district level
Availability of a functioning programme on quality 
assurance for proper use of guidelines by midwives 
and doctors at district level

i.

ii.

iii.

All institutions must have relevant written protocols in the 
form of posters, individual booklet or tool kits in relevant 
sections of these facilities
All districts must have a written functioning training 
programme in all institutions 
All districts must have a written functioning programme 
on quality assurance for proper use of guidelines by all 
health professionals including midwives and doctors

i.

ii.

iii.

Training should be provided 
for all health professionals 
working in maternity units 
in practical obstetrical and 
surgical skills. Skills should 
be provided in anaesthesia, 
especially in Level 1 
institutions. 

2. Availability of a ESMOE skills training programme for 
all institutions at district level 
Availability of ESMOE fire-drills and skills training in 
health care facilities
Availability of a functioning programme on quality 
assurance for assessing skills of midwives and 
doctors at district level
Anaesthetic indicator

i.

ii.

iii.

iv.

All hospitals must have implemented ESMOE fire-drills 
and skills training
All sub-districts must have access to ESMOE skills 
training programme for all institutions in the sub-district 
All districts must have a functioning programme on 
quality assurance for assessing skills of all health 
professionals including midwives and doctors

i.

ii.

iii.

All pregnant women should 
be offered information 
on, screening for and 
appropriate management 
of non-pregnancy-related 
infections and common 
medical disorders. 

3. Percentage of institutions providing appropriate 
maternity care, offering information on screening 
for and appropriate management of non-pregnancy-
related infections and common medical disorders 

i. All institutions that perform maternity care should 
provide: 

Provider-initiated counselling and testing for HIV, 
HIV staging, dual therapy and HAART treatment 
Appropriate history taking and examination for TB 
and anti-TB therapy
Malaria screening in malaria areas and malaria 
prophylaxis 
Screening for anaemia, hypertensive disorders in 
pregnancy, and cardiac disease

i.

ÿ

ÿ

ÿ

ÿ

Criteria for referral and 
referral routes must be 
established and utilised 
appropriately in all 
provinces. Emergency 
transport facilities must be 
available for all pregnant 
women in need. 

4. Availability of referral routes and criteria for referral 
in the relevant areas in hospitals and emergency 
services
Time from call for ambulance to arrival of the ambu-
lance at site

i.

ii.

All facilities providing maternity services must have func-
tional referral routes and referral criteria 
70% of ambulances on red code calls must arrive at the 
emergency site within 1 hour of call 

i.

ii.

Postnatal care must be 
strengthened. 

5. Recorded visits at DHIS as a percentage of births in 
the sub-district 

i. 60% of women and children attend postnatal care at 6 
weeks
Establish a mechanism to monitor the number of post-
partum visits within 6 days of delivery 

i.

ii.

Staffing and equipment 
norms must be established 
for each level and for every 
health institution concerned 
with the care of pregnant 
women. 

6. Availability of guidelines on allocation of human 
resources for maternal and neonatal health services
Availability of guidelines on essential equipment for 
provision of maternal and neonatal health care at 
different levels 

i.

ii.

Written guidelines for human resource allocation and 
for essential equipment must be available at national, 
provincial, district and facility level

i.

Blood for transfusion 
must be available at every 
institution where caesarean 
sections are performed. 

7. Percentage of applicable institutions having adequate 
emergency blood available

i. All applicable institutionsi.

Contraceptive use must be 
promoted through education 
and service provision. 

8. Sustained increase in women using contraceptive 
services having tubal ligations, IUCD insertions and 
vasectomies performed
All districts must provide information on all forms of 
contraceptives and family planning 
All regional and provincial tertiary and national central 
hospitals to have contraceptive services

i.

ii.

iii.

Implementation strategyi.

The number of deaths from 
unsafe abortion must be 
reduced. 

9. Percentage of functioning TOP services in relation to 
designated public sector units separately for first and 
second trimester pregnancies 
Availability of strategies for advertising TOP services 
within the district 

i.

ii.

All sub-districts must be able to provide first trimester 
TOPs 
70% of sub-districts must be able to provide second 
trimester TOPs

i.

ii.

Women, families and 
communities at large must 
be empowered, involved 
and participate actively 
in activities, projects and 
programmes aiming at 
improving maternal and 
neonatal health as well 
as reproductive health in 
general. 

10. Percentage of functioning community empowerment 
programmes at sub-district level
Availability of appropriate Information, Education and 
Communication (IEC) Material or Behaviour Change 
and Communication (BCC) material addressing 
major issues around maternal deaths for women and 
the general population 

i.

ii.

70% of sub-districts must be able to conduct at least 
quarterly activities targeting women and the general 
population to raise awareness and facilitate change of 
behaviour regarding maternal and neonatal health plus 
reproductive and sexual health in general; the activity 
should be documented and reported to the maternal 
health unit of the NDoH
70% of sub-districts must be able to provide appropriate 
IEC or BCC material addressing major issues around 
maternal deaths for women and general population at 
all times 

i.

ii.

Source: National Committee on Confidential Enquiries into Maternal Deaths, 2006-2007.18
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Table 10: Government strategies and targets for maternal health

Level Strategies Targets
The Presidency – Measurable 
Performance & Accountable Delivery, 
201060

Increase the proportion of designated health facili-
ties providing Choice on Termination of Pregnancy 
services
Increase the proportion of facilities providing Basic 
Antenatal Care
Enhance the clinical skills of health workers
Improve the use of clinical guidelines and 
protocols 
Increase the percentage of health facilities that have 
health workers trained in EmOC and CEmOC

i.

ii.

iii.
iv.

v.

Decrease MMR to 100 per 100 000 or less by 
2014/15
Increase the percentage of pregnant women who 
book for antenatal care before 20 weeks gestation 
from 20% to 50%
Increase the percentage of infants requiring dual 
therapy for PMTCT who actually receive from 10% 
to 60%
Increase the percentage of maternity care facilities 
which review maternal and perinatal deaths and 
address identified deficiencies from 45% to 80%
Increase the percentage of mothers and babies 
who receive postnatal care within 6 days of delivery 
from under 5% to 70%

i.

ii.

iii.

iv.

v.

National Department of Health 
Strategic Plan, 2010/11-2012/1321

Increasing access to health care facilities
Increasing the percentage of pregnant women who 
book for antenatal care before 20 weeks gestation
Increasing the percentage of mothers and babies 
who receive postnatal care within 3 days of 
delivery
Increasing the percentage of maternity care facili-
ties which review maternal and perinatal deaths 
and address identified deficiencies
Enhancing the clinical skills of health workers 
and improve the use of clinical guidelines and 
protocols 

i.
ii.

iii.

iv.

v.

Decrease MMR to 100 per 100 000 live births
All eligible women to be initiated on ART
100% of maternity facilities to conduct perinatal 
review meetings
95% of primary level facilities providing BANC
70% of primary care facilities with health providers 
trained in EmOC and CEmOC

i.
ii.
iii.

iv.
v.

Strategic Plan for Maternal, Neonatal, 
Child & Women’s Health & Nutrition 
2009-201420

Addressing inequity and social determinants of 
health
Development of a comprehensive and co-ordinated 
framework for provision of MNCWH & Nutrition 
services
Strengthening community-based MNCWH & 
Nutrition interventions
Scaling-up provision of key MNCWH & Nutrition 
interventions at PHC and district level 
Scaling-up provision of key MNCWH & Nutrition 
interventions at district hospital level
Strengthening the capacity of the health systems 
to support the provision of MNCWH & Nutrition 
services
Strengthening human resource capacity for the 
delivery of MNCWH & Nutrition services
Strengthening systems for monitoring and evalu-
ation of MNCWH & Nutrition interventions and 
outcomes

i.

ii.

iii.

iv.

v.

vi.

vii.

viii.

Decrease MMR to 50 per 100 000 live births
75% contraceptive prevalence rates
18% teenage pregnancy rate
98% of women to attend antenatal care
90% of women to attend antenatal care at least 4 
times
90% skilled attendance rates

i.
ii.
iii.
iv.
v.

vi.

Different formulations of the current national priorities in 
maternal health by different levels of government are shown 
in Table 10. Although the strategies and targets are not exactly 
the same there is reasonable consistency across the strategic 
plans. 

Current Activities
The core maternal health package prioritised in the most 
recent MNCWH plan consists of:

Contraception services, including pregnancy confirmation 
and emergency contraception;

Choice on termination of pregnancy (CTOP) services;

Basic Antenatal Care (BANC);

HIV testing during pregnancy, with initiation of ART where 
indicated;

Intrapartum care (with specific focus on correct use of 
the partogram and the implementation of protocols for 
managing complications); and

ÿ

ÿ

ÿ

ÿ

ÿ

Essential Postnatal (EPOC) care for mother and baby.20

The NDoH plans to scale up the BANC programme, which 
focuses on improving the quality of routine antenatal care 
by: 

ensuring booking before 20 weeks; 

at least four scheduled and focused visits for each woman; 
and 

the integration of PMTCT.20 

The Essential Steps in Managing Obstetric Emergencies 
(ESMOE) training programme aims to improve the capacity of 
doctors and advanced midwives to deal with obstetric emer-
gencies. ESMOE has 12 training modules and involves prac-
tical on-site training sessions and emergency drills.90 ESMOE 
is being rolled out to districts throughout the country, with 
master trainers appointed in each province. With a renewed 
focus on postnatal care, the National MNCWH Directorate 
aims to ensure that all women have a postnatal visit within 
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three days. The suggestion is that postnatal visits should 
be home-based, which would require the involvement of 
community health workers, although it is acknowledged that 
facility visits may be more practical in some settings.20 The 
EPOC targets are that all women and neonates are checked 
in the first six hours after delivery, and again within six days 
and at six weeks. 

Other current activities of the National MNCWH Directorate 
include developing and distributing updated treatment guide-
lines and improving maternal health record-keeping. The 
birth register has been revised, a postnatal card has been 
developed, and a new integrated Antenatal-Maternity Care 
Record is due to be implemented. A detailed monograph on 
postpartum haemorrhage has been launched and the devel-
opment of a second monograph on caesarean sections is 
planned. Interactions between the NCCEMD and the South 
African National Blood Transfusion Services aim to improve 
the availability and storage of blood-products at all hospitals 
performing caesarean sections. 

South African academics have been prominent in the promo-
tion of clinical audit91 so the commitment to increasing the 
use of maternal and perinatal audits to improve the quality 
of maternal health is encouraging (Table 10). Audits need to 
be implemented where they are not happening and existing 
audits need to be improved to identify problems, develop 
solutions and monitor improvements. Incorporation of near-
miss methods would also strengthen the audit process.92 
In addition, there have been efforts to improve the clinical 
governance of obstetric services. Three provinces have 
already appointed provincial co-ordinating obstetricians to 
help strengthen management in key areas required to support 
obstetric care.

HIV and AIDS-related maternal mortality is a key obstacle 
to South Africa reaching the MDG 5 target. The recent revi-
sion of the treatment guidelines is a critical component in 
tackling AIDS as a cause of maternal death. The CD� treat-
ment threshold for pregnant women has been increased to 
�50 cells/mm� (compared to the standard 200 cells/mm�) 
and pregnant women are among those prioritised for fast 
tracking treatment initiation (ARVs should be started within 
two weeks of being eligible).2�,2�

The new ARV treatment guidelines should have a significant 
positive impact on maternal and neonatal health.9�,9� Black et 
al.5� found no clear improvement in MMRs with increased ARV 
access at Charlotte Maxeke Hospital between 200� and 2007. 
However, Abdool Karim et al.95 suggest that South Africa may 
be beginning to “turn the tide” in terms of HIV and maternal 
health, with greater collaboration between the maternal 
health and HIV communities, better integration in the ARV 
treatment of pregnant women and improved management of 

maternal conditions aggravated by HIV. However, there are 
a number of studies documenting the problems that persist 
within overloaded ARV services.5�,69,8� For example, a recent 
study from KwaZulu-Natal found that, although 97.�% of 
pregnant women had been tested for HIV and 91.�% of 
eligible women had received nevirapine for PMTCT, referral 
of women for ARV treatment was problematic – only 5�.8% 
of HIV-positive women had a CD� result and only 8.7% were 
on ARV treatment.96 The challenge is to ensure that HIV treat-
ment services are available throughout the health system and 
not only in innovator sites which have committed staff and, 
often, additional external funding. Debates relating to task-
shifting and midwife-led initiation of ARVs have not yet been 
completely resolved. For example, a study by Kunene in 2009 
found that 97% of midwives wanted to be able to initiate 
ARVs, but few had received sufficient training to do so.97 

The NDoH’s 10 Point Plan aims to improve the functioning of 
the health system, which is essential for improving maternal 
health care service delivery.21 It remains to be seen how 
forthcoming health system initiatives, such as the implementa-
tion of National Health Insurance, the updating of the Human 
Resource Plan for Health, the revitalisation of primary health 
care and the proposed revisions to the qualifications frame-
work and scope of practice for nurses and midwives, will 
impact on maternal health services.

International perspectives
In this section, current discussions and debates in the inter-
national maternal health arena are presented, including areas 
where South African academics and policymakers have made 
a significant contribution. 

Global burden of maternal mortality

As discussed above, Hogan et al.2 have recently produced 
revised MMR estimates for 181 countries for 1980-2008, 
modelling data from vital registration, censuses, DHS surveys 
and verbal autopsy studies. The estimates are significantly 
lower than those previously reported by UN agencies. The last 
UN report estimated there were 5�6 000 maternal deaths 
across the world in 2005, equating to a global MMR of �00 
per 100 000 [95% CI: 220-650]. However, Hogan et al.2 
calculated that there were only ��2 000 maternal deaths 
worldwide in 2008 and a reduction of the global MMR from 
�20 per 100 000 in 1990 to 251 [95% CI: 221-289] in 2008, 
which is a picture of “persistent and welcome progress”.61 
Even so, this overall picture hides considerable variation 
between regions and countries. Egypt, China, Ecuador and 
Bolivia are examples of countries where maternal health has 
significantly improved. South Africa falls into the group that is 
not making progress. More than 50% of all maternal deaths 
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are now concentrated in only six countries: India, Nigeria, 
Pakistan, Afghanistan, Ethiopia and the Democratic Republic 
of Congo. 

The new estimates have aroused considerable debate in the 
maternal health and measurement world – with researchers 
and campaigners from various countries querying the differ-
ences between these and other estimates, challenging the 
review process and arguing that the results might cause 
“potential political damage to maternal advocacy campaigns, 
confusion among countries, policymakers and the media”.61 
As a way forward it has been suggested that there needs to 
be further debate about how the estimates were produced, 
and the impact of these estimates on global maternal health 
policymaking and advocacy.61,62 

Interventions to reduce maternal mortality

Countdown to 2015 for Maternal, Newborn and Child 
Survival monitors coverage of 26 priority interventions identi-
fied as crucial to achieving the maternal and child health MDG 
goals in 68 countdown countries, including South Africa.12,28 
Also monitored is the equity of coverage27 and the under-
lying policy and health system factors that influence coverage 
for the interventions.98 The initiative is ‘supra-institutional’ 
involving UN agencies, funders, academics and professional 
organisations. South African academics have played a key role 
in the initiative as well.

The latest Countdown to 2015 Report concludes that pro-
gress is being made, though not fast enough in many countries, 
and that sub-Saharan Africa is doing particularly badly.12,29 The 
report identifies Brazil and Bangladesh as countries that have 
done well in addressing socio-economic and gender dispari-
ties in health outcomes, but suggests that in many countries 
profound inequalities in coverage and health outcomes persist. 
The report concludes that it is still possible to meet the 2015 
targets for maternal and child health, but only with increased 
political commitment and with additional funding directed 
towards strengthening health systems.

In the past it has been argued that maternal health loses out in 
joint maternal and child health initiatives,99 but currently there 
is increasing support for the idea that maternal health should 
be seen as part of the continuum of maternal, newborn and 
child survival.1�,100 Attempts have also been made to frame 
maternal health in the context of wider development,5 human 
rights and health systems strengthening.101-10� More recently, 
linked to the Women Deliver 2010 international conference, 
the contention has been that maternal mortality will only be 
tackled successfully if understood in the context of gender 
equality and women’s empowerment, promoted by MDG �.10�

Financing and maternal health

A current international debate relates to financing of maternal 
health. Strong calls for the abolition of user fees for maternal 
health have been countered by concerns about the impact 
this may have on facility functioning and staff morale in areas 
where user fees are used to top-up staff pay and fund facility 
activities.105-107 Suggestions have also been made for better 
integration with the private sector in initiatives to improve 
maternal health.108 

In countries where skilled attendance at delivery is still low, 
conditional cash transfers to encourage women to deliver in 
facilities are seen as one way of increasing uptake. A range 
of different programmes have been implemented in India, 
Nepal, Malawi, Bolivia and elsewhere. Early results seem to 
suggest that these programmes do lead to increased numbers 
of women accessing services and to reductions in perinatal 
mortality,109 though the impact on maternal mortality is less 
certain. Also, challenges remain in these initiatives about 
which women benefit,110 how the system is administered and 
the quality of care that women receive. 

Task shifting and maternal health

The lack of human resources has been identified as a major 
constraint to increasing access to skilled attendance at 
delivery.111,112 However, there has been little improvement in 
the supply of trained midwives,11� and there is no consensus 
on interim human resource strategies to improve access.11� 

Influenced by calls for task shifting in the HIV and AIDS 
field, there is increasing recognition that mid-level health- 
care workers can play an important role in maternal health 
programmes.115 For example, a number of programmes 
have effectively trained clinical officers to provide caesarean 
sections.116,117 Following the re-evaluation of community 
participation prompted by the �0th anniversary of the Alma 
Ata Declaration,100 new programmes are considering the 
utilisation of community health-care workers to help women 
access maternal services and to provide antenatal and post-
natal care.105,109 

Using audits to improve maternal health

Finally, partly in response to work done in South Africa, 
there is increased use of audits for maternal deaths, near-
misses and perinatal deaths as a way of improving the quality 
of care provided in maternal health services.�0,91,92 Pattinson 
and others,91,118 however, caution that maternal audit needs 
to be carried out in a way that does not alienate staff and 
that completes the loop between identifying the problem and 
making attempts to address it. Hussein et al. working in Ghana 
and Indonesia, have suggested changes in maternal mortality 
audits to make sure that positive elements of treatment are 
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recorded and that, in the case of near-miss, interviews with 
patients are included.119

Conclusions
MDG 5 has focused considerable international and national 
attention on maternal mortality and maternal health. The 
target set for MDG 5 to decrease the MMR by 75% by 2015 
is ambitious, with only very few countries worldwide set to 
achieve it. South Africa is not on target and is actually in the 
small group of countries where the MMR has increased since 
1990. 

What is the cause of South Africa’s failure when countries 
with fewer resources, such as Egypt, Sri Lanka and China, 
have succeeded? A particular feature of maternal mortality in 
South Africa is that non-pregnancy-related infections, mainly 
AIDS, are the most important cause of death. The relation-
ship between maternal mortality and HIV was exacerbated by 
the previous administration’s prevarication and confusion in 
dealing with the epidemic. Renewed national optimism with 
regard to HIV and the recent revision of the ARV treatment 
guidelines prioritising treatment for pregnant women marks 
an important step in focusing on the health of mothers as an 
end in itself, rather than just a means to PMTCT. However, 
guidelines do not, by themselves, produce access to essential 
quality care. Significant weaknesses in already overstretched 
ARV services should urgently be addressed in order to ensure 
that the increased number of eligible pregnant women actu-
ally access treatment. A clear implementation plan is required, 
outlining how the assurances in the new guidelines will actually 
be realised. Among the other non-pregnancy-related infec-
tions TB, as a cause of maternal death, has been somewhat 
overshadowed by HIV but also now requires more attention 
and dedicated interventions.  

It is likely that without HIV the MMR would be decreasing 
in South Africa. However, the decrease would probably still 
not have been fast enough to meet MDG 5. The mortality 
rate due to direct obstetric causes of death is unacceptably 
high for a country with South Africa’s resources. Despite the 
rollout of guidelines and training courses, the proportion of 
maternal deaths in which sub-standard care could be iden-
tified actually increased in the last triennium, particularly at 
Level 1 and Level 2 hospitals. Also, 1 065 (58.5%) of the 
direct obstetric deaths were classified as clearly avoidable by 
NCCEMD assessors in 2005-2007. The small decrease in the 
mortality rate from hypertension in pregnancy will hopefully 
be sustained in the next triennium, but it is important to note 
that hypertension-related deaths still made up 20% of all the 
avoidable deaths. Of concern is the lack of improvement in 
the management of obstetric haemorrhage and that 85% of 
anaesthetic-related deaths in the 2005-2007 triennium were 
avoidable. An important insight from the latest NCCEMD 

report is the high rate of direct obstetric causes of death in 
HIV-positive women, partly reflecting persistent problems 
in the management of obstetric emergencies in general. 
However, there are also indications that health professionals 
are less aggressive in managing obstetric emergencies in HIV-
positive compared to HIV-negative women. This breach in 
ethical practice should clearly be addressed. 

The quality of MMR estimates for South Africa needs to be 
improved. Many of the available data are of questionable 
validity and there is no reliable trend data. Not only is the MMR 
the main outcome measure for MDG 5, but a key indicator 
for monitoring the implementation of the government’s stra-
tegic plans for maternal health. However, the strategic plans 
do not explain how the MMR, and the other maternal health 
target indicators for that matter, will be measured over time. 
The NCCEMD is clearly an important institution producing 
critical data on maternal mortality in South Africa and the 
validity of the institutional MMRs calculated by the NCCEMD 
will continue to improve over time. However, a number of 
maternal deaths occur at home or are not reported to the 
NCCEMD and using the DHIS to measure the number of live 
births is questionable. The NDoH needs to work with the 
Department of Home Affairs and StatsSA to tackle the quality 
of MMR estimates from vital registration by improving cause 
of death registration and increasing the registration of births. 

South Africa has high coverage of routine indicators, such 
as antenatal care coverage and having a skilled attendant at 
delivery. Some evidence suggests that basic access for poor 
rural black women is improving and that the equity gap for 
indicators such as skilled attendance is decreasing. However, 
South Africa cannot be complacent about the performance 
on these indicators given that the MMR continues to rise. The 
conclusion must be that these crude national indicators are 
not particularly helpful for targeting and monitoring maternal 
health initiatives in South Africa. Additional indicators are 
required to identify differentials in access to quality maternal 
care, access to emergency obstetric services and access to 
antiretroviral treatment, because these factors are more 
directly associated with maternal mortality in South Africa. 

Data derived from health facilities can be significantly biased. 
Therefore, population-based Demographic and Health sur-
veys are one of the few data sources available for monitoring 
MDG 5 coverage and outcome indicators. It is unacceptable 
that other, less-resourced countries in the region – including 
Uganda, Kenya, Tanzania and Malawi – are able to produce 
regular, good quality district health system surveys,120 but 
South Africa has only managed two surveys in twelve years. 
Furthermore, there are significant quality concerns with the 
data from the 200� survey. Plans for completing the next 
SADHS seem uncertain, as it has already been postponed at 
least once.�7 
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There is no shortage of recommendations, strategies, plans 
and targets for addressing maternal health in South Africa. 
The package of activities prioritised by government matches 
the identified shortcomings but, as with many other policy 
initiatives in South Africa, the problem lies in effective imple-
mentation. Maternal health services cannot be delivered 
by stand-alone vertical programmes but require effective 
health facilities supported by a functional health system. 
However, there are deficiencies in the fundamental health 
system building blocks required to support maternal health 
care service delivery. There is a critical shortage of human 
resources in the public health system – particularly midwives, 
advanced midwives, doctors and obstetricians – but no clear 
plan for tackling the issue. It also appears that there are prob-
lems with the motivation and performance of some existing 
maternal health staff. Drug and equipment supply systems 
have generally improved, but the lack of blood, inadequate 
emergency transport and insufficient ICU facilities contrib-
uted to a number of maternal deaths in the 2005-2007 period. 
Poor health worker practice and sub-standard care were 
commonly identified in Level 2 and Level � hospitals, despite 
the availability of more specialised resources in these facili-
ties. This is of concern because a functional referral system 
and good quality secondary and tertiary services are essen-
tial for the effective management of obstetric emergencies. 
Overall, these deficiencies suggest that facility and programme 
management also need strengthening. 

Again, there is inadequate data on the system resources avail-
able for supporting maternal health care service delivery. 
The availability of such information, from routine information 
systems or regular surveys, would significantly improve plan-
ning and management. More rigorous studies investigating 
the functioning and outcomes of maternal health services are 
required. The NCCEMD only obtains information on women 
who have died and, without counterfactual data, it is difficult 
to make strong claims about the associations between identi-
fied problems and outcomes. It is encouraging, however, that 
maternal audit is becoming institutionalised and that the use 
of near-miss methods is expanding.121 

South Africa will not achieve a 75% reduction in maternal 
mortality from 1990 levels by 2015. Indeed, the immediate 
objective is to reverse the current upward trend in maternal 
deaths. The main priorities are to increase access to ARV treat-
ment for HIV-positive pregnant women and to improve the 
availability and quality of emergency obstetric care. There is a 
clear outline of what needs to be done to improve maternal 
mortality, but it will require concerted collective action and 
strong leadership to make it happen. 

Recommendations
Some key recommendations of this chapter are summarised 
below:

Recommendations for maternal health 
services

Ensure implementation of the NCCEMD recommendations.

Expansion and strengthening of sites providing antiretro-
viral therapy. Continued integration of HIV and AIDS care 
and maternal health services. 

Better integration of services for sexual and reproductive 
health, maternal health, and child health. 

Minimising access barriers for all women by ensuring that 
maternal health services are accessible, affordable and 
acceptable. 

Improving managerial and clinical supervision of maternal 
health services. 

Increasing the use of maternal audits at all levels. Expansion 
of near-miss methods and incorporation of the mother’s 
perspective in audits. 

Recommendations for the health system
Developing policies to ensure the availability of sufficient 
numbers of suitably trained and motivated obstetricians, 
doctors and midwives at all levels.

Strengthening of the health system at all levels, from pri-
mary health care clinics to tertiary hospitals. Strengthening 
support services, including emergency transport, blood 
supply, Level 2 and � hospitals and ICU services. 

Improving leadership, management and accountability 
systems within the health system to ensure that existing 
policies are implemented. 

Ensuring continued improvements in the equity of access 
for all South Africans to good quality health services. 

Recommendations for information and 
research

Continued strengthening of the NCCEMD process. 

Improving the quality of information for monitoring of 
MDG 5 by developing better indicators, improving vital 
registration and implementing a regular demographic and 
health survey.

Implementing regular national surveys of maternal health 
care services to document the quality of maternal care 
services and to investigate the key determinants of quality 
care. 
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Introduction 
Tamil Nadu ranks amongst the high-performing states in 
India in human development, with high levels of literacy, low 
fertility and mortality rates and good coverage by health care 
services. According to the 2001 Census the state had a popu-
lation of 62.1 million. The literacy rate for the population aged 
seven years and above was 74 to 82% for males and 65% for 
females.1

During 2005 and 2006, more than 60% of the women (or 
their partners) used contraception. From 2002 to 2005 
almost all pregnant women (97%) were covered by antenatal 
services and 90% of women delivered in a health facility and 
received postnatal care within two days following delivery. 
Eighty-one per cent of all children between 12-23 months 
were fully immunised.2

Tamil Nadu has an extensive public health infrastructure 
covering the rural and urban areas of the state. Health infra-
structure consists of five types of health-care units:

Health Sub-Centres (HSC)

Primary Health Centres (PHC)

Community Health Centres (CHC)

Dispensaries and 

Hospitals.3

Two major reform initiatives are currently underway in Tamil 
Nadu: the Tamil Nadu Health System Development Project 
(TN-HSDP) and the National Rural Health Mission (NRHM). 
Both initiatives address reproductive and child health as prior-
ities. This profile examines critical aspects of recent reforms 
which aim to improve components of sexual and reproduc-
tive health (SRH) services.

The Tamil Nadu Health Systems 
Development Project
The objectives of the World Bank-funded TN-HSDP are to 
improve the effectiveness of the public and private sectors in 
the health system through four major components:

ÿ

ÿ

ÿ

ÿ

ÿ

Increased access to and utilisation of health services, 
particularly by poor, disadvantaged and tribal groups;

Development and pilot testing of effective interventions 
to address key health challenges;

Improved health outcomes, access and quality of service 
delivery through strengthened oversight of the public 
sector health systems and greater engagement of the non-
governmental sector; and

Increased effectiveness of public sector hospital services, 
primarily at district and sub-district levels.4

Major activities

Major activities under the TN-HSDP include construction 
and improvement of inpatient facilities in government hospi-
tals and the supply of new equipment, instruments and vehi-
cles to secondary hospitals located in sub-district and district 
headquarters.5 

To complement the existing 66 Centres, 32 additional compre-
hensive emergency obstetric and neonatal care (CEmONC) 
centres were established in secondary hospitals. The project 
aimed to have one ambulance in each of the 385 blocks of 
Tamil Nadu to provide transportation in case of obstetric and 
other emergencies and accidents. During the first phase, 187 
blocks in 15 districts were covered. These ambulance serv-
ices are run by non-governmental organisations (NGOs) in 
each block. Each ambulance is staffed by a trained nurse and 
equipped with life-saving equipment and drugs. The NGO 
receives Rs.10 000a a month to cover the driver’s salary and 
fuel expenses. Services are free for those living below the 
poverty line or those belonging to ethnic minorities. Others 
are charged a flat rate of Rs.5 per km for a one way trip to 
hospital. An around-the-clock control room located in the 
district general hospital receives calls requesting emergency 
transport and directs the nearest ambulance in the area to 
collect the patient.

Twelve mobile vans provide medical services to those living 

a R1.00 translates to approximately Rs. 6.41 (Rupee).

ÿ

ÿ

ÿ

ÿ
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in areas far away from health facilities. Each mobile van has a 
medical officer, two staff nurses and a laboratory technician 
and is equipped with drugs and essential medical equipment. 

Counselling centres for outpatients and inpatients have been 
set up in district and talukb hospitals in all 29 districts of the 
state. A pilot cervical cancer screening project is currently 
being implemented in two districts. Prevention of cardio-
vascular disease, a major cause of morbidity and mortality in 
Tamil Nadu, is also given priority.5

The National Rural Health Mission
The NRHM was launched in 2005 to carry out the ‘neces-
sary architectural correction’ in the basic health care delivery 
system. The plan included:

increasing public expenditure in health;

reducing regional imbalances in health infrastructure;

pooling resources;

integrating organisational structures;

optimising health manpower;

decentralising health programmes to district management 
level;

community participation and ownership of assets;

inducting management and financial personnel into the 
district health system; and

operationalising community health centres into functional 
hospitals meeting Indian Public Health Standards in each 
block of the country.6

The main architectural correction was the integration of all 
major national programmes at the state and district level under 
one umbrella, functioning through individual sub-commit-
tees. All existing state health societies (except the State AIDS 
Control Society), which included the Reproductive and Child 
Health project, the tuberculosis control project and the Indian 
system of medicine programme, were merged into a single 
State Health Society. 

NRHM interventions

NRHM’s interventions may be broadly classified as:

interventions to strengthen the functioning of health facili-
ties, including through promoting community participa-
tion; and 

interventions to improve maternal, neonatal and child 
health.7 

b A taluk hospital is a secondary hospital at sub-district level.

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

The NRHM has made funds available to facilities at primary 
care level. These include annual maintenance grants for 
provision of water supply, providing and maintaining toilets 
and other amenities. Additional funds are also available to 
Patient Welfare Committees, formed in every primary health 
centre and secondary hospital where the funds are used, at 
the Committees’ discretion, to facilitate better functioning of 
health facilities and achieving the objectives of the project.

Additional Village Health Nurses (VHNs) have been employed 
in those health sub-centres serving a population larger than 
5 000 or located in remote places. 

One hundred mobile medical units have been operationalised 
to visit remote villages on fixed days, of which villagers are 
informed well in advance. Each unit consists of medical and 
paramedical staff and includes laboratory facilities. The Health 
Management Information System (HMIS) has been strength-
ened with the provision of computers and internet facilities. 
Data collected by VHNs on all families residing in their catch-
ment areas is transmitted to the PHC, through E-Moding, and 
thereafter to the district and state. 

Village Health and Sanitation Committees have been formed 
in every village with a population of up to 1 500. Committee 
members include representatives of local government, 
women’s groups and other village-level officials. These 
committees have been given grants of Rs.10 000 that are used 
for household surveys, health camps and sanitation drives. 

Improvements and innovations
Historically, maternal health and family planning have been 
the only components of sexual and reproductive health serv-
ices that have received consistent attention by health policy 
makers in Tamil Nadu. Interventions related to other sexual 
and reproductive health components have been minimal.

Several interventions have been initiated to improve access 
to maternal health and family welfare services, i.e. expanding 
coverage of basic pregnancy-related care, promoting institu-
tional deliveries, expanding access to and quality of Basic and 
Comprehensive Emergency Obstetric and Neonatal care, and 
maternal death audits. The DANIDA-assisted Tamil Nadu 
Area Health Care Project enhanced access to domiciliary 
services in rural areas by improving mobility of VHNs who 
were trained to ride a two-wheeler cycle or moped. Training 
to ride two-wheelers was subsequently made part of the 
VHNs’ regular training programme.8

In order to meet the challenge of improving institutional 
deliveries the existing institutional model, which consisted 
of 24-hour delivery services in some PHCs staffed by three 
medical officers, was strengthened with three additional staff 
nurses, two cleaners and a driver. The nurses are required to 
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be skilled in conducting normal deliveries and refer compli-
cations after providing obstetric first-aid for haemorrhaging, 
premature labour or new-born complications. This attempt 
was extremely successful and the project was scaled up to 
cover 780 Primary Health Centres.8

Encouraged by the success in increasing institutional deliveries 
through 24-hour PHCs, the government decided to upgrade 
some of these PHCs into Basic Emergency Obstetric and 
Neonatal Care (BEmONC) centres. The idea is that every 
woman will have access to a BEmONC centre within a 7.5 
km radius of her home. In 2007 there were 385 BEmONC 
centres in Tamil Nadu.9 These centres are equipped to 
provide services for normal deliveries, stabilisation of obstetric 
and newborn emergencies and referrals, manual vacuums for 
termination of pregnancy and also tubectomies. Each centre 
also has a blood storage facility. 

Steps have also been taken to have one CEmONC centre 
within 10 kms of travel for every woman, open around-the-
clock, equipped with an operating theatre where emergency 
caesarean sections (C-sections) can be performed, and a 
blood bank that has both storage and collection facilities. The 
CEmONC centre is meant to have a separate Emergency 
Room for obstetric and new born cases, in addition to the 
Emergency Room for general cases.9 Each CEmONC centre 
is staffed by four obstetric and gynaecology specialists, four 
paediatric specialists, two general surgeons and two anaes-
thetists.8,9 An indicator for their effective performance is 
the number and proportion of C-sections performed during 
the night. A CEmONC centre is certified on the basis of the 
following:

availability of paramedical staff;

functioning equipment;

availability of drugs;

implementation of infection control protocols;

use of emergency treatment protocols; and

availability of around-the-clock care.9

Yet another intervention to guarantee access to emer-
gency obstetric care in secondary hospitals for those who 
have reached the facility is ensured supply of blood of all 
groups throughout the year. Regular blood donation camps 
are conducted in all PHCs and blood is stored in secondary 
and tertiary care hospitals. An area-wide directory of blood 
donors is available for each PHC area and is used in case of 
blood requirement in emergencies.7 Free emergency trans-
portation to the nearest CEmONC centre for women devel-
oping complications during delivery is made available through 
a control room set up in each district under the TN-HSDP.9

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

The programme allows for private sector anaesthetists and 
obstetricians to attend to specific cases. This has increased 
the proportion of C-sections conducted in secondary hospi-
tals and is believed to have contributed to a further decrease 
in the maternal mortality ratio, which has decreased by 36% 
between 2001 and 2005.8 A training programme of 24-weeks’ 
duration on life saving anaesthetic skills is offered to doctors 
from secondary hospitals and upgraded PHCs. 

The NRHM has also allocated funds for improving the quality 
of delivery and emergency obstetric care available in tertiary 
care hospitals. Fourteen medical college hospitals in the state 
have each been allotted Rs. 50 lakhsc for providing ameni-
ties such as linen, waiting rooms, toys for children, inverters 
for uninterrupted power supply, solar heaters and cleaning 
facilities.7

Family Health Clinics are conducted in 385 BEmONC centres 
three days a week. The BEmONC centres have attempted 
to bring about a convergence of the Reproductive and Child 
Health and the HIV programmes by including Voluntary 
Counselling and Testing Centres for HIV within the Family 
Health Clinics, and include the services of a professional coun-
sellor and a laboratory technician. Nevirapine is also admin-
istered through these facilities to prevent mother-to-child 
transmission of HIV.9

Conclusion 
The government of Tamil Nadu has made sustained invest-
ments for many decades in health infrastructure, capacity 
building of personnel and in improving organisational and 
managerial efficiency. A noteworthy feature is that, where 
innovations are introduced, there is always a pilot phase for 
experimenting and learning before the innovation is widely 
implemented. While Tamil Nadu’s achievements to date 
are commendable, the focus has been predominantly on 
maternal health and family planning. Several gaps still remain 
in providing a comprehensive range of sexual and reproduc-
tive health services. 

c 1 lakh = 100 000 Rupees (approximately R15 567)



32S A H R 2 0 1 0

References
Office of the Registrar General and Census Commissioner. 
Census of India 2001. Series 1: India, Paper 1 of 2001. Provisional 
Population Totals. New Delhi: Office of the Registrar General and 
Census Commissioner; 2001. 

International Institute for Population Sciences, Macro International. 
National Family Health Survey 2005-06: India. Volume 1. Mumbai: 
International Institute for Population Sciences; 2007.

Health and Family Welfare Department. Government of Tamil 
Nadu. Information for Public. Accessed: 2007 Dec 20. 
URL: http://www.tnhealth.org/information.htm. 

The World Bank. Project Appraisal Document. Report No. 30276. 
Tamil Nadu Health Systems Project. Washington: The World 
Bank. 2004 Nov 17.

Tamil Nadu Health Systems Development Project. Tamil Nadu 
Sukadara Thittam. Tamil Nadu Health Systems Development 
Project; 2007.

Government of India. Preamble of the National Rural Health 
Mission: 2005-2012. New Delhi: Government of India; 2005.

Health and Family Welfare Department. Government of Tamil 
Nadu. Policy Note on Health and Family Welfare 2007-2008. 
Demand No. 19. Health and Family Welfare. Government of Tamil 
Nadu; 2007.

Central Bureau of Health Intelligence, Ministry of Health and 
Family Welfare. Policy Reform Option Database. 

Padmanabhan P. Good practices in Tamil Nadu. Directorate of 
Public Health and Preventive Medicine. Chennai: Government of 
Tamil Nadu; 2007.

1 

2 

3 

4 

5 

6 

7 

8 

9 



33S A H R 2 0 1 0

Considerable progress has been made in expanding access to health services through 
strong political leadership and development of policies, guidelines and legislation. 
However, South Africans still face challenges and obstacles in accessing compre-
hensive treatment, prevention and care for sexually transmitted infections (STIs) 
including HIV, sexual and reproductive health (SRH), family planning and contra-
ception, pregnancy, delivery, psychosocial support and counselling. Major challenges 
lie in ensuring that guidelines are implemented, that standard protocols are followed 
and that health-care worker performance is improved and monitored. 

In order to fulfil the rights of all South Africans to equal access to health care and 
life-saving prevention and treatment programmes, evidence-based interventions, 
the provision of comprehensive and holistic care, optimal therapeutic care and SRH 
services need to be strengthened. The strengthening of SRH services also entails 
integrating reproductive health with other services and providing guidelines for 
implementation.
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Introduction
This chapter examines the relationship between sexual and 
reproductive health (SRH) and rights in South Africa and the 
Millennium Development Goals (MDGs). While none of the 
MDGs focus on setting targets for SRH, it is widely recognised 
that, without expanding access to SRH services and ensuring 
sexual and reproductive rights, many of the MDGs will not 
be met. 

Research around the world emphasizes the crucial role gender 
inequality plays in undermining development of full human 
capacity. Gender divisions and gender inequality are nowhere 
more apparent than in relation to sexual freedom and repro-
ductive expectations, as in responsibilities and experiences of 
men and women. Achieving de facto sexual and reproductive 
rights guaranteed in the South African Constitution will be 
crucial to South Africa meeting the MDGs. 

South Africa stands amongst few societies in the legal protec-
tion of sexual and reproductive rights. Internationally, the 
recognition and naming of ‘sexual and reproductive rights’ 
is relatively recent and is borne out of a protracted struggle 
defying the separation between personal and political 
realms. The International Meeting on Women and Health in 
Amsterdam in 1984 expanded the concept of human rights to 
include reproductive rights. In 1993 at the World Conference 
on Human Rights, participant countries agreed to regard any 
violation of the specific rights of women as “human rights 
violations”. This saw a major shift in human rights theory, 
with the recognition that human rights could be enjoyed in 
private as well as in public, and could thus be violated in both 
spheres, and human rights were defined as universal, inter-
dependent and indivisible.1 The legal framework was further 
consolidated and deepened in Cairo in 1994.2 Despite ongoing 
debates over the years since then (with regard to termination 
of pregnancy and private sphere advocates), there has been 
progress in international agreements. South Africa has been at 
the forefront of these debates.

Outside South Africa, the United Nations (UN) Millennium 
Project produced a set of recommendations for ensuring 
universal access to SRH services and information, encom-
passing family planning, safe motherhood, and the prevention, 
treatment and care of Sexually Transmitted Infections (STIs), 
including HIV. Strategies identified include:

age-appropriate education and services;

attention to men’s involvement;

adolescent reproductive health and other life skills and 
education needs;

parental education;

ensuring contraceptive choice;
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improving counselling;

discouraging early marriage;

eliminating female genital mutilation and other harmful 
traditional practices;

expanding access to safe abortion; and

reviewing legislation to protect women’s health.3 

More specifically, for each MDG, recommendations related 
to SRH and rights were identified by the UN Millennium Task 
Force and are listed below:

Table 1: Sexual and reproductive health and the MDGs

Goal 1: Eradicate extreme poverty and hunger

Access to SRH services, especially for birth spacing, is needed to 
improve the nutritional status of pregnant women and children.

Supplemental feeding programmes are needed for pregnant women 
and nursing mothers, exclusive breastfeeding for newborns and 
school-based feeding programmes should be supported.

Goals 2 and 3: Achieve universal primary education and 
promote gender quality and empower women

Gender equality requires guaranteeing women and girls’ SRH and 
rights.

Goals 4 and 5: Reduce child mortality and improve maternal 
health
Unwanted pregnancies contribute to maternal mortality.

Adolescents, particularly girls, are vulnerable to ill-health and attention 
to SRH is needed.

Well-functioning and equitable health systems play a key role in 
reducing maternal mortality.

Goal 6: Combat HIV, malaria and other diseases

The vulnerability of women and girls to HIV needs to be addressed.

Investments in health systems strengthening are needed.

Universal access to SRH and information are integral parts of the HIV 
response.

Goal 7: Ensure environmental sustainability

Population growth indirectly drives urban degradation and is an 
important driver of urbanisation.

Intra-urban health disparities exist, particularly in terms of SRH 
outcomes, and need to be addressed.

High prevalence of STIs, including HIV, exists in urban settings and 
needs to be addressed.

 
Source: United Nations Development Programme, 2005.3 

Sexual and reproductive health 
policy and guidelines
Since 2000 when the MDGs were conceived, several SRH 
related key policies and guidelines have been implemented 
in South Africa.4,5 While South Africa has many good policies 
and guidelines, the main challenge lies in the effective imple-
mentation of these. An analysis of post-apartheid HIV policy 
in South Africa by Wouters et al. argues that a combination of 
the content, context, actors and process of policy can result 
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in a gap between the making of policies and their implemen-
tation, thus hampering their effectiveness.6 They argue that 
political actors, financial and human resources and health 
system factors are responsible for thwarting policy implemen-
tation in South Africa. 

In 2009, the South African government created a Ministry 
dedicated to Women, Children and Persons with Disabilities. 
While the formation of this ministry indicates commitment, 
questions have been raised about the ability of the ministry to 
effectively plan and implement programmes. Moreover, there 
are concerns that combining these diverse vulnerable groups 
into one ministry does not address the individual needs of each 
group, let alone the specific needs of women. Furthermore, 
clarification is needed in terms of the role of the ministry, its 
relationship with other ministries such as the Department of 
Social Development and the Department of Health, and the 
overlap with the Commission for Gender Equity. Questions 
have been raised about the lack of appropriate indicators 
and outputs for measurement of progress.7 Activities in the 
current financial year have focused on commemorative days 
and short-term programmes rather than ongoing programmes 
that are likely to have greater impact. 

Progress in terms of MDGs

Family planning

Increased access to family planning (FP) could help South 
Africa to meet MDG targets by decreasing the number of 
maternal deaths during childbirth (Goal 5) by reducing the 
number of pregnancies and induced abortions. Furthermore, 
the number of infant and child deaths (Goal 4) could be 
reduced by reducing the percentage of high-risk births. 

In 1994, a Reproductive Health Steering Committee was 
established to undertake a review of health services, including 
FP provision. This review identified a number of problems 
in the area of FP, in particular around access and quality of 
care.8 Non-governmental provision of FP has always been 
limited in South Africa, leaving FP provision for the majority of 
the population almost entirely under government structures. 
There was also a key women’s health conference held in 1994 
that dealt with important SRH issues.2,9 

A progressive contraceptive policy, focusing on the client’s 
right to choose and quality of care, was launched in 2001 and 
includes a detailed review of the historical background of FP 
in South Africa.10 Service delivery guidelines for implementa-
tion of this policy were developed and providers trained. The 
revision of the guidelines is currently in progress. The policy 
guidelines for Adolescent and Youth Health introduced in 
2001 also include recommendations for strategies relating to 

contraception. These include improving access to emergency 
contraception and condoms.

The South Africa Demographic and Health Survey (SADHS) 
shows that FP rates increased in sexually active women 
between 1999 and 2003 and at 64.7% were the highest in 
the region.11 However, more recent informal reports from 
the Department of Health indicate that uptake has dropped 
in recent years. In addition, the choice of method has become 
increasingly restricted in the public sector.12 

Intrauterine devices

The uptake of the intrauterine device (IUD) has fallen and 
is now almost negligible.11 The IUD is rarely offered as few 
providers are trained in insertion and on its suitability for 
women with STIs and/or HIV.12,13 Sterilisation services are 
difficult to access, leaving a reliance on long-acting hormonal 
methods. Further efforts are required to introduce IUDs, 
along with provider education and training regarding their use 
in HIV-positive women, as well as new technologies such as 
the SILCS diaphragm.a These efforts will require policy advo-
cacy in order to first ensure their availability within the health 
services. 

Hormonal contraception 

Hormonal contraception is freely available in South Africa 
public sector facilities, with injectables being most wide-
spread.11 Based on available research, the World Health 
Organization (WHO) statement of 11 October 2005 advises 
that HIV-positive women can generally use hormonal contra-
ception (oral and injectable) without any restriction, as most 
hormonal contraceptives offer excellent pregnancy protec-
tion.14 Since current evidence is not sufficient to conclude 
otherwise, the WHO 2004 Medical Eligibility Criteria suggest 
that oral contraceptives (OCs) can generally be used by women 
on antiretroviral therapy (ART).15 There are, however, theo-
retical concerns about potential interactions between enzyme 
inducing drugs e.g. rifampicin (an anti-tuberculosis drug) and 
some classes of antiretrovirals and hormonal contraceptives 
that may increase or decrease the bioavailability of these drugs 
and alter effectiveness. Theoretically, lower concentrations 
could reduce the effectiveness of hormonal contraceptives 
(and increase risk of pregnancy), while higher concentra-
tions could increase hormone-related side effects. Further 
research is required on the possible effects of hormonal 
contraception on infectivity of HIV-positive women and 
potential relationships between hormonal contraception and 
HIV-related disease progression. It is important, however, 
to balance these primarily theoretical concerns against the 
real risk of unintended pregnancy and its impact on maternal 

a The SILCS diaphragm was developed by PATH in collaboration with SILC 
Inc. See http://www.path.org/projects/silcs.php.
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and infant morbidity and mortality. Health-providers should, 
therefore, when possible, prescribe antiretroviral (ARV) 
drugs that do not interact with hormonal contraceptives. If 
this is not possible, women should be counselled on correct 
and consistent condom use. No studies have compared the 
effectiveness of high-dose versus low-dose combined OCs 
in women on ART. Consistent use of condoms as a backup 
method of contraception while taking low-dose combined 
OCs is recommended. 

No clinical studies have been completed to clarify possible 
interactions between ‘other’ hormonal contraceptives, such 
as injectables (combined or progestin-only); vaginal rings; 
patches; progestin-only pills; Emergency Contraception (EC) 
pills, progestin implants; or the progestin intrauterine systems 
and ART. Until conclusive research is conducted, there is 
insufficient evidence to consider more restrictive changes to 
clinical guidelines.

Male and female condoms 

Condom programmes should be comprehensive and take 
social, environmental and personal factors into account. 
They should address gender roles and expectations, men and 
women’s familiarity and comfort with their sexual anatomy, 
trust issues, gender-based violence, sexual orientation, risk 
perception and women’s rights. SRH and rights advocates 
must demand access to male and female condom supplies and 
comprehensive programming.

While a reported 400 million male condoms (MCs) are 
distributed in South Africa annually, this remains insufficient. 
Although the number of MCs distributed by the Department 
of Health to men aged 15 years and older has increased, it 
still remained low at 12 condoms per male per annum in 
2007/2008.16 Five provinces report MC distribution rates 
below eight condoms per male per annum, while the Western 
Cape, with the lowest HIV prevalence rate, distributes the 
highest number at over 40 condoms per male per annum. The 
year 2009/2010 has seen male condom stock-outs, suppos-
edly as a result of delays in awarding the national tender for 
condoms in late 2008.17 

South Africa’s female condom (FC) programme has expanded 
since 1999 and now over four million FCs are distributed per 
year, mainly through the public sector. However, FCs are 
not available at all sites providing family planning services and 
so distribution sites are still limited compared to the male 
condom.17 According to PlusNews only about 3.6 million FCs 
were distributed at public health facilities in 2008.18,19 

Condom use rates reported in a national survey show marked 
increases, with 62% of people reporting condom use at last 
sexual encounter in 2008. In particular, 87% of males aged 

15-24 years reported condom use at last sex, while the 
comparative rate for females was 73%.18 Based on WHO 
recommendations, individuals should be given a minimum 
of 100 condoms per annum. The supply of condoms clearly 
needs to increase substantially. 

Emergency contraception 

Emergency contraception pills, like all regular hormonal 
contraceptives, prevent pregnancy primarily by delaying or 
inhibiting ovulation and inhibiting fertilisation. EC was down-
scheduled in November 2000 and is now available over the 
counter in pharmacies. It is also available in the public sector 
but its utilisation is poor and only 0.6% of women had ever 
used this method in 2003.11 Lack of access to EC is a human 
rights issue. Health-care providers are key in promoting a 
range of methods to clients and choice of method is an essen-
tial component of a client’s right to choose. Some methods 
that are technically available are poorly utilised due to lack 
of promotion. Health-care providers have concerns that EC 
use will be abused or that EC is an abortifacient, resulting in 
an unwillingness to promote or prescribe it.20-23 The latter is 
probably based on misperception, as EC is not an abortifa-
cient but prevents pregnancy from occurring.

The right to protection from pregnancy and disease prevention 
can be improved by making both male and female condoms, 
EC and other methods available for men and women. In addi-
tion, better counselling, extended clinic hours and improving 
access in communities, e.g. in schools, central business districts 
and integration into other services, is required. With the 
exception of improved availability of condoms and improving 
counselling in the public sector, little progress has been made 
in respect of improving availability of other methods or in 
improving access to services. The only data available on the 
use of EC is from the SADHS (2003), published in 2007.11 
There is no reliable data on EC use in South Africa as much 
of the provision is through private sector providers and is not 
monitored.

Post abortion care and access to 
safe termination of pregnancy
The Choice on Termination of Pregnancy (CTOP) Amendment 
Act was passed in 2004 to ensure widespread availability of 
termination of pregnancy (TOP). It empowered provinces to 
designate abortion-providing facilities and made it illegal to 
perform TOP outside of a designated service. 

In 2001 the Medicines Control Council (MCC) approved a 
medical abortion regimen for the termination of early preg-
nancy and this has the potential to expand access to safe abor-
tion. Research has been conducted to show that it is feasible 
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to integrate medical abortion into the public sector in South 
Africa.24 Currently, medical abortion is limited to the private 
sector.25,26 

TOP is available in both the public and private sectors. 
However, the service in the public sector is still restricted. 
The gap between the policy and accessibility of the service has 
consequences for women’s health and reproductive rights. 
The number of designated facilities providing the service 
varies between provinces, as does the proportion of desig-
nated facilities that are actually providing a service. Private 
provision of TOP has made an important contribution to the 
availability and access to the service. In the public sector there 
has been considerable inequity in the number of sites offering 
TOP services, with some provinces providing a far more 
limited service than others.27,28

HIV counselling and testing

Key changes in the South African counselling and testing policy 
in the past year include:

the introduction of Provider-Initiated Counselling and 
Testing (PICT); 

the amendment to the National Health Act allowing 
trained health-care providers, including counsellors and 
retired health-care providers, to undertake withdrawal of 
blood for HIV testing;29 and 

the launch of a national HIV Counselling and Testing 
(HCT) campaign.

The National Guidelines define PICT as:

HIV counselling and testing which is initiated and 
recommended by health-care providers to all clients 
attending health-care facilities as a standard compo-
nent of medical care.30 

PICT should be offered to all adults, youth and children 
at any health facility, including at antenatal and postnatal 
clinics, tuberculosis (TB) facilities, Integrated Management 
of Childhood Illness (IMCI) centres, FP clinics, STI clinics and 
centres offering treatment for opportunistic infections (OIs) 
and domestic or gender based violence/trauma services, 
including post-exposure prophylaxis. PICT can be routinely 
offered and clients can ‘opt out’ in delivery. This will substan-
tially increase the number of individuals receiving HCT and 
improve access to care and support. 

ÿ
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Continuum of treatment, care and 
prevention for HIV and STIs

Comprehensive HIV treatment and care

The National Strategic Plan (NSP) 2007-2011, a multisectoral 
response to South Africa’s AIDS epidemic, calls for treatment, 
care and support for 80% of HIV-positive people by 2011.31 
South Africa currently has the largest ARV programme in the 
world: by November 2009, the South African Government 
reported nearly 920 000 individuals on treatment repre-
senting 56% of adults and children requiring ART treatment.32 
However, the gap between people in need of treatment and 
those currently on treatment remains considerable and varies 
by province.33

Given this gap and the potential barriers to its achievement, 
attaining near-universal coverage within a short time is an 
immense task. A recent review of the NSP produced a number 
of recommendations to ensure the 2011 and future targets 
are reached. These include increasing resources at provincial 
and district level, the need for a rolling annual implementa-
tion plan, as well as surveillance funding.30 More efficient drug 
procurement and supply chains are also necessary for more 
cost-effective and efficient programmes. 

South Africa has the additional burden of a TB epidemic that is 
being fuelled by HIV. As a result, women of reproductive age 
are disproportionally affected by the dual epidemics. Although 
some integration of TB screening, prevention and treatment 
services with HIV services has commenced at facility level, 
more targeted integration of TB and reproductive health and 
maternal and child health services is required.34 The recent 
Lancet series on South Africa calls for improving TB cure rates 
and TB case detection rates, the integration of TB and HIV 
services and the identification and treatment of drug resistant 
TB.35 Recommendations that could result in improved TB 
cure rates and detection include: widespread utilisation of lay 
counsellors and community health workers; rapid HIV tests; 
nurse-driven treatment and care; an electronic patient infor-
mation system; and outreach support for nurses in the TB 
programme.35 

Revised South African clinical guidelines for HIV were 
announced on World AIDS Day 2009 that aspire towards 
more comprehensive care and treatment for individuals in 
accordance with WHO recommendations for ART.

Key changes included: 

Treatment for all HIV-positive infants under one year of 
age, regardless of CD4 count;

Antiretroviral treatment to be initiated at CD4 count 
≤350 for pregnant women and TB-HIV co-infected 
patients; and
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HIV-positive pregnant women with a CD4 count 
≥350 to start ARVs at 14 weeks as part of the PMTCT 
programme.

Challenges to expansion, especially in light of the revised 
criteria, necessitate the decentralisation of care to primary 
care level in order to provide access closer to communities.

Although South Africa follows an integrated primary health  
care model, health services related to HIV are provided in 
a largely vertical fashion. As a result, services such as FP,  
PMTCT, HIV, ARV, and other STI services are poorly inte-
grated.36 Integrating SRH and HIV services can lead to improved 
efficiency and effectiveness of the health care system, as well 
as to improved reproductive health outcomes. These poten-
tial benefits include increased contraceptive prevalence or 
declines in unplanned pregnancies, maternal mortality, or in 
the incidence of HIV and other STIs.37 In addition, combining 
reproductive health services may improve efficiency by 
requiring fewer client-provider contacts, reducing duplica-
tion of services, ensuring continuity of care and training staff 
to perform multiple tasks.38 Linking services may also help to 
reach under-served groups such as adolescents.39 At present, 
there is a lack of clear policies on integration within South 
African health services. Further, studies in South Africa have 
found substantial barriers to providing an integrated service, 
due to on-the-ground realities of vertical service provision, 
logistical difficulties and the need for extensive re-training of 
health-care providers.36,39 

Postnatal follow-up for HIV-positive mothers and their infants 
should be integrated with treatment services for HIV, as well 
as with treatment services for opportunistic infections such 
as TB. Health monitoring of children born to HIV-positive 
women and of the women themselves should be closely allied 
to programmes to prevent mother-to-child transmission. 
Such integration can be effective and more cost efficient than 
separate programmes. Prevention of HIV acquisition through 
unsafe injections, child sexual abuse and risky sex in older chil-
dren and adolescents deserves more attention.

HIV prevention

The South African National Department of Health’s HIV 
prevention programme includes interventions focusing on 
information, education and mass mobilisation; STI diagnosis 
and management; HIV counselling and testing; condom provi-
sion and promotion, medical male circumcision, PMTCT, safe 
blood transfusion and post-exposure prophylaxis.31 

Preventing new infections and AIDS-related deaths amongst 
young women in South Africa is crucial. Some of the main 
drivers of the epidemic are early sexual debut, gender based 
violence and gender inequality, intergenerational sex, multiple 

ÿ concurrent sexual partnerships and a lack of knowledge about 
HIV and HIV status. 

Information, education and mass mobilisation

Several mass media campaigns implemented in South Africa in 
recent years include Khomanani, loveLife, Soul City, Siyanqoba 
Beat It!, 46664, Tsha Tsha and Scrutinize. Khomanani, the offi-
cial government communication campaign, has been mired in 
controversy and government funding for the campaign ceased 
in March 2010.40 The impact of the campaign has also been 
limited – the South African National HIV Survey 2008 found 
the Khomanani Campaign had a low coverage when compared 
with other campaigns, with fewer than four out of ten adults 
having heard of the campaign. The Soul City and Soul Buddyz 
interventions are well regarded, target the younger age group 
and are implemented in schools and through mass media. 
Other campaigns which target niche markets, including urban 
constituencies, have limited reach. Little data on the effective-
ness of these interventions are available. 

The National Communication Survey on HIV/AIDS, 2009 
found that 90% of South Africans were reached by at least 
one of the eleven HIV communication programmes exam-
ined in the study, with younger audiences having a higher 
level of exposure to communication programmes than older 
audiences.41 The survey findings indicate that communication 
programmes are impacting significantly upon young people’s 
knowledge levels and behaviours in relation to condom usage 
and HIV testing but less so in relation to numbers of part-
ners and risk of HIV infection. Survey findings indicated that 
programmes need to continue to emphasize partner reduc-
tion and need to focus more on condom messaging for people 
in long-term and stable relationships and including condom 
use in family planning.

Communication campaigns need to be part of a broader 
comprehensive package of prevention interventions and 
should be carefully monitored in view of their considerable 
cost. Innovative ways to reach the entire population, with 
standardised and appropriate HIV messaging, are required as 
this has not been achieved through existing interventions.42

STI diagnosis and management

STIs are endemic in South Africa and are SRH prob-
lems in themselves, as well as exacerbating HIV infection. 
Recommended treatment of symptomatic STIs is through  
the syndromic approach, which is based on the clinical diag-
nosis of symptoms and signs (syndromes). The management 
for each syndrome follows national flow charts.31 Syndromic 
management provides cures for most STIs and prevents clin-
ical complications of untreated infections. Since STIs other 
than HIV increase the risk of acquisition and transmission of 
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HIV, early treatment of symptomatic STIs contributes directly 
to the reduction of the HIV incidence. Syndromic manage-
ment of STIs is available through all public sector primary 
health clinics. Challenges experienced in decreasing the rate 
of STIs include partner notification, the fact that women are 
often asymptomatic and other gender issues.43

While the NSP outlines South Africa’s response to STIs, delays 
in implementing revised syndromic management guidelines  
and donor priorities around HIV treatment and prevention  
may have affected implementation of STI services. Further-
more, the quality of services requires further attention.

Cervical cancer screening

In South Africa, cervical cancer is the most commonly diag-
nosed form of cancer. Approximately 7 000 South African 
women develop cervical cancer annually. However, despite 
the availability of guidelines and a policy, there is poor 
coverage of screening and care for cervical cancer. This 
remains a challenge and outcomes remain poor.44,45 Cervical 
cancer is more common among older women and takes a 
while to progress. This is the rationale behind the national 
policy for cervical screening in South Africa, based on WHO 
recommendations for screening in limited resource countries. 
Screening at 10 year intervals from the age of 30 years for 
women who are not HIV-positive, while not optimal, would 
have the greatest population-based effect in reducing cervical 
cancer-related serious morbidity and mortality among women 
in the country.

According to the Cancer Research Institute of South Africa 
(CARISA), about 23% of South African women have consistent 
and regular access to pelvic examinations and 51-60% of 
women have never had a pelvic examination. Of even greater 
concern is the fact that screening levels are particularly low 
among the age cohort of women at greatest risk of devel-
oping cervical cancer (between 45 and 54 years).46,47 A signifi-
cant barrier to the implementation and sustainability of mass 
cervical cancer screening in South Africa are the requirements 
of cytology-based screening methods. These are labour and 
resource intensive and require relatively complex laboratory 
infrastructure. Fast, innovative screening tests such as visual 
inspection with acetic acid (VIA) that do not require a pathol-
ogist, refrigeration of samples or a microscope require further 
investigation.48

As a consequence of poor screening programmes and inad-
equate screening coverage, cervical cancer is often diagnosed 
at a late stage with associated sub-optimal outcomes. This is 
of particular concern to HIV-positive women who are more 
likely to contract the disease, generally at a younger age 
and with increased severity as compared with uninfected 
women. As cancer of the cervix is an AIDS-defining illness, the 

screening policy for HIV-positive women differs and includes 
a pap smear on diagnosis or from age 20 and yearly or thrice-
yearly thereafter, depending on whether the smear was found 
to be normal or not. 

Human papillomavirus vaccination 

Given the current limitations of South Africa’s screening 
programme for cervical cancer, the human papillomavirus 
(HPV) vaccination is the only realistic strategy for preven-
tion.44,49 Two vaccines that protect against HPV-related 
cervical, vulvar and vaginal cancers and genital warts have 
recently been registered in South Africa and are approved for 
females aged 9-26 years. HPV vaccines are not currently avail-
able through public sector health services in South Africa.

Due to the high national prevalence of HIV, HPV infection 
rates amongst HIV-positive women are ten times greater 
than those among HIV-negative women, partly due to the 
compromised immunity of HIV-positive women. Although 
70% of cervical cancer cases in the current generation of 
South African girls can be prevented by HPV vaccination, the 
current cost of the vaccine (more than R2 000 for the three 
required doses) makes it inaccessible to the vast majority of 
South Africans who rely on public sector health care. 

Public sector rollout of HPV vaccination to 80% of girls aged 
9-12 years would need more than R3.6 billion for the initial 
vaccination effort and R1.2 billion annually thereafter. By way 
of comparison, the total budget for the Department of Health 
in 2008 exceeded R15 billion. The Global Alliance for Vaccines 
and Immunization (GAVI) could make the vaccine available to 
South Africa at a price of US$0.30 per vaccine dose. However, 
South Africa does not qualify for GAVI funding that would 
reduce the cost of these initiatives to R18 million and R4.5 
million respectively. A reduction in prices of these essential 
vaccines is necessary in order to protect the rights and repro-
ductive futures of South Africa’s girls and women.

In 2009 the United States (US) Food and Drug Administration 
(FDA) recommended the quadrivalent HPV vaccine for use in 
males aged 9-26 years to prevent genital warts and persistent 
anogenital HPV infections. Carriage in the male population of 
the two HPV genotypes that cause 70% of cervical cancer 
worldwide in women could be greatly reduced by widespread 
HPV vaccination. However, a cost effectiveness analysis of male 
HPV vaccination in the US questioned the benefits. Advocacy 
for male HPV vaccination is also made on ethical grounds 
– to promote equality and social responsibility in both sexes. 
Targeting girls when they are young, before they are sexually 
active, is important as this vaccine could prevent them from 
acquiring HPV. It is a priority to target girls as HPV-related 
cervical cancer is very common whereas HPV-related cancers 
in males, e.g. cancer of the penis, is uncommon.21 However, 
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consistent use of condoms can partially protect against HPV 
and provide cheap protection against all STIs, including HIV, 
as well as unwanted pregnancy. 

Microbicides

Microbicides are being developed in response to the urgent 
need for an HIV and STI prevention method that women can 
control themselves. The introduction of this new technology 
requires careful consideration to ensure that the best possible 
approach is identified – one that has anticipated potential 
barriers such as acceptability and user issues and has been 
designed to maximise opportunities for introduction into 
existing programmes. Acceptability data collected as part of 
candidate clinical microbicide trials has shown in general that 
both women and men find the gel acceptable to use.50,51 In 
one of these studies the gel was reported to increase sexual 
pleasure and promote communication between partners.51 
Health-care providers have also expressed enthusiasm for 
a product women could use to prevent infection, although 
policy makers had concerns relating to safety and under-
standing of product use.52 A recent randomised clinical trial 
in South Africa found a vaginal gel containing the antiretroviral 
drug, tenofovir, was 39% effective at reducing women’s risk 
of contracting HIV.53 Further research is now being under-
taken to confirm the safety, effectiveness and acceptability of 
1% tenofovir gel. 

Prevention of mother-to-child transmission 

Strengthening PMTCT including postnatal care will contribute 
to the health of women and children in South Africa.54 PMTCT 
is widely regarded to comprise four key strategies – primary 
prevention of HIV infection in women; the prevention of unin-
tended pregnancies in women living with HIV: the prevention 
of transmission from women living with HIV to their infants; 
and the provision of care, treatment and support for women 
living with HIV and their families.

Interventions to prevent mother-to-child transmission 
include: introduction of enhanced HIV testing; encourage-
ment of sharing HIV status with partners and family; skilled 
supervision of labour and delivery with attention to minimising 
invasive procedures; and implementation of combination 
antiretroviral treatment, including highly active antiretroviral 
therapy (HAART) for mothers at particular risk and, more 
widely, as combined therapy increasingly replaces single-dose 
nevirapine regimens. Health worker support is necessary for 
mothers to establish optimum infant feeding and minimise 
any stigma related to feeding choice. In most poor popula-
tions, the hazards of transmitting HIV by breastfeeding are 
outweighed by the dangers of exposure to contaminated 
environments. ARVs given to breastfeeding infants or lactating 
mothers can greatly reduce breastfeeding transmission and 

improve survival of infants. Re-orientation and retraining of 
health personnel and upgrading of antenatal, natal and post-
natal services are urgently needed to address issues of HIV in 
mothers and infants.

Moving towards alignment with WHO recommendations, 
the revised South African treatment guidelines include ARVs 
for HIV-positive pregnant women with a CD4 count equal 
to or greater than 350 at 14 weeks as part of the PMTCT 
programme and ART for all HIV-positive children under one 
year. 

CD4 count is a key indicator for ensuring that women access 
appropriate treatment and care during pregnancy. However, 
the data are missing for many districts. The percentage of 
women accessing CD4 counts varies markedly between and 
within provinces with districts reporting from 10% to over 
90% of women receiving CD4 counts. Polymerase Chain 
Reaction (PCR) rates for babies born to HIV-positive women 
remain low, with large differences reported by district and 
province.16

Key challenges in implementation of PMTCT are largely 
related to health systems issues and include delayed initiation 
of ANC and poor follow-up of HIV-exposed infants. Poor 
record keeping and inadequate District Health Information 
System data on PMTCT limit the ability of the South African 
government to measure the impact of PMTCT services and 
programme outcomes. The PMTCT Accelerated Plan aims 
to address many of these concerns, including improving the 
quality of PMTCT services and improving the integration of 
PMTCT with maternal and child health services. Without 
improved tracking of programme impact and quality improve-
ment in implementation, however, reaching the NSP target of 
less than 5% mother-to-child transmission rates by 2011 will 
prove difficult.55 

Post Exposure Prophylaxis 

Post-Exposure Prophylaxis (PEP) is short-term antiretroviral 
treatment to reduce the likelihood of HIV infection after 
potential exposure, either occupationally or through sexual 
intercourse. PEP provision has been policy for sexual assault 
survivors since 2002. However, challenges in service delivery 
still remain in 2010. The challenges include poor uptake 
among rape survivors, limited accessibility of services, lack of 
trained service providers and problems with adherence to a 
complete course of ART.56,57
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Information and services for 
under-served and diverse 
populations 

Adolescents

The NSP includes a defined package of youth-friendly SRH 
services calling for sensitisation of health workers, STI manage-
ment, HCT, contraception, TOP referral, mental health inter-
ventions, reducing substance abuse, Information Education 
and Communication (IEC), peer education, provision of male 
and female condoms and appropriate service hours. The NSP 
outlines two interventions to address the health related needs 
of young people through the education system:

Identify and prioritise interventions in schools reporting 
high annual rates of teenage pregnancies through a 
gender-sensitive package that addresses SRH and rights, 
HIV, alcohol and substance abuse; and

Introduce, strengthen and evaluate life skills, SRH educa-
tion and HIV prevention programmes in all primary and 
secondary schools. 

The National Adolescent-Friendly Clinic Initiative offered 
health services to young people through peer education and 
support for a limited period in the early 2000s.58

Currently, dedicated facilities or identifiable health profes-
sionals for SRH needs of adolescents are largely absent in 
South Africa. Adolescent years differ from the early childhood 
period and are characterised by the dominance of risk-taking 
behaviours and psychosocial disorders.59 Multi-disciplinary 
teams to manage these problems and social services are often 
not available, more especially in the public sector. 

There has, however, been considerable progress since 1994 
in the provision of health services at schools. Approximately 
half of all provincial departments of health and education have 
developed policy documents regarding school health. In most 
provinces there is collaboration between Departments of 
Health and Education in developing programmes for school-
aged young people. In almost all provinces, school health 
programmes are currently being implemented in secondary 
schools. Such programmes include counselling, mental health 
interventions, feeding programmes, education regarding the 
environment and sexuality and life skills.60-62 

Consideration should be given to the expansion of dedi-
cated SRH services for young South Africans, including young 
men. Targeted services for the latter could include medical 
male circumcision as well as counselling on sexual health and 
substance abuse. 

ÿ
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Men

Involving South African men in SRH is important in their own 
right and also to protect women’s SRH rights. Currently 
there is a disproportionate distribution of SRH responsibilities 
between South African men and women, including decisions 
about contraception.43 Although there is much literature calling 
for the need for male programmes to be put in place in South 
Africa, there is little in the way of policies or programmes that 
have specific guidelines for male SRH services. 

SRH needs and rights of men are generally not addressed in 
public sector health services. Male reproductive health serv-
ices are largely absent in public sector health services and men 
do not use health facilities as often as women. There are a 
number of IEC materials produced around male SRH, e.g. 
counselling around sexual relations, staying healthy, means of 
contraception and substance abuse. Local initiatives targeting 
men have been shown to alter social practices that affect the 
health of both men and women, especially in the context of 
HIV, and should be taken to scale.63,64

Medical male circumcision

The WHO recommended medical male circumcision (MMC) 
as an HIV prevention measure in 2007 following evidence 
that it reduced the risk of HIV infection through heterosexual 
transmission by around 60%.65 Furthermore, findings from 
Male Circumcision (MC) trials conducted in South Africa66 
and Uganda67 showed that MMC offers men partial protection 
against HPV and herpes simplex virus type 2. MMC has also 
been found to be partially protective against HIV in hetero-
sexual men. It is not protective against the acquisition of infec-
tion directly in women and in men who have sex with men.

South Africa combines high HIV prevalence with relatively 
low prevalence of MC which is not widely practiced except 
among sub-populations such as the Xhosa and Sotho ethnic 
groups and Jewish and Islamic religious groups. Efforts to 
ensure that traditional circumcision is undertaken under 
safe and hygienic conditions are required and interventions 
to make traditional MC safer is essential to implementing a 
national MC programme. Potential issues affecting implemen-
tation of MMC in communities that practice traditional MC 
include reluctance to involve female health providers in the 
procedure; suspicion around disposal of the foreskin through 
medical waste disposal; and possible stigma and discrimina-
tion for males who opt for circumcision in clinical settings and 
before the age of traditional initiation. Deeply rooted cultural 
beliefs may mean communities may be reluctant to embrace 
medical circumcision.

There is recent strong political commitment and leadership  
for introduction of MMC as an HIV prevention strategy in  
South Africa. The South African National Department of  
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Health is adopting implementation of MMC as part of a package 
of HIV prevention interventions, after extensive consultations 
with the South African National AIDS Council (SANAC), civil 
society and traditional leaders. MMC guidelines are currently 
being drafted. A policy on MMC was drafted in 2009 and has 
yet to be finalised. 

Prior to June 2010, very few MMCs were performed in 
government facilities. The majority are conducted by private 
doctors and non-government agencies. Availability of trained 
service providers and other constraints facing the public sector 
impact on the implementation of the MMC programme. 
Significant expansion of MMC in South Africa will necessitate 
the participation of private and non-government health insti-
tutions in scaling up of the services. Services must be delivered 
as part of a recommended minimum package which includes 
HIV counselling and testing, counselling on MMC risks and 
benefits, counselling around risk reduction, couple counsel-
ling, condom promotion and provision and STI management.

Elective MMC is currently available on demand through 
private sector providers and a few non-governmental organi-
sations. Some medical schemes, such as Discovery Health, do 
not cover the cost of voluntary MMC despite evidence that 
MC is one of the most effective HIV prevention strategies 
currently available.68 

The National Children’s Act of 2005 prohibits circumci-
sion of children under 16 without their consent, except for 
medical or religious reasons.69 Based on scientific evidence 
that MMC substantially reduces the risk of contracting HIV 
and other sexually transmitted diseases and that neonatal 
MMC carries a lower risk of complications than child or adult 
MMC, a medical practitioner is well within the law to recom-
mend elective neonatal male circumcision to parents of new 
born boys.70 A plan for the introduction of voluntary neonatal 
MMC services within the provisions of the Children’s Act of 
2005, and for the integration of neonatal MMC into existing 
maternal, women, neonatal and child health programmes, is 
needed.

MMC can act as a gateway to providing men with increased 
access to other prevention services and an entry point to 
getting men into the health care system. In South Africa 
MMC has to be placed within the context of male SRH. Men 
attending health facilities can be provided with combined 
circumcision/behaviour change messages, as well as a compre-
hensive package of HIV prevention services and interven-
tions that includes consistent, correct condom use; delaying 
sexual debut; promoting sexual and gender equality; access to 
HCT, reduction of sexual partners and of multiple concurrent 
partnerships, and STI treatment. Only when combined with 
preventative measures, such as the above, can MMC become 
effective in reducing the rate of HIV infection in South Africa. 

People in emergency situations

The South African Constitution guarantees the right of access 
to health care and essential services, including to migrants and 
people in emergency situations such as refugees and migrants. 
However, in practice, access to HIV treatment and care for 
these people is limited. Access to public sector health care 
for individuals without a South African identity document is 
often challenging. Despite a circular from the Department 
of Health in 2007 expressly stating that no individual was 
to be denied treatment for not possessing an identity docu-
ment, people continue to be turned away from public sector 
health facilities on this basis.71 In addition, xenophobic attacks 
in 2008 and 2009 may also have affected the ability of illegal 
and legal immigrants to access treatment, care and support. 
In April and May 2009, the Department of Home Affairs 
announced a moratorium on deportations and special dispen-
sation allowing Zimbabweans with travel documents to get a 
90-day visa. There is also no evidence that migrants are less 
adherent to treatment.72 Médecins Sans Frontières (MSF) has 
documented some of the challenges faced by Zimbabweans 
in accessing health care and the related implications in terms 
of SRH rights in South Africa.73 Additional efforts to mobilise 
these populations and to educate health-care providers on 
the rights and obligations to provide care and treatment to 
these vulnerable populations, are needed. Further research, 
including situational analyses at district level documenting 
mobile populations and their needs, would provide data on 
programmes required. Ongoing monitoring and evaluation of 
implementation is important for tracking outcomes and the 
reach of programmes. 

Conclusions
Whilst significant progress has been made towards developing 
a framework in support of SRH service delivery (including 
indicators for monitoring and evaluation, policies, guidelines 
and legislation), gaps remain in service delivery. With only five 
years left until the 2015 deadline to achieve the MDGs, there is 
an urgent need for stronger links between reproductive health 
and HIV policies, programmes and services. For the majority 
of South African men and women, despite having good access 
to therapeutic services, decision-making around pregnancy 
and childbirth is currently characterised by a number of nega-
tive factors, including obstacles to pregnancy prevention such 
as lack of information on contraception; interactions between 
contraceptives and drugs for treatment of opportunistic infec-
tions; inability to use condoms and contraception consistently; 
lack of knowledge about HIV status when pregnant; lack of 
knowledge about fertility options; and inadequate access to 
prevention of unwanted pregnancies. There is also a paucity 
of programmes to make information, counselling and services 
for reproductive health accessible to adolescent males and 
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adult men. Future such programmes must both educate and 
enable men to share more equally in FP, domestic and child-
rearing responsibilities and to accept major responsibility for 
the prevention of STIs.43

Whilst the South African NSP74 supports the need for a 
comprehensive package of services for SRH in the context 
of the HIV epidemic, HIV-positive men and women continue 
to face challenges and obstacles in accessing comprehensive 
services for sexual health, STIs, FP and contraception, preg-
nancy, delivery, psychosocial support, counselling and treat-
ment. Provision of comprehensive and holistic care will entail 
enhancing integration of HIV and reproductive health services 
and providing guidelines for its implementation. 

Other pertinent considerations include improving antenatal, 
obstetric and postnatal care; strengthening linkages with 
community-based support structures; supporting HIV-posi-
tive people in their choice of having children or not; building 
capacity of health providers in non-judgmental SRH service 
delivery; expanding access to provider-initiated counselling 
and testing; empowering women through increasing male 
involvement in SRH and through improvement of the socio-
economic environment.

South Africa has made significant progress in rapidly expanding 
access to HIV counselling and testing, PMTCT and ART, 
and has produced policies and guidelines supportive of high 
quality treatment and care. There are, however, challenges 
and gaps in translating these policies into action. Although 
the Department of Health has made considerable strides in 
the procurement of cheap, life-saving AIDS treatment, these 
strides are often negated by poor management and distri-
bution of the drugs. Health-care facilities are experiencing 
frequent stock-outs of ARVs and other essential medicines 
due to inadequate pharmaceutical systems and unqualified 
managers at facility, district and provincial levels.43

The value of increasing early access to PMTCT, and ARVs 
for pregnant women, cannot be underestimated. There is 
evidence of greater mortality among HIV-positive women 
who are very ill and who give birth (as opposed to those 
who are relatively well).75 Voluntary use of contraception has 
been an undervalued and little-used intervention in the fight 
against HIV. Contraception is important because preventing 
unintended pregnancies in women with HIV can prevent 
mother-to-child transmission of HIV and reduce the number 
of children needing HIV treatment. Moreover, women with 
HIV need access to reproductive health services to ensure 
their needs are addressed and their reproductive rights are 
protected. There is a strong need for the integration of HIV 
and SRH services for the effectiveness of HAART. In addition, 
access to HAART for HIV-positive women is in vain if cervical 
cancer screening services are not provided, as these women 

will eventually die of cancer of the cervix.

Integrating reproductive health and HIV programmes has 
proved difficult for a variety of reasons, but new opportuni-
ties are emerging to strengthen these essential linkages. The 
integration of HIV care with SRH (including FP and STI serv-
ices) and the availability of social support must be improved. 
Integration of services would increase opportunities for 
screening and prevention, reduce duplication of services, 
provide continuity of care and make maximum use of finite 
resources. 

Approximately 40 million South Africans do not have access 
to private health care and are completely dependent on 
public sector health facilities. Whilst primary health care serv-
ices are free of cost at the point of service, financial barriers 
to accessing health care include transport costs and loss of 
income due to long waiting times at clinics because lengthy 
queues necessitate taking significant time off work.

Current public health programmes in South Africa do not 
address the sexual health of women, including HIV-positive 
women and despite widespread global recognition of the 
importance of sexual health to well-being, there is minimal 
coverage of this area in undergraduate health provider training 
in South Africa. In several South African studies, HIV-posi-
tive women report limited receptiveness of health providers 
to discussing sexuality and childbearing.76 This causes many 
HIV-positive women to avoid discussing sexual activity with 
providers for fear of reprisals for engaging in sub-optimal safe 
sex practices. Supportive services that promote non-judg-
mental open discussions of the SRH of HIV-positive women 
are urgently needed in South Africa. To facilitate this, ongoing 
training in sexual health and counselling for health providers is 
required, as is values clarification training.77 

Recommendations
In order to accelerate progress towards achieving MDGs 
focusing on SRH rights for men and women in South Africa, it is 
recommended that the following be urgently implemented:43

Health system recommendations
Restructuring vertical programming for SRHs and STIs, 
including HCT and HIV prevention and treatment, by 
integrating some services, adding and strengthening 
others, expanding outreach to new population groups and 
creating efficient referral links, e.g. between antenatal and 
ARV services and between HCT and FP clinics.

Rapid scale-up of implementing strategies to increase male 
involvement in SRH issues, including couple counselling 
and safe male-oriented MMC services, packaged with HIV 

ÿ
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prevention and SRH programmes (such as home-based test-
ing) with a focus on special needs of adolescent boys. This 
could be expanded through both schools and health facili-
ties and could include counselling on sexual health, substance 
abuse and gender issues. 

Minimising missed opportunities for HIV testing by 
ensuring provider-initiated HIV testing and by expanding 
access to counselling and testing to women at STI and TB 
services, postnatal care, abortion-related care, emergency 
contraception and rape crisis services, whilst maintaining 
the rights of women. 

Strengthening and formalising linkages between health 
facilities and community-based support groups and 
systems. 

Innovative programming to maximise the use of existing 
personnel and to develop new cadres of health-care 
workers, while retaining those already in the system.

Increasing awareness and availability of TOP services, EC 
and female condoms, especially in rural areas.

Broadening and fast-tracking of public sector TOP serv-
ices to include the option of medical abortion for termina-
tion of early pregnancy. 

Targeted recommendations
Exploring alternative and cheaper cost-effective screening 
methodologies for cervical cancer. 

Exploring alternative sources of funding and/or reduced 
pricing structures to allow for HPV vaccination for girls 
aged 9-12 years.

Increasing coverage of PEP services and building capacity 
of health providers in provision of PEP.

Addressing gender inequality by scaling up counselling of 
women on negotiating condom use. 

Promoting and providing of condoms during pregnancy 
and family planning/dual protection counselling in post-
natal care.

Providing FP and contraception services and counselling 
about appropriate contraceptives as part of post-TOP care.

Values clarification training, including gender issues and 
reproductive health rights, for health providers to facili-
tate non-judgmental support, information and services. 
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HIV-positive client-specific 
recommendations

Disseminating information about the impact of HIV on the 
course and outcome of pregnancy and the impact of preg-
nancy on HIV-related disease progression.

Scaling up counselling on the risk of pregnancy to mother 
and child and commencing PMTCT early in the course of 
HIV care.

Providing FP and contraception services and counselling 
about appropriate contraceptives as part of integrated 
HIV services.

Scaling up counselling for women diagnosed with HIV 
during pregnancy to facilitate their ability to make informed 
choices about future fertility and about opportunities to 
terminate pregnancy safely if desired.

Addressing infertility in HIV-positive women by increasing 
awareness, support and access to assisted reproduc-
tion techniques and about possibilities of fostering and 
adopting.

Developing contraception guidelines for HIV-positive 
people.

Integrating family planning into HIV services (PMTCT, 
ARV), ie: provider-initiated family planning.

Increasing support for breastfeeding and improving coun-
selling for mothers on infant feeding to promote exclu-
sive and continued breastfeeding; expanding support to 
mothers; avoiding provision of infant formula as a routine 
part of programmes to prevent mother-to-child trans-
mission of HIV; strengthening education about comple-
mentary feeding; and promoting local, nutrient-rich 
complementary foods.

Prioritising ARV therapy and prophylaxis among preg-
nant and lactating women. Implementing programmes 
to provide CD4 count testing to identify pregnant and 
lactating women in need of ARV therapy. Making extended 
infant prophylaxis regimens available for women who do 
not meet criteria for ARV therapy, for their own health.

Improving co-ordination between maternal care services 
and HIV treatment services to provide mothers with a full 
package of nutrition and health interventions.

Recommendations for further research

More research is required on:

Patterns of contraception use and on the role of providers 
in counselling about contraception options among young 
women (<25 years) using hormonal contraceptives.

How best to use existing resources to improve programme 
outcomes.
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Implementation of integration of TB and HIV services, 
including rapid diagnosis of TB.

Implementation and evaluation of models of integration of 
SRH into HIV.

Introducing safer conception methods for HIV-positive 
individuals wishing to have children.

Increasing male involvement in SRH issues and services, 
e.g. antenatal care and medical male circumcision.

The safety, effectiveness and acceptability of 1% tenofovir 
gel. 
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This chapter provides an overview of the magnitude of sexual and gender-based 
violence (SGBV) in South Africa. The definition of SGBV is broad and encompasses a 
range of issues including intimate partner violence, human trafficking, early marriage 
and female genital mutilation, amongst others. 

This chapter focuses more narrowly on issues regarding the prevention and manage-
ment of sexual assault, although the authors acknowledge that many forms of SGBV 
often co-exist. It begins by highlighting the magnitude of SGBV in South Africa as 
a development issue, the complexity of addressing prevention and comprehensive 
management of SGBV and the importance of a multi-sectoral response within the 
current policy and legal context. The latter sections of the chapter explore SGBV as 
a public health issue, highlighting the health sector response, comprehensive clinical 
care and links to the justice system. Many examples and data have been drawn from 
the important contributions that civil society and non-governmental players have 
made to the research and response to SGBV in South Africa. 
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Introduction
Violence is a major obstacle to development and violence 
against women hinders progress in achieving development 
targets. The Millennium Declaration explicitly recognises that 
the equal rights and opportunities of women and men must 
be assured. While Millennium Development Goal (MDG) 3 
specifically addresses the promotion of gender equality and 
women’s empowerment, gender equality is recognised as a 
key factor in achieving all MDGs. Violence against women 
intersects with and is relevant to all the MDGs, providing 
powerful arguments and a number of entry points for 
approaches to eradicating violence against women.1 

Magnitude of sexual violence in 
South Africa
Sexual violence experienced by women, and girls in particular, 
remains a huge and daunting problem in South Africa, which 
is perceived to have one of the worst sexual and gender-
based violence (SGBV) rates in the world. The term sexual 
violence describes a broad range of behaviours that include 
physical violence, sexual violence, emotional violence and 
intimate partner violence (also called domestic violence). 
Sexual violence is gender-based and embedded in pre-existing 
social, cultural and economic inequalities between men and 
women. 

The true magnitude of the problem in South Africa remains 
unknown and there are great disparities with respect to 
reported cases of sexual violence. For example, Statistics 
South Africa (StatsSA) found that one in two rape survivors 
reported to the police, while a Medical Research Council 
(MRC) study found that only one in nine women reported 
their experience of rape.2,3 Both studies point to gross under-
reporting of cases. Added to this is the poor use of health 
services by sexual violence victims with only an estimated 
one in six women who have experienced rape seeking health 
services.3 Intimate partner violence is often also sexual and 
emotional, usually occurring in a broader context of relation-
ships marked by controlling behaviours by men and a perva-
sive sense of fear among women, limiting freedom of choice 
and access to services. In research interviews over 40% of 
men reported having been physically violent to a partner.4-6 
In a study on understanding men’s health and use of violence 
conducted by Jewkes et al., one in 30 men reported having 
been victims.5 

Since December 2007 the definition of rape has broadened 
from the exclusive concept of vaginal rape to include oral 
and anal rape, thus encompassing other forms of rape expe-
rienced by women, together with male rape that was previ-
ously grouped under indecent assault. As a result, comparing 

historical data on sexual offences is difficult. Police statistics 
are often viewed with scepticism, with a number of groups 
holding the opinion that the problem of sexual violence is 
much larger than is reflected by official sources.

Some of the factors that affect reporting include ambivalence 
to rape as a crime and victim ambivalence regarding the value 
of reporting. The definition and characterisation of different 
forms of sexual violence (e.g. sexual coercion, rape, intimate 
partner sexual violence) also contribute to the difficulty in 
determining the magnitude of the problem and trends and, 
consequently, in effectively shaping public health policies and 
programmes. 

Data on sexual violence is fragmented and largely limited to 
cases reported to the police, collected by researchers or 
during interventions implemented by organisations working 
to address the needs of victims or seeking to influence policy. 
Thus, comprehensive and cumulative data on sexual violence 
is lacking and government and civil society responses are based 
on sporadic and sometimes outdated statistics. Population 
studies in South Africa indicate that one in four women have 
experienced intimate partner abuse.7,8 Young women are 
often most affected. Between 1996 and 1998, girls 17 years 
and younger constituted 40% of rape and attempted rape 
cases in the country.9 Data from a study among adolescents 
shows that women experience violence at an early age, with 
32% of pregnant teenagers and 18% of non-pregnant teen-
agers having experienced forced sex or rape as their first 
sexual encounter.10 Although women and children are most 
commonly affected by gender-based violence (GBV), men 
also experience it. In the Eastern Cape province 10% of men 
reported being indecently assaulted by a man.5 

Male sexual violence directed at intimate partners is well 
documented. A study in Cape Town showed that 15% of 
men participating in a survey reported having perpetrated 
sexual violence against an intimate partner in the last 10 
years.11 Such violence was seen to be associated with factors 
such as alcohol abuse, conflict outside the home, having 
more than one current partner and conflict which resulted 
in the men feeling that their authority had been undermined. 
A recent MRC study that focused on men’s perpetration of 
sexual violence in the Eastern Cape and KwaZulu-Natal prov-
inces revealed a number of startling results. Of those inter-
viewed (1 738 men, 70% under 30 years), 28% reported 
having raped a women or girl and 3% reported raping a man 
or boy. About half of the men who reported rape said they 
had done so more than once and three-quarters of them said 
they had engaged in this behaviour for the first time before 
they were 20 years old. Men who had perpetrated more than 
one episode of physical intimate partner violence were more 
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likely to have HIV and to engage in high risk behaviours such 
as having sex with a sex worker, consuming high levels of 
alcohol, using condoms inconsistently, having more than 20 
lifetime partners and being sexually violent. In total, 42% of 
the men reported having been physically violent toward an 
intimate partner.5 

In the South African context other vulnerable groups such as 
migrants, incarcerated populations, refugees, men-who-have-
sex-with-men, lesbians and sex workers are at increased risk 
of being targeted for GBV. Examples include ‘correctional 
rape’ targeted at gays and lesbians; rape within prisons; and 
rape and sexual harassment by uniformed staff at border 
posts. Vulnerable groups also experience limited access to 
information, prevention and support services. 

There is limited information and knowledge on the extent 
of sex and sexual violence in prisons. The Department of 
Correctional Services annual report for 2002/03 indicates 
that little is known about male prisoner sexual abuse and 
confirmed the absence of statistics or reports on incidents of 
prison rape. In 2001 Goyer estimated that in the Westville 
Medium B Prison, more than 50% of inmates engaged in 
anal sex either in consensual relationships or as a result of 
threats or coercion.12 Sexual violence contributes not only 
to the cycle of sexual abuse and to other forms of violence 
within prisons, but also spills into communities when pris-
oners return home.13 

The HIV infection rate in prisons is estimated to be more 
than double that of the general population.14 A study by the 
Institute for Security Studies estimated in 2004 that 40% of 
prison inmates were HIV infected the year before.15

Policy and legal context in South 
Africa
Contemporary international and various national laws and 
policies uphold gender equality, people-centred develop-
ment and health and human rights. Current responses to 
SGBV in South Africa, however, focus primarily on the crim-
inal justice system and health services. Recognising the impor-
tance of addressing widespread sexual violence and noting 
the complexity of addressing prevention and comprehen-
sive sexual assault care, the National Department of Health 
(NDoH) developed the National Sexual Assault Policy and 
accompanying Guidelines that were launched in 2005.

The vision of the National Sexual Assault Policy is a high-
quality, well co-ordinated and holistic sexual assault service 
that meets the needs of the rape survivor, the needs of 
the criminal justice system for well-presented medico-
legal evidence and the needs of the community in contrib-

uting to community protection and justice.16 The aim of the 
Management Guidelines is to equip health-care providers with 
tools to facilitate examination, treatment and management of 
sexual assault patients and to provide standards for the provi-
sion of health care and the collection of forensic evidence for 
sexual assault survivors.17

Research which analysed the 2 608 rape cases reported in 
Gauteng in 2003, showed that only 17% of reported cases 
made it to trial and almost one-quarter of these were with-
drawn. In only 6.2% of all reported rape cases was the perpe-
trator convicted.18 

In 2009, following recent changes to the laws and associated 
advances in research, the NDoH decided at a stakeholders 
meeting to revise both the policy and guidelines.19,20 This 
process is currently underway and it is hoped that the new 
documents will be launched in 2010.a Issues that are being 
addressed include:

alignment to the current legislation, especially changes 
to the definitions of rape, sexual offences and sexual 
violation;

inclusion of additional information on paediatric care;

including recent data on the epidemiology of sexual 
violence in South Africa;

an increased focus on mental health care;

updated regimens for the treatment of sexually-trans-
mitted infections and for HIV post-exposure prophylaxis 
(PEP); 

expanding the provision of follow-up care and adherence 
support; and

providing guidelines on the compulsory HIV testing of 
alleged sexual offenders.

As with the previous policy and guidelines, dissemination 
and subsequent implementation will be critical for improve-
ment in service delivery. This will require strengthened co-
ordination and engagement and close collaboration with civil 
society. Resources will be required to strengthen capacity in 
both government and non-government sectors. 

The HIV and AIDS and STI Strategic Plan (NSP) for South 
Africa 2007-2011 represents the NDoH’s response to the 
challenge of HIV infection and the wide-ranging impact of 
AIDS.21 The NSP is informed by the nature, dynamics and 
character of the epidemic – as well as by developments in 
medical and scientific knowledge. The NSP addresses gender-
based violence under key priority four: human and legal rights 
– focusing on the human rights of women and girls, including 
those with disabilities, while mobilising society to stop gender-
based violence and advance equality in sexual relationships. A 

a Personal Communication: R. Jina, September 17, 2010.
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further clause of the NSP seeks to ensure implementation of 
existing laws and policies that protect women and girls from 
gender-based violence. 

The 365 Day National Action Plan to End Gender Violence 
is a comprehensive and concerted initiative with measurable 
targets and indicators to which South Africans from all walks 
of life, in all spheres of government and at all levels of society, 
can contribute.22 The Plan adopted the tenets of the 2006 
Kopanong Declaration. This Declaration envisaged that each 
year the Sixteen Day campaign on gender violence would 
become a platform to both heighten awareness and take stock 
of gaps and achievements and to ensure sustained, measur-
able efforts to end gender violence. The Plan addresses key 
issues such as multi-sectoral approaches to SGBV, adequate 
budget allocation, provision of comprehensive treatment and 
care for all SGBV survivors, including the provision of PEP and 
reducing cases of rape in line with the South African Police 
Services target. 

Most violence is directed at women by their partners, often 
in the home. Intimate partner violence was never criminalised 
in the past until 1993 when the Prevention of Family Violence 
Act (Act 133 of 1993) was enacted. This law also criminalises 
rape in marriage. The National Crime Prevention Strategy 
of 1996 also addressed violent crimes against women and 
children as a priority. Furthermore, in 1998 the government 
passed the Domestic Violence Act (Act 118 of 1998) and in 
2003, the Policy Framework and Strategy for Shelters for 
Victims of Domestic Violence in South Africa.23

Insufficient attention is paid to the needs of children exposed 
to violence.24 Research shows that the prevalence of sexually 
abused children in South Africa is high. Of the 55 000 cases of 
rape reported to the police in 2005-2006, 40% were children 
under the age of 18 and, of those, 14% were less than 12 
years old.18

Section 72 of the New Sexual Offences Act provides for the 
implementation of Chapters 1 to 4 and 7, which mainly deal 
with the creation of statutory sexual offences, special protec-
tion measures for children and persons who are mentally 
challenged, certain transitional arrangements and evidence-
related matters. The Act will help intensify South Africa’s 
efforts to combat sexual crimes against all people, but espe-
cially those committed against vulnerable groups, including 
women, children and people who are mentally challenged. 
Other critical areas included in the Act are offences relating 
to sexual exploitation or grooming, exposure to or display of 
child pornography or pornography to children and the crea-
tion of child pornography. 

Despite the plethora of progressive and comprehensive policies 
in place, implementation remains a challenge. Implementation 

of the 365 Day Plan, which can be viewed as the over-
arching GBV strategy, has not been monitored adequately 
and progress has been slow. The Anti-Rape Strategy has 
been launched, but without further action. Factors contrib-
uting to poor implementation include a lack of collaboration 
and co-ordination, limited consultation with NGOs, lack of 
resources, lack of political commitment and providers lacking 
in implementation skills. There are also many challenges in 
terms of capacity, poor understanding of the medical needs of 
survivors, misconceptions regarding the necessity for a police 
report prior to accessing medical attention, and delays.

A multi-sectoral response to SGBV
There are a number of broader social dynamics and risk 
factors that underpin the problem of sexual assault and 
GBV – including gender inequality, poverty, unemployment, 
income inequity, alcohol consumption and access to firearms. 
In a survey of 63 countries, South Africa was found to have 
the worst income inequality and homicide rates of any of the 
countries surveyed. Income inequity has been found to be a 
strong predictor of violence. South Africa also has the highest 
per capita alcohol consumption and firearm death rates in the 
world.25 A third of women killed by partners were shot and 
many with legally-owned guns.26

In May 2009 a multi-sectoral symposium bringing together a 
diverse group of 96 role players working in South Africa was 
convened. The group recognised that the country faces an 
overwhelming SGBV problem. Not only was this recognised 
as a violation of human rights of women and girls, it was also 
acknowledged as a major cause of mortality and morbidity 
and a key driver of the HIV epidemic for women.27 

The importance of traditional and religious leaders involve-
ment was also stressed at the symposium.27 Traditional leaders 
are influential in most rural communities in southern Africa 
and play a key role in advocating and driving social mobilisa-
tion initiatives that address HIV and AIDS and SGBV.28

In response to the intersectoral collaboration required in 
managing survivors of rape and sexual assault, one-stop 
centres have been established across the country. These 
centres consist of a combination of multi-disciplinary teams 
comprising police investigators, health-care providers, com-
munity volunteers, social workers and prosecutors.18 Most 
developed are the Thuthuzelab Care Centres (TCCs) that 
were established by the National Prosecuting Authority 
(NPA), with the support of United Nations Children’s Fund 
and the involvement of other related government depart-
ments, in a bid to improve the reporting, service provision 
and successful prosecution of rape and other sexual offences. 
First established in GF Jooste Hospital in Manenberg in 2000,18 

b A Xhosa word meaning comfort.
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there are now 17 centres across the country, although the 
NPA had planned to expand the number to 22 by 2009.29 

The TCCs have succeeded in reducing the waiting times 
for survivors, but the quality of care is still questionable.18 A 
review in 2007 found that there was poor awareness of the 
National Management Guidelines amongst service providers, 
poor adherence to good clinical practices, a lack of follow-up 
care, insufficient staffing and resources and a lack of training.30 
The special needs of children, in particular, were not being 
addressed.30 

The NPA has reported a higher rate of convictions at TCCs – 
62% in 2004 and 83% in 2006/7 as opposed to rates at other 
sexual offences courts – 42% in 2004 and 65% in 2006/7.31,32 
Several concerns regarding one-stop centres exist, including 
the fact that they tend to be located in urban areas and may 
not be accessible to all. This implies that the model cannot 
provide the only solution to the provision of rape services 
and need to co-exist with other lower-level health services 
that are able to provide immediate care and, where neces-
sary, referral for forensic examination. Concerns regarding 
the impact on other nearby health facilities also exist as there 
is anecdotal evidence that clinics previously providing post-
rape services now refer survivors to one-stop centres, which 
may result in longer delays or other challenges in accessing 
care. Another concern is that these centres focus primarily on 
the provision of justice and may not be focusing on medical 
care. Furthermore, only specific cases considered to be more 
defendable are submitted for trial, thus reducing access to 
justice for many.29 Finally, a major concern with TCCs is the 
dependence on donor funding.18,29 With almost no financial 
support from government, sustainability of the centres is thus 
a major concern. 

Health impact and health sector 
responses to SGBV
In addition to the fatal outcomes, there are a wide range of 
non-fatal health outcomes of SGBV including physical, sexual, 
reproductive, psychological and behavioural. Given the broad 
range of health outcomes, a comprehensive and long-term 
approach is required to provide an appropriate package of 
health-related interventions at the appropriate time. Although 
Table 1 describes the varied health consequences of SGBV 
some outcomes, such as STIs and unwanted pregnancy, are 
more prevalent than others and have a higher possibility of 
occurring. Other outcomes are more long-lasting and may 
have a higher relative impact on morbidity. Women experi-
encing GBV are less likely to be able to negotiate safe sex, use 
family planning or access reproductive health services. Yet, 
existing responses for GBV are often narrowly focused and do 
not address reproductive health needs comprehensively. 

Table 1:  Health consequences of sexual and gender-based 
violence

SGBV is a public health issue

Fatal 
outcomes

Non-fatal outcomes

Physical Sexual and 
reproductive

Psychological 
and 

behavioural
Femicide

Suicide

AIDS-
related 
mortality

Maternal 
mortality

ÿ

ÿ

ÿ

ÿ

Fractures

Chronic pain 
syndromes

Fibromyalgia

Permanent 
disability

Gastro-
intestinal 
disorders

ÿ

ÿ

ÿ

ÿ

ÿ

Sexually-trans-
mitted infec-
tions, including 
HIV

Urinary tract 
infections

Unwanted 
pregnancy

Pregnancy 
complications

Vaginal 
bleeding

Traumatic 
gynaecologic 
fistula

Unsafe 
abortion

Chronic pelvic 
pain

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Depression 
and anxiety

Eating and 
sleeping 
disorders

Drug and 
alcohol 
abuse

Poor 
self-esteem

Post-trau-
matic stress 
disorder

Self harm

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Source: Bott et al., 2005.33

As described in Table 1, sexual violence has a wide range of 
effects and, apart from physical and emotional harm, stigma 
and social ostracism, women suffer sexual and reproductive 
health implications such as unwanted pregnancy, sexually-
transmitted infections and the risk of HIV infection.34 The 
links between gender-based violence and HIV and AIDS are 
pronounced in the areas of sexual abuse of adolescent girls, 
sexual violence between partners, sexually-transmitted infec-
tions, domestic violence and sexual violence. 

Gender-based violence and gender inequality are often cited 
as determining factors in women’s risk of contracting HIV 
and AIDS. The underlying gender power imbalance affects 
women’s ability to protect themselves and studies have 
shown that forced sex, for example, limits a woman’s ability to 
effectively negotiate preventative behaviours such as the use of 
condoms.35,36 A study in South Africa reported that the experience 
of violence and controlling behaviour of male partners are strongly 
associated with the risk of HIV infection in women.6 

A recent study which followed up 1 099 HIV-negative women 
aged 15-26 years showed that women who reported more 
than one episode of intimate partner violence at baseline 
were 50% more likely to become HIV-positive than those 
who reported none or one episode.37

Women’s vulnerability to HIV and AIDS is mediated by sexual 
violence in a number of ways, both directly and indirectly. 
Direct risks of sexual violence include transmission occurring 
during rape if the perpetrator is HIV-positive, while those who 
experience anal rape are at greater risk of HIV infection. 
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Intimate partner violence poses indirect risks for HIV infec-
tion in a number of ways: men who are abusive towards 
their partners are more likely to have multiple sexual part-
ners, be HIV infected, have sex more frequently and impose 
unsafe sexual practices on their partners.5 Violence or fear of 
violence may deter women from seeking HIV testing, stop 
them from disclosing their status and discourage them from 
accessing counselling and treatment.38

Young women’s reproductive health vulnerability and the 
link with sexual violence was reported in a recent article 
by Speizer and others.39 Programmes which address sexual 
transmission of HIV in South Africa often ignore the medi-
ating factor of sexual and physical violence on women’s lives. 
In KwaZulu-Natal, a study showed that coerced first sexual 
experience was significantly associated with the likelihood of 
ever being pregnant, having had an unwanted pregnancy and 
having experienced a sexually-transmitted infection.40

Primary prevention

Interventions targeting the primary prevention of gender-
based violence are critical and complex, but also the most 
difficult to implement and assess. This is because primary 
prevention seeks to change the underlying norms, attitudes 
and behaviours of individuals, communities and society. 
Primary prevention addresses issues related to the low status 
of women, gender roles and power imbalances.41 Despite 
the implementation of a number of prevention programmes 
targeting various groups and levels in the country (e.g., Men 

as Partners, One Man Can Campaign), there are two preven-
tion interventions that have been shown to be particularly 
effective in reducing SGBV, namely the Stepping Stones and 
IMAGE interventions. 

The Stepping Stones study evaluated a gender-transforma-
tive programme aiming to improve sexual health through 
building stronger and more gender-equitable relationships.42 
The intervention was implemented in 64 rural villages and six 
townships in the Eastern Cape. A total of 2 800 young men 
and women were interviewed, tested for HIV and herpes at 
the inception of the intervention and followed up after two 
years. Men who had been in the programme for two years 
had a 33% reduction in new infections of herpes and were 
38% less likely to have perpetrated physical and sexual inti-
mate partner violence. They also had fewer partners, less 
transactional sex and were less likely to abuse alcohol. 

The IMAGE study was a cluster randomised trial that 
combined micro-finance with gender and HIV training. Loans 
were provided to the poorest women in villages in a rural 
area of Limpopo and one-hour gender and HIV sessions were 
conducted during loan repayment visits. Results of the study 
showed that, after two years, the risk of physical and sexual 
violence in the preceding year was reduced by 55%.43

Overall, there has been a mixed response to preventa-
tive efforts – not all have been completely successful and 
sustaining the change is still problematic. Similarly, success has 
only been reported in limited settings and wider expansion of 
programmes has not yet occurred.41

Figure 1: Hypothesized direct and indirect pathways for HIV acquisition

Source: Jewkes et al., 2010.37
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Secondary prevention

Project Ndabezitha is an example of secondary violence 
prevention that trains traditional leaders and prosecutors to 
deal with domestic violence, while NERINA-Stepping Stones 
in Port Elizabeth focuses on tertiary prevention for child 
perpetrators.44 The Vezimfihlo package has been used to train 
primary health care nurses and HIV counsellors to screen for 
intimate partner violence, but long-term maintenance of the 
programme has been challenging.45,46 Similar training on the 
Domestic Violence Act has been provided to primary health 
care nurses by the Gender Advocacy Project.47

For the health sector, however, the core focus remains 
providing medico-legal services that, although pertaining 
to secondary and tertiary prevention, can indirectly lead to 
change at the primary preventative level. 

Medico-legal services provide for both the medical and legal 
needs for survivors of rape and sexual assault. Medical needs 
include the care and management of injuries, immediate and 
long-term psychological care, prevention and management 
of unwanted pregnancies and infections, including HIV. Legal 
needs include the documentation and collection of evidence, 
including the recording of injuries. 

Medico-legal health services in South Africa have under-
gone drastic changes since 1994. Delivered as a vertical 
programme, services were provided by district surgeons 
employed by the Department of Health. This resulted in frag-
mentation of service delivery, limited access especially in rural 
areas, varying provision of services and often poor quality of 
care.48 In 2002 the district surgeon services were removed 
and medico-legal services were integrated with primary 
health care responsibilities, which improved the accessibility 
of services.49 These changes were, however, made without 
adequate planning, resulting in untrained and inexperienced 
doctors being required to provide these services.49,50 These 
doctors were ill-prepared and lacked confidence to conduct 
examinations and collect evidence and the services were 
characterised by long waits, structural inadequacies, lack of 
intersectoral collaboration and poor practices by health-care 
providers.50,51 A study that investigated women’s prefer-
ences found that having a sensitive health-care provider and 
PEP were more important to women than the distance they 
would need to travel to access these services.52 

Comprehensive post-rape clinical 
care
While the need for a multi-sectoral response to SGBV is 
clear, how to ensure co-operation and collaboration between 
sectors for policy and service delivery is not. The SGBV 
response is not co-ordinated, nor is a multi-sectoral approach 
promoted. Opportunities are missed for integrating SGBV 
prevention, screening and services, while successful models 
are not replicated. Furthermore, while a large proportion 
of survivors of rape and SGBV are children, the services are 
geared towards adults. 

Despite numerous opportunities existing for the health sector 
to provide care for SGBV survivors, it has lagged far behind 
other public sectors (e.g. criminal justice) in tackling the issue. 
Clients attending health facilities for various health needs 
come into contact with health-care workers as a point of first 
contact. While some victims or survivors presenting at health 
facilities will disclose that they have been violated, others may 
not despite having symptoms. Early identification could help 
with treatment, limit the consequences and decrease further 
violence. However, many health-care workers know little 
about national legislation on domestic violence, or how to 
manage SGBV clients. 

Yet there are many ways in which the health sector could be 
strengthened to deal with the issue. These include:

identifying appropriate medical and counselling services; 

making health services available at the first point of 
contact;

facilitating referrals to other services;

integrating medical services; 

developing health-care workers’ capacity to screen 
routinely for SGBV;

enhancing the capacity of health-care workers to diagnose 
accurately – especially for children; 

clarifying the legal requirements for reporting an assault 
– or suspicion of an assault; and 

strengthening the role of forensic evidence in prosecution.

Given the complexity of the service needs and delivery 
systems, the provision of PEP cannot be implemented in isola-
tion, but must be considered as part of a systematic approach 
to the prevention of GBV and to caring for sexual assault 
survivors. After sexual assault, meeting the immediate sexual 
and reproductive health needs (including STI care, pregnancy 
prevention, treatment of injuries and counselling) is a priority. 
Even in the absence of HIV-PEP, there is still a need for 
timely emergency contraception, prophylaxis for Hepatitis B, 
prophylaxis for sexually transmitted infections, while some-
times, in cases of rape, legal termination of pregnancy needs 
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to be provided. This highlights the importance of early and 
integrated services by a multi-disciplinary team of service 
providers. In addition, medical evidence is of critical impor-
tance in the investigation and prosecution of sexual assault 
perpetrators. The need for mental health care following post-
rape care is extremely important, but the proportion of survi-
vors receiving psychosocial follow-up is unknown. 

Adherence to PEP regimens remains poor even with the 
provision of psychosocial support and can be influenced by 
a number of factors such as being blamed and not receiving 
social support.53 Further research is needed to support the 
development of interventions that acknowledge the complex 
barriers to PEP adherence after rape.54 

In 2007 the NDoH recognised the need for improved training 
and a programme with a standardised curriculum was launched 
in 2008, after being piloted with doctors and nurses across 
eight provinces.53,55 Further rollout has been problematic as 
the programme requires 10 days of residential training. The 
Criminal Law Amendment Act (Act 32 of 2007) requires that 
the Minister of Health tables a national training curriculum in 
Parliament, but this has not yet been done.20

Due to the poor rollout of the national training curriculum, 
most health-care providers are still not equipped with the 
skills to make decisions around when to test for HIV before 
providing PEP; under what circumstances to provide the 
three-day starter pack, rather than a full 28-day course; 
which drug combinations to provide – the PEP regimen and 
treatment of STIs, or PEP for children younger than 14 years. 
STI treatment is based on body weight or body surface area 
which makes it complex and challenging for some health-care 
workers. 

Attempts have been made to train nurses to do sexual assault 
examinations. This began with small groups of nurses being 
trained in the Eastern Cape by international and local experts 
in 1997 and has slowly evolved so that, currently, Forensic 
Nursing Diplomas are offered by a number of nursing colleges 
across the country. However, these qualifications are not yet 
recognised by the South African Nursing Council. As a result, 
some provinces have fully trained forensic nurses who are 
recognised as experts in court, yet forensic nurses are not 
utilised at all in other provinces. 

Although the South African antiretroviral (ARV) guidelines 
recommend a 28-day regimen of a combination of ARV drugs, 
the Population Council recently conducted a review of site-
level data conducted in two provinces which identified gaps at 
different levels of service provision.56 Mechanisms to monitor 
and follow up clients for side effects were not in place and 
administration of ARV drugs, HIV testing, emergency contra-
ception and referral were weak. In many cases doctors did 
not specify the medication and simply wrote “PEP” on the 
prescription, leaving pharmacists to use their own discretion 

as to what medication to dispense. Survivors often had to re-
live the traumatic memory when repeating the history of their 
assault to the pharmacist as well. Misconceptions about the 
need to open a police case before accessing PEP still exist 
among some health-care workers, leading to delays in survi-
vors accessing treatment. Providers also lack understanding 
of the need to treat HIV-PEP service delivery as an emer-
gency. This review also showed that referrals beyond the 
initial contact for mental health or other services, including 
HIV services for those testing HIV-positive at the initial visit, 
were rare and in the majority of cases this information on 
referral was missing. 

Services for children
Despite the above-mentioned developments, there has been 
minimal attention paid to services for children. As a result, 
care of children is generally restricted to specialised centres 
and providers outside of these centres often have no know-
ledge relating to the immediate needs of children. Long-term 
care, the provision of psychological support, and services for 
the protection of children are poor.57,58 This is, however, one 
area on which the revision of the national policy and guide-
lines and the national training curriculum focuses. 

Recommendations 
Improve the collection and analysis of information related 
to the incidence, prevalence and trends concerning poten-
tial and actual victims of SGBV that will support evidence-
based policy-making. 

Develop and evaluate operational models to support 
implementation of the post-rape management policy 
framework, with particular attention to the under-
resourced rural areas. 

Develop a coherent approach, including co-ordination, 
collaboration and funding, for informing women, female 
youth and other community groups about South Africa’s 
revised SGBV policies and guidelines. 

Strengthen intersectoral linkages and train police and 
community members on post-rape care so that more 
survivors seek care within the 72-hour window period.

Develop appropriate policies and strategies for: 

HIV-PEP following non-coercive, potential exposures;

the role of nurses in SGBV service provision;

improving PEP adherence and long-term care of survi-
vors; and 

addressing the mental health needs of survivors.
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Child mortality is generally credited as a surrogate marker for the quality of care 
within a health service. However, if mortality rates are to be used as an indicator of 
quality of care, or to monitor and evaluate the effectiveness of programmes aimed 
at improving child health and the quality of health care, it is critical that this data is 
accurate. The quality of data routinely collected in the South African health system 
is extremely variable. While data from primary health care clinics are generally 
good, that from hospitals is poor and data from the vital registration process is often 
incomplete.

This chapter describes five data sources currently in use in South Africa that assist 
in the monitoring of child mortality rates. In order to facilitate an improvement in 
the quality of these datasets, the available data has been used to present a profile 
of child mortality in 2007.

The year 2007 has been selected as this is the most recent year for which data from 
the death registration programme are available and is therefore the only year for 
which data are available from all five data sources. It is accepted that these data are 
incomplete and that some datasets have improved in subsequent years. However, by 
using these data the authors hope to stimulate reflection on the data as well as to 
precipitate improved data collection.
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Introduction
Child mortality is a crude reflection of the health status of 
children and a surrogate marker of the quality of health care in 
any society. The various infant and child mortality rates serve 
as an indicator for monitoring trends of child survival as well 
as the quality of health care delivered at different stages in a 
child’s life within a given society. 

Assuming that the mortality rates are based on good quality 
data, the rates allow comparisons between different coun-
tries or regions within a country and provide insight into the 
health service’s strengths and weaknesses. These insights can 
then be used for implementing targeted interventions aimed 
at reducing child mortality and improving the well-being of 
children.

It is in monitoring the trends of child survival that the first 
challenge is met. The single greatest challenge in pursuing the 
goal of reduced child mortality is to ensure the timely analysis 
of good quality data in order to precipitate an appropriate 
response and thus improve maternal and child health care 
at national, provincial and local levels. The quality of data is 
determined by its completeness and comprehensiveness. 
Routine mortality data collected in South Africa has tended 
to be incomplete, missing a large proportion of deaths outside 
the health system and lacking sufficient detail to provide a 
comprehensive profile of direct and indirect causes of death. 
The aggregated nature and inevitable delay in the collection, 
analysis and reporting of these data undermines its value as an 
indicator for monitoring service delivery. As an example, the 
most recent data in this chapter are from 2007.

In reviewing child mortality data for South Africa, it is impor-
tant to keep in mind the vast disparities in the socio-economic 
circumstances, health services and health status of children in 
the various provinces in the country. If mortality data are to 
be used to drive programmes aimed at reducing childhood 
mortality and improving access to and the quality of care 
provided within our health service, it is essential that data are 
collected and analysed in a disaggregateda fashion. Although 
the data sources listed include many indicators appropriate 
to this purpose, the quality of the current data is such that 
disaggregation beyond the provincial level may be of limited 
benefit. 

This chapter uses existing datasets to present some of the 
available data to describe the current status of child health. 
This analysis will be confined to the provincial level in order to 
develop a national picture of child mortality as of 2007 and to 

a Routinely collected facility data are aggregated (grouped together) at 
sub-district, district, provincial and then national level. Higher level 
averages obscure marked variations or discrepancies on the ground. 
To be meaningful, interventions to improve services require analysis of 
disaggregated (i.e. facility-level) data.

highlight interprovincial variations. In addition to using the five 
data sources listed, important information generated by the 
Medical Research Council (MRC), by Statistics South Africa 
(StatsSA) and by the Actuarial Society of South Africa (ASSA) 
will be presented.

Data sources
There are five primary sources of information on childhood 
deaths in South Africa:

The South Africa Demographic and Health Survey 
(SADHS);

The Death Notification System (Vital Registration);

The District Health Information System (DHIS);

The Child Healthcare Problem Identification Programme 
(Child PIP); and

Demographic surveillance sites.

Demographic and health surveys

The SADHS is a nationally-representative household survey 
that provides data on outcome and impact indicators related 
to population health and nutrition, including neonatal, infant 
and child mortality. Such surveys were undertaken in South 
Africa in 1998 and 2003.

The 2003 SADHS collected data on households, women, 
men and children from approximately 7 700 households. 
Information collected with respect to child health included 
growth, feeding practices, participation in health promotion 
and prevention programmes, and childhood morbidity and 
mortality patterns.

The methodology of the SADHS is rigorous and the stand-
ardised approach supports the tracking of trends and 
comparison with other countries. The data cover health and 
socio-economic circumstances as well as all deaths, irrespec-
tive of whether or not these occur within the health system 
or are officially reported. There are, however, limitations 
regarding the data on child deaths as surveys are only under-
taken every five years, only count the number of deaths 
without providing details of the cause of death and are not 
disaggregated to district or sub-district levels. The data from 
the 2003 survey probably underestimated childhood mortality 
rates, especially in KwaZulu-Natal, as it did not compensate 
for the impact of increasing HIV-related maternal deaths on 
child mortality.

ÿ

ÿ

ÿ

ÿ
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Death notification (vital registration)

The Department of Home Affairs (DHA) maintains a register 
of all births and deaths in order to monitor the demographic 
profile of the country. All deaths should be reported to the 
DHA using the appropriate notification forms (BI 1680 and 
BI 1663) for deaths occurring in or outside a health facility. 
These forms record the age and gender of people who have 
died, the date of death, the site of the death with respect to 
both geographic distribution and the actual venue where the 
death occurred, as well as the primary cause of death, but not 
the contributing factors.

Death notification data is analysed by StatsSA who release 
a mortality report each year. The turnaround time for the 
analysis and reporting of death notification data is two years, 
which is within internationally accepted norms. Unfortunately 
this delay means that the report cannot be used to monitor or 
strengthen programme implementation at the local level.

Whilst there has been a noticeable increase recently in the 
notification of deaths, under-reporting and incomplete forms 
or incorrect data remain a concern. The quality of the infor-
mation reported depends on the knowledge, diligence and 
integrity of the certifying official who may be a doctor, regis-
tered nurse or traditional leader – few of whom have received 
training as to how the form should be completed.

District Health Information System

The Department of Health uses the DHIS for the collection 
of routine health service data from all public health facilities 
in South Africa. A number of indicators related to childhood 
mortality are collected. These include inpatient deaths below 
one and five years of age and the percentage of under-five 
deaths due to pneumonia, diarrhoea and severe malnutrition. 

As DHIS data only record deaths in public sector hospitals, it 
cannot provide useful information regarding the private sector 
or population-based childhood mortality rates. Unfortunately 
hospital data are poor and data on child deaths are incom-
plete and tend to reflect the number of deaths rather than 
causes and contributing factors. In contrast DHIS coverage of 
primary health care (PHC) facilities is good and these data can 
be used to identify deficiencies within the health care system 
and to identify problem areas which require intervention. 

Poor DHIS data result from inadequate training of facility 
information officers, the lack of quality control before data are 
submitted, the absence of feedback and a failure to dissemi-
nate information produced from the data. 

Child Healthcare Problem Identification 
Programme 

Child PIP is a set of mortality review and audit tools which aim 
to assist hospital staff in improving the quality of health care 
provided for children. The death of each child is reviewed and 
modifiable factors that may have contributed to the death are 
identified and, where possible, corrected. 

In 2007, 49 hospitals had implemented Child PIP on a volun-
tary basis. This represented 14% of all hospitals in the country 
in all provinces and across all levels of care, as presented in 
Table 1. 

Table 1:  Number of hospitals in South Africa implementing 
Child PIP, 2007 

Hospital level Level 1 Level 2 Level 3 Total

Number hospitals using 
Child PIP 23 22 4 49

Total number of hospitals 262 67 15 344

Coverage of Child PIP 9% 33% 27% 14%

Source: Stephen et al., 2009.1

Child PIP is a facility-based system which collects data on 
deaths occurring in the health system, usually at hospital 
level. As it is implemented on a voluntary basis, it is likely 
that hospitals with better quality care or a desire to improve 
their standard of care are over-represented and, as such, the 
resulting data are not representative of a district, a province 
or the country. Furthermore, the lack of standardisation in 
implementation and in assigning modifiable factors makes 
comparisons between facilities, as well as longitudinally within 
a single facility over time, difficult. 

Demographic surveillance sites

Demographic surveillance sites aim to collect detailed socio-
economic, health and other data in a prescribed area over 
an extended time period. Data are collected through regular 
censuses during which most sites also collect information on 
deaths using verbal autopsies to identify the cause of death.

There are three recognised demographic surveillance sites in 
South Africa, all of which are in rural areas and are part of 
INDEPTH, an international network of demographic health 
sites. Details of these sites are provided in Table 2.

These sites are a valuable source of information on child 
deaths in their areas and are particularly useful in providing 
data on trends. There is, however, a long delay between the 
collection, analysis and publishing of data. 
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Table 2:  Key features of the three South African 
demographic surveillance sites 

Agincourt, 
Limpopo  

(1999-2002)

Hlabisa,  
KZN  

(2000-2002)

Dikgale, 
Limpopo  

(1998-2000)
Population 21 villages

70 000 people
90 000 people
11 000 
households

8 000 people

IMR, U5 
deaths

35/1 000
12/1 000 person 
years

67/1 000
21/1 000 person 
years

56/1 000 
(U5MR)

Methods Annual census 
using verbal 
autopsies 
(covers 95% of 
deaths)

Census  
(4 monthly visits) 
Verbal autopsies

Annual census

Future 2003-2005 data 
to be analysed

About to 
start study 
on childhood 
deaths using VA 

Source: 1st Report of the Committee on Morbidity and Mortality in 
Children Under Five Years, 2009.2 

Of the five mortality data sources:

SADHS provide good quality data on mortality rates and 
service utilisation, but no information on factors contrib-
uting to childhood mortality. They occur too infrequently 
to guide programme implementation or improvements in 
child well-being.

Vital registration provides a comprehensive profile of child 
mortality in all sectors of society, but does not capture 
data about underlying factors or the quality of care.

DHIS provides good insight into PHC services, but limited 
information on childhood deaths occurring in public sector 
hospitals. 

Child PIP is the only source of detailed information on 
factors contributing to child mortality, but given the 
limited number of hospitals implementing the programme 
these data may not be representative of the wider health 
service. 

Demographic surveillance sites provide some insight into 
child deaths in the community outside the health service. 
These sites release data too infrequently to monitor 
standards of health care.

Mortality trends
Estimates of child mortality in South Africa have been contro-
versial and, recently, different sectors of the South African 
government have used rates adopted from different sources. 
Until 2009 the National Department of Health (NDoH) used 
the 2003 SADHS under-five mortality rate (U5MR) of 58 
per 1  000 but has since adopted the figure of 69 per 1 000, 
derived from the ASSA model, which is also used by the 
Presidency.3,4

ÿ

ÿ

ÿ

ÿ

ÿ

Whilst a variety of sources provide estimates of infant 
mortality rates (IMR) and U5MR, Figure 1 portrays the trend 
for South Africa taken from a single source, United Nations 
Children’s Fund (UNICEF), which uses estimates taken 
from the Inter-agency Group for Child Mortality Estimation. 
This source is used to track the progress of the Millennium 
Development Goals (MDGs) which aims to reduce U5MR by 
two-thirds between 1990 and 2015. These estimates show 
a decline in U5MR during the second half of the last century 
as child survival programmes were introduced. This decline 
was reversed as a result of the HIV and AIDS epidemic in 
the 1990s and early part of this century. Since 2000 there has 
been little significant change in the IMR. 

Figure 1:  Estimates of U5MR and IMR for South Africa

Source: United Nations Children’s Fund, 2009b

Recent mortality rates from local sources and modelling by 
ASSA, which illustrate the diversity in child mortality esti-
mates with lower infant but higher under-five mortality rates, 
are presented in Table 3.

Table 3:  Estimates of infant and under-five mortality rates 
per 1 000 for South Africa

Year IMR U5MR Source

1998 45.0 61.0 SADHS 19985 

2000 59.1 94.7 MRC Burden of Disease Study6 

2003 42.5 57.6 SADHS 20033

2005 53.6 72.1 StatsSA mid-year estimate7 

2006 48.0 73.0 ASSA 20038 

2007 46.1 70.9 ASSA 20038

Since the mid-1990s there has been an increase in the notifica-
tion of all deaths in South Africa with a consistent proportion 
of these occurring in the under-five age group. Notification 
systems have improved to a position where the current data 
are probably representative of the national picture, although 
StatsSA is unable to confirm the completeness of notification 
of childhood deaths. Table 4 shows the increase in death noti-
fications since 1997.

b Composite figure developed from data from annual UNICEF reports 
2003-2010.
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Table 4:  Deaths in children 0-4 years as a percentage of all 
reported deaths, 1997-2007

Year Total 0-4 years  Proportion of 
deaths %

1997 316 505 32 468 10.3

1998 365 053 37 923 10.4

1999 380 982 38 405 10.1

2000 414 769 39 226 9.5

2001 453 509 41 057 9.1

2002 500 082 46 404 9.3

2003 554 199 51 726 9.3

2004 572 620 56 039 9.8

2005 593 337 61 596 10.4

2006 612 462 64 297 10.5

2007 601 133 61 328 10.2

Source: 1st Report of the Committee on Morbidity and Mortality in 
Children Under Five Years, 2009.2

Table 5:  Estimated provincial infant mortality rates per 1 000, 1998-2007 from SADHS, Burden of Disease Estimates, StatsSA and 
ASSA*

Year EC FS GP KZN LP MP NC NW WC SA
19985 61.2 53.0 36.3 52.1 37.2 47.3 41.8 42.0 30.0 45.0

20006 70.9 61.8 44.4 68.4 51.6 58.9 46.4 55.2 31.7 59.1

20033 68.3 48.1 33.5 30.4 34.1 40.5 28.7 61.9 43.5 42.5

20057 53.6

20068 62.0 58.0 37.0 62.0 37.0 53.0 34.0 44.0 26.0 48.0

20078 60.3 56.0 35.3 60.0 36.2 50.8 33.4 42.6 25.3 46.1

Table 6: Estimated provincial under-5 mortality rates per 1 000, 1998-2007 from Burden of Disease Estimates, StatsSA and ASSA*

Year EC FS GP KZN LP MP NC NW WC SA
19985 80.5 72.0 45.3 74.5 52.3 63.7 55.5 56.0 39.0 61.0

20006 105.0 99.0 74.6 116.4 80.7 99.8 68.1 88.5 46.3 94.7

20033 79.1 68.2 42.6 33.2 43.9 52.2 39.1 76.3 56.5 57.6

20057 72.1

20068 91.0 89.0 61.0 97.0 57.0 82.0 51.0 69.0 39.0 73.0

20078 89.2 85.5 58.1 93.2 54.9 78.8 50.4 67.1 38.8 70.9

* These tables should not be interpreted as reflective of a time series. The data are drawn from vastly different sources and projection models.

Figure 2:  Number of stillbirths, infant and child deaths per 
province, 2007

Disaggregation of the data for infant (Table 5) and under-five 
(Table 6) mortality rates to the provincial level, show wide 
interprovincial variations with a two-fold variation between 
the provinces with the lowest and highest mortality rates.

The latest figures from StatsSA are based on a more complete 
set of data which suggest that the increase in infant and under-
five mortality rates characteristic of the 1990s and early part 
of this century, has abated both nationally and in all nine 
provinces.

Mortality profile – 2007
Data from 2007 for the three primary sources of mortality data 
which collect data on an ongoing basis – namely vital registra-
tion,9 DHIS10 and Child PIP1 – will be used to present a profile 
of child mortality in South Africa. Although more recent data 
are available from both Child PIP and the DHIS, only the data 
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from 2007 has been used in order to complement the 2007 
death notification data and present a contemporary profile. 

The numbers

Analysis of these data for 2007 shows that, whilst the majority 
of deaths occur in Gauteng and KwaZulu-Natal, the U5MR 
is actually highest in the Free State (110.6 per 1  000) and 
Northern Cape (100.3 per 1 000) with a national figure of 
62.1 per 1  000.

All nine provinces have a similar ratio of stillbirths, infant and 
child deaths with 70-80% of under-five deaths occurring in 
the first year of life (Figure 2).

The interprovincial disparities seen in previous years still per-
sist with a three-fold difference in mortality rates between the 
Free State and Western Cape. Figures for the Eastern Cape 
seem inappropriately low and should be viewed with caution.

Source:  Statistics South Africa, 2009.9
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Figure 3:  Infant and under-5 mortality rates per province, 
2007

Source: Statistics South Africa, 2009.9 

Across the country just over half of all childhood deaths 
occur outside the health system (Figure 4). This is less than 
the 57.9% of adult deaths that take place outside the health 
system. This figure hides an interprovincial range from two-
thirds of deaths in Gauteng and the Northern Cape to less 
than 20% in the Eastern Cape, Western Cape and Limpopo. 
In most provinces deaths outside the health system are more 
common during infancy than during later childhood. This 
observation appears to be independent of urban or rural loca-
tion and access to health services. Data for KwaZulu-Natal 
show that the highest rate of deaths outside the health system 
occur in the two large metropolitan areas of Durban (85%) 
and Pietermaritzburg (82%), whilst in the more rural districts a 
greater proportion of deaths occur within the health system.

Figure 4: Proportion of deaths occurring in hospital, 2007

Source: Statistics South Africa, 2009.9

Seasonal variations in mortality are greatest during infancy 
with a likely association with the summer and early winter 
peaks in diarrhoeal disease (Figure 5).

Figure 5: Seasonal variation in infant and child deaths, 2007

Source:  Statistics South Africa, 2009.9

Mortality levels were slightly higher in boys with this gender 
balance being consistent across all provinces (Figure 6).

Figure 6: Gender of under-5 deaths per province, 2007

Source: Statistics South Africa, 2009.9

The cause of death

As is to be expected the primary cause of death is dependent 
on the age group under consideration. According to the 
death notifications during 2007, deaths in the neonatal period 
comprised 21.9% of childhood deaths with 54% occurring 
between one and twelve months of age and 24.1% occurring 
between one and five years of age.c

c Under five deaths include three sub-categories of death:
Neonatal deaths which are those occurring in the first 28 days of life.
Infant deaths which are those occurring in the first year of life (and 
includes neonatal deaths).
Childhood deaths which are those occurring between ages 1-5 years.
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Table 7: Cause of death of newborns, infants and children under-5 years, 2007

Causes of death
Neonatal < 1 year 1-4 years

Rank % Rank % Rank %
Respiratory and cardiovascular disorders specific to the perinatal period 1 45.1 3 13.3

Disorders related to length of gestation and foetal growth 2 12.4 4 3.8

Other disorders originating in the perinatal period 3 10.2 5 3.1

Infections specific to the perinatal period 4 10.0 6 3.0

Foetus and newborn affected by maternal factors and complications of 
pregnancy, labour and delivery

5 4.4

Haemorrhagic and haematologic disorders of the foetus and newborn 6 2.6

Intestinal infection diseases 7 2.1 1 20.6 1 24.0

Digestive system disorders of the foetus and newborn 8 2.1

Other congenital malformations 9 1.5

Transitory endocrine and metabolic disorders specific to the foetus and newborn 10 1.5

Influenza and pneumonia 2 14.6 2 13.4

Malnutrition 7 2.1 3 6.0

Protozoal diseases 8 2.0

Other acute lower respiratory infections 9 1.9 7 1.8

Certain disorders involving the immune mechanism 10 1.6 5 2.6

Tuberculosis 4 5.4

Human Immunodeficiency Virus 8 1.7

Other viral diseases 9 1.6

Inflammatory diseases of the Central Nervous System 6 1.9

Metabolic disorders 10 1.3

Other natural causes 6.9 31.3 29.5

Non-natural causes 1.2 2.6 10.9

Source: Statistics South Africa, 2009.9

The majority of neonatal deaths were due to respiratory 
and cardiovascular disorders followed by disorders related 
to growth and prematurity. Non-natural causes account for 
1.2% of neonatal deaths (Table 7).

Neonatal disorders account for 23.2% of deaths during 
infancy with intestinal and respiratory infections responsible 
for a further third of deaths and the contribution of non-
natural causes increasing to 2.6%.

After the first year of life, a quarter of deaths are due to intes-
tinal infections with respiratory infections, malnutrition and 
tuberculosis (TB) being the next most common causes. Non-
natural causes are responsible for 10.9% of deaths in this age 
group and 6.6% of deaths over the entire period from birth 
to five years. 

Data from death notification forms underestimate the 
contribution of malnutrition and HIV and AIDS to childhood 
mortality. This is possibly because, when present with other 
diseases, these conditions are considered to be underlying 
factors. 

In the under-five age group the top three causes of death are 
similar in all provinces, namely intestinal infections, influenza 
and pneumonia, and neonatal cardiovascular and respiratory 
disorders. 

Data from Child PIP show that the most common cause of 
death of children, outside the neonatal period, who died in 
hospital did not change over the three years up to 2007 (Table 
8). These causes are pneumonia, septicaemia, diarrhoea and 
TB. In this programme the contribution of both HIV and AIDS 
and malnutrition is determined and is presented later.

Table 8:  Top five causes of death in hospital, 2005-2007

2005 2006 2007

Pneumonia / ARI 18.6% 17.4% 15.9%

Septicaemia 12.7% 16.4% 14.4%

Acute diarrhoea 11.4% 13.1% 12.5%

TB: pulmonary / extra-pulmonary 8.3% 9.5% 8.7%

PCP (suspected or confirmed) 8.9% 9.5% 7.5%

Number of deaths audited 1 667 2 828 3 555

Source: Stephen et al., 2009.1

Data from demographic surveillance sites do recognise the 
contribution of both HIV and AIDS and malnutrition to child 
mortality (Table 9). Apart from this, the causes of death outside 
the health service at the community level are similar to those 
reported by both StatsSA and Child PIP, although the relative 
contribution of specific diseases is noticeably different. 
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Table 9:  Causes of death at community level, in demographic 
surveillance sites, 1999-2002

Agincourt, Limpopo 
(1999-2002)

Hlabisa, KwaZulu-Natal 
(2000-2002)

Cause of 
death (under 
one year) 

HIV and AIDS 31% ARI 43%

DD* 19% HIV and AIDS 34%

ARI* 18% DD 4%

Malnutrition 6 % Sepsis 4%

Malnutrition 3%

Cause of 
death (one 
to four 
years)

HIV and AIDS 34% HIV and AIDS 61%

Malnutrition 20% DD 6%

DD 8% ARI 6%

ARI 7% Malnutrition 6%

Accidents 6%

*DD - diarrhoeal disorders, ARI - acute respiratory infections

Source: 1st Report of the Committee on Morbidity and Mortality in children 
under five years, 2009.2

Child mortalities frequently have predisposing or underlying 
factors that increase their vulnerability and risk of death. In 
South Africa the two most common underlying factors are 
HIV infection and malnutrition. 

At least a third of children who died in 2007 were severely 
malnourished and a further 30% were underweight for 
age. Whilst the contribution of severe malnutrition to child 
mortality showed wide variation between provinces, from 
28.1% in Mpumalanga province to 56.3% in Limpopo prov-
ince, this range was less marked when considering all forms 
of malnutrition ranging from 59.4% in Mpumalanga and the 
Northern Cape to 75.1% in North West province (Figure 7). 

Figure 7:  Nutritional status of under-5 deaths according to 
province, 2007 

Source:  Stephen et al., 2009.1

On average over 50% of children who died in 2007 were 
known or suspected to be HIV infected. Again, there were 
marked interprovincial variations which did not necessarily 
correlate with the U5MR (Figure 8). Limpopo province, where 
HIV infection was associated with the greatest proportion of 
childhood deaths, had an U5MR of 49.1 per 1 000 – which is 
the third lowest of all provinces – although the Western Cape 
had both the lowest proportion of HIV-associated deaths and 
U5MR. 

Figure 8:  HIV status of under-5 deaths according to province, 
2007 

Source:  Stephen et al., 2009.1

It is well recognised that the death of a mother is associated 
with a four-fold increased risk of death in her young children. 
It is estimated that 7.2% of South African children below 18 
years of age are maternal orphans and a similar proportion 
(7.6%) of children below five years of age who died in hospital 
were maternal orphans.11 Child PIP data show a wide varia-
tion between provinces in the proportion of children dying 
in hospital who were maternal orphans. Furthermore, these 
rates do not correlate with the reported rates of maternal 
orphans in the wider community. At 14.4% the North West 
province had the highest rate of maternal orphans amongst 
children who died, which was higher than the reported rate 
of 7.9% amongst all children. Comparable figures for other 
provinces were 11.7% and 10.1% in the Free State, 7.5% and 
10.1% in KwaZulu-Natal and 2.5% and 2.4% in the Western 
Cape. This discrepancy in the North West province may 
reflect two different samples: the community, which includes 
all children up to 18 years of age, and children dying in hospital 
which is limited to children up to 13 years of age. Additional 
explanations may be the proportion of children who have died 
whose maternal well-being is unknown and the possibility that 
maternal orphans are more likely to die in the community and 
are thus under-represented in hospital data.

Figure 9:  Maternal well-being of children who died in hospital

Source: Stephen et al., 2009.1

Maternal illness also appears to be linked to an increase in 
child mortality being associated with a further 2.5-31.3% of 
childhood deaths. Once again this does not necessarily relate 
to the infant or under-five mortality rates.
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Table 10: Modifiable factors in child deaths recorded through Child PIP

Modifiable 
factors per 

death

Site where modifiable factor occurred (%)

Home Clinic/OPD During referral Emergency 
Care

Ward

Eastern Cape 3.1 42.0 13.7 0.7 12.6 31.1

Free State 2.6 54.2 17.5 2.3 9.3 16.8

Gauteng 2.0 50.1 17.0 4.1 5.2 23.5

KwaZulu-Natal 2.5 31.8 11.1 0.5 25.8 30.9

Limpopo 2.7 32.9 10.0 1.7 20.9 34.4

Mpumalanga 1.3 8.4 0.3 32.6 25.5 0

Northern Cape 2.1 61.8 25.2 0.9 3.3 8.9

North West 2.8 15.0 19.9 1.8 16.0 47.3

Western Cape 1.2 43.4 20.2 2.3 13.9 20.2

South Africa 2.2 38.5 15.3 1.0 18.5 26.7

Source:  Stephen et al., 2009.1

Based on an audit of children who died in hospital it is esti-
mated that across the country there are 2.2 modifiable factors 
per death (Table 10). These are factors considered to have 
contributed to the death of the child that, if corrected, could 
have prevented the death. The majority of these occur in the 
community where the most common factors are a failure to 
recognise the severity of the illness, late presentation to the 
health service, or a delay in transfer to a higher level of care. 
Common hospital-associated modifiable factors include insuf-
ficient or inexperienced staff or the lack of access to appro-
priate resources and high-care beds. 

Social profile
The circumstances in which the children of South Africa live 
are presented in Table 11, which also provides a comparison 
between the provinces. Once again there is no obvious corre-
lation between access to services and mortality rates.

Whilst access to services is poor in the Eastern Cape the low 
U5MR is probably incorrect, which precludes meaningful 

interpretation of any relationship between the two. On the 
other hand, access to services in the Free State is fairly good 
but the U5MR is high whilst access is worse in Limpopo which 
has a much lower U5MR.

Health profile

Table 12 provides data on the access of children in the various 
provinces to health care. Overall, the majority of children 
in all provinces are dependent on the public health system 
where between 7-8% live more than 30 minutes from a 
primary health care clinic. In the public health sector there is 
one paediatrician for every 40 180 children, though this ratio 
ranges from 1:9 856 in the Western Cape to 1:1.1 million in 
Mpumalanga province. Once again there is no obvious corre-
lation between access to health care and the U5MR. 

Table 11: Percentage of access to basic services classified by province

Children in formal 
house12

Households 
accessing piped 

water13

Children in house 
with drinking water 

on site14

Children in 
house with basic 

sanitation14

Children in house 
with electricity14

Eastern Cape 47.7 70.8 35.4 41.4 65.9

Free State 73.9 97.3 92.5 69.5 89.8

Gauteng 67.9 97.9 91.0 87.7 82.0

KwaZulu-Natal 56.3 79.3 49.4 54.2 67.6

Limpopo 89.0 83.6 39.9 26.1 86.3

Mpumalanga 79.8 91.1 71.8 52.2 88.4

Northern Cape 86.8 94.4 92.9 56.4 89.9

North West 79.2 89.9 62.4 86.5 87.2

Western Cape 76.7 98.9 94.6 96.5 97.2

South Africa 68.3 88.7 62.7 58.9 79.6
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Table 12:  Access to child health and paediatric services per province using data from DHIS, StatsSA and ASSA

Medical Aid 
coverage (%)13

Children <5 yrs 
/paediatriciand

Children >30 
minutes from a 

PHC (%)15

PHC visits /child 
(U5)10

Admissions /1 000 
children (U5)8

Eastern Cape 10.9 102 453 50.9 4.0 75.9

Free State 15.8 44 136 23.3 3.5 130.8

Gauteng 20.2 16 602 21.8 3.3 134.4

KwaZulu-Natal 11.8 59 492 47.8 4.3 60.2

Limpopo 7.3 225 668 46.7 5.4 91.4

Mpumalanga 12.2 1 102 914 37.6 4.4 107.8

Northern Cape 13.8 242 517 20.4 4.6 251.0

North West 11.2 1 088 194 50.3 4.3 76.2

Western Cape 22.4 9 856 7.8 4.6 228.6

South Africa 14.3 40 180 37.8 91.2

Although all children visit their local PHC clinic at least three 
times a year, this is below the targeted number of five well-
child visits per annum over the first five years of life. The 
health promotion value of these visits is questionable as, 
apart from the Western Cape, immunisation coverage hovers 
around 80% and the measles drop-out rate is close to 20% 
(Figure 10).

The number of admissions per 1 000 children shows a four-
fold variation between KwaZulu-Natal and the Northern 
Cape, which have the lowest and highest admission rates 
respectively. Once again there is no association between 
admission rates and mortality so it is impossible to comment 
on whether admission rates are a reflection of access to serv-
ices or the quality of care. 

Despite a low number of PHC visits per annum the utilisation 
of health services is fair, except for the Eastern Cape, with 
around 80% of pregnant women attending antenatal care, 
albeit late, and almost as many delivering with a skilled person 
in attendance (Figure 11).d

Figure 12 shows that 80% of pregnant women are able to 
secure an antenatal HIV test and, of those who were HIV-
positive, 80% accessed Nevirapine. Despite this, the majority 
of HIV-exposed babies received Nevirapine, although very 
few returned at six weeks for a Polymerase Chain Reaction 
(PCR) test. Of those who did return for a PCR test, between 
6.1% and 13.5% tested HIV positive. 

d Calculations based on population data from StatsSA and paediatrician 
numbers from Colleges of Medicine of South Africa.

Figure 10: Immunisation coverage and measles drop-out per province using DHIS data

Source: National Department of Health, 2007.10
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Figure 11: Utilisation of maternity services per province using DHIS data

Source:  National Department of Health, 2007.10

Figure 12: Uptake and outcome of Antenatal care HIV tests, Nevirapine to mother and baby, PCR test and HIV-positive babies

Source:  National Department of Health, 2007.10

Summary
After five successive years of rising childhood mortality, 
the U5MR in 2007 was estimated to be 62.1 per 1 000 and 
appeared to have levelled off, if not actually declined. This 
national figure does, however, hide marked interprovincial 
variations from 38.8 per 1 000 in the Western Cape to 110.6 
per 1 000 in the Free State. A fifth of these deaths occurred 
in the neonatal period and almost three quarters occurred 
before one year of age. In all age groups almost half of the 
deaths occurred outside the health system. 

The major causes of childhood death were neonatal prob-
lems, intestinal infections or diarrhoeal disease, acute respi-
ratory infections, unnatural deaths and TB. Malnutrition and 
HIV and AIDS underlie many of the deaths. 

Seasonal and gender biases are as expected and the primary 
causes of death were similar throughout the country. 
Malnutrition, HIV and the loss of a mother are all significant 
underlying factors in child mortality in South Africa.

Whilst there are noticeable interprovincial variations in ser-
vice infrastructure, as well as access to and the utilisation of 
health services, there does not appear to be an obvious corre-
lation between these indicators and child mortality. This may 
in part be a reflection of the quality of these data.

In the first report of the Committee on Morbidity and Mortality 
in Children Under Five Years (CoMMiC) the Committee 
stressed the need to strengthen information systems in order 
to ensure that recommendations to reduce child mortality 
are based on an accurate understanding of all factors that 
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may contribute to the well-being or death of children in this 
country.2 The Committee’s recommendations included:

Strengthening Vital Registration and the District Health 
Information System via modifications to the death noti-
fication forms, the Road-to-Health Card and the death 
notification process, as well as the introduction of a stand-
ardised children’s ward admission register; and

Entrenching mortality audits at all levels of care in the 
health system and exploring models for the auditing of 
deaths occurring in the community. 

The CoMMiC report also recommended improving clinical 
care, with an emphasis on interventions in the home and at 
the primary health care level. 

Recommendations
Given the nature, underlying factors and site of childhood 
deaths it is obvious that, in order to improve the well-being 
and reduce the morbidity and mortality of children, there 
needs to be a return to the basics. In doing this it is impor-
tant to appreciate that the shortfall in the South African health 
system is not the selection of health programmes, but rather 
their effective implementation across all nine provinces. 
Improved implementation requires:

The delivery of care across all levels of the health system, 
from the home and community, through the primary 
health care services, into the hospitals;

The provision of a spectrum of care that includes the 
mother, newborn, child and adolescent;

A range of services that encompasses preventative, 
promotive and curative activities;

The abolition of silos and the integration of services;

The strengthening of existing, appropriate, cost effective 
interventions that are known to promote child survival; and

The provision of effective support services along with 
improved supervision, monitoring and evaluation prog-
rammes and communication strategies.

South Africa has implemented the District Health System 
as the vehicle for the delivery of health care and this must 
be supported and strengthened. Inherent in this is ensuring 
that every child, irrespective of where s/he lives, has equi-
table access to an appropriate level of care. To achieve this, 
the roles, responsibilities and relationships of all components 
within the system need to be better defined and, at each 
level, the focus must extend to cater for the entire population 
within the drainage area and not merely those individuals who 
are able to access the health service.

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Priority programmes that need to be adopted or strength-
ened include:

Maternal:

Prevention of HIV infection in women;

Family planning services;

Basic antenatal care;

Prevention of mother-to-child transmission (PMTCT) and 
highly active antiretroviral therapy (HAART) for HIV-posi-
tive pregnant women; and

Use of the partogram and delivery by a skilled attendant.

newborn:

Neonatal resuscitation;

‘Kangaroo’ mother care;

Early breastfeeding;

PMTCT, including follow-up and PCR testing at six weeks; 
and

Follow-up of newborns within the first week of life, either 
at home by a health-care worker or at a health facility.

Child:

Exclusive breastfeeding for six months;

Expanded Programme on Immunisation;

Growth monitoring and nutritional support;

HIV screening and HAART;

Screening for TB; 

Integrated Management of Childhood Illness (IMCI) – both 
case management algorithms in the PHC clinic and the 16 
key activities in the household and community;

The use of standard treatment guidelines throughout the 
health system; and

Accident prevention programmes.

adolescent:

Life skills training – including sexuality and HIV and AIDS 
education; and

Adolescent-friendly health services.

The ongoing reduction in childhood mortality cannot be 
achieved solely within the health system. It requires early 
access to and more regular utilisation of existing services and 
the extension of health care into the community and home. 
This can only be achieved through the introduction of the 
Household and Community component of the Integrated 
Management of Childhood Illness and a more effective 
Community Health Worker programme. The latter requires 
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standardised training, effective supervision and an expansion 
of roles to include basic therapeutic activities such as the 
dispensing of oral rehydration solution to children with diar-
rhoea and first-line antibiotics for children with acute respira-
tory infections.
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Maternal, Newborn and Child Survival:  
data challenges

Edward Nicol and Debbie Bradshaw 
Burden of Disease Research Unit, South African Medical Research Council

Introduction
The Countdown to 2015 Initiative1 identified South Africa as one 
of 68 priority countries with a high burden of maternal and 
child mortality and one of the 10 countries with least progress 
towards achieving Target 4 of the Millennium Development 
Goals. As part of a mid-term review of progress towards  
meeting the goal, the initiative selected indicators to track 
programmes considered to be effective in improving the survival 
of mothers, newborns and children.2,3 The programmes were 
identified using evidence presented in the 2003 and 2005 Lancet 
series on Child and Neonatal survival.4,5 

Tracking progress using critical health service indicators is 
dependent on a country’s health information system and the 
quality of data it produces. While the availability of health statis-
tics for South Africa has improved considerably since 1994, 
the quality and scope of such statistics still needs attention. A 
recent review of the health information system by Statistics 
South Africa and the National Department of Health (NDoH) 
identified major weaknesses.6,7 These included uncertainty 
about the exact level of child mortality8 and maternal mortality3 
and missing, incomplete or poor quality data for evaluating 
maternal, newborn and child health programmes.9,10,11

In order to assess trends in the success of key, high-impact 
maternal, newborn and child survival interventions, with 
a view to identifying key policy and programmatic areas in 
each province, several data quality issues with discrepancies 
observed between routinely collected data and survey data 
were highlighted.12 

This profile highlights the data quality concerns for selected 
indicators. Different data sources were examined to assess 
their reliability, using nutritional status and immunisation 
coverage indicators. In an attempt to assess data quality, the 
stability of the Eastern Cape health data for the period 2006-
2008 was explored, using the prevention of mother-to-child 
transmission of HIV (PMTCT) indicators.13

Data sources and methods
The data sources used in this study include the District Health 
Information System (DHIS) routine data reported in the District 
Health Barometer (DHB).14 The DHIS, reflecting data collected 
monthly from primary health care facilities and hospitals, has 
become a central component of health information for the 

6

Table 1:  Comparing anthropometric status based on the percentage of children under two standard deviations (95% confidence 
interval in brackets) 

EC FS GP KZN LP MP NC NW WC SA
NFCS – 2005 (1-4 years)

n 130 85 216 205 146 69 23 103 115 1092

Stunting 21.5 
(13.6-29.5)

36.5 
(24.3-48.7)

23.6 
(19.0-28.2)

18.0 
(12.4-23.7)

28.8 
(19.5-38.1)

15.9 
(9.0-22.9)

26.1 
(20.2-32.0)

18.4 
(11.2-25.7)

10.4 
(2.9-18.0)

21.7 
(19.2-24.2)

Underweight 8.5 
(2.7-14.3)

16.5 
(7.2-25.8)

8.3 
(3.7-13.0)

4.4 
(1.1-7.7)

13.0 
(7.1-18.9)

5.8 
(1.1-10.5)

52.2 
(34.9-69.5)

12.6 
(6.2-19.0)

8.7 
(2.9-14.5)

10.1 
(8.2-12.0)

Wasting 6.2  
(1.8-10.5)

2.4  
(0.0-5.8)

5.1  
(2.2-8.0)

2.0 
(0.0-3.9)

4.8 
(0.9-8.7)

10.1 
(2.8-17.5)

21.7 
(7.4-36.1)

3.9 
(0.0-8.3)

13.0 
(5.5-20.6)

5.8 
(4.4-7.2)

SADHS – 2003 (<5 years)

n 149 89 269 51 173 130 38 112 149 1160

Stunting 28.5 
(19.5-37.4)

32.9 
(23.9-41.8)

26.5 
(18.8-34.1)

13.3 
(0.4-26.1)

26.5 
(18.7-34.6)

22.2 
(16.3-28.1)

37.1 
(30.7-43.5)

24.0 
(15.6-32.4)

34.7 
(23.2-46.2)

27.4 
(24.2-30.5)

Underweight 7.1 
(1.6-12.6)

15.9 
(9.0-22.8)

10.1 
(5.5-14.6)

11.3 
(0.0-22.9)

14.2 
(8.9-19.5)

9.1 
(4.8-13.4)

25.8 
(19.8-31.8)

12.4 
(7.3-17.4)

10.9 
(5.5-16.3)

11.5 
(9.8-13.5)

Wasting 0.8  
(0.0-2.5)

8.4 
(3.8-13.0)

4.2  
(0.6-7.8)

7.5 
(0.0-16.6)

5.3 
(2.1-8.6)

6.0 
(2.5-9.6)

10.0 
(6.1-13.8)

6.0 
(2.5-9.6)

6.2 
(2.2-10.1)

5.2 
(3.9-6.5)

Source: National Department of Health, 2007;17 Labadarious et al.,2007.18
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Figure 1:  Comparing SADHS and NFCS anthropometry data

Source: Authors’ analysis based on data from National Department of 
Health, 2007;17 Labadarious et al.,2007.18

Department of Health’s District Health System.15 

Other data sources included:
the 1998 and 2003 South Africa Demographic and Health 
Surveys (SADHS);16,17 
the 2005 National Food Consumption Survey (NFCS);18 

and 
data reported to the United Nations Children’s Fund.a

Data quality 

Nutritional status

Anthropometric data from the 2005 NFCS18 were compared 
with 2003 SADHS17 data (Table 1). When comparing the prev-
alence of under-nutrition, it must be noted that the two data 
sources collected data for different ages – the NFCS survey 
included children 1-4 years while the SADHS included chil-
dren <5 years and that the sample size (n) for some provinces 
was relatively small. Even when allowing for these influences, 
there is considerable variation between the estimates from 
the two surveys for the standard indicators: stunting based 
on height-for-age (H/A), underweight based on weight-for-
age (W/A) and wasting based on weight-for-height (W/H). In 
addition, comparing the results from both surveys reveals that 
some values are not even within the confidence intervals of 
each other, especially with the wasting indicator. 

Figure 1 compares the survey results for all three under-nutri-
tion indicators. The correlation for underweight (r=0.94) was 
stronger than for the other two indicators. There are, however, 
discrepancies between the two surveys for the Eastern Cape 
and for KwaZulu-Natal, suggesting that the small sample size 
can pose a problem for monitoring purposes.

Full immunisation

Analyses of the Eastern Cape DHIS data suggest an increase 
in the number of facilities reporting on immunisation. Figure 
2 indicates some fluctuation in the number of health facilities 
that routinely reported data on infant immunisation between 
2006 and 2008. In particular, the number of facilities in the 
Nelson Mandela Metropolitan area was much higher for the 
first few months of 2007 than for the other months, possibly 
reflecting the inclusion of immunisation campaign sites or 
mobiles. 

Comparison of the Expanded Programme on Immunisation 
(EPI) coverage data obtained from the DHIS and the SADHS 
revealed differences in the full immunisation coverage esti-
mates for 2001 and 2002 (Figure 3). The routine administra-
tive data were higher than the survey data, even allowing for 
sampling variation indicated by the 95% confidence interval. 

a Personal communication: N. Ngongo, December 1, 2008.
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Figure 2: Number of facilities reporting immunisation in the Eastern Cape province, by district, 2006-2008

Source: EC DHIS 2006-2008.16

Figure 3: Immunisation coverage with 95% confidence interval based on DHIS and SADHS

Source: Authors’ analysis based on data from the National Department of Health, 2007;17 Labadarious et al.,2007;18 Barron et al., 2009.14
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Table 2 compares the indicator definitions from the two data 
sources (SADHS and DHIS) to assess whether these could 
account for the observed differences. The Countdown to 2015 
Initiative identified two indicators for immunisation coverage, 
the percentage of children aged 12-23 months immunised 
against measles and the percentage of children aged 12-
23 months who received three doses of DPT (diphtheria, 
pertussis and tetanus) combination vaccines. The SADHS indi-
cator definition for full immunisation is effectively the same 
as the Countdown Initiative’s version. The DHIS, however, 
emphasizes the practical aspects when defining immunisation 
coverage as: the percentage of all children who are less than 
one year who complete their primary course of immunisation 
(BCG; OPV 1,2 & 3; DPT-Hib 1,2 & 3; HepB 1,2 & 3; and 1st 
measles at nine months). 

Unlike the SADHS, which is a population-based survey, data 
for the DHIS are only captured from the public sector health 
facilities and are collected monthly and annualised. One 
would expect the SADHS immunisation coverage values to be 
higher since the survey captures children up to 23 months as 
against the DHIS which captures children less than 12 months 

and uses a less restrictive definition. As such, the children 
reflected in the SADHS data have had a longer period to be 
immunised and are drawn from a larger pool. That the DHIS 
coverage values are greater than the SADHS survey estimates 
contradicts expectations. One possibility is that the popula-
tion figures used in the DHIS are incorrect. Yet an evaluation 
of the DHIS denominator values suggests that this would not 
affect the indicator value substantially at provincial level.

A detailed study comparing global survey data on DPT3 
coverage with that from routine/administrative records found 
that, on average, estimates from administrative records are 
higher than survey estimates and that some of the difference 
seemed to be associated with international incentives.19 This 
suggests that the differences in these data sources could result 
from measurement errors in the administrative data. These 
errors can occur as a result of incorrect recording in health 
centres and incomplete capturing of immunisation records. 
Errors could also be ascribed to incorrect denominator values 
due to using outdated census records, to incomplete popula-
tion registries or to inaccurate population projections. 

Table 2: Comparing immunisation indicator definitions for SADHS and DHIS

Immunisation Coverage

Period SADHS
1998 and 2003

DHIS
2000-2008

Definition Percentage of children aged 12-23 months who have 
received BCG, OPV 1, 2 & 3, DPT-Hib 1, 2 & 3, HepB 1, 2 & 
3, and a measles vaccine

The percentage of all children in the target area under one year 
who complete their primary course of immunisation during the 
month (annualised). A Primary Course includes BCG, OPV 1,2 & 
3, DPT-Hib 1,2 & 3, HepB 1,2 & 3, and 1st measles at 9 months

Numerator Number of children aged 12-23 months who have received 
BCG, OPV 1, 2 & 3, DPT-Hib 1, 2 & 3, HepB 1, 2 & 3, and a 
measles vaccine

Number of children under one year who had received BCG, OPV 
1,2 & 3, DPT-Hib 1,2 & 3, HepB 1,2 & 3, and 1st measles at 9 
months

Denominator Total number of children aged 12-23 months surveyed The number of children less than one as per the latest population 
projection for the year of measurement derived from population 
census

Comments The target population for both the denominators and numerators differ – the SADHS used children aged 12-23 months while the 
DHIS used children under one year 
There are concerns about the numbers used for the DHIS denominator at disaggregated levels, but this is not an issue at provin-
cial level
There are data quality concerns about the 2003 SADHS

ÿ

ÿ

ÿ

Source:  Authors’ compilation based on data from National Department of Health, 2007;17 Labadarious et al.,2007;18 Barron et al, 2009.14
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Figure 4:  Number of facilities reporting on women receiving Nevirapine at antenatal care or labour in the Eastern Cape, by district 
2006-2008

Source: EC DHIS 2006-2008.16

Prevention of mother-to-child transmission 
of HIV

The Eastern Cape DHIS data suggest an increase in the 
number of facilities reporting on the rollout of the PMTCT 
programme. Data gaps and inconsistencies were, however, 
observed and reporting has been erratic in some districts for 
the period 2006-2008. Other major methodological problems 
exist with these indicators, including the limitations of routine 
versus cohort data, the disconnections between the numera-
tors and denominators and the systematic under-reporting of 
the denominators. 

Figure 4 shows a data gap in the facilities reporting Nevirapine 
doses to women at antenatal care, or in labour, in Nelson 
Mandela Metropolitan for the period June to October 2006. 
While this could be attributed to a number of factors, it is 
illustrative of the breakdown in data flow from the facilities to 
the district and the lack of adequate supervision with regular 
feedback regarding data management and the incompleteness 
of the data. This finding is consistent with a study conducted 
in KwaZulu-Natal that identified concerns about the validity 
of the DHIS data for PMTCT in that setting.20 The District 
Health Barometer, which reports on data from the DHIS, has 
also identified data quality issues.14 The publication reiterates 
the problems involved in data collection and agrees that “the 
data underlying the PMTCT programme is less than optimal, 
specifically the Nevirapine uptake in mothers and children, 
which is indicative of management neglect of the programme 
from the national to facility level”.14 Even though this indicator 
is no longer a main PMTCT indicator and has been left out of 

the 2008/09 District Health Barometer because of concerns 
over data quality, the problems relating to this indicator are 
likely to be relevant to other indicators as well.21

Conclusions
Exploration of the Eastern Cape DHIS data suggests 
that reporting on immunisation is more stable than for 
PMTCT, which is a much newer programme. Information 
relating to some key indicators, such as the provision of 
Cotrimoxazole, is not routinely available. 

There is currently little data to give reliable provincial 
information on nutritional status of children. The sample 
size of the available surveys is insufficient to provide 
stable provincial-level data to monitor under-nutrition in 
children.

The routine administrative immunisation data values 
appear to be higher than survey-based estimates. While 
matching international trends, this could be partly influ-
enced by the system of international incentives aimed at 
achieving high immunisation levels.20 

Although the DHIS is a central component of the 
Department of Health’s information system and the data 
are used for international comparisons, some indicator 
definitions differ from the World Health Organization 
standard and the large quantity of data collected at district 
level impacts negatively on quality of the DHIS data.15

ÿ

ÿ

ÿ

ÿ

N
um

be
r o

f f
ac

ili
tie

s 
re

po
rt

in
g 

ca
se

s

0

50

100

150

200

250
Ja

n
Fe

b
M

ar
A

pr
M

ay Ju
n

Ju
l

A
ug S
ep

O
ct

N
ov

D
ec Ja

n
Fe

b

M
ar

A
pr

M
ay Ju

n
Ju

l
A

ug S
ep

O
ct

N
ov

D
ec Ja

n
Fe

b
M

ar
A

pr
M

ay Ju
n

Ju
l

A
ug S
ep

O
ct

N
ov

D
ec

2006 2007 2008
Alfred Nzo District Amathole District Cacadu District 
Chris Hani District Nelson Mandela Metropolitan Oliver Tambo District
Ukhahlamba District 



78S A H R 2 0 1 0

Recommendations
It is clear that the quality of the health information required to 
monitor Maternal, Newborn and Child survival in South Africa 
is problematic. In particular, routine data systems need to be 
strengthened and larger sample sizes are needed for surveys 
to enable sub-national monitoring. Efforts to improve the 
health information system and population health data must 
continue, as monitoring progress and inequities is essential. 
Institutional capacity to collect, analyse and utilise health data 
at national, provincial and local levels must be strengthened.

Regular and reliable national health information would make 
it possible to monitor the change in coverage of key interven-
tions. Graphic representation of the provincial variation in the 
progress made would enable provinces to benchmark their 
progress easily and to prioritise their interventions. 
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Education: meeting the Mdgs  
is not enough

Graeme Bloch
Visiting Adjunct Professor, School of Public and Development Management, University of the Witwatersrand, Johannesburg 

Introduction
The Millennium Development Goal (MDG) 2 target aspires to 
ensure that, by 2015, children everywhere, boys and girls alike, 
will be able to complete a full course of primary schooling. 
South Africa’s education system experiences a range of prob-
lems extending beyond the simple issues of meeting the 
MDG targets. Poor quality education reinforces major racial 
inequalities in society and inadequate systems make it difficult 
for South Africa to deliver on internal infrastructural prom-
ises or to achieve competitive levels in a globalised economy. 
These factors impact negatively on long-term development 
and internal stability in the country.

Education in South Africa has been the focus of increased 
interest and effort during the past year. Since the African 
National Congress’s (ANC) Polokwane resolutions calling 
for education to be ‘national priority number one’ and the 
concern of the entire nation, there has been public debate 
and official action of a new kind. Two new ministers were 
appointed to head two reconstituted education departments; 
Presidential summits’ on the role of principals and other 

stakeholders were held; and a range of official statements on 
education, including a new medium-term plan – Vision 2025, 
have been released.

Education is closely linked to health outcomes. Poor vision, 
the widespread phenomena of intestinal worms, foetal 
alcohol syndrome, the ravages of HIV and AIDS on families 
and the consequent existence of child-headed households, 
all impact negatively on educational achievement – as does 
schoolgirl pregnancy and the effect of sugar-daddies on the 
prevalence of HIV and AIDS. Achieving higher levels of educa-
tion, together with women aspiring to higher goals, can be 
expected to impact positively on health outcomes – as in 
improved nutrition, better knowledge of and action around 
HIV and AIDS, better child and birthing expectations from 
mothers, and improved ability to manage the impact of ill-
health and mitigate its effects. Reduced levels of poverty 
resulting from improved chances of employment through 
higher levels of education can also be expected to improve 
health outcomes in the long run.

What is an education of good quality worth?
There is good evidence that the benefits of education to individuals and society are enhanced when its quality is high. Better 
learning outcomes, for example – as represented by pupils’ achievement test scores – are closely related to higher earnings 
in the labour market. Differences in education quality are thus likely to indicate differences in individual worker productivity. 
Furthermore, the wage impact of education quality appears to be stronger for workers in developing countries than for those in 
more industrialised societies. The quality of education influences the speed with which societies become richer and the extent to 
which individuals can improve their own personal efficacy, productivity and incomes.

Schools try to encourage creativity, originality and intolerance of injustice – non-cognitive skills that can help people challenge 
and transform society’s hierarchies rather than accept them. These, too, are important results of good schooling, having broader 
benefits for society, irrespective of their impact on personal earnings. Education can influence the ways in which society can 
become more equitable.

Good quality in education also affects other aspects of individual behaviour in ways that bring strong social benefits. It is well 
known, for example, that the acquisition of literacy and numeracy, especially by women, has an impact upon fertility behaviour. 
More recently it has become clear that the cognitive skills required to make informed choices about HIV and AIDS risk and 
behaviour are strongly related to levels of education and literacy. For example, HIV and AIDS incidence in Uganda has fallen 
substantially in recent years for those with some primary or secondary education, whereas infection rates have remained 
unchanged for those with no schooling. It seems that the higher levels of cognitive achievement fostered by better schools 
enhance the skills required to process and respond to information about HIV and AIDS from a wide variety of sources.

Accordingly, the quality of education makes a significant difference to the prospects of achieving a wide range of individual and 
development goals.

Source:  Adapted from United Nations Educational, Scientific and Cultural Organization, 2005.1
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United Nations Educational, Scientific and Cultural Organi-
zation (UNESCO) emphasizes three core principles under-
lying quality in education – its relevance to everyday life; 
equity of access and of outcome; and observance of indi-
vidual rights.1 Poverty, rural status and gender discrimination 
are three of the main factors determining lack of access and 
poor educational outcomes, combined with poor instruction.1 
This understanding has been incorporated into the slogan of 
the South African Department of Education, which stresses 
“Quality Education for All”.

History and transition
The growth of global, knowledge-based economies has accen-
tuated the need for strategies that emphasize high-level skills 
competitive on the global stage. At the same time, globali-
sation often marginalises and degrades lower-level skills and 
occupations as economic sectors collapse under the competi-
tive pressures of low-wage economies. 

The changed global context, overlaid in South Africa on the 
inflexibility and inefficiencies of apartheid education, creates 
difficulties for any transition and for the emergence of equi-
table, sustainable and developmental education options.

Significant achievements in turning apartheid education and its 
gross inequalities around have occurred in South Africa’s first 
15 years of democracy. In fact, the MDGs for education have 
already been achieved. In both the levels of universal primary 
education and the gender balance in schools, the country has 
moved beyond the 2015 targets. This achievement is likely to 
be enhanced by the current move to non-fee paying schools, 
with well over 40% of poor schools already targeted for this 
intervention.2 

Further significant achievements in transforming the South 
African education system include the amalgamation and unifi-
cation of the apartheid multiple education systems into a 
single national Department responsible for broad policy, with 
the provincial establishments responsible for delivery. The SA 
Schools Act of 1996 laid the basis for a non-racial approach 
to education with common perspectives for all. Meaningful 
progress was made towards equalising expenditure across 
the racial divides and in relation to provincial inequalities, as 
well as in dealing with issues such as size of classes, access 
to teachers and availability of course materials, through new 
norms and standards that saw increasing pro-poor expendi-
ture. These advances have been followed by a raft of policy 
papers, reports, legislation, implementation directives and 
institutional developments that show broad-based progress 
across higher to vocational educational levels.3

Important achievements since 1994 include: 

access to primary and secondary schooling improving to 
near universal enrolment, with the participation rate of 
girls also amongst the highest in the world;

significant increase in the numbers of pupils that have 
progressed to higher levels of schooling since 1994;

exempting poor learners from paying school fees and 
outlawing discrimination against and exclusion of learners 
who cannot afford school fees;

an increase in the matriculation pass-rate from 58% in 
1994 to 65% in 2007;4 and 

improved pupil-to-teacher ratios from 43:1 in 1996 to 
32:1 in 2006.4

There have been dramatic institutional changes in the Higher 
Education and Further Education and Training (FET) College 
landscape. A total of 120 Colleges of Education have been 
merged into university education departments in an attempt 
to improve quality and critical approaches.3 In addition, the 
Higher Education arena has seen 36 institutions merged into 
21 universities and universities of technology and about 150 
FET colleges reduced to 50 through the 1998 FET Act.3 
The emergence of a new Higher Education and Training 
Department prepares for a new era of emphasis on vocational 
skills and training.

Black student enrolment at universities and technikons grew 
from 191 000 in 1993 to 343 000 in 1999 to 449 000 in 2003 
(including 717 793 students in distance learning situations).3 
Black students comprised 59% of the university headcount 
in 1999 and 64% in 2003, while for technikons this figure 
was 86%.3 Of the student totals at universities and tech-
nikons, 53% were women.3 The National Student Financial 
Aid Scheme has expanded from R70m in 1994 to a R985m 
scheme in 2004, with some 114 000 beneficiaries (28 000 in 
1994) and still further expansion envisaged.3 

These figures show that, despite the massive challenges asso-
ciated with transformation, there is clearly a positive pattern 
of improvement in the school and wider education system. 
Systems are stabilising, delivery improving and there is a cohort 
of students who are attaining high levels of achievement.

Slippages and weaknesses
The gains recounted above are, unfortunately, offset by 
significant problems. The problems become more important 
in the context of global competition, together with the local 
context of deep inequalities and poverty traps faced especially 
by the poor and those living in rural areas who are part of the 
‘second economy’.

ÿ

ÿ

ÿ
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Despite significant improvements and achievements in the 
first 15 years of democracy, it remains clear that outcomes 
are inadequate in terms of standard scores for literacy, math-
ematics and science, where South Africa routinely came last 
even amongst less-developed and less-well resourced African 
countries. Skills scarcities and dependencies have their roots 
in an inadequate baseline of achievement within the schooling 
system from very early grade levels.3 

In addition, the education system’s poor outcomes impact 
far more heavily on poor, rural and township schools, which 
are also predominantly black. Whilst a small proportion of 
schools achieved success, whichever way it is measured, 
80% of the schools remain dysfunctional.3 Gangsterism, 
ill-discipline, hunger and AIDS impact negatively on the 
social functioning of schools. Teacher issues, for a variety 
of reasons, result in a largely dispirited, demoralised, under-
performing teacher corps. This, in turn, impacts particularly 
on the poorer schools, leading some commentators to talk 
of ‘two school systems’.

Concern about the public school system and its shortcomings 
has been widely and publicly expressed and the situation has 
even been acknowledged by education authorities. 

These concerns found expression, amongst other places, in the 
education resolutions of the ANC conference in Polokwane. 
This important conference defined a more grassroots-based 
approach in education by the ruling party. There was a call for 
greater attention to the impact of poverty on schooling and to 
address access issues for the poor, including through nutrition 
schemes and the extension of non-fee paying schools from 
40-60% of schools.3 In addition, crucially, there was a call to 
“restore teaching to the noble profession” it had once been. 
In return for this commitment by society, teachers were to 
reciprocate by being “in-class, on-time, and teaching”.3

Two systems: inequality reinforced

Over half the cohort of learners that starts school each year 
never gets to the end, with Grade 9 being a major point of 
drop-out.3 Evidence has shown, surprisingly, that enhancing 
resource inputs has little effect on outcomes in poorer 
schools. It is not (only) money or even physical infrastructure 
that is important, but how the education process is ordered, 
managed and translated into classroom practice. The result 
for those in such hostile and bleak environments has often 
been teacher brain-drain and student flight, or desertion from 
township schools where possible. Only a small number of 
black students acquire an education of any meaningful quality 
– there is a huge gap between the top quintile of learners and 
the rest. Poor schools effectively play a warehousing function 
or have become ‘sinkholes’, although there are some notable 
exceptions. In short, rural and poor schools effectively form a 

second system of education, trapping participants behind the 
massive blocks of the second economy.3

Test scores at various levels, when consistently administered, 
as well as drop-out and cohort rates are widely accepted as 
giving the best indication of proxy outcomes of the schooling 
system. Comparative scores for mathematics, numeracy and 
literacy in South Africa are consistently among the worst in 
the world; The Southern and East African Consortium for 
Monitoring Educational Quality shows South Africa’s poor 
performance relative to other southern African countries and, 
according to the Third International Mathematics and Science 
Study in 2003 and updates, South Africa fared worst out of 46 
countries surveyed for mathematics results.3 While skills at 
the top-end may be cutting-edge, South Africa does not have 
the broad base necessary to ensure adequate responsiveness 
to the changing pressures of globalisation and the knowledge 
economy. 

The number of learners matriculating now is no greater than 
in 1994, with similar poor higher grade mathematics results 
and minimal university-exemption passes. It is estimated that 
only 52 of every 100 learners who start grade one make it 
through to grade 12.5 

Seventy-nine per cent of high schools fall into the poorly 
performing category, producing 15% of the higher grade 
passes in mathematics, while two-thirds of the passes are 
produced by 7% of the schools.3 

These systemic problems are compounded by high levels 
of unemployment, in particular amongst the youth. Where 
educational effort is not seen to lead to improved life pros-
pects, and where access to further education and training 
becomes a financial and educational battle with poor pros-
pects, there is a risk that education is no longer valued. This 
can be seen in the denigration of matric results, even while 
pass levels have improved. 

Conclusion
A comprehensive approach to education policy and improv-
ing education quality will have to be tabled. Medium-term 
plans and priorities must be developed. National consensus 
amongst stakeholders on the way forward is imperative.
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Background
Soul City is a national non-governmental organisation estab-
lished in 1992 to promote health and improve the quality of 
life of South Africans. In 2003, following the success of the 
Soul Buddyz mass media initiative, Soul City started the Soul 
Buddyz Club intervention. This is a joint initiative of Soul City 
Institute for Health and Development Communication and 
SABC Education, in collaboration with the Department of 
Education. The project was established in 2002 in response to 
an influx of requests from ordinary children in diverse South 
African communities. 

The Soul Buddyz project is based on the South African consti-
tution, the Children’s Rights Convention and the African 
Charter on the Rights and Welfare of the Child. Through 
the Soul Buddyz Club children learn about their rights and 
responsibilities in a way that has meaning in their own life 
experiences. 

The vision of the Soul Buddyz Club is to create and sustain a 
platform that gives voice to and promotes action for children’s 
health and well-being. 

The objectives are to: 

create a vehicle through which children between the ages 
of 8-14 years can become accredited Soul Buddyz Club 
members;

create an environment for ongoing learning with peer and 
inter-generational support;

create a forum where children’s needs and voices can be 
heard;

promote schools as community resources;

provide a positive social alternative for young people; 

encourage young children to have fun and be creative; 

mobilise children to participate in taking responsible action 
to shape their own lives and that of their community; 

support young people as agents for change; and

provide young people with vital health information, espe-
cially around HIV and sexuality, in order to ensure they 
can take action to remain healthy.

ÿ
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Intervention
The Soul Buddyz Club promotes children as proactive, valu-
able and productive members of the community and sees chil-
dren as responsible agents for change. The clubs also promote 
non-discrimination and gender equality. All activities are seen 
in the light of the best interests of all children and respect 
for the right to life, survival and development. Children and 
facilitators are encouraged to explore and interact with their 
environment and to encourage active learning.

Soul Buddyz Clubs are housed within primary schools and 
public libraries and are formally registered with the Soul 
Buddyz Club project. Educators or librarians are trained as 
Soul Buddyz Club facilitators, particularly to understand  
child participation and the club processes. Member recruit-
ment commences as soon as the educator has been trained. 
There are about 20 members per club and each member is 
registered on the Soul Buddyz Club database.

Clubs are expected to meet regularly, usually once a week. 
They are encouraged to use these regular meetings to work 
through Soul Buddyz Club materials such as the Soul Buddyz 
Club guide, the club magazine and interactive posters. 
Activities undertaken by clubs vary from club to club, but 
include:

discussing and debating issues raised in the Soul Buddyz 
Club monthly newsletter;

involvement in projects relating to various health and 
development issues, e.g. HIV and AIDS and its impact on 
children, caring for the environment, bullying, nutrition 
and other issues; 

conducting research within communities about issues 
which affect children;

identifying and assisting vulnerable children and families;

preparing and presenting dramas in their schools;

networking with local organisations such as clinics and 
community radio stations;

entering competitions;

participating in district and national meetings; and

participating in grade 7 camps.

ÿ
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Building Citizenry: The Soul Buddyz Club

Sue Goldstein
Soul City Institute for Health and Development Communication 
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All facilitators attend an accredited training course and field-
workers are employed to visit clubs to provide support and 
motivation. All information relating to clubs and their activities 
is stored on a central database and a grading system is in place 
to motivate clubs and submit reports. 

Since the inception of the project in 2002, the number of 
registered Soul Buddyz Clubs has grown steadily from 1 800 
in 2003 to 6 225 in 2010. There are roughly 20 292 primary 
schools in South Africa, which means that almost one in three 
primary schools (30%) has a Soul Buddyz Club. 

Table 1: Soul Buddzy Clubs and activities

Club and School Area School Profile Project

Grace Buddyz Club 

Aha-Setjhaba Primary

Tumahole, Parys, 
Free State (rural 
area) 

GrR – Gr7

1 020 learners;  
31 educators

No-fee school

HIV and AIDS awareness: In 2008 Buddyz visited their local clinic to 
gather information on HIV and AIDS in their community. They then set 
up information stations where they distributed educational material, 
information pamphlets and condoms and answered questions 
regarding HIV and AIDS.

Buffelsdale Soul 
Buddyz 

Buffelsdale Senior 
Primary

Tongaat, KwaZulu-
Natal (urban 
residential area) 

Gr5 – Gr7 

240 learners;  
11 educators

School fees R630 per 
annum

HIV and AIDS awareness: In 2008 the Buddyz distributed blankets 
and teddy bears to children infected/affected by HIV at the Qalokusha 
Day Care Centre. They identified an urgent need for electricity at the 
Centre and wrote a funding request to the IBIS Caring Schools Fund. 
Through this they managed to access R4 800 for the installation of 
electricity as well as an additional R4 370 to buy school uniforms 
for vulnerable children at their school. They then organised an HIV 
prevention campaign together with three other schools in the area 
and networked with the local police and the Tongaat Health Centre 
which culminated in an event held at the Tongaat Town Hall where 
they performed plays, read poetry, sang songs and held a candlelight 
procession. The event was attended by 800 children. 

Nobuntu Cares Soul 
Buddyz 

Nobuntu Senior Primary

Dimbaza Township, 
King William’s 
Town, Eastern 
Cape (peri-urban 
township) 

Gr5 – Gr7

204 learners;  
12 educators

School fees R20 per annum

Coming together to care at our school – School feeding scheme: In 
2006 the Buddyz started a soup kitchen for 65 vulnerable learners. 
By 2008 this group had grown to 120 learners. They each receive a 
nutritious bowl of food three times a week, using vegetables from 
the Buddyz vegetable garden. Educators at the school donate R10 
a month to buy the food and Buddyz also contribute food from their 
homes. Buddyz have mobilised the Roman Catholic Church who 
sponsor food on one of the days.

Small Buddyz

Sesalong Primary

Buffelshoek, 
Capricorn, Limpopo 
(rural area) 

GrR – Gr7

652 learners;  
20 educators

No-fee school

Assisting orphaned and vulnerable children – the Child Support Grant 
Project: In 2003 the Buddyz wrote a letter to the President of South 
Africa highlighting the plight of limited access to social services in 
their community, with a special focus on applying for social security 
grants such as the child support grant. This resulted in a delegation 
from the National Department of Social Development visiting the 
school and community. Measures were then put in place to assist 
community members to access social security grants.

Champions Club

Winnie Ngwekazi 
Primary

Pimville, Soweto, 
Gauteng (urban 
township area) 

GrR – Gr7

900 learners;  
20 educators

No fee school

I can help you; you can help me – Establishment of a Trauma Centre: 
In 2007 Buddyz in the Champions Club received a small grant from 
a donor. Feeling that learners needed a private space to discuss 
their problems with educators or counsellors, they decided that a 
counselling (trauma) centre was needed in their school. The Trauma 
Centre was opened in 2008 and is currently fully operational.

Z. P. Soul Buddyz 

Zerilda Park Primary

Lavender Hill, Cape 
Town, Western 
Cape (urban 
township area) 

GrR – Gr7

1 130 learners;  
31 educators

School fees R150 per 
annum

HIV and AIDS awareness: In 2008 on World AIDS Day, Buddyz 
organised a ‘red ribbon’ campaign where all the children at Zerilda 
Park Primary school wore red T-shirts and sat together in the school 
courtyard in an HIV and AIDS ribbon formation. Buddyz spoke about 
HIV and read poems they had written. Arising out of this event, some 
educators have since volunteered to go for HIV testing.

Soul Buddyz Clubs – some 
examples
In 2009, a review of six Soul Buddyz Clubs was conducted.1 
Some of the key findings of the review are summarised in 
Table 1.
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Evaluation
In a three-year quantitative and qualitative study of children 
in Soul Buddyz Clubs, comparing them to both the baseline 
and control groups of children, the following key conclusions 
were drawn:2

HIV knowledge

Although children in the project group did not have signifi-
cantly more factual knowledge than the matching control 
group, the qualitative evidence shows that the project group 
children were much more able to articulate and apply insights 
gained around HIV protection through their club membership 
than those in the control group. Girls, in particular, showed 
that they had gained confidence, assertiveness and a sense of 
agency in relation to their sexuality. This evidence of internal-
ised information, the ability to act on it, and a sense of agency 
can be seen as a more valuable gain than mere information 
around HIV protection as it is commonly given to children in 
all schools.

Violence prevention

Children in the project group did not have higher knowledge 
scores than the control group although, qualitatively, children 
in the project group showed greater skills and, importantly, 
confidence in ‘walking away’ from violent confrontation than 
children in the control group. As was the case in HIV protec-
tion, this particular gain from their Soul Buddyz club attend-
ance has significant implications in terms of these children’s 
sense of agency in being able to protect themselves in the 
often very violent social contexts in which they live. 

Access to services

The project group demonstrated an overall increase in know-
ledge of services in comparison to the control group. This 
finding was amplified through the qualitative analysis which 
revealed that children in the project group not only knew more 
about services that they were entitled to access in their locality 
but that they had also learned, through their club attendance, 
how to access them in terms of often quite complex processes. 
Given that such services – and children’s capacity to access 
them – constitute a crucial protective resource for many chil-
dren in high-risk social contexts, this gain for members of Soul 
Buddyz clubs cannot be underestimated.

Community involvement

There was a higher level of involvement in their communi-
ties (as reflected in out-of-school group membership) of the 
project group and also a higher level of responsibility and 
active engagement with community social problems than 

was found in the control group. The qualitative data further 
enriched these findings with information on the concrete and 
committed nature of the children’s actions.

Communication

By 2010 most of the project group children had developed 
quite sophisticated ways of communicating with peers on 
disagreements rather than by using violence and they were 
confident enough to resist peer pressure. Standing up to 
parents was still difficult for most, but many understood that 
talking to other trusted adults about a problem was important. 
These changes were not apparent in the control group over 
the same period. The focus on interpersonal communication 
skills – especially in relation to difficult situations for children 
of this age – is a crucial and extremely valuable element of the 
programme. 

Gender 

In terms of awareness of gender discrimination the project 
group demonstrated a substantial increase in mean gender 
awareness scores over the 2008-2010 period, in contrast to 
only a moderate increase in mean scores by the control group 
over the same period. The qualitative data revealed that, while 
in 2008 there was no apparent difference between project and 
control groups in terms of ‘acceptance of difference’ amongst 
people in their communities, by 2010 there had been marked 
positive change in the project group – particularly regarding 
xenophobic attitudes in informal township contexts. In terms 
of the effectiveness of Soul Buddyz clubs the outcome on this 
indicator, as specifically applied to awareness of discrimina-
tion within a democratic society, reflects very positively on 
the club programme.

Emotional health

Qualitatively there was no apparent difference in emotional 
health between project and control groups at the baseline in 
2008, both showing distinct vulnerabilities around locus of 
control. By 2010 this picture had not changed for the control 
group but the project group children generally demon-
strated increased empathy, a clearer future orientation, a 
greater sense of agency and higher levels of self-confidence. 
Since these quantities are essential internal protective assets 
needed to balance the developmental risks to which so many 
children in these social contexts are exposed, this evidence 
provides a strong endorsement of what the Soul Buddyz clubs 
are achieving.
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Conclusion
Soul Buddyz Club is a primary school-based intervention 
dealing with health issues. The clubs not only build the chil-
dren who participate in them but, through their community 
action, they impact positively on the lives of other children 
and adults. Through the clubs children are assisted in staying 
in school and learn skills that enable them to avoid getting 
infected with HIV. 
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As a United Nations member state, South Africa is signatory to the Millennium 
Declaration and is committed to achieve the Millennium Development Goals 
(MDGs) and targets for 2015. This chapter provides an overview of the status of 
South Africa’s response to MDG 6 with a specific focus on the progress made to date 
with respect to HIV and tuberculosis (TB) – two intertwined epidemics contributing 
disproportionately to morbidity and premature mortality in South Africa. These 
epidemics are also closely linked to MDG 4 and 5 outcomes. Any progress made 
by South Africa to reverse current trends will have substantial implications for the 
global MDG targets as well as country level outcomes. This chapter will use avail-
able evidence to document the status of HIV and TB in South Africa relative to the 
South African Ministry of Health’s strategy to address these diseases.

Given the intertwined 
TB and HIV epidemics, 
integration of HIV and 

TB services is critical, 
as well as HIV testing 

of TB patients and 
early initiation on 

ART. The government 
policy on initiation of 
ARV treatment in TB 
patients at a higher 

CD4 count level is 
important, given the 
high mortality rates 

in TB-HIV co-infected 
patients ...
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Introduction
The focus of this chapter is Millennium Development Goal 
(MDG) 6, which aims to combat HIV, AIDS, tuberculosis (TB), 
malaria and cholera in order to halt and begin to reverse their 
spread. Given the limited availability of routinely collected 
data on cholera and malaria to monitor impact and temporal 
trends, these two diseases are not covered in this chapter as 
they do not make as substantial a contribution to morbidity 
and mortality rates in South Africa as do HIV and TB. South 
Africa is at the epicentre of the HIV pandemic and, as the 
epidemic has matured, the numbers with advancing HIV-
related diseases have grown. TB is the most common oppor-
tunistic infection intertwining the HIV and TB epidemics and 
exacerbating an already severe existing TB epidemic. 

Globally, two important targets were set for MDG 6: 

by 2010 to achieve universal access to treatment for HIV 
and AIDS for all those who need it; and 

by 2015 to halt and begin to reverse the incidence of 
major diseases such as HIV, TB and malaria. 

The HIV and AIDS and STI Strategic Plan (NSP) for South 
Africa, 2007-2011 has similar goals which are set to achieve 
the following: 

50% reduction in HIV incidence rates; and 

80% treatment coverage of those in need of HIV 
treatment.1

The targets for the South African Tuberculosis Strategic Plan 
for 2007-2011 are as follows:2 

70% TB case detection rate;

85% TB cure rate; and 

>85% TB treatment success rate 

Key tools required in monitoring progress include: 

the availability of robust baseline information on these 
targets;

establishing priorities and timelines for achieving the goals; 
and 

regular monitoring of progress and appropriate interven-
tions if targets are not being met. 

Very limited routine surveillance data is available to monitor 
progress on targets, or at the programmatic level, to iden-
tify bottlenecks for service delivery and coverage nationally, 
provincially or at a clinic level. Limited discussion occurs at 
the level of service delivery to set targets and timelines. This 
disconnect between policies, implementation and evalua-
tion is a critical shortcoming in the planning process and a 
major obstacle to achieving goals. There is growing recog-
nition globally and nationally that the diversity of epidemics 
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cannot be resolved through adopting a standard generic 
approach. Instead, interventions need to be based on local 
knowledge and responses customised to suit local conditions. 
Interventions must include creating co-ownership through 
engaging stakeholders, through supporting staff and through 
mobilising communities to increase awareness to ensure 
adequate coverage and to monitor progress. 

The Motlanthe and Zuma administrations have demonstrated 
unequivocal leadership, substantial resource allocation, and 
clear goals and priorities to address the twin challenges of TB 
and HIV.3

HIV and AIDS

What is needed to meet the NSP goals? 

In this, the third decade of the pandemic, UNAIDS recom-
mends “know your epidemic, and customise your response 
accordingly”.4,5 This entails harvesting knowledge on preva-
lence, incidence rates, most at risk populations and factors 
contributing to the spread of HIV. Strong health information 
systems as well as local and national surveillance are critical to 
generate this information. 

In terms of available prevention interventions, the “ABC 
approach” viz. Abstinence, Behaviour change/ Be faithful and 
use of male and female Condoms remains the foundation of 
HIV prevention. Two additional Cs have been added to this – 
knowledge of HIV status through Counselling and HIV testing 
as well as medical male Circumcision. There are clear limi-
tations for women who are unable to negotiate faithfulness 
or condom use.6 The results of the CAPRISA 004 tenofovir 
gel trial, demonstrating a 39% reduction in HIV infection and 
51% reduction in genital herpes, provides hope for women-
initiated HIV prevention methods.7,8 Confirmation of the 
results, to allow licensing of the product, is necessary before 
it can become available for use. 

South Africa has one of the largest antiretroviral therapy 
(ART) programmes in the world but questions remain about 
whether it is reaching the levels of coverage needed to see 
population level reversals in morbidity and mortality trends.9 

A key gateway to prevention and treatment services is know-
ledge of HIV status: this remains low in South Africa and is 
the rationale for the South African government’s national HIV 
counselling and testing (HCT) campaign.10,11 
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Figure 1:  Prevalence of HIV infection among pregnant women attending public sector health care facilities in South Africa 

The HIV epidemic in South Africa

About five million of approximately 50 million South Africans 
are currently living with HIV, accounting for 35% of the global 
burden of HIV infection.12 An estimated 281 400 AIDS related 
deaths, and 410 000 new HIV infections occurred in 2010.12 
The South African HIV epidemic is described as a “general-
ised, hyper-endemic epidemic”, to demonstrate the unprec-
edented high HIV prevalence rate and continued rates of new 
HIV infections.4,13 Despite HIV being rare prior to 1990, the 
epidemic has evolved rapidly to an unprecedentedly high HIV 
prevalence, in excess of 15% for people aged between 15 
to 49 years.10,14,15 New infection rates are more than 5% per 
year,16-19 with high and increasing morbidity and mortality 
rates.13,20-24 The high HIV prevalence places all sexually active 
persons at substantial risk of acquiring HIV infection. The 
majority of the new HIV infections are taking place in young 
adults under the age of 30, with young women under the age 
of 20 having three to six-fold higher rates of HIV infection 
compared to their male counterparts in this age group. 

The predominant mode of HIV transmission in South Africa 
is through heterosexual sex, accounting for about 80% of all 
HIV infections, and by mother-to-child transmission.10,13 The 
major drivers of HIV include: social incohesion resulting from 
the migrant labour system;25-27 “no sense of future” resulting 
from high unemployment rates; low perceptions of self-risk; 
multiple concurrent sexual partnerships; poor internalisation 
of HIV statistics and its implications for HIV risk; high preva-
lence and incidence rates of HIV; peer pressure for young 
people to be sexually active; lack of knowledge of HIV status; 
gender and power disparities that restrict young women’s 
ability to negotiate monogamy or condom use; and high 
burden of other sexually transmitted diseases.25-29 

HIV prevalence 

The National Antenatal Sentinel HIV and Syphilis Prevalence 
(ANC) surveys undertaken from 1990 provide the most reli-
able data to understand the evolving HIV epidemic in South 
Africa.30 The temporal trends in national distribution of HIV 
infection from 1990 to 2009 are presented in Figure 1. 

These surveys demonstrate that the HIV epidemic in South 
Africa peaked in the late 1990s and has now reached a stable 
state.13,30 This stabilisation of HIV prevalence suggests a steady 
state between the number of new HIV infections and numbers 
of deaths in this population. The data also demonstrate that 
the epidemic is most advanced in KwaZulu-Natal. In the 2008 
survey, the highest HIV prevalence of 38.7% among pregnant 
women attending public sector clinics was in KwaZulu-Natal, 
and lowest in the Western Cape Province at 16.1%.30

An analysis of the ANC survey data by age (Table 1) demon-
strates that young pregnant women in the 15-24 year age group 
continue to have a high HIV prevalence. As HIV prevalence in 
this age group is regarded as a proxy of incidence rates, this 
is of concern.31 Whilst there has been a slight decline in the 
HIV prevalence in the 15-19 year age group from 15.9% in 
2005 to 13.7% in 2009, the prevalence remains high. By age 
30 years, more than a third of pregnant women nationally are 
already infected with HIV, highlighting the enormous burden 
of infection in young pregnant women. This burden in young 
women is higher and is reached earlier in life on the east coast 
of South Africa. 

source: Department of Health, 2009.
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Table 1:  HIV prevalence among pregnant women by age 
groups, 2005-2008 

Age 
group 
in years

HIV prevalence (%)
2005  

N= 16 510
2006 

N=33 034
2007 

N=33 684
2008 

N=33 927
2009

N=32 861
15-19 15.9 13.7 13.1 14.1 13.7

20-24 30.6 28.0 28.0 26.9 26.6

25-29 39.5 38.7 37.5 37.9 37.1

30-34 36.4 37.0 39.6 40.0 41.5

35-39 28.0 29.3 33.0 32.4 35.4

≥40 19.8 18.4 21.4 20.5 24.8

Total 30.2 29.1 29.4 29.3 29.4

source: Department of Health, 2007; 2010.30,32

HIV prevalence trends in pregnant women may not be repre-
sentative of trends in all women. In the context of a maturing 
epidemic fertility rates decline in HIV-positive women, thus 
decreasing the reliability of the ANC data in terms of moni-
toring the evolving epidemic.33,34 Notwithstanding these limi-
tations, the antenatal HIV surveillance of pregnant women 
remains an important source of data to monitor trends in HIV 
prevalence in the general population. Additionally, as preven-
tion of mother-to-child transmission (PMTCT) services are 
strengthened, the ANC surveys provide one way to track the 
coverage and quality of services provided and to strengthen 
routine data collection at the point of service delivery. This can 
be used to enhance localised understanding of the epidemic 
and inform priority setting. It also provides an opportunity to 
link efforts to achieve MDGs 4 and 5. 

It should be noted that as AIDS deaths lag behind new infec-
tions, HIV prevalence data in mature epidemics mask the 
ongoing increase of new HIV infections.31 Increasing access to 
ART and increased survival will also increase HIV prevalence. 
It is therefore important to augment HIV prevalence data 
derived from ANC surveys with data from other sources, 
including HIV incidence rate data. This is in order to get a 
more accurate indication of trends of HIV infection, guide 
HIV prevention efforts and planning for health care delivery. 
Measuring new HIV infections for sub-populations, such as 
young women in the 15-19 year age group, and acquiring 
knowledge of factors associated with HIV acquisition, are 
more sensitive ways to monitor HIV trends and target inter-
ventions for greater efficiency and impact but are expensive 
and logistically complicated to undertake. Given the close link 
between advancing HIV-related disease and TB, expanding 
surveillance to include TB populations is one way of moni-
toring trends in the HIV epidemic.35 

Population-based surveys generate important data by geog-
raphy, age, sex and race and provide valuable information to 
supplement an understanding of the HIV epidemic in South 
Africa. The Human Sciences Research Council (HSRC) has 
undertaken three national HIV household surveys (HSRC 
Household Survey) in 2002, 2005 and 2008.10,14,15 These 
surveys demonstrate that HIV prevalence in the general 

population in the 15-49 years age group increased from 
15.6% in 2002, to 16.2% in 2005 and to 16.9% in 2008. 
The HIV prevalence among young men and women in the 
15-24 year age group increased from 9.3% in 2002 to 10.3% 
in 2005, and decreased to 8.7% in 2008. A distinctive char-
acteristic of the HIV epidemic is the age and sex difference 
in distribution of HIV infection, with young women acquiring 
HIV infection approximately five to seven years earlier than 
men. Age of partner is a key risk factor in HIV acquisition in 
young women under 20 years and this increases substantially 
if the male partner is four or more years older than the female 
partner.10,28 

HIV incidence rates

Monitoring changes in the rate of new HIV infections is critical 
to understanding the changing HIV transmission dynamics. 
National and provincial HIV incidence rates in South Africa 
have been generated from several studies and are presented 
in Table 2. 

HIV incidence rates remain high.19,36 To estimate the HIV inci-
dence from cross-sectional studies, the HIV-1 subtypes B, E, 
and D IgG-capture enzyme immunoassay (BED-CEIA) used 
in the 2005 HSRC Household Survey showed an overall HIV 
incidence rate of 1.4% per year amongst persons 2 years and 
older, and 2.4% among men and women aged 15-48 years. 
Young women in the age group 20-29 years had the highest 
rate of 5.6% compared to 0.9% amongst men in the same 
age group.17 Between 2003 and 2005, a prospective popula-
tion based study conducted in rural KwaZulu-Natal showed 
the adjusted HIV incidence rate to be 7.9 per 100 person 
years for women 15-49 years of age, and 5.9 per 100 person 
years for men 15-54 years of age, confirming a high rate of 
new HIV infections.37 However, modelling the HIV incidence 
estimate from HSRC surveys has shown an overall decline in 
HIV incidence rates from 2% per year in 2005 to 1.3% per 
year in 2008.38 

Amongst non-pregnant women, HIV incidence rates have 
exceeded 5 per 100 person years in both urban and rural 
settings, with the highest rate of 17.2 per 100 person years 
recorded in young urban women 14-19 years of age, though 
this estimate may be biased due to the small sample size.16,19,39,40 

Among high risk women the HIV incidence rate was 7.2 per 
100 person years, while in the Western Cape amongst 16-20 
year old participants in a vaccine preparedness study the HIV 
incidence rate was 9.2 per 100 person years.18,41 
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Government’s response to HIV 
and AIDS
A key response to HIV and AIDS is President Zuma’s 
announcement on World AIDS Day in 2009 in which the 
following prevention initiatives were prioritised: 

Information, education and mass mobilisation;

STI detection and management;

HIV testing and counselling to know one’s status;

Widespread provision of condoms (male and female);

PMTCT;

Safe blood transfusion;

Post-exposure prophylaxis (PEP)

Life skills education;

Medical male circumcision; and 

Strengthening co-operation with international partners. 

At the core of this plan lies the implementation of an exten-
sive social mobilisation campaign to promote knowledge 
of HIV status. The national launch of the HCT campaign 
occurred on Sunday, 25 April 2010 at Natalspruit Hospital 
in Gauteng. Branded under the World AIDS Day theme,  
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“I am Responsible, We are Responsible, South Africa is taking 
Responsibility”, the HCT Campaign seeks to achieve the 
following broad objectives: 

mobilise people to know their status; 

support people with key prevention messages in order to 
encourage them to take proactive steps towards a healthy 
lifestyle – irrespective of HIV status; 

increase the incidence of health seeking behaviour; and 

increase access to treatment, care and support services.

The NSP provides government departments, development 
partners and all sectors of civil society with information 
regarding policy, implementing interventions, monitoring and 
evaluation and surveillance as shown in Table 3. This does not, 
however, necessarily translate into effective service delivery 
on the ground, or the uptake and consistent uptake of treat-
ment by patients. 

Several other commitments and initiatives have been made in 
South Africa that impact on mitigating the effect of HIV, AIDS 
and TB. These include the following: 

The conditional HIV and AIDS grant in the national health 
budget has increased from R4.3 billion in 2008 to an esti-
mated R5.3 billion. 
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Table 2: National and provincial HIV incidence rates in South Africa

Reference Sample Method HIV incidence
National

Rehle et al., 201038 Population based surveys Modeling from 
prevalence

2005 2008

Overall National 2.0 1.3

Women (15-24 years) 5.5 2.2

Men (15-24 years) 0.5 0.8

Rehle et al., 200717 Population based survey BED-HIV-1 
capture enzyme 
immunoassay

Overall National  
(2 yrs and older)

1.4% per year

KwaZulu-Natal 1.7% per year

Women 20-29 years 5.6% per year 

Men 20-29 years 0.9% per year 

Provincial 

Kharsany et al., 201040 Urban sexually transmitted disease 
clinic, KwaZulu-Natal (women)

HIV-1 RNA 
nucleic acid 
amplification test

15.6% per year

Kharsany et al., 201042 Rural pregnant women 11.2% per year

Ramjee et al., 200816 Rural general population, Hlabisa, 
KwaZulu-Natal (women)

Longitudinal 
studies 6.0 per 100 person years

Urban general population, 
KwaZulu-Natal (women) 5.0 per 100 person years

Abdool Karim et al., 201019 Rural family planning clinic, 
KwaZulu-Natal (women) 6.5 per 100 person years

Urban sexually transmitted disease 
clinic, KwaZulu-Natal (women) 6.4 per 100 person years

van Loggerenberg et al., 200818 Urban sex workers (women) 7.2 per 100 person years

Barnighausen et al., 200837 Population based survey, Hlabisa, 
KwaZulu-Natal

Follow-up survey Men 5.1 per 100 person years

Women 7.9 per 100 person years

Moodley et al., 200943 Urban and rural pregnant women 
KwaZulu-Natal, Eastern Cape, 
Mpumalanga public sector clinics

Retesting Overall 10.7 per 100 person years

Urban 12.4 per 100 person years

Rural 9.1 per 100 person years
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Table 3: Current status and progress on HIV prevention and treatment in relation to the NSP, 2007-2011

NSP Target Progress Current status in achievements
Improvement of 
blood and blood 
product safety

100% of donated blood units are screened for HIV.44 100% of blood donations are screened using nucleic acid amplifica-
tion testing. 
Decline in HIV transmission through blood from an average of 2 
persons per year to zero.44,45

ÿ

ÿ

Prevention of 
mother-to-child 
transmission of 
HIV 

Training of nurses at all primary health care (PHC) 
facilities to implement integrated services for PMTCT. 
Dual therapy has been introduced to almost 98% 
of health facilities through the intensified National 
PMTCT Accelerated Plan in 2008/09.44 

89% of all first time ANC clients are tested for HIV.
Target of 95% has not been achieved, resulting in 25 848 new infec-
tions in children, with a national HIV perinatal transmission rate of 
10.8.44

ÿ
ÿ

Information, 
education and 
mass mobilisation 
HIV prevention 
media campaigns

Exposure to South Africa’s HIV prevention 
communication through media campaigns is high, 
targeting 15-24 year olds for intensive HIV prevention 
programmes.44

80% of sample surveyed had HIV prevention knowledge.44

Exposure of media campaigns to population aged 50 and older still 
remains low.44 
Knowledge about HIV prevention improved with an increase in house-
hold wealth and for those living in urban areas.46

ÿ
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Life skills HIV 
education 

Full integration of the HIV based Life Skills 
programme in all learning areas has been achieved.44 

Inconsistencies in the delivery of programmes.ÿ

Condom provision Approximately 400 million male condoms are 
distributed annually with 2.5 billion male condoms 
expected to be distributed in 2010.44

Male and female condom distribution at no cost has been extended to 
truck stop clinics and to high transmission areas such as correctional 
service centres, tertiary institutions, hostels, taxi ranks and through 
mobile units targeting farming areas.
Condom use has increased sharply in males and females from 2005 to 
2008, especially among females with multiple partners where use has 
increased from 52.5% in 2005 to 67.5% in 2008.44

The proportion of adults reporting condom use during the most recent 
episode of sexual intercourse in South Africa increased from 31.3% in 
2002 to 64.8% in 2008.47

A major challenge has been the consistency in the maintenance of 
regular supply of both male and female condoms.
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Treatment 
of sexually 
transmitted 
infections (STIs)

The prevalence of syphilis has shown a steady 
decline from 1997 (11.2%) to 1.9% in 2008.44 

Decline in syphilis rates attributed to more effective syndromic STI 
management, and possible shift in behaviour from HIV prevention 
messages.
Effective syndromic management of STIs available through PHC 
facilities.
Effective treatment rate of partners remains low. STI partner-tracing 
rate was 21% compared to the target of 40%.48

Ongoing training of health care personnel is required for sustained 
care and management of STIs. 
Community information and education on STI health seeking behav-
iour is urgently needed. 
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HIV counselling 
and testing (HCT)

HCT, a key prevention strategy, serves as an 
entry point for HIV care and treatment services.44 
Government health care facilities offering HCTs 
increased from 88% in 2005-06 to 96% currently. 
The number of sexually active population tested rose 
from 25% in 2008 to 37% in 2009.47 

Delivery of HCT has been faced with several challenges of staff short-
ages, space and budget constraints.
Recent legislation, which will expand testing to trained health care 
workers, is expected to provide wider coverage in achieving the goals 
of HCT. 
Only 8% of the population are tested for HIV every year when 25% 
need to be tested annually.

ÿ
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Medical male 
circumcision 
(MMC)

The South African government has adopted MMC 
as a HIV prevention tool, and rollout has started in 
pilot sites.

Voluntary MMC programme launched in April 2010 in KwaZulu-Natal.
Start of the voluntary MMC programme on 13 June 2010 at Eshowe 
Further Education and Training College with 202 initiates circumcised 
without any post operative complications. 
Voluntary MMC is expected to be rolled out throughout the country 
by 2011. 
Targets for MMC in KwaZulu-Natal are 186 703 by June 2011 with 
5 571 achieved as of June 2010.a 
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Antiretroviral 
therapy rollout

The NSP target is to initiate 1.5 million people on 
lifelong ART treatment by 2011. The percentage 
of adults and children with advanced HIV infection 
receiving ART has increased. 

In 2010, 490 PHC facilities were accredited to provide ART.
The government aims to increase these to 4 300 by 2011.49 
The treatment gap between those in need of ART and those taking up 
treatment remains high (Figure 2). 
The largest number of people who are in need of and not receiving 
treatment are in KwaZulu-Natal compared to the Western and Northern 
Cape (Figure 3), e.g. the province of KwaZulu-Natal has an HIV preva-
lence of 38.7% among public sector pregnant women in contrast to the 
Western Cape which has a prevalence 16.1%, yet the ART coverage 
in the Western Cape exceeds 74% compared to 43% ART coverage 
in KwaZulu-Natal.44

Despite the roll-out of ART, adequate coverage levels are yet to be 
achieved to alter current epidemic trajectories. 
The current ART programme has not been adequately evaluated and 
there is no reliable baseline data to monitor progress.
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Post-exposure 
prophylaxis (PEP)

Health care workers have a low but measurable risk 
of HIV infection after accidental exposure to infected 
blood or body fluid.

Prevention strategies include post-exposure prophylaxis with ART 
available in all health care settings.
Poor recording and reporting of PEP coverage for rape victims.

ÿ

ÿ

a Personal Communication: S Dhlomo, July 29, 2010.
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The National Department of Health TB Programme data 
showed an increase in TB HIV co-infected patients that 
received treatment for TB and HIV from 18% in 2008 to 
42% in 2009. In 2008/09, 45% of HIV-positive patients 
were screened for TB, against the NSP target of 60%. 
Additionally, 3% of HIV-positive patients were put on 
isoniazid preventive treatment. 

The number of people living with HIV receiving nutritional 
support has increased to 734 900 for 2008/9, exceeding 
the NSP target of 500 000. 

The Social Relief of Distress budget was increased from 
R124 million to R624 million to alleviate poverty. Child 
support grants, foster care grants and care dependency 
grants all increased by an average of approximately 6% in 
2009. Seventy-five per cent of orphaned and vulnerable 
children receive support. 

Antiretroviral treatment provision 
The key target in mitigating morbidity, mortality and other 
impacts of HIV and AIDS articulated in the NSP, is providing an 
appropriate package of treatment, care and support services 
of people living with HIV and their families. To achieve this, 
the NSP outlines the following targets to be met by 2011:

ÿ

ÿ

ÿ

Figure 2:  Distribution of number of people needing and receiving ART in South Africa 

source:  StatsSA 2009; 2010.12,50

enroll 75% of eligible patients into HIV wellness pro- 
grammes;

increase the proportion of eligible adults receiving cotri-
moxazole by 80%; and 

increase the number of new adults starting ART to 1.375 
million and children to 114 000, representing a potential 
coverage of 80% of new AIDS cases. 

Estimates from Statistics South Africa (StatsSA) are that 
approximately 920 000 patients have currently been initiated 
on ART, representing 60% coverage of adults and 38% of the 
eligible paediatric population.12

Recently published outcomes data collected from eight 
ART public sector programmes across South Africa, which 
analysed data from 2002-2007, demonstrated a decrease in 
twelve-month mortality from 9% to 6% over five years, but 
an increase in the cumulative loss to follow-up from 14% at 
12 months to 29% at 36 months. This highlights the need to 
improve strategies to monitor patient outcomes and maximise 
retention in care with increasing programme size. 

ÿ

ÿ
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Figure 3: Provincial distribution of number of people needing and receiving ART in 2008 

Tuberculosis
South Africa is estimated to have the fifth highest burden 
of TB disease in the world, which is further complicated by 
high HIV co-infection rates and a growing epidemic of drug 
resistant TB (Table 4). 

The inception of the Revised National Tuberculosis Pro-
gramme in 1996 enhanced the case detection rate for new 
smear positive TB cases over 10 fold, from 6.7% in 1997 
to 78% in 2007. However the TB treatment success rate 
increased minimally from 63% in 2000 to 71% in 2005, 
well below the national target rate of 85%.2 In 2005, South 
Africa declared a TB emergency and developed a TB Crisis 
Management Plan. The aim of this Plan was to prioritise the 
four districts with the highest TB burden and poor treatment 
outcomes (Johannesburg Metro, eThekwini District, Amathole 
and Nelson Mandela Metro) and, within one year, to increase 
smear conversion and cure rates by more than 10%. This is in 

source: StatsSA, 2009;12 2010;50 Nathea 2008.51

Table 4:  Global estimate of epidemiological burden of TB in the top five countries, 2007

Incidence Prevalence Mortality

All forms All forms HIV-negative HIV-positive

Population 
1 000

Number 
1 000

Per 1 000 
Population  

per year

Number 
1 000

Per 1 000 
Population  

per year

Number 
1 000

Per 1 000 
Population 

per year

Number 
1 000

Per 1 000 
Population 

per year

HIV Prev 
incident 
TB cases 

%
1. India 1 169 016 1 962 168 3 305 283 302 26 30 2.5 5.3

2. China 1 328 630 1 306 98 2 582 194 194 15 6.8 0.5 1.9

3. Indonesia 231 627 528 228 566 244 86 37 5.4 2.4 3.0

4. Nigeria 148 093 460 311 772 521 79 53 59 40 27.0

5. South Africa 48 577 461 948 336 692 18 38 94 193 73.0

source: Extracted from WHO report on Global Tuberculosis Control 2009.51

line with the MDG 6 objectives for TB which are:

to detect at least 70% of new sputum smear-positive TB 
cases and cure at least 85% of these cases;2 and 

to reduce TB prevalence and death rates by 50% relative 
to 1990 levels.46

The 2001-2005 South African TB Strategic Plan centred on the 
Directly Observed Treatment Short course (DOTS) strategy. 
Evaluation of the 2001-2005 National TB Programme showed 
that the TB disease burden had almost doubled from 188 695 
in 2001 to 341 165 in 2006, with an estimated HIV co-infec-
tion rate of 55%.2 Cure and completion rates remained 
below target, case holding in the intensive phase of treatment 
ranged from 1% to 4%, and 7% of patients still remained 
smear positive at the end of the intensive phase of treatment. 
Finally, sputum smear to confirm cure for a large proportion 

ÿ

ÿ
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of cases (11%) was not performed.52 Major deficiencies in the 
plan included the lack of TB and HIV integration; poor defini-
tion of roles and responsibilities; and lack of a clear monitoring 
and evaluation component (including surveillance).

One of the strengths of the TB programme is that TB is one 
of the few notifiable conditions that is being reported. While 
South Africa is one of few high burden TB countries to have 
analysed mortality using data from vital registration systems 
and mortality surveys, mortality and treatment interruption 
rates remain high. This is considered to be attributable to the 
high HIV infection rates and weak health care service delivery 
mechanisms. Importantly, improvements in reporting and 
case detection have resulted in an increase in TB notification 
rates and treatment cure rates in South Africa (Table 5). Data 
indicate heterogeneity across provinces, with published data 
in 2006 showing cure rates ranging from 53% in KwaZulu-
Natal to over 77% in the Western Cape. Before the emer-
gence of HIV, the Western Cape reported the highest rates of 
TB. However, in 2006 KwaZulu-Natal, with an antenatal HIV 
prevalence of 39.1%, exceeded the national HIV incidence 
rate, reporting a TB prevalence of 1 066 per 100 000 popula-
tion. KwaZulu-Natal also had amongst the worst National TB 
Programme (NTP) performance indicators.13

Table 5:  Case detection rate and treatment success in the 
DOTS programme for new smear-positive cases in 
South Africa 2000-2007, by percentage 

2000 2001 2002 2003 2004 2005 2006 2007

Case detection rate 63 60 71 77 75 72 77 78

Treatment success 
(2000-2006 cohorts) 66 65 68 67 70 71 74 N/A

source: Adapted from WHO Report 2009, Global Tuberculosis Control.51

The challenges faced are substantial and include increasing 
caseloads in the face of an over-burdened health infrastruc-
ture, extremely poor cure rates in some provinces, high 
mortality, high treatment interruption rates, high levels of TB-
HIV co-infection, increased levels of multi-drug resistant TB 
(MDR-TB) and the emergence of extensively drug resistant 
TB (XDR-TB). Of the high burden TB countries, South Africa 
has amongst the highest estimated costs for TB. This is due 
mainly to two reasons: the enormous cost of maintaining 
approximately 8 000 TB beds and the cost of diagnosing and 
treating drug resistant TB.52 Other challenges facing South 
Africa’s ability to meet the MDGs are high treatment inter-
ruption rates, late presentation of patients to health facilities, 
insufficient community engagement, the HIV epidemic and 
poverty. 

Despite these challenges, TB control in South Africa has 
improved somewhat in the last 10 years, albeit not enough. 
Failure to achieve the targets set by the World Health 
Assembly, the impact of HIV in fuelling TB and the problems 
with TB control in developing countries has led to a wide-
spread recognition that TB control needs to extend beyond 
the DOTS strategy into combined prevention strategies that 
target multiple antecedents of TB.13

This raises important questions about the quality of treat-
ment and follow-up, the quality of data collected and how this 
information could be used to improve treatment completion 
rates.

Multi- and extensively drug resistant TB

South Africa has made progress in diagnosing and treating 
multi- and extensively drug resistant TB (MDR- and XDR-TB) 
as reflected in the World Health Organization (WHO) indi-
cators used to assess the management of drug-resistant TB. 
By 2007, South Africa had conducted drug resistance surveil-
lance, had developed national guidelines and training mate-
rial, conducted training, initiated scaling-up of treatment, fully 
integrated the drug resistant TB programme into activities of 
the NTP and had reported MDR-TB data.52 

Decentralising drug resistant TB 
management

Of the 2 472 and 2 572 cases of MDR-TB diagnosed in 
KwaZulu-Natal laboratories in 2005 and 2006 respectively, 
only 56% in 2005 and 28% in 2006 were treated in hospital.b 
The remaining patients died while awaiting admission, were 
lost to follow-up or remained infectious in the community. 
This situation highlights the discordance between the number 
of central beds available for the management of drug resistant 
TB and the actual caseload. For this reason, the NTP has 
adopted a policy of decentralised management for MDR-TB. 
The centralised MDR-TB units (one in each province) will be 
responsible for initiating and monitoring treatment of MDR- 
and XDR-TB cases, in addition to providing support to the 
decentralised satellite MDR-TB units within that province. 
Decentralised MDR-TB units will initiate and monitor treat-
ment of only MDR-TB cases. Mobile MDR-TB clinics and 
community supporters will provide treatment and support to 
MDR-TB patients after they have been discharged from both 
the decentralised and satellite units. 

b Personal Communication: I Master, February 4, 2010.
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Challenges and opportunities 
The diversity and complexity of the HIV epidemic in each of 
the nine provinces in South Africa requires a combination of 
a multi-level and multi-component approach that includes a 
diverse set of biomedical, behavioural and structural inter-
ventions, rather than a single solution approach. Identifying 
the appropriate mix and coverage for each province remains 
challenging. 

An analysis of key HIV programme indicators demonstrates 
a shortage of information that reflects the fundamental 
dynamics of HIV in South Africa. For example, an assess-
ment of literacy on HIV life skills education has not been 
conducted. Measuring achievements in HIV education cannot 
be computed unless comparable data of this nature is avail-
able across the provinces. 

An audit of the training of health care personnel on syndromic 
STI management, as well as an audit of all health care facilities 
with respect to availability and access of patients to syndromic 
STI treatment, is non-existent.

There remains a disconnect in monitoring and evaluation 
for ART coverage between non-governmental organisations 
(NGOs), public and private sectors, resulting in an inability 
to predict numbers of patients eligible for ART, numbers 
on ART therapy, and case-holding within ART programmes. 
These aspects underscore the need for focused interventions 
to ensure system strengthening. 

Since progress cannot be measured using non-specific data 
or data that is only available for certain regions, achievements 
in terms of the NSP goals are not available for South Africa. 
This information is a priority, as it is crucial to improving HIV 
programmes across the country.

To achieve the NSP goal of reducing new HIV infections by 
50%, each province has to deal with different HIV epidemic 
dynamics in terms of AIDS deaths, the number in need of 
ART, the number on ART, the number of new HIV infections 
and, more importantly, to test and find interventions that will 
dramatically alter the course of the HIV epidemic in South 
Africa. 

Only with a highly active HIV prevention strategy, widespread 
ART coverage, counselling of new HIV infections with behav-
iour change, biomedical intervention and treatment of STIs, is 
the trajectory of the HIV epidemic likely to change and impact 
on the rate of new HIV infections. This differential provin-
cial response to the HIV and AIDS pandemics will also help 
South Africa to achieve its commitment to the Millennium 
Development Goals. 

New legislation on HIV testing by lay counsellors, revised 
ART guidelines, dispensing of antiretroviral (ARV) medica-
tion by nurses, implementation of medical male circumci-
sion programmes, and continued expansion of the ART 
programmes provide a solid and enabling context for substan-
tial strengthening of the HIV and AIDS response in South 
Africa. 

Continued effort with unprecedented partnerships, continued 
strong leadership, collective commitment and dedication is 
required to reverse the epidemic. 

Knowledge of HIV status remains an important gateway 
for treatment and prevention services. Novel strategies to 
normalise HIV at a community level and overcome fears, 
stigma and discrimination is key. Home testing in partnership 
with community structures, social mobilisation and maxim-
ising opportunities to know one’s status, e.g. during health 
facility visits, need to be proactively utilised. 

School-based interventions to promote knowledge of HIV 
status and incentivise young people to remain uninfected 
as part of the national HCT campaign could impact on the 
rates of new infections but is a strategy that has received 
little attention to date. School-based interventions need to be 
rigorously evaluated and tough decisions made on retaining 
or removing interventions impacting HIV incidence rates. 
The school setting and the role of teachers in inculcating in 
learners a sense of future through high quality educational 
services that create good career opportunities for learners 
and build self-esteem and confidence in young people to be 
socially and economically productive members of society and 
realise their full potential needs more attention. 

Teachers, as members of society, are also at risk of acquiring 
HIV infection and efforts to strengthen knowledge of HIV 
status and access to care is critically important for the survival 
of this sector that is under-skilled and under-staffed. 

Schools are first points for identifying learners who come from 
vulnerable homes where they may be without adult supervi-
sion or caring for sick parents. Schools provide an opportunity 
to link these families to social service programmes. 

Support for women-initiated biomedical interventions such 
as microbicides need to augment the current HIV prevention 
toolbox. 

Postpartum visits are a missed opportunity to retest HIV-
negative women and their partners to promote prevention, 
identify infection in the infants and initiate infants and children 
who need ARVs on treatment. Active screening for STIs and 
TB antenatally and postnatally is also missed and needs to be 
addressed.
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South Africa has adopted the Stop TB Partnership Policy of 
the three I’s (Intensified case finding, Isoniazid prophylaxis for 
latent TB and Infection control). These are in varying phases of 
implementation and have yet to be properly evaluated. It has 
been suggested that the ‘Integration of TB and HIV manage-
ment’ should be added to this list. South Africa also subscribes 
to the Stop TB Partnership that envisages newer TB drugs, 
new diagnostics and a TB vaccine by 2015.

The Starting ARV treatment at three points in TB (SAPiT) study 
findings show that in TB-HIV co-infected patients with a CD4 
cell count less than 500, the mortality rate was 56% lower 
when TB treatment was combined with ART’s in comparison 
to delaying ART until completion of TB treatment.53 This 
means that deaths can be more than halved by combining ART 
with TB treatment. The study provides compelling evidence 
for the integration of care and treatment programmes for 
both TB and AIDS. To ensure successful integration, all newly 
diagnosed TB patients in South Africa need to be offered an 
HIV test, while those who are HIV-positive need to be offered 
a CD4 count and those with a CD4 count below 500 cells 
per cubic millimetre must be offered ART in conjunction with 
TB treatment. The public health and clinical care approach 
to the joint TB and HIV epidemics has the potential to save 
lives. Given the intertwined TB and HIV epidemics, integra-
tion of HIV and TB services is critical, as well as HIV testing 
of TB patients and early initiation of TB patients on ART. 
The government policy on initiation of ARV treatment in TB 
patients at a higher CD4 count level is important, given the 
high mortality rates in TB-HIV co-infected patients.

Conclusion
South Africa’s success towards achieving MDG 6, and indeed 
all the MDGs, requires partnership and collaboration of 
an unprecedented nature. The Zuma administration has 
provided unequivocal political leadership and commitment. 
International partners provided substantial support during the 
AIDS denialism era in very creative and novel ways to make 
treatment a reality. Global solidarity and local social move-
ments have played important catalytic roles in getting the 
country to this positive point in response to the epidemic. 
Scientists, health-care workers and other professionals have 
been key to generating new knowledge and implementation. 
These partnerships and commitments must continue around 
a much more focused, priority-based agenda to make the 
MDGs a reality and sustain the gains we are making in HIV and 
AIDS and in TB and expand the impacts to other MDGs and 
other health challenges. South Africa cannot afford compla-
cency or a loss of momentum. 

South Africa’s continued collective effort is essential and 
central to success and, most importantly, will benefit those 
most vulnerable and in need.

There remain numerous challenges, none of which are 
insurmountable with collective ownership, dedication and 
commitment. 
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Introduction
The relationship between poverty and health, and their impact 
on important infectious diseases, such as HIV, AIDS, tuber-
culosis (TB) and malaria is well known. The World Health 
Organization has identified the people who live in absolute 
poverty as being most vulnerable to such infectious diseases.1 

This chapter explores the roles of poverty and hunger on HIV, 
AIDS and TB in South Africa. This choice of health conditions 
is influenced by the criteria identified by the Priority Public 
Health Conditions Knowledge Network on the Commission 
on Social Determinants of Health (CSDH) and takes into 
account the following:2

These health states represent a large proportion of the 
total burden of disease in the country in terms of disability 
adjusted life years (DALYs). HIV and AIDS are responsible 
for the highest proportion (almost 40%) of the country’s 
burden of disease, followed (after interpersonal violence) 
by TB (3.7%);3

There are large disparities in the incidence and prevalence 
of these conditions within the South African population; 

They disproportionately affect certain groups within the 
South African population; and

They constitute re-emerging as well as emerging (multi-
drug resistant TB) epidemics. 

The CSDH observed that, “health and illness follow a social 
gradient: the lower the socio-economic position, the worse 
the health”.4 The social gradient in South Africa is steep; 
Leibbrandt has shown that the gap between the rich and the 
poor within each race group is widening in the country and 
the Gini coefficient – a measure of inequality – has risen in all 
population groups in South Africa.5 The burden of disease thus 
reflects the social gradient in the country. For example, HIV 
prevalence values in the most deprived districts in the country 
is approximately double that of the least deprived.3 Similarly, 
the average TB cure rate in the most deprived districts is 
55.3%, whilst in the least deprived it is 71.4%.3 Even within 
districts, disease rates vary according to the economic status 
of the area. In Cape Town for example, infant mortality is 
almost three times higher in squatter settlements than it is in 
middle-class suburbs.6 

ÿ

ÿ

ÿ

ÿ

Progress in addressing poverty
Addressing poverty in South Africa has been a priority of 
successive democratic governments since 1994 and commit-
ment remains high in this regard, both in terms of South Africa’s 
responsibility as a signatory to the Millennium Declaration and 
the country’s own articulated goals which include:

halving poverty and unemployment by 2014; and 

ensuring a more equitable distribution of the benefits of 
economic growth, thereby reducing inequality.7 

South Africa is committed to halving, between 1990 and 2015, 
the proportion of people whose income is less than US$ 
1 per day, as well as halving the proportion of people who 
suffer from hunger – the first Millennium Development Goal 
(MDG). Although classified as a middle-income country (for 
which the poverty target is to halve the proportion of people 
living on less than US$ 2.50 per day), South Africa has chosen 
the lower indicator of US$ 1 per day because “the majority 
of the population [living in poverty] qualifies the country as a 
low-income country”.7 

Progress towards achieving these goals has been slow, 
however, and is subject to interpretation. Whether the 
actual number of people living in poverty in South Africa has 
decreased since 1994 is a matter of some debate and depends 
on the methodology used in calculations and the period under 
review.8 Using Census data, for example, there was a small 
but undeniable increase in “measured poverty” between 1996 
and 2001.9 However, using national accounts and Income 
and Expenditure Survey data, van der Berg and Louw found 
that the poverty headcount ratio decreased slightly between 
1995 and 2000 although the actual number of people clas-
sified as poor increased as a result of population growth.10 
For the period 2000 to 2004, van der Berg and Louw, using 
All Media and Products Survey data, found that poverty rates 
decreased dramatically.11 Meth, using General Household 
Survey and Labour Force Survey data, also found that poverty 
had declined somewhat during this period, probably due to 
the provision of social grants.12,13

ÿ

ÿ
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Poverty and HIV and TB
This section explores the relationship between poverty, HIV 
and TB from two perspectives – food insecurity and income 
poverty. 

Food Insecurity 

Food insecurity, an indicator of poverty, has been associated 
with increased HIV transmission rates and has been cited 
as an important reason for non-adherence to antiretroviral 
treatment (ART).14 

Patients who are food insecure are less likely to adhere to 
treatment, leading to lower baseline CD4 counts and incom-
plete virological suppression. As a consequence, they are less 
likely to survive.14,15 The absence of food exacerbates the 
side effects of antiretroviral (ARV) medication and, because 
ARVs increase appetite, patients may experience “intolerable 
hunger in the absence of food”16 and may skip doses if they 
cannot afford to eat.17 Food insecurity was strongly associated 
with the experience of unpleasant HIV symptoms in a study 
of patients’ experience of HIV in the Eastern Cape.18 Dietary 
diversity in HIV-positive children in South Africa is significantly 
lower than in uninfected children and this may be an impor-
tant contributor to poor outcomes of HIV-positive children, 
even those on ART.19 

The role of nutrition in TB is well established, with people 
who are malnourished being more vulnerable to developing 
the disease.20 In a study conducted in KwaZulu-Natal, food 
security amongst TB patients was shown to be low.21 Due to 
a lack of access to food, 42% of patients reported decreasing 
the size of their meals and 31% reported reducing the size of 
their children’s meals in the previous six months. 

Income poverty

Income poverty is a strong predictor of food insecurity and 
thus has a profound impact on the development of TB and the 
prognosis of patients with HIV. The role of income poverty 
in the transmission rates of HIV, however, is controversial. 
Studies in sub-Saharan Africa and in rural KwaZulu-Natal have 
shown that members of wealthier households are more likely 
to become infected than those from poorer households.22,23 
However, the opposite view has also been expressed; Shisana 
and Simbayi, quoted in Booysen, found that the prevalence 
of HIV amongst South Africans aged 15 years and older who 
“lived in households that did not have enough money or were 
often too short of money to afford basics was 14%, compared 
with between 5% and 6% in households with enough money 
to afford most important things or extras”.24

Financial constraints have been found to be major obsta-
cles to the completion of TB treatment and TB preventive 

therapy.21,25-27 In Rowe’s qualitative study, financial limitations 
were universally reported by patients as barriers to adher-
ence, while the cost of transport was reported as a hindrance 
to accessing clinics.27 Other studies also concluded that finan-
cial constraints were important factors in a patient’s failure to 
complete TB treatment, even in populations where knowl-
edge of TB was good and trust in the public health system 
was fairly high.21,26,25 Expenses due to TB were often incurred 
against a backdrop of high unemployment. For example, most 
of the patients in two recent studies were unemployed, with 
rates of 84 and 72% respectively.26,27 

The relationship between poverty, hunger and HIV and 
TB emphasizes the importance of addressing poverty as a 
significant contributing factor to these diseases. Anti-poverty 
interventions are reviewed in two groups: those targeted 
to support TB patients and HIV-positive persons (e.g. food 
parcels, disability grants and micro-finance programmes) 
and, secondly, the broader anti-poverty interventions in the 
country.

Targeted anti-poverty 
interventions for TB and HIV

Food parcels for TB patients

Nutritional supplements for patients with TB have long been 
used in South Africa, in recognition of the significance of 
under-nutrition in patients with TB and their simultaneous 
lack of access to food. Although these interventions are avail-
able, studies have raised questions about their effectiveness 
based on issues of adequacy and implementation. In a recent 
survey in KwaZulu-Natal it was shown that, although patients 
value these parcels and regard them as very helpful, they 
reach only half (51%) of all patients with TB.21 Although most 
of those who did receive them received the parcels every 
month, more than half (58%) of patients reported inadequate 
quantities. Less than 40% of patients in this study produced 
their own food and even fewer (11%) benefited from the 
produce of clinic gardens.21 

Disability grants for TB and HIV

Integrating interventions to address food security was recog-
nised as crucial in treating HIV-positive persons and those 
suffering from AIDS-related diseases.14,16 In South Africa, 
patients with TB and HIV may qualify for disability grants if 
attending doctors find that they meet specific criteria.

In the few studies that have investigated these interventions, 
however, disability grants for patients with TB and HIV have 
been shown to have a relatively low coverage and, ironically, 
may also act as strong disincentives for the completion of 
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treatment. In a recent study conducted in the Eastern Cape, 
only 35% of patients with HIV were receiving the disability 
grant and in a further 13% the grant had recently been 
stopped.18 In a study conducted in KwaZulu-Natal (which 
did not distinguish between disability grants for TB or HIV) 
only 21% of TB patients received a disability grant for either 
condition.21 In a qualitative study investigating adherence to 
ART in KwaZulu-Natal, patients with HIV reported that the 
disability grants were very helpful, attributing the improve-
ment in their health to the food they were able to buy with 
the grant money.17 However, termination of the grant (when 
a patient’s CD4 count returns to a certain level or when the 
TB is cured) was seen as problematic for patients.17

Micro-finance programmes for trauma and HIV

The Intervention with Micro-finance for AIDS and Gender 
Equity (IMAGE) study conducted in Limpopo between 2001 
and 2005 evaluated through a cluster randomised controlled 
trial the effects of a combined micro-finance and gender 
training programme exclusively for women, on issues relating 
to HIV and inter-personal violence.28 Participants experienced 
improved “economic well-being” and a 55% reduction in 
physical and sexual violence. This may, in turn, have resulted 
in reduced levels of HIV transmission.28 In addition, younger 
participants reported higher levels of HIV-related communi-
cation and HIV testing.28 These outcomes suggest a successful 
project worthy of replication.

Broader anti-poverty 
interventions in South Africa
Old age pensions can improve the social and health status of 
the elderly and improve the well being of other members of 
their households. Children, in particular, can benefit from the 
impact of old age pensions, with improvements in both school 
enrolment and nutrition.4 The old age pension (now known 
as the older persons grant) in South Africa has been shown to 
dramatically improve household finances and, in so doing, also 
improve the family’s food security. Data from the Agincourt 
demographic surveillance site demonstrates that children in 
households where there was a recipient of an older persons 
grant were significantly less likely to have missed meals 
because there was no money for food, compared to those 
where there was no pension recipient.29 In the same study, 
girl children living in the same household as female pensioners 
were significantly more likely to be enrolled in school.29 

Like the older persons grant, the child support grant confers 
a measure of financial stability on the household as it allows 
members to look for work “more intensively, extensively, and 
successfully than workers in comparable households without 
social grants”.30 Children living in households where the child 

support grant is received are also more likely to attend school, 
and have better nutritional status, than in households where 
no grants are received.30 

Concern has been raised regarding the perverse incentive 
effects of the child support grant, i.e. that women and espe-
cially young girls could become pregnant in order to access 
the grant. Evidence suggests, however, that this is unlikely to 
be the case. A study on teenage fertility in South Africa found 
that the rate of teenage pregnancy in the country peaked in 
1996, two years before the initiation of the child support grant 
and levelled off in the early 2000s, suggesting that there is no 
association between the teenage pregnancy rate and the start 
of the distribution of the grant.31 

The benefits of social grants have prompted the CSDH to 
recommend that:

Governments…build universal social protection sys-
tems and increase their generosity towards a level that 
is sufficient for healthy living.4 

Debates about universal social protection (in the form of a 
Basic Income Grant) in South Africa have been ongoing for a 
number of years, with proponents claiming that such a grant 
will empower the poor and stimulate demand in communi-
ties.8 It is also argued that a Basic Income Grant is eminently 
affordable for the country and in fact, would result in savings 
for the government because people would be able to afford 
better food and so maintain better levels of health.32 However, 
it is unlikely that social grants alone will eradicate poverty in 
this country.24 Since much of the poverty in South Africa is 
chronic, and since episodes of illness can absorb all of the 
value of current social grants, it is important that other strate-
gies (such as massive job creation, improvement of education 
systems, and wider coverage of basic services) complement 
the poverty-alleviating effects of social grants. 

Other anti-poverty strategies have been less successful than 
social grants. These include the Expanded Public Works 
Programme (EPWP), National Youth Service, Learnership 
Programme and Co-operatives. 

The EPWP, initiated in 2004, has created progressively more 
short term work opportunities every year over its lifespan, 
from 393 441 in 2004/05 to 1 449 806 in 2008/09.9 However, 
the scale of this programme remains too small to have a signif-
icant impact on poverty in the country. Compared to the total 
value of social grants disbursed in 2006/07 (R57 billion), the 
wage bill of the EPWP of less than R1 billion in the same year 
is paltry.32 Like other initiatives to build skills and facilitate 
employment, such as the National Youth Service, Learnership 
Programme, Co-operatives and Micro-financing, the scale 
reached is simply too small to impact on the massive rate of 
unemployment in the country.32
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Conclusion 
Aside from the social grants system, which has been massively 
upscaled in the last 15 years, anti-poverty strategies in South 
Africa have been only partially successful since democracy. 
Programmes specifically designed to improve employment 
have been too small in scale to impact upon the high unem-
ployment rates in the country. Compounded by a strug-
gling education system, which has prepared pupils poorly for 
participation in a job market that increasingly calls for skilled 
workers, interventions to improve employment have not 
met with much success.5 Thus poor households are relying 
more and more on social grants, although these may not do 
as much for economic development in the country as regular 
employment. However, social grants may well benefit local 
economies by increasing the disposable income available in 
communities, and are considered important vehicles for the 
more equal distribution of economic growth.4 Certainly, the 
Gini coefficient for South Africa, although already high, would 
be far higher in the absence of these grants.9 

Poverty in South Africa will not be effectively addressed by 
a single intervention. A number of simultaneous actions are 
necessary to make a meaningful impact on the depth and 
prevalence of poverty in the country and on the attendant 
burden of poverty-related diseases. The country should do 
more of what works (increase the coverage and value of 
social grants); evaluate the effectiveness of what is currently 
done (disability grants for TB and HIV); and continue to try 
what is not yet fully tested (public works and micro-finance 
programmes). In addition, further growth in the economy 
will grow the number of jobs, while improved education will 
equip more people to fill these jobs. 

Bold strategies and effective implementation are necessary to 
make a meaningful impact on the cycle of poverty, hunger and 
ill-health in South Africa.
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The Impact of Global Health Initiatives on  
Access to Antiretroviral Therapy in South Africa

Annie Neo Parsons, Thubelihle Mathole and David Sanders
School of Public Health, University of the Western Cape

Introduction
South Africa’s health funding does not rely on international 
donors – except in regard to HIV-related services. Donor aid 
was less than 1% of South Africa’s overall health budget in 
2007, but accounted for 26% of HIV and AIDS expenditure.1 

Though donor funding has dramatically increased since 2000, 
the South African government remains the largest source of 
HIV-related funding in South Africa.2 The number of patients 
in need of antiretroviral therapy (ART) continues to grow, 
with South Africa’s antenatal HIV prevalence standing at 
29.3% in 2008.3 

ART access is one element of South Africa’s response to its 
HIV epidemic, and is also the most costly. Financially it is the 
largest component in the government’s HIV and AIDS and STI 
Strategic Plan (NSP) for South Africa, 2007-2011 and attempts 
to meet a need that is unprecedented in scale.4 The public 
sector had initiated a cumulative 678 550 patients on ART 
by December 2008; by April 2009 this was up to 781 478 
patients.5 Initial tardiness in initiating public sector ART, a 
shortage of health professionals in rural areas and difficulties 
in accrediting sites for treatment, have led to many facili-
ties relying on civil society organisations (CSOs) funded by 
external donor support. Government’s ability to replace such 
funds is limited and it faces significant challenges in meeting 
health equity goals and the growing HIV treatment demands 
of South Africa. 

Two Global Health Initiatives (GHIs) provide the majority 
of external donor support for HIV-related services in South 
Africa: the U.S. President’s Emergency Plan for AIDS Relief 
(PEPFAR) and the Global Fund to fight AIDS, Tuberculosis and 
Malaria (GFATM). South Africa’s status as a middle-income 
country has limited GHI activity, much of which focuses on 
a narrow number of global health concerns.6 Almost all GHI 
funding for South Africa is HIV-related.a GFATM funds are 
channelled through national or provincial government depart-
ments, whereas PEPFAR directly funds both government and 

a South Africa’s post-1994 public health sector focused on tuberculosis 
treatment, but initially did not directly address the country’s growing 
HIV-related burden of disease. Subsequent efforts illustrate the associated 
costs of a mature HIV epidemic. GHI funding has largely concentrated on 
tuberculosis as part of the disease burden faced by people living with HIV 
and not as a separate disease entity.

non-government organisations. As a result of the national 
public sector ART programme initiated in 2004, most CSOs 
providing HIV-related treatment operate at government 
facilities.b 

South Africa still has a significant burden of unmet need for 
ART. Universal access to ART within five years was the goal 
of the government in 2004, but this was revised in 2008 to 
2011.7 Issues of access and levels of service delivery affect the 
ability of the public sector to address such need. The distribu-
tion and concentration of both government and donor-funded 
resources is an important step in ensuring equity.

This review arises out of a broader four-year European Union-
funded INCO-DEV study at the School of Public Health, 
University of the Western Cape. The project aims to under-
stand the impact of GHIs on the South African health system. 
Data collection has involved document analysis and individual 
interviews at national level, with further research at selected 
provincial, district and sub-district levels. Findings reflect 
fieldwork at national and sub-national levels from 2008-2010. 
Findings are time-bound as there are continual changes in the 
availability and specificity of global funding for health; this is 
indicated wherever applicable.

Findings
It was evident early on that the government faced three 
primary problems in delivering ART services: financing, 
human resources distribution and availability, and ensuring 
patient access to health care.3 This three-way challenge is 
exacerbated by the reliance in South Africa on a physician-
driven model for ART initiation, despite a shortage of physi-
cians within the public sector. 

Since 1994 South Africa’s health policies have focused on 
ensuring equity in health care service delivery, financing and 
access to primary care, focusing on vulnerable groups and 
‘diseases of poverty’.8 The National Treasury allocates funds 

b There are a limited number of independent CSO treatment sites. The 
majority work as part of the public sector.
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for health care to provinces using equity-based formulae, 
principally the Provincial Equitable Share criteria. The District 
Health System is the main service delivery mechanism, in line 
with national guidelines. However, the federalist structure 
of South Africa’s government gives provinces considerable 
autonomy in allocating funds. Concern over the inadequate 
allocation of funding by provinces to district ART programmes 
led to the dedication of funds per province for HIV treat-
ment, with strict limits on use, and managed by the National 
Department of Health as a Conditional Grant.9 

In 2008/9 South Africa’s provincial departments of health 
spent R3.752 million on their District Health System HIV 
and AIDS sub-programmes (Table 1).10,c The National HIV 
and AIDS Conditional Grant accounted for 68.9%, with the 
remaining shortfall funded by each province’s equitable share. 
The Conditional Grant was restricted to financing antiretrovi-
rals, limited human resources and laboratory services. 

Table 1:  Provincial expenditure on HIV and AIDS, 2008/9
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Eastern 
Cape R 396 R 301 79 846 R 4 960 3%

Free State R 214 R 190 41 399 R 5 169 8%

Gauteng R 707 R 541 190 442 R 3 712 -23%

KwaZulu-
Natal R 1 239 R 630 235 134 R 5 269 10%

Limpopo R 257 R 234 51 566 R 4 984 4%

Mpumalanga R 225 R 152 48 974 R 4 594 -4%

Northern 
Cape R 113 R 91 12 279 R 9 203 92%

North West R 332 R 205 64 925 R 5 114 7%

Western 
Cape R 269 R 241 56 913 R 4 727 -2%

National R 3 752 R 2 585 781 478 R 4 801

Source: National Treasury, 2009;10 Department of Health, 2010;9  
Department of Health, 2009.5

South Africa first applied to the GFATM in Round 1 and has 
received a total of three rounds of funding to both national 
government and specific provinces. By September 2008 the 
GFATM had approved US$ 228.7 million, of which only US$ 
140 million had been disbursed.11 PEPFAR funding for South 
Africa is considerably greater than that approved by the 
GFATM. PEPFAR allocated US$ 562 million for financial year 
(FY) 2008 alone,12 of which 70% had been distributed by the 

c ART services account for almost all District Health HIV/AIDS sub-
programme activities.

end of the US government’s fiscal year.d In addition, much of 
the GFATM funding was for support services such as home-
based care. PEPFAR’s allocation for HIV treatment services 
was around 49% of its total for South Africa in FY2008. 

Most CSOs providing treatment-related services are funded 
by PEPFAR. These funds are over and above those of the 
Conditional Grant or provincial HIV/AIDS sub-programme 
expenditure. PEPFAR’s allocation for ART-related services in 
FY2008 alone was equivalent to 83% of the South African 
government’s 2008/9 Conditional Grant for HIV and AIDS and 
equal to 57% of provincial expenditure on HIV and AIDS sub-
programmes (Table 2). The abilities of national and provin-
cial government to impact on the use of donor funding vary 
considerably when such monies are channelled through CSOs.

Table 2: South African expenditure and PEPFAR allocation for 
HIV treatment services, 2008/9

Item US$ Amount per 
ART patient 

(public sector)

Provincial expenditure on HIV 
and AIDS sub-programmes 454.2 million US$ 581.25

National Conditional Grant for 
HIV and AIDS, 2008/9 313.0 million US$ 400.54

PEPFAR allocation for HIV 
treatment services, FY2008 258.2 million US$ 330.40

Total 712.4 million US$ 911.65

Source: National Treasury, 2009;10 Department of Health, 2010;9  
PEPFAR, 2010.12 

Available spending allocations for the South African govern-
ment and PEPFAR indicate that an overall US$ 712.4 million 
was available in 2008 for HIV treatment and services in South 
Africa. A 2007 costing for the 2007-2011 NSP estimated that 
providing a comprehensive, community-based care model by 
2008 would involve in the region of US$ 521.7 million.13 

The effects of such GHI financing on equitable access to ART 
in South Africa are difficult to estimate. GFATM funds are 
in theory easier for government to align with national poli-
cies, but the use of such funds is complicated by GFATM 
monitoring requirements. Ideally, externally-funded projects 
should concentrate where there is the greatest need in terms 
of service delivery and poverty. In theory, PEPFAR has the 
financial capacity to address the government’s ART delivery 
problems – financing, human resources and geographical 
access. Many of the primary care facilities surveyed for the 
INCO-DEV project relied on staff provided by PEPFAR-
funded CSOs. The location of PEPFAR-funded ART projects 
is therefore an important issue for ensuring equity of treat-

d Donor funding cycles typically reflect those of the funder and not the 
recipient country. PEPFAR follows the U.S. Government’s fiscal year (FY) 
of October 1 to September 30 of the following year. The South African 
government’s fiscal year runs from April 1 to March 30 of the following 
year.
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ment access for people living with HIV infection.e 

Comparing the location of PEPFAR’s 519 ART projects in 
FY2008 with the estimated antenatal HIV prevalence rate in 
each province for the same year shows the concentration of 
projects tended to reflect each province’s relative population 
(Figure 1). This does not necessarily reflect need, however, as 
provinces with higher antenatal rates are more likely to have 
greater numbers of patients in need of HIV treatment serv-
ices. Examining the number of projects per province also hides 
the relative distribution of services within each province.

Figure 1: 2008 concentration of PEPFAR funded ART projects by 
province, population and HIV prevalence

Source: PEPFAR, 2010;12 Day et al., 2010.4 

A more detailed view is possible when looking at the 
number of PEPFAR-funded ART projects in FY2008 for the 
11 KwaZulu-Natal districts as shown in Figure 2. Except for 
eThekwini district the relative population of each district does 
not correlate with the number of ART projects. uMgungund-
lovu had the highest estimated HIV prevalence among women 
attending its antenatal services in 2008, but fewer projects 
than Umkhanyakude, which also had about a third less popu-
lation in 2008. 

Both CSO and government employees in KwaZulu-Natal 
interviewed for the INCO-DEV Project noted that lack 
of general infrastructure – as is often the case outside the 
major cities – is a significant barrier to delivering ART serv-
ices. PEPFAR’s initial funding plans exacerbated this trend by 
encouraging CSOs with existing projects to apply for funding. 
PEPFAR’s Country Operational Plans (COPs) for South 
Africa encourage focused applications that report on specific 
programme components, dividing up a patient’s ‘continuum 
of care’ into prevention, treatment and care.12 INCO-DEV 
project interviewees noted that once funds are allocated it 
is possible to shift line items, but reports must reflect agreed 
targets at the end of each given period. Such a results-based 
model undermines the ability of CSOs and government to 
implement integrated and comprehensive programmes that 

e PEPFAR funding for HIV treatment in FY2008 reflects allocated amounts, 
not actual expenditure.

address rehabilitation and care as well as treatment and 
prevention. Intersectoral actions to address the social deter-
minants of health are also side-lined. 

Conclusion
GHIs contribute a significant percentage of the funds spent on 
ART services in South Africa. But international donor commit-
ments are always subject to global political and economic 
considerations. Both GFATM and PEPFAR announced new 
limits on their funding from 2009 and it is likely that these 
restrictions will continue for the foreseeable future. Neither 
funding source is assured, even once funding is allocated at 
central level.f

The South African government cannot, however, easily 
replace the extent of its external financing for ART. South 
Africa’s ART programme will have initiated over a million 
patients by the end of 2010, with increasing efforts to ensure 
that those in need are able to access treatment. Sustainability 
is of particular concern as current protocols emphasize that 
patients initiated on ART must be maintained on medication 
for life. 

The amount of money provided through PEPFAR to South 
Africa – even with a 10% reduction in funding levels from 
2009 – must be considered when planning for the future.g 
Public sector health facilities’ reliance on PEPFAR-supported 
services suggests that either government has under-budgeted 

f Donors typically report on amounts allocated and amounts distributed; 
these often differ.

g In 2009 PEPFAR announced that it would provide once-off funding for 
South Africa’s antiretroviral purchasing system to the amount of US$ 120 
million over two years.

Figure 2:  Number of PEPFAR-funded ART projects by KwaZulu-
Natal district, deprivation index, antenatal HIV 
prevalence and population, FY2008 

Source: Day et al., 2010;4 PEPFAR, 2010.12
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necessary expenditure or that certain areas are receiving 
higher levels of service delivery than the national average. 
Government efforts to ensure equity are substantially affected 
by donor funding.

The provision of services at primary care level remains a 
key area of concern in South Africa, with limited human 
resources and constrained funding for expanding services to 
those without sufficient access. Donor-funded projects are an 
important source of support for public sector ART services, 
though they may aggravate existing inequalities. GHI funding 
protocols also tend to fragment a patient’s ‘continuum of 
care’. Harmonising funding with government policies offers 
expanded ability to address such inequalities. However, this 
will involve the review of funding models to ensure compre-
hensive health services in poorly resourced areas over the 
long term. 

In summary, South Africa must push for continued GHI 
funding of its ART programme. This should, however, involve 
a comprehensive and integrated approach that ensures funds 
address need across districts, services and time and are aligned 
effectively with national policy and priorities.
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The Millennium Development Goals have highlighted the importance of ensuring 
environmental sustainability to mitigate and prevent climate change and to prevent 
any further deterioration of the health of the people of the world.

Progress to achieving these goals, however, has been limited and climate change 
may threaten gains in environmental protection and in health improvement. Climate 
change induced drought, land degradation and increasing food prices are resulting in 
food insecurity for millions of poor South Africans and increasing malnutrition among 
children and may lead to increased internal and external migration.

Although South Africa has policies that have embraced sustainable development, 
the natural environment is continually threatened. There is fierce competition for 
resources due to a declining economy and competing health threats such as the HIV, 
AIDS and tuberculosis epidemics.

Water is a threatened resource in South Africa. Poor people who are often subsist-
ence farmers or urban slum dwellers are particularly vulnerable to drought and 
extremes of weather. Although access to potable water and appropriate sanitation 
has improved substantially, climate change can threaten these gains resulting in 
water- and food-borne disease.

Greenhouse gases can lead to global warming and locally to pollution-related respi-
ratory disease. South Africa has a much larger carbon footprint relative to other 
African countries and needs to lead in addressing climate change. 

Action needs to be taken at an individual, community and national level to increase 
awareness of the importance of environmental sustainability to health and well-
being and to establish intersectoral collaboration necessary to address the health 
impacts of climate change.
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Introduction
A total of 189 rich and poor nations signed the United Nations 
Millennium Declaration of September 2000 and pledged to 
work together in a global bid to make the world a better 
place.1 The Declaration set a number of goals for collective 
action to “free a major portion of humanity from the shackles 
of extreme poverty, hunger, illiteracy, and disease”.1 The 
specific objectives included Goal 7, which aimed to “inte-
grate the principles of sustainable development into country 
policies and programmes and reverse the loss of environ-
mental resources” and highlighted the importance of ensuring 
environmental sustainability to improve human health and 
well-being. 

The Millennium Development Goals (MDGs) Report 2009 
highlighted progress made towards the goals, many of which 
have a target date of 2015.1 In relation to environmental sustain-
ability, not only has progress been slow but climate change 
threatens to reverse any gains in protecting the environment 
and progress towards achieving and sustaining the MDGs. In 
March 2009 the International Scientific Congress on Climate 
Change: Global Risks, Challenges and Decisions, reported 
that “the worst-case scenario trajectories (or even worse) are 
being realised, with a significant risk of abrupt or irreversible 
climatic shifts”.2 Climate change is already exerting a discern-
ible influence on the global burden of disease and particularly 
on the health of the most impoverished in society.3 

Millennium Development Goal 7 includes three specific 
targets: 

to reduce biodiversity loss achieving, by 2010, significant 
reduction in the rate of deforestation and loss of fisheries 
and more efficient use of water;

to halve, by 2015, the proportion of the population 
without sustainable access to safe drinking water and basic 
sanitation; and

by 2020, to have achieved a significant improvement in the 
lives of at least 100 million slum dwellers.

South Africa is a middle-income country with an economy 
which has demonstrated impressive growth in the post-apart-
heid period.4,5 Since 1999 South Africa has also witnessed 
substantial progress in the area of environmental management 
with exemplary laws and strategies established to protect 
biodiversity, air quality and other aspects of the ecosystem.6 
The 2002 World Summit on Sustainable Development was 
hosted in Johannesburg. Key outcomes of the summit were 
to secure a leadership role for South Africa in the arena of 
international environmental negotiations as well as the publi-
cation of the Johannesburg Plan of Implementation, focusing 
on sustainable development within the country.6 

ÿ

ÿ

ÿ

Despite such notable progress, concerns remain because 
economic growth has not been translated into increasing 
prosperity, health and well-being for all South Africans. In 
reality, existing socio-economic inequalities have widened, 
with the increasing gap between the rich and the poor being 
attributed to “the embracing of economic neoliberalism 
under the policy of Growth Employment and Redistribution 
(GEAR) and then the Accelerated Growth Initiative South 
Africa, by the previous government”.7 As a consequence, the 
Gini coefficient rose from 0.56 (less inequality) in 1995 to 0.73 
(more inequality) in 2005. According to Statistics South Africa 
(StatsSA), in 2001 “the 10% of the population in the lowest 
income decile shared R1.1 billion, whereas the 10% of the 
population in the highest income decile shared R381 billion”.7 
In addition, the South African economy has been affected by 
the recent global financial crisis resulting in a sharp decline, the 
extent of which was not anticipated, and leading to less opti-
mistic projections for the future.7 The proportion of people 
living in poverty remains unchanged from 1994 levels, but the 
poor have become poorer and the gap between the rich and 
the poor has widened.7 

Furthermore, the epidemics of HIV and AIDS and tubercu-
losis (TB) have also taken a huge toll on the South African 
economy. It has been estimated that at 2009 levels, 47% of 
the national health budget will be required to meet the first 
and second-line treatment costs of all eligible patients with 
HIV and AIDS by 2014.7 This is set against a background of 
24% unemployment and poor people having limited access 
to economic opportunities and basic services. 

The condition of the natural environment is also reported 
to be deteriorating in association with the pressures on it 
– a disappointing but inevitable consequence of economic 
growth.6 

The state of the environment in 
South Africa

Protecting the nation’s biodiversity

A 2006 report on the state of the environment in South Africa 
has provided detailed evidence of the environmental priori-
ties facing the country (Table 1).6 South Africa enjoys one 
of the highest levels of biodiversity in the world. Due to this 
rich diversity of plants, animals and ecosystems, the country 
has three globally recognised biodiversity hotspots: the Cape 
Floristic Region, the Succulent Karoo, and the Maputaland–
Pondoland–Albany hotspot.6 A healthy ecosystem is economi-
cally important because of its association with tourism and with 
people’s livelihoods. Human pressure within the ecosystem 
is resulting in declining biodiversity, with many South African 
species of flora and fauna threatened. Over-exploitation of 
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Figure 1: Ecosystem status of terrestrial ecosystems

natural resources, such as forests and grasslands, is putting rural  
livelihoods and the capacity of the country to feed its popula-
tion at risk (Figure 1). 

The aquatic ecosystem is also reported to be in poor condi-
tion. Up to 50% of wetlands in South Africa have been 
destroyed or damaged, undermining natural systems for flood 
control and water storage, water quality and the preserva-
tion of biodiversity.6 River pollution is increasing, particu-
larly in highly urbanised areas. Although coastal and marine 
ecosystems are generally in better shape, some zones on the 
West Coast are severely threatened with many fish species 
reported to be over-exploited and their ecosystems to be in 
a state of decline. 

Access to safe water and sanitation

South Africa is a semi-arid country and water is consequently 
one of its most precious resources. As a result of inadequate 
controls over pollution and former land-use practices that have 
led to degradation of water resources and declining health of 
river ecosystems, the country is experiencing declining water 
availability and quality. Although the 2004 National Water 
Resources Strategy was intended to reverse this decline by 

achieving an appropriate balance between ecological sustain-
ability and demands of socio-economic growth, addressing 
the effects of unsuitable agricultural and land management 
practices on water quality and the consequent adverse 
effects on health remains a challenge.8 However, the Free 
Basic Water Policy of 2001, which stipulates that households 
should receive up to 6 000 litres of free water per month, has 
accelerated progress towards the MDG target of providing 
safe drinking water.6 In South Africa access to an improved 
water source in urban areas was reported at 99% in 2008, 
whilst in rural areas those with access increased from 66-78% 
from 1990 to 2008.9 The picture in relation to adequate sani-
tation is less satisfactory, with approximately 17 million South 
Africans still lacking access to improved sanitation. Access to 
improved sanitation in urban areas has increased from 80-
84% between 1990 and 2008, whilst in the rural population 
access has improved from 69-77% during the same period.9 
Improving sanitation is still identified as a priority as, without 
considerable additional effort nationally, the MDG target 
might not be met.

Source: Department of Environmental Affairs and Tourism, 2006.6
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Figure 2: Rise and fall of major urban health penalties in developed countries over the past two centuries

The state of urban slums

South Africa is becoming increasingly urbanised with 58% or 
more of its population living in urban or peri-urban areas.6 
Slum households have increased in absolute terms and, whilst 
many slum dwellers have been provided with water, elec-
tricity and sanitation, other basic services remain inadequate. 
Waste management services are often deficient and the 
residents face disproportionately higher health risks due to 
environmental factors such as indoor air pollution and living 
close to hazardous industrial areas or waste-sites and on flood 
plains. The climate-related risks of flooding and the threat of 
rising sea-levels further threaten coastal settlements. Informal 
settlements are often situated on vulnerable land most prone 
to flooding and sea level rise. Air pollution is on the rise in 
South Africa.10 The major contributors to air pollution are 
emissions from vehicular exhausts, power plants, international 
airports and poorly regulated industrial operations. PM10a 
concentrations are elevated across the country and exceed 
safe limits for human health.10

Ozone concentrations have also been found to exceed health 
limits at many measuring sites. Residents of slums, exposed 
to both indoor air pollution as well as outdoor air pollution, 
may be at greatest risk of developing pollution-related cardio-

a Pm10 – Solid or liquid particles found in the air with a diameter of 10 
micrometers or less. Major concerns for human health from exposure to 
PM10 include asthma, lung cancer, cardiovascular disease and premature 
mortality.

respiratory disease. Figure 2 highlights the reality that, as 
populations become increasingly urbanised, their carbon emis-
sions increase as well as the corresponding levels of chronic 
diseases and injuries. The figure encapsulates the experi-
ence of high income countries, where urbanisation has been 
gradual and has evolved over many decades. The trajectories 
for future urban health penalties in South Africa may look very 
different because the rapidity of urbanisation, reinforced by 
the impact of climate change including water shortages and 
extreme weather events together with economic uncertain-
ties, may result in a more severe and prolonged burden of 
urban health penalties. 

Climate change threatens to reinforce the existing challenges 
to sustainable development and to undermine the consid-
erable efforts being made to protect the ecosystem and to 
maintain the pace of socio-economic growth.
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Table 1: The state of South Africa’s environment - a summary

Freshwater resources

Use of available water resources 
7

INCREASING, with almost all exploitable sources tapped and freshwater 
flows decreasing

Water quality 7 VARIABLE, with overall DETERIORATION 

Health of river ecosystem 7 DECLINING, with effluent pollution continuing to grow

Invasive alien species

Rate of spread of alien invasive plants 7 INCREASING (faster than the Working for Water programme can clear)

Land degradation

Extent of land degradation - UNCERTAIN, whether this has increased since 1999, due to lack of data

Land use

Availability of arable land
7

DECLINED, in the 1990s due to the expansion of settlements and other 
activities

Land restitution 
-

INCREASING, but the majority of these successful land claims are in the 
urban areas

Marine biodiversity and fish stocks

Threats to marine biodiversity
7

All threats, including extractive use, pollution and mining, are expected to 
INCREASE in the next ten years

Populations of abalone and linefish 7 Continue to DECLINE dramatically

Numbers of species listed as endangered or vulnerable 7 INCREASING, for example bird species affected by longline fishing

Sardine fishery 4 RECOVERING, after a near collapse in the late 1960s, and currently healthy

Ozone depletion 

Use of ozone-depleting substances 4 DECREASED, significantly since 1990

Persistent organic pollutants

Concentration of persistent organic pollutants - UNKNOWN, and needing to be quantified

Poverty and human development 

Human Poverty Index
7

INCREASED from 16,4% in 1995 to 31,7% in 2002, reflecting an increase of 
1,7 million people living on less than US$ 1 per day

Human Development Index
-

DECREASED, after 1995, although there has been increased investment in 
education

Renewable energy 

Use of renewable energy
-

INCREASING, slowly mainly through solar water heating, experimental wind 
farms, some landfill gas projects, and the testing of wave energy

Urbanisation and housing 

Urban sprawl
7

INCREASING, with 58% of the population living in urban areas, up from 53% 
in 1996

Informal settlements 7 EXPANDING, rapidly around urban centres and peri-urban areas

Housing backlogs 7 INCREASING, from 1,5 million units in 1994 to 3 million units in 2000

Slum households
-

INCREASED, in absolute terms, by 361 000 between 1996 and 2001, with the 
proportion of slum households in urban areas DECLINING from 32% to 28% 
over the same period 

Use of natural resources

Natural resources that support livelihoods
7

RAPIDLY DECLINING, due to over-exploitation particularly in forests, 
grasslands, the KwaZulu-Natal coastal belt, and Cape Floristic Region

Levels of abalone poaching
7

INCREASING dramatically since 2000, threatening the sustainability of the 
fishery

Overall state of the environment international indicators 

Ecological footprint per person 7 Higher than the global average, and increased by 2% between 1991 and 2001

Environmental Sustainability Index 7 DECLINING to an overall rank of 93 out of 146 countries in 2005

Source: Department of Environmental Affairs and Tourism, 2006.6
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trition – and is therefore likely to be an underestimate of the 
true burden of climate change on health. The disease burden 
estimate for the African region was 3 071 disability adjusted 
life years (DALYs) per million, a figure which represented the 
sum of years of life lost due to premature death and years of 
life lived with disability. 

Figure 3: Pathways by which climate change affects health

Source: World Health Organization, 2000.13 

The health impacts of climate 
change in South Africa

Burden of climate change related 
mortality and morbidity 

Africa is recognised as being one of the continents most 
vulnerable to climate change and variability.12 There are many 
pathways whereby climate change affects human health, as 
illustrated in Figure 3. Additional local modulating influences 
may include mass population migrations, food and water inse-
curity resulting in conflict and the breakdown of health and 
social support systems.

A World Health Organization (WHO) estimate in 2000 of 
the global burden of disease attributable to climate change 
demonstrated that the African region had the greatest disease 
burden per million population (Figure 4). A German Advisory 
Council on Global Change analysis confirms these findings 
(Figure 5). The WHO analysis included only those health 
impacts that were underpinned by the strongest evidence 
– food- and water-borne disease, vector-borne disease, fatal 
injuries resulting from climate disasters and the risk of malnu-
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Figure 5: Disease burden attributable to climate change by 
region

Source: WBGU German Advisory Council on Global Change, 2003.15 

South Africa’s systematic and forward thinking strategies 
to adapt to and mitigate the impacts of climate change may 
ensure that the necessary plans and infrastructures are in place 
to reduce the burden of adverse health impacts on its popula-
tion. The well-performing nature of its overall economy may 
also place the country at a significant advantage, in terms of 
strengthening its resilience to climate-induced health impacts. 
Such a possibility depends on addressing socio-economic 
inequalities and reduction of poverty, with these becoming 
the overarching goals of national economic policies and strat-
egies. Nevertheless, the country is likely to face an additional 
burden of ill-health as climate change progresses, as a conse-
quence of the population’s vulnerability arising from the many 
existing health challenges. 

South Africa today has a significant number of people living 
with HIV and AIDS and also has an extensive epidemic of TB. 
High prevalence of HIV among young and pregnant women has 
significantly impacted on maternal mortality as well as infant 
mortality.16 In addition to the unprecedented levels of HIV 
prevalence, there is a high burden of morbidity and mortality 
resulting from violence and injury, chronic diseases, mental 
illnesses and maternal, neonatal and child mortality.17 These 
have resulted in a reduction of life expectancy since 1994 of 
almost 20 years, with average life expectancy at birth in 2009 
standing at 50 years for men and 54 years for women. 

Inequalities shaped by poverty, ill health and exclusion heighten 
the vulnerability of certain population groups – the rural and 
the urban poor – and places them at greatest risk of paying the 
price of climate chaos and undermining their recovery from 
the successive and increasingly intense and frequent climatic 
events likely to occur in the future. The vulnerability of the 
marginalised urban poor is increased by the environmental 
conditions in which they live. For example, people living in 
informal settlements on flood plains not only risk having their 
homes destroyed by floods but may lack the necessary capa-
bility to recover from such loss if they suffer from a high prev-

alence of debilitating chronic illness such as HIV and AIDS. 
Compromised immune systems further heighten the vulnera-
bility of such people to air pollution induced respiratory illness 
and water-borne diseases. 

Climate change induced drought, land degradation and 
increasing food prices are resulting in food insecurity for 
millions of poor South Africans and increasing malnutrition 
among children.6 Inadequate access to water and sanita-
tion may increase the risk of diarrhoeal and other infectious 
diseases. Vulnerability to vector-borne disease such as malaria 
and to the consequences of air pollution may also increase in 
the future.

“A concrete illustration of the inter-relationship between 
human vulnerability, health and environmental change is the 
situation in the Umkhanyakude District in North Eastern 
KwaZulu-Natal. This is the poorest district in KwaZulu-Natal, 
with a scattered rural population, the highest HIV prevalence 
in the country and an unemployment rate of 54%. More than 
half of the households lack adequate access to water and sani-
tation, which contributes to frequent outbreaks of cholera and 
the district has the highest malaria incidence in South Africa 
– which may in future be increased by climate change. These 
factors have contributed to very high levels of human vulner-
ability, further exacerbated by the rapid increase in tubercu-
losis associated with HIV infections and poor living conditions. 
The health and economic stresses have placed further strain 
on social institutions, reducing even more the ability of people 
to cope with environmental changes and shocks”.6

Impact of climate change on the 
other MDGs
A recently published review of South Africa’s progress 
towards the MDGs showed that some progress has been 
made towards several intersectoral goals but progress was 
insufficient or even reversed for many of the goals.17 Climate 
change may further negate progress towards achieving the 
health goals and is also likely to reverse the progress made 
towards enhancing environmental sustainability in the country 
(Table 2). 
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Table 2:  Progress towards achieving the MDGs in South Africa and potential impacts of climate change

MDG Progress in South Africa17 Potential impacts of climate change
Goal 1  
Eradicate extreme poverty

Reversal of progress Further damage to progress likely due to climate change impacts on 
livelihoods, food security and environmental resources available to the 
urban and rural poor. 

Goal 2 
Achieve universal primary education

Insufficient progress Frequent natural disasters may disrupt regular education. 

More children (especially girls) may be taken out of school to earn an 
income or care for ill family members. 

Food insecurity and hunger may reduce school attendance and the ability 
of children to learn and complete primary education.

Displacement and migration may disrupt education.

Goal 3  
Promote gender equality and empower 
women

On track Progress may be reversed if women and girls are compelled by natural 
disasters to help generate income and support their families. Deaths 
and illnesses due to extreme weather events have been shown to 
disproportionately affect more women than men.18 

Goal 4  
Reduce child mortality

Reversal of progress Morbidity and mortality are likely to increase due to climate change related 
population migration or displacement, food insecurity and increased risks 
of water-borne and vector-borne disease.

Goal 5  
Improve maternal health

No progress Morbidity and mortality are likely to increase due to climate change related 
population migration or displacement, food insecurity and increased risks 
of water-borne and vector-borne disease.

Goal 6  
Combat HIV and AIDS, malaria and 
other disease

Insufficient progress Increased vulnerability to infection due to increased water contamination, 
air pollution, increased malnutrition and changing patterns of vector-borne 
disease.

Contribution of South Africa to 
greenhouse gas emissions
This chapter has, thus far, examined the implications of envi-
ronmental degradation and climate change on the health of 
South Africa’s population. But what of South Africa’s contri-
bution to climate change?

Greenhouse gas emissions have been steadily rising in South 
Africa from 324 million metric tonne (Mt) of carbon dioxide 
to 444 Mt in a 14 year period from 1992 to 2006 (Figure 6). 
This 24% increase has amounted to a per capita emission 
level of 10.0 Mt.19 This increase, which is a reflection of the 
economic growth experienced, needs to be set in the context 
of the lower per capita emissions of adjoining countries such 
as Botswana (2.4 Mt), Zimbabwe (0.8 Mt) and Namibia 
(1.3 Mt) and the substantially higher levels recorded in the 
United States, which has a per capita emission of 20 Mt.19 

Furthermore, national per capita emission estimates mask 
the socio-economic inequalities that continue within South 
Africa. The extent of poverty has not changed substantially 
between 1996 and 2001 and inequality has worsened.20 Per 
capita carbon dioxide emissions, which serve as a measure 
of affluence, are therefore also likely to vary widely between 
population groups.19

It is evident that although the economy of South Africa is still 
developing, it remains heavily reliant on coal-driven energy 
sources and the energy intense nature of its economy has 
resulted in a high carbon emission level per unit of gross 
national product.6 Per capita emission levels are equivalent 
to that experienced by developed nations such as the United 
Kingdom.6 The growth of road transportation and coal-
fired power plants have substantially affected South Africa’s 

increasing contribution to greenhouse gas emissions and 
climate change.10

Figure 6: Carbon dioxide emissions per capita between 1960 
and 2006, for selected countries. 

Source: World Bank.21 

Overall, Africa’s energy consumption per capita remains low 
and hence its contribution to global climate change is small.22 
But the irony is that Africa is the continent most vulnerable to 
the impacts of projected changes because widespread poverty 
limits its ability to adapt.23 South Africa scores notably 
differently in terms of its measured carbon footprint when 
compared with the rest of the continent.24 Due to climate 
change there may be widespread immigration from the 
neighbouring countries into South Africa, which may strain 
the relationships of South Africa with its neighbours. Conflict 
between immigrants and South Africans over resources may 
occur. Even though the African continent bears the brunt of 
climate change and increased health inequalities, no African 
country has yet completed a comprehensive assessment of 
the impacts of climate change.25 There is a compelling need 
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for South Africa to demonstrate leadership by reducing its 
carbon emissions and supporting others to strengthen their 
resilience to climate change.

Recommendations
With increasing greenhouse gas emissions, high income 
inequalities and inadequate progress towards environmental 
sustainability and other MDGs, South Africa needs to substan-
tially increase its efforts to achieve MDG 7 to harmonise 
economic growth with sustainability and to improve the 
health and well-being of all South Africans. 

Leadership

South Africa has actively supported a number of advocacy and 
awareness-raising efforts aimed at promoting the achievement 
of the MDGs by developing countries, with particular emphasis 
on the continent of Africa. South Africa played a leading role in 
championing the New Partnership for Africa’s Development 
(NEPAD), which is Africa’s primary socio-economic develop-
ment programme through which the MDGs are addressed. 

Climate change is a global issue requiring global co-opera-
tion, leading to local responses. South Africa can progress 
further in its efforts to achieve sustainable develop-
ment and can address climate change through strate-
gies for adaptation to reduce impacts and mitigation  
to reduce the pressure on the environment. In order to 
address climate change in South Africa we need to recognise 
that it could exert an effect on livelihoods, economic produc-
tivity, social stability and health. 

Education and awareness

Public education and awareness are key adaptive strategies 
needed to address climate change. There is a growing recog-
nition that better environmental management can reduce the 
impact of climate change. It is a matter central to solving many 
problems, including poverty reduction and economic devel-
opment. Improving people’s living environment can result 
in more secure livelihoods, reduced vulnerability and better 
health. Community-based neighbourhood support/watch 
schemes are important participatory structures to improve 
involvement and awareness at a local level.

A key metric in adapting to climate change is health, specifi-
cally environmental health. Public health has been under-
valued in development and environmental management 
decisions. We need relevant, evidence-based and accepted 
tools to increase awareness and justify investments for social 
development, including public health improvement. 

Monitoring and surveillance

Early alert systems are needed to identify impending weather 
extremes including recognition of flooding, heat waves and 
droughts. Improved surveillance and monitoring of risk indica-
tors and health outcomes that include not only the traditional 
public health indicators (such as mortality and morbidity) but 
also indicators from other relevant disciplines are needed. 
Infectious disease outbreaks may require enhanced infec-
tious disease control programmes, including vaccines, vector 
control, case detection and treatment.

Research

There is plenty to be worried about, but also a chance arises 
for research to play a key role in achieving a global solution, 
revitalised health promotion and true sustainability. Research 
can enhance health protection at two levels. Recognition of 
health risks can potentiate primary prevention initiatives. In 
addition, health risks already exist and others are unavoidable. 
We must develop and evaluate adaptive (secondary preven-
tion) strategies, using innovative breakthroughs to achieve 
sustainability to address these challenges. Research agendas 
must utilise an extended time horizon in the order of decades, 
long enough to provide continuity and meaningful progress 
for data collection, policy development, implementation and 
analysis; but short enough to allow rapid system evolution and 
information updating.

Intersectoral collaboration

Addressing climate change will require intersectoral collabo-
ration and capacity building to account for the complexity, 
scale and dynamics of this global problem. 

The task for policymakers is to: 

integrate health assessment into impact assessments 
carried out by non-health sectors; 

understand the intrinsic uncertainties in this topic including 
unavoidable uncertainties about projected future risks;

identify vulnerable communities and sub-populations; 

develop and evaluate adaptive strategies and interventions 
to reduce both present and likely future risks to health 
from climate change; 

co-ordinate the development of policy and programmes 
at local, national and international levels; and

recognise the need for government regulatory involve-
ment as the basis of societal response to this and other 
global environmental problems.

For these changes to be sustainable, it is critical for individual 
citizens and consumers to be involved, but also for govern-
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ment to create a supportive environment for effective local 
action. There is a need for large-scale global environmental 
change and policy change. A cultural transformation – a new 
‘industrial revolution’ – is required. Global climate and envi-
ronmental changes arise from systemic market failures, and 
governments need to remedy these.

“Climate change of the order and time frames predicted by 
climate scientists poses fundamental questions of human secu-
rity, survival and the stability of nation states, which necessi-
tate judgements about political and strategic risks as well as 
economic cost”.26 

South Africa nevertheless retains the potential to exercise 
leadership in the global effort to protect human health and 
well-being.

In weighing the fate of the earth and, with it, our own 
fate, we stand before a mystery and in tampering with 
the earth we tamper with a mystery. We are in deep 
ignorance. Our ignorance should dispose us to wonder, 
our wonder should make us humble, our humility 
should inspire us to reverence and caution, and our 
reverence and caution should lead us to act without 
delay to withdraw the threat we now pose to the earth 
and to ourselves.27
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Public Health Implications of Greywater  
Generation in South Africa:  
Testing a Greywater Treatment Model

Bongumusa Msizi Zuma and Roman Tandlich
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Introduction
Greywater is wastewater generated from domestic activities 
such as laundry, dishwashing and bathing that can be recy-
cled on-site for re-use in landscape irrigation and constructed 
wetlands. Greywater differs from water from toilets, desig-
nated sewage or blackwater, which contains human waste. 

Greywater is thus domestic wastewater, without any input 
from toilets, which carries finite concentrations of micro-
organisms such as faecal coliforms, E.coli and opportunistic 
pathogens.1,2 It also contains easily degradable organic matter 
that can result in microbial re-growth.3 Re-growth and biodeg-
radation leads to a decrease in the concentration of dissolved 
oxygen and the evolution of odours and promotion of 
mosquito breeding.4,5 Greywater has been shown to contain 
heavy metals and up to 900 xenobiotic organic compounds.2

In situations where the sanitation infrastructure is lacking, 
such as in informal settlements, greywater disposal is often 
above ground, leading to ponding and surface run-off, which 
in turn contaminates nearby streams and potentially even 
groundwater sources.6,7 Water resources can, therefore, 
become contaminated with faecal matter and pathogenic 
organisms. If water from such sources is utilised for swimming 
and/or potable purposes without the appropriate minimum 
treatment, it can have disastrous public health consequences.8 
Further concerns arise from the use of untreated greywater 
for irrigation of vegetables, mainly in subsistence agriculture, 
that are consumed raw. Collection of domestic wastewater, 
which includes greywater, is part of the sanitation infra-
structure. Strategies must be developed to help manage the 
growing volume of greywater and decrease the attendant 
negative public health and environmental health impacts. 

Greywater use and management
Although greywater is produced from similar household activi-
ties globally, its composition differs between households and, 
sometimes, regions.2,6 These differences are caused mainly by 
the variation in household chemicals used and hygiene prac-
tices, the inhabitants per household and the density and type 
of buildings in the settlement.2,6 Greywater re-use without 
treatment in rural and densely populated communities is 
a common practice and, on disposal after re-use, accounts 
for about 60-70% of volume of domestic wastewater.2,4,9 
Health risks to humans will differ from site to site and the 
management of greywater generated will, therefore, have 
to be tailored to site-specific conditions. Greywater disposal 
strategies are often neglected by local government and other 
relevant stakeholders. 

Greywater management strategies can be based on different 
approaches. Carden et al. have recommended the use of a 
multi-criteria decision-making tool to identify settlements in 
a given area where management of greywater may present 
problems.6 The authors suggest that if a settlement produces 
less than 500 litres of greywater per hectare per day, disposal 
in on-site soak-aways is possible without major detrimental 
effects to human and environmental health. If a settlement 
produces between 500 and 2 500 litres of greywater per 
hectare per day, the on-site disposal strategy should depend 
on the soil surface properties, slope of the landscape, rainfall 
intensity and pattern, water table levels, environmental condi-
tions, plant species composition and existing wastewater 
management practices. Where greywater production exceeds 
2 500 litres of greywater per hectare per day, off-site disposal 
is recommended. International literature indicates that irriga-
tion with greywater can lead to the accumulation of oil and 
grease, which can in turn decrease infiltration rates.10 This 
data was, however, accumulated for greywater with much 
lower organic and microbial loads than are encountered in 
South Africa. The choice of a greywater management strategy 
will, therefore, require assessment of the soil properties.
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The Mulch-Tower Treatment 
System
Much research has been done on greywater treatment possi-
bilities including both conventional methods and decentralised 
treatment systems.1,11,12 Decentralised systems are attractive 
in a South African context because of easy, on-site opera-
tion by the local population, even in remote locations. An 
example of such a decentralised greywater treatment system 
is the Mulch-Tower Treatment System (MTTS) developed by 
Zuma et al.1 

A MTTS is an on-site biological greywater treatment system 
where greywater filters through alternate layers of materials, 
including mulch, coarse sand, fine and coarse gravel. The 
mulch-tower serves both as a filter in removing the suspended 
solids of greywater and as a site for biodegradation where 
the filtrate may be broken down by aerobic micro and macro 
organisms.

In 2009, a MTTS was installed at six houses at the Scenery Park 
development in the Buffalo Municipality.13 The design, main-
tenance and operation of the system was based on a partner-
ship between the local university, a consulting company, the 
residents and the municipality. The residents were educated 
about the health risks of greywater and about the function and 
maintenance of the MTTS. Municipal personnel were trained 
in mulch-tower maintenance and charged with oversight and 
fixing major operational problems. The consulting company 
and university staff provided technical input for system design, 
support and performance monitoring. 

Site visits were conducted by the consultants and university 
staff to monitor the project. Only two of the six households’ 
MTTS operated effectively. The remaining residents did not 
take ownership of the MTTS resulting in poor mainte-
nance. At the same time, staffing problems at the Buffalo 
Municipality had a negative impact on the successful opera-
tion of the MTTS. Generally, the performance parameters of 
the on-site version of the MTTS did not match the laboratory 
findings. 

To ensure the successful launch of any greywater manage-
ment or treatment system, it is important that an effective 
and appropriate communication strategy is used. 

Conclusions
Despite consensus that potable water conservation is essen-
tial, uptake of researchers’ findings is hindered by limited 
knowledge and resources and poor policy implementation. 
Innovative new ideas around the country often fail as a result 
of the public being inadequately informed on the impor-
tance of the idea and how they should be implemented and 
maintained. 

Recommendations
The provision of basic sanitation should at all times 
include domestic wastewater / greywater management. 
Policy makers must recognise the inseparability of basic 
water supply and sanitation to enable their simultaneous 
implementation.

Public education on domestic wastewater management, 
including re-use, is crucial.

Where greywater treatment is decentralised, users must 
receive technical training on how to use and maintain on-
site systems.

ÿ

ÿ
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The current health leadership in South Africa has committed to a substantial over-
haul of the public health sector to address the complex burden of disease; meet 
the Millennium Development Goals (MDGs); improve health-care outcomes, access 
and affordability; and ensure responsiveness to population health needs. 

Using a contemporary policy analysis framework, this chapter reviews health and 
health-related legislation, key health policy initiatives and progress with implemen-
tation for an 18-month period from December 2008 until May 2010. The methods 
include a literature review and interviews with ten key informants. 

The review found that there is an enabling legal, policy and fiscal environment and 
context that facilitates the achievement of the MDGs in South Africa. However, 
there is potential overlap, fragmentation and lack of co-ordination of the various 
laws and policy initiatives. Progress with the implementation of the National Health 
Act remains slow and both the National Health Amendment and Medical Schemes 
Amendment Bills have lapsed. The review of three policy initiatives: the Health 
Sector Road-map; the Integrated Support Teams; and the Advisory Committee on 
National Health Insurance – all aimed at improving the functioning of the health 
system – illustrates that the process and timing of many policy initiatives appear 
to be flawed, often resulting in alienation of many stakeholders, particularly those 
responsible for implementation. Although the proposed National Health Insurance 
system is welcomed and supported by many, to date a transparent process and 
meaningful public participation have been largely absent.

Three key recommendations arise out of this review: the need for focus and priori-
tisation; careful attention to process and actors when developing or implementing 
legislation or policies; and improved monitoring and evaluation to enhance account-
ability to the public and to achieve health outcome goals. 
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Introduction
Globally, there is increased emphasis on improving health 
systems performance in an effort to improve health 
outcomes and to meet the Millennium Development Goals 
(MDGs).1 In 2008, the assessment of the MDGs at the 
midpoint revealed that many of the health goals remain off 
target and huge inequities remain between and within coun-
tries.2-4 In South Africa available information suggests that 
progress towards the MDGs has been either insufficient or 
reversed for the health goals.5 The current health leadership 
has committed to a substantial overhaul of the public health 
sector to address the complex burden of disease; improve 
health-care outcomes, access and affordability; and to ensure 
responsiveness to population health needs.6 

Using a contemporary policy analysis framework, this chapter 
reviews health and health-related legislation, key health policy 
initiatives and progress with implementation for an 18-month 
period (December 2008 to May 2010). The main sources of 
information for the chapter include:

A formal literature search of published material focusing 
on health legislation and health policy in South Africa 
covering the 18-month period; 

Analysis of the relevant legislation at both national and 
provincial levels;

The 2009/10-2011/12 and 2010/11-2012/13 strategic 
plans of the National Department of Health (NDoH), the 
Medium-Term Expenditure Framework (MTEF) and the 
2009 budget speeches of the national Ministers of Health 
and Finance; 

Relevant newspaper articles published in the period under 
review; and

Interviews with ten key informants that included tech-
nical experts and government officials who either have 
in-depth knowledge of, or have been involved in, the 
legislation and/or policy initiatives or their implementa-
tion. Ethical approval was obtained for the interviews that 
were conducted during May and June 2010.

The first section of the chapter gives a brief overview of the 
conceptual analytical framework. This is followed by a review 
and analysis of health legislation, including legislation that could 
impact on South Africa’s ability to achieve the MDGs. The 
third section reviews policies supporting the achievement of 
the MDGs and those aimed at improving the performance of 
the health system. The fourth section integrates the informa-
tion from the previous sections and provides a critical policy 
analysis of progress with and implementation of health legis-
lation and policy initiatives. The chapter concludes with key 
recommendations to reduce the gaps between legislation, 
policy initiatives / pronouncements and implementation.

ÿ
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Conceptual framework 
Health policy analysis is a multi-disciplinary approach that focuses 
on understanding the factors and forces that influence why and 
how policies are initiated, formulated, negotiated, communi-
cated, implemented and evaluated.7-9 It is premised on the 
understanding that legislation and policy guidelines, although 
seen as the endpoint of ‘policy development’, are only the 
starting point and that health policy is brought alive by the 
ways in which actors, including service providers, interest 
groups, patients and community members, translate their 
understanding of legislation / policies into their behaviours and 
practices.8,10 The 1994 Walt and Gilson analytical framework 
used in this chapter is summarised in Figure 1 and consists of 
four aspects:7 

Context includes situational factors (the specific conditions 
of a moment in history that impact on the policy change 
intended), structural factors (the relatively unchanged 
circumstances of the society and the polity such as the 
structure of the economy and the political system), 
cultural factors (the values and commitments of society 
and groups), and exogenous factors (the events and values 
outside of any one country or system).

Content relates to the specific nature and design of legis-
lation or policies, the interaction between these policies 
and other institutional changes, and existence of imple-
mentation guidelines.

Actors are about the people or organisations involved 
in health policy change and the roles of policy actors, 
including implementers and beneficiaries, how actors use 
their power in taking forward, blocking or challenging 
policy implementation, and the influence of laws, norms 
and customs (institutions) over the behaviour of various 
stakeholders. 

Process is concerned with the way in which laws/policies 
are identified, formulated and implemented, their timing, 
the strategies used as well as the specific mechanisms or 
bodies established to take these strategies forward.

ÿ
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Figure 1: Framework for health policy analysis The Division of Revenue Act (DORA) provides for the finan-
cial allocations to provinces and municipalities, as well as for 
conditional (or specific purpose) grants to provincial health 
departments to support improvement in health outcomes.14,15 
These conditional grants range from the comprehensive HIV 
and AIDS grant that supports the health sector’s response 
to the HIV epidemic, through to the Hospital Revitalisation 
Grant to enable provinces to transform hospital management 
and improve quality of care in line with national policy objec-
tives.14,15 The 2009 DORA included a new Health Disaster 
Response grant of R50 million to support the public health 
response to cholera epidemics at provincial level. Annually, 
the DORA also includes conditional grants to other sectors 
that could impact on health, such as grants for school nutri-
tion (education), integrated housing and human settlements 
(housing) and reduction of backlogs in electrification, water 
and sanitation to clinics and schools (municipalities).14,15 

A number of health and related laws, passed in 2007 and 
2008, become effective in 2010 (Table 1).16-21 

With the exception of the two provinces of KwaZulu-Natal 
and Free State, few provincial health laws were passed in 
the review period. Both provincial laws legislate for a district 
health system and for the establishment of district health 
councils.22,23 The Free State law states that the function of the 
district health council is to ensure the co-ordination, planning, 
budgeting, provisioning and monitoring of all health services in 
the district.23 The KwaZulu-Natal Act only states that section 
31(3) of the National Health Act applies with regard to the 
functions of district health councils.22 

Notices and regulations passed during 
2009

A number of regulations and notices were passed during the 
review period (Table 2). The vast majority of these notices and 
regulations deal with operational matters (albeit important) in 
order to give effect to the primary legislation – ranging from 
the procedure for determining a single exit price for medi-
cines through to regulations pertaining to the conditions for 
the testing of cigarettes. Notice 903 that enabled the estab-
lishment of the National Health Insurance (NHI) Advisory 
Committee is, however, of strategic importance and is 
discussed further below.24 The main task of the NHI Advisory 
Committee is to advise the Minister on the development of 
policy and legislation relating to the introduction of the NHI.24 
Government Notice 68 prescribes the ethical rules of conduct 
for practitioners registered under the Health Professions Act 
and also makes legal provision for the performance of a new 
cadre of clinical associates, the first group of which will qualify 
at the end of 2010.25 Despite much anticipation of the new 
nursing regulations to give effect to the scope of practice of 
different categories of nurses,26 there was little movement on 
this front during the review period. 

source: Walt and Gilson, 1994.7

Review and analysis of health and 
related legislation
This section focuses on health and health-related laws passed 
between December 2008 to May 2010, as well as on pending 
legislation. 

Legislation passed or coming into effect

During 2009, 23 Acts were passed and there was one minor 
amendment to the Constitution in order to re-determine the 
geographical areas of the provinces of Gauteng and North 
West.11 There were no health laws passed in 2009 but three 
laws have a potential impact on people’s daily living condi-
tions and hence the achievement of the MDGs: the National 
Environmental Laws Amendment Act, the National Land 
Transport Act and the Division of Revenue Act.12-14

The National Environmental Laws Amendment Act (Act 
14 of 2009) aims to protect health and the environment by 
preventing pollution of the air and the physical environment. 
The new Act significantly increases penalties for non-compli-
ance with existing legislation and is in line with international 
standards. The Act allows for government to apply for the 
costs of cleaning up damage by polluters and to receive appro-
priate relief from costs.12

The National Land Transport Act (Act 5 of 2009) focuses on 
passenger transport, facilitates the restructuring of the national 
land transport system and aims to improve the systems of law 
enforcement, licensing of vehicles and transport operating 
licences.13 The Act’s potential impact on population health 
includes improved geographical and financial accessibility 
to essential health services through a good public transport 
system and improved regulation of public transport, thereby 
reducing the number and severity of road traffic accidents.13 
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Table 1: Health and related laws passed in 2007 and 2008 that became effective in 2010

Act Lead Ministry Brief description
Tobacco Products 
Control Amendment 
Act  
(Act 63 of 2008)16

Health Makes smoking illegal:
In partially enclosed public places (e.g. covered patios, parking areas) and in premises, including 
private homes used for commercial childcare activities, schooling or tutoring

For adults in a car where there is a child under 12 years of age

Enables picture warnings on cigarette packs

Increases fine for the owner of a restaurant, pub, bar or workplace that breaches smoking laws, to a 
maximum of R50 000, and R500 for the smoker

Prohibits free distribution and reward of tobacco products by manufacturer, distributor, importer or retailer

Restricts the sale of tobacco products from vending machines to ensure inaccessibility to persons under 
the age of 16

ÿ
•

•

ÿ

ÿ

ÿ

ÿ

Medicines and 
Related Substances 
Amendment Act 
(Act 72 of 2008)17

Health Provides for the establishment of the South African Health Products Regulatory Authority (SAHPRA), which 
will replace the Medicines Control Council (MCC)

Legislates for SAHPRA to handle the registration of medicines and the approval of clinical trials

Stipulates that Minister’s role will be to:
Appoint the advisory body to act as a consultative entity for the Ministry on matters concerning the 
corporate governance of SAHPRA 

Appoint an appeals committee if there is a dispute between the authority and industry players

Clarifies that Minister’s role will not be to approve and sign-off on medicines and health products before they 
are placed on the South African market

ÿ

ÿ

ÿ
•

•

ÿ

Social Housing Act  
(Act 16 of 2008)18

Housing Social housing identified as a key area in government’s attempt to create integrated human settlements

Requires that housing programmes:
Are responsive to housing demands

Support the economic development of low- to medium-income communities by providing housing 
close to jobs, markets and transport

Provide residents with a safe, clean and healthy environment

Consult with individuals and communities at all stages of development

Ensure secure tenure for residents

Puts governance and regulatory structures in place at all levels of government

ÿ

ÿ
•

•

•

•

•

ÿ

Amendment to the 
Mine Health and 
Safety Act  
(Act 74 of 2008)19

Mineral and 
Energy Affairs

Prompted by increase in mine deaths from 200 in 2006 to 221 in 2007

Holds mine chief executive officers criminally liable for deaths in mines

Makes provision for heavier company penalties, increasing fines from R200 000 to R1 million

Requires mine accident investigations to be held within 10 days of an accident and a report completed and 
submitted to the Mine Health and Safety Inspectorate within 30 days

Empowers mine safety inspectors to enter any mine at any time, question persons and examine documents, 
and shut down mines if non-compliant with safety instructions

Obliges mines to employ occupational medical practitioners

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Prevention of and 
Treatment for 
Substance Abuse 
Act  
(Act 70 of 2008)20

Social 
Development

Provides for a comprehensive national response to prevent and combat substance abuse

Requires all sectors, including health, to participate – although lead responsibility is that of the Department 
of Social Development (DSD)

Requires medical interventions that address the physiological and psychiatric needs of users, the provision 
of treatment centres in each province, an intersectoral approach co-ordinated by DSD and the establish-
ment of a central drug authority, provincial substance abuse forums and local drug action committees at 
municipal level

ÿ

ÿ

ÿ

National 
Environmental 
Management Waste 
Act  
(Act 59 of 2008)21

Environment 
and Tourism

Aims to reform management of domestic and industrial waste in order to protect health and the 
environment

Premised on:
Everyone has a constitutional right to an environment that is not harmful to health

The environment must be protected for the benefit of present and future generations 

Promoting conservation and securing ecologically sustainable development and use of natural 
resources while promoting justifiable economic and social development

Addresses critical issues of waste disposal on river banks, the creation of open dump disposal areas, the 
general burning of waste and unauthorised waste processing involving hazardous substances

Targets waste minimisation by promoting avoidance, recovery, re-use and recycling and using disposal of 
waste as a last resort

Sets out measures for the storage, collection, transportation, recovery, re-use, recycling, treatment, disposal 
of waste and for greater producer responsibility

Outlines roles and responsibilities of three spheres of government and requirements for licensing of waste 
management activities

ÿ

ÿ
•

•

•

ÿ

ÿ

ÿ

ÿ
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Table 2: Department of Health Notices and Regulations passed in 2009

Original Act Regulation number Brief Outline
Medicines and Related 
Substances Act  
(Act 101 of 1965)

57527 Proposes a procedure for determining a single exit price of medicines in order to promote 
transparency in the pricing of medicines

68828 Provides for a dispensing fee for pharmacists that ranges from R6 to R65 depending on the 
exit price of the medicine

100529

110530

134131

Prescribes conditions for the registration of medicines

105332 Provides for a dispensing fee of R65 plus 3% of the exit price of the medicine

Health Professions Act  
(Act 56 of 1974)

6825 Amends the ethical rules for practitioners registered in terms of the Act, including their 
financial interests in hospitals, the main responsibilities of health practitioners and the 
performance of professional acts by clinical associates

578, 579 & 58033 Defines the scope of the profession of medical science and the registration of medical 
sciences students and interns

58134 Regulates the registration of medical scientists

69835 Defines the scope of the profession of environmental health in relation to food control, waste 
management and general hygiene monitoring, health surveillance of premises, surveillance 
and prevention of communicable diseases, vector control monitoring, environmental pollution 
control, disposal of the dead, chemical safety, noise control, radiation monitoring and control, 
port health, malaria control and the control of hazardous substances 

Foodstuffs, Cosmetics and 
Disinfectant Act  
(Act 54 of 1972)

80036 The term “bottled water” is changed to “packaged water” and amendments are made to the 
permissible levels of certain minerals

106037 The Hazard Analysis and Critical Control Point System (HACCP) will apply to a new sector 
– vegetables, fruit, nuts or other parts of plant preparations or products

Hazardous Substances Act 
(Act 15 of 1973)

80138 Leaded paint is declared a Group 1, Category A hazardous substance

Tobacco Products Control 
Act (Act 83 of 1993)

112339 Regulations pertaining to the standards for manufacturing of reduced ignition propensity 
cigarettes and conditions for testing cigarettes 

Pending health legislation 

The National Health Amendment Bill (relating to the determi-
nation of tariffs for private health services) was tabled before 
Parliament in 2008. This Bill proposed to extend the principal 
Act to allow for the appointment of a facilitator for health 
pricing, who will “improve transparency in the determination 
of costs and prices” and “ensure that health-care providers 
prevent unjustified cost escalations”.40 This Bill lapsed in 
2008 as the health portfolio committee was still considering 
changes and these had not been finalised prior to Parliament’s 
closure in 2009.

A revised version is expected to be tabled again in 2010. The 
Bill is expected to facilitate: 

the creation of an independent accreditation body for 
health facilities;

a review of the current position on the licensing of blood 
transfusion services; and 

a review of the powers and functions of the national and 
provincial departments of health.40

The Medical Schemes Amendment Bill was also tabled before 
Parliament in 2008.41 The Bill makes provision for a risk 
equalisation fund to remove unfairness to the demographic 
and risk profile found in medical schemes. The purpose of 
the fund is to ensure that contributions towards prescribed 
minimum benefits are based on an industry community rate 

ÿ

ÿ

ÿ

rather than a scheme-specific community rate. According to 
the 2009/10 Strategic Plan, the Bill was expected to be passed 
by Parliament by March 2010, but the Bill has also lapsed 
pending the NHI proposals. 

The planned National Health Insurance Bill, which will create 
a legal framework for the NHI, has been presented to Cabinet 
who have requested a review of the following five key areas: 

different costing scenarios;

the economic benefits of NHI;

how the transition from the current system to the new 
one would take place;

a communication strategy; and 

the relationship between primary health care and the NHI.

ÿ

ÿ

ÿ

ÿ

ÿ
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Review of health and related 
policies 
This section reviews policies supporting the achievement 
of the MDGs and policy initiatives aimed at improving the 
performance of the health system.

Policies supporting the achievement of the 
MDGs

A number of national priorities and some revised policy deci-
sions, with a direct impact on health or ability to support 
improvement in health outcomes, were highlighted in the 
2009/10 budget. Additional funding for the health-care sector 
was expected to lower the disease burden, reduce the overall 
demand on the health-care sector, improve the capacity of 

Table 3: Financial and policy revisions to the MTEF 2008/2009-2011/2012 to reflect government priorities

Policy changes Lead sector MTEF revisions
Improving health care provision – reducing infant and 
child mortality and broadening prevention and treatment 
programmes for HIV and AIDS:

Tuberculosis (TB) – specifically funding teams to track 
people with TB and strengthen provincial and district level 
TB programmes

Reducing child mortality

Roll-out of new vaccines 

Improving the approach to mother-to-child HIV prevention 

Improving nutritional levels

Raising immunisation coverage and reducing measles

Maintaining the household malaria spraying programme

Providing neonatal support to mothers, in their homes, 
during the 28 days after they have given birth

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Health Additional R468 million allocated to enhance TB treatment and 
reduce defaulter rates through fast-tracking people with multi-
drug resistant TB and strengthening provincial and district level 
TB programmes

Additional R932 million allocated for the treatment and preven-
tion of HIV and AIDS. Specific interventions were for the 
screening of all pregnant women, accelerating the PMTCT 
programmes and implementing dual and triple therapy

Funds were allocated to introduce three new childhood vaccines 
(pneumococcal, rotavirus and pentavalent)

An additional R3 billion allocated for the implementation of 
Occupation Specific Dispensation (OSD) for doctors, dentists, 
pharmacists and emergency medical service professionals. 
Some funding was provided for OSD for nurses

A new national body – the National Office for Standards 
Compliance – received R22.5 million to establish norms and 
standards for hospital and primary care centres

ÿ

ÿ

ÿ

ÿ

ÿ

Extension of no-fee policy for Grade R to Grade 9 learners to 
quintile 3 schools, thus covering 60% of schools

Improve public schools’ responsiveness to learners with 
disabilities

Increasing the number of schools covered by the school 
nutrition programme

ÿ

ÿ

ÿ

Education R4 billion allocated to the national school nutrition programme 
to allow expansion to 3 929 secondary schools and ensure that 
all quintile 1-3 primary school learners could be fed on all school 
days

Funds would also extend the no-fee policy to 60% of schools

ÿ

ÿ

Expanding Early Childhood Development (ECD) programmes:

Child support grant

Extension to children up to the age of 15 years 

Household income level threshold for child support grant 
increased to R27 600

Revised means-testing to cover a larger proportion of 
households

Urban and rural threshold differences removed

Other social protection grants

Means-test income threshold for old age and disability 
pensions revised upwards and, over a three year period, 
there will be a lowering of the eligible age for men for the old 
age pension to 60

Old age, disability and care dependency grants increased 
by R50 per month

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Social 
Development

4.8% of Gross Domestic Product spent on social protection 
in 2009 with an additional R12 billion provided to improve the 
social grants system and improve the uptake of grants

ÿ

Decreasing rural poverty by raising rural income and 
improving livelihoods by enhancing access to land and 
providing support for emerging farmers

Agriculture, 
Forestry and 
Fisheries

R1.8 billion for rural development to provide support to small-
scale subsistence farmers and agricultural workers

ÿ

Housing provision Housing R150 million for a new housing disaster relief conditional grant 

Additional R3.7 billion for increased housing provision

ÿ

ÿ

Investing in public transport and the provision of electricity, 
water, sanitation and housing

Not sector 
specific

Additional R23 billion to provinces to increase and improve 
service delivery, mainly in health and education

R4.3 billion allocated for municipal infrastructure (including 
water)

R600 million to municipalities to ensure more households have 
access to free basic services

R24.8 billion to expand no-fee schools, reduce infant and child 
mortality and improve welfare services

R9.1 billion for school infrastructure, hospitals and related 
provincial infrastructure

ÿ

ÿ

ÿ

ÿ

ÿ

source: Department of Health, 2010;6 Gordhan, 2009.42
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the health sector and modernise delivery infrastructure. The 
various government policy revisions influenced changes to 
the MTEF, the equitable share to provinces and conditional 
grants to provinces.42 Table 3 summarises the financial and 
policy revisions to the MTEF in order to reflect government 
priorities.

Policy initiatives aimed at improving the 
performance of the health system

Three policy initiatives, all aimed at improving the perform-
ance of the health system, are reviewed in this section. 

The 2008 Road-map initiative, which focused on progress 
[or lack thereof] with the MDGs and intended to inform 
the Ministry of Health’s strategic plan.

The 2009 Health Integrated Support Teams (ISTs) that 
investigated overspending in the health sector and made 
recommendations on improving health systems perform-
ance and management.

The establishment of the Ministerial task team on NHI.

The selected policies and initiatives are used as case studies 
and differ in their focus, which are: the main policy drivers 
and actors involved; process; current status or progress with 
implementation; and the perceived or actual successes and 
weaknesses. 

The 2008 Health Sector Road-map

During 2008 the Health and Education Committee of the 
National Executive Council of the African National Congress 
(ANC) commissioned a ‘Health Road-map’.43 This was in 
response to national concerns that South Africa, unlike most 
of its peers with emerging economies, has seen a profound 
deterioration in the health of the nation since the late 1990s. 
The purpose of the Road-map was to examine the challenges 
in the health system critically and outline, at a high-level, the 
strategic and institutional options that could contribute to 
improving the performance of the health system.43 

The review was co-ordinated by the Development Bank of 
Southern Africa (DBSA). In July 2008 there was an initial broad 
consultative meeting with relevant political heads, govern-
ment officials, research and academic institutions, health 
unions, the private sector and non-governmental organisa-
tions. A number of working groups were established, ranging 
from a diagnostics group examining the health status of South 
Africans, through to human resource, finance and institutional 
groups focusing on resource requirements and possible insti-
tutional arrangements for improving health-care delivery.43

Several meetings were held between August and September 
2008 and various background documents on the health status 

ÿ

ÿ

ÿ

(including nutritional status) of the South African population 
informed the identification of critical priorities that needed 
to be addressed. A final integrated report was written by a 
consultant contracted by the DBSA. The output of the Health 
Sector Road-map, a 10 Point Plan, was intended to guide 
government health policy and identify opportunities for co-
ordinated public and private health sector efforts, in order 
to improve access to affordable, quality health care in South 
Africa.43 

The 10 Point Plan was presented to a stakeholder meeting 
chaired by the then Minister of Health in November 2008. 
The final report was circulated within the NDoH. A copy of 
the November 2008 presentation is available on the DBSA 
website and presentations have been made in a number of 
public fora. Copies of the report have also been shared with 
the media. A review of the strategic plans covering the period 
2009 to 2013 suggests that a number of the DBSA Road-map’s 
recommendations have been taken on board.6

The Integrated Support Teams 

The Integrated Support Teams (ISTs) were established in 
February 2009 by the former Minister of Health, Ms Barbara 
Hogan,44 following newspaper reports that the Free State 
Department of Health had stopped enrolling patients in 
their antiretroviral programme, allegedly due to a lack of 
money.44-46 The review was intended to quantify the over-
spending and investigate the reasons for the chronic over-
spending in the majority of provincial health departments. 
The concern was that continual overspending undermines 
the capacity and performance of the health sector to improve 
health outcomes.44 

The review was undertaken by a group of public health, 
finance and management experts and funded by the United 
Kingdom’s Government Department for International 
Development Rapid Response Health Fund. Using the World 
Health Organization’s Strengthening of Health Systems 
Framework,47 the review combined a desk review, financial 
analyses, national and provincial health department assess-
ments and more than 200 interviews with government offi-
cials in national and provincial departments of health.44 

The size of the debt was quantified (although potentially 
underestimated) and the report outlined the reasons for 
overspending and raised awareness about the true extent of 
the problems at national and provincial level. The ISTs made 
a number of finance, service delivery, human resources, 
information management, medical products and technology 
recommendations.44 Upon completion of the review, feed-
back was given to the new Minister of Health and the National 
Health Council. However, the provincial and consolidated 
reports were only made available to the public in May 2010 
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despite repeated calls for their release by a number of advo-
cacy organisations.48 

The reports were well received by the Ministerial Advisory 
Committee on Health (MACH). However, the reports high-
light serious health system problems at all levels, potential 
financial mismanagement, inadequate monitoring and evalu-
ation and inadequate stewardship and leadership at both 
national and provincial levels.44 Some key informants pointed 
out that a number of provinces have taken the findings seri-
ously and incorporated some of the recommendations into 
their subsequent provincial annual performance plans. Both 
KwaZulu-Natal and the Eastern Cape are implementing cost 
containment plans and the NDoH has drafted a financial turn-
around plan.

Since the release of the consolidated report the media has 
reported that Treasury and the Department of Health may 
bail out the provinces financially.49 Key informants expressed 
concerns that, without improving provincial management 
systems, this bail out will not lead to the expected results but 
will only provide short-term relief. 

The Ministerial Advisory Committee on National 
Health Insurance

In 2007 the ANC resolved to “reaffirm the implementation of 
national health insurance”.50 In January 2009 a broad outline 
of the NHI was made available in ANC Today and the ANC 
proposals on NHI were handed to government in June 2009 
for debate and discussion.50 No government documents were 
available in the public domain, although some documents 
were leaked to the media and advocacy organisations. 

The notice on the Ministerial Advisory Committee on 
NHI was gazetted in September 2009 and members were 
appointed in November 2009.24 The Committee was estab-
lished to advise the Minister on the development of policy on 
the implementation of the NHI, drafting of legislation and the 
development of a detailed implementation plan on the intro-
duction of the NHI.24 

In February 2010, government acknowledged that the imple-
mentation of the proposed NHI requires “an extensive over-
haul of the public and private health care systems”.51 Despite 
this extremely high profile Ministerial task team and the 
importance and topical nature of the NHI, there has been 
little transparency in either the functioning of the task team 
or its outputs. The lack of transparency is ironic as the orig-
inal Government Notice envisaged an “extensive and trans-
parent process of public consultation”.24 Key informants were 
generally reluctant to comment on any aspect of the NHI and 
reported little knowledge about the work or outputs of the 
Committee. One key informant expressed concerns about 
the original design of the NHI proposals and the timeframes 

proposed for implementation, the composition of the NHI 
Committee and the very diverse and, at times, vested interests 
among different individuals on the Committee. This makes it 
difficult to propose practical and workable solutions. 

Another key informant said:

“I know very little about it and nothing has come out of 
the Committee.” (Key informant 1) 

Progress with the recommendations made by the 
Health Sector Road-map and ISTs

Extensive and far-reaching recommendations are contained 
in both the Health Sector Road-map and IST reports. The 
recommendations that are common to both reports are 
summarised and contrasted in Table 4, together with those 
aspects that are listed in the 2010/11-2012/13 Strategic Plan. 
In the case of the Health Sector Road-map, one recommen-
dation to “consider the implementation of specialised national 
agencies to focus on a National Health Information System, 
quality assurance, certificates of need in relation to expen-
sive technology, etc.”43 does not appear to have been taken 
forward.

In the case of the ISTs, recommendations related to the labo-
ratory services (e.g. essential laboratory list, benchmarking 
of costs) and technology and health infrastructure (capital 
programmes, facility management, medical equipment, etc.) 
do not appear in the 2010/11-2012/13 Strategic Plan.6
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Table 4: Health Sector Road-map and ISTs recommendations to improve health system performance and reported progress with 
implementation

Health Sector Road-map 
recommendations

Recommendations made by the ISTs Articulation in NDoH strategic plan

LEADERSHIP, gOvERNANcE AND SERvIcE DELIvERy
Establish a coherent and 
vision-based executive 
decision-making process

Development of one national health vision and 
strategy

Alignment between national vision and strategy, 
programme strategic plans and annual national 
health plans

Development of a national, affordable Service 
Transformation Plan (STP) including district and 
primary care services

Develop an effective governance and accountability 
framework to better align roles and responsibilities 
across the NDoH

Senior management meetings should be strategic 
and should focus on achieving health outcomes and 
improving overall health system performance

ÿ

ÿ

ÿ

ÿ

ÿ

There has been some prioritisation of the need to improve 
national and provincial planning processes and to 
enhance the quality and alignment of annual performance 
plans at provincial level. This will be done by supporting 
the development, implementation and monitoring of 
long-term plans and tracking the performance of the 
health-care sector

Technical assistance is being procured for the completion 
of the STPs

MACH was established in 2009 (temporary structure) and 
the Ministerial Advisory Committee for National Health 
Insurance was also established in 2009

The following activities are planned:
Establishment of Provincial Health Consultative Forums 

Training for hospital board members

Review of all health policies and the performance of the 
health sector by the National Health Council 

External reviews (by academic institutions and inde-
pendent research organisations) of the implementation of 
health sector policies 

National Consultative Forum with leadership structures 
planned for 2010 at which a social compact with South 
Africans will be adopted

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

Promote quality, 
including measuring and 
benchmarking actual 
performance against 
standards for quality

Resource the Office of Standards Complianceÿ A financial allocation was made to the Office of Standards 
Compliance in 2009 and 2010

Eighteen priority districts have been identified

A Ministerial Committee for Quality will be established

The National Health Amendment Bill will facilitate the 
establishment of an independent accreditation body for all 
health facilities – the National Quality Management and 
Advisory Body – that will report directly to the Minister of 
Health

ÿ

ÿ

ÿ

ÿ

Define an appropriately 
specialised and more 
accountable operational 
management model 
(including governance and 
capacity requirements) for 
health service delivery, 
including revised roles and 
responsibilities for national 
department, provinces, 
districts and public hospitals

National and provincial organisational structures 
should be reviewed and the technical capacity at 
national level should be strengthened to provide 
stewardship and leadership

Proposed new structures, especially at provincial 
level, should be carefully reviewed

Communication and co-ordination mechanisms need 
to be established across clusters to prevent ‘silo’ 
operational funding

ÿ

ÿ

ÿ

An organisational review is underway

National Health Amendment Bill will review the powers 
and functions of the national and provincial departments 
of health to promote a single national health system

DBSA is conducting a review of management competen-
cies in 352 hospitals in 52 districts to assess the compe-
tency of hospital Chief Executive Officers (CEOs) and 
make recommendations for the appropriate devolution of 
financial powers to local managers

ÿ

ÿ

ÿ

Bring in additional capacity 
and expertise to strengthen 
a results-based health 
system, particularly at the 
district level (including 
revised legislation to recruit 
foreign skills, partnerships 
with private and public 
sector, deployment and 
training for district health 
management teams)

Appropriate delegations should be re-instituted and 
the responsibilities of CEOs and district managers 
should be reviewed and addressed

ÿ The strategic plan outlines overhauling the health care 
system in two ways – focusing on primary health care and 
improving functionality and management

In 2009 the strategic plan highlighted the need to  
define an appropriately decentralised and more account-
able operational management model 

Establishing multi-disciplinary primary health care teams 
in each district and establishing governance structures for 
all facilities

Finalising provincial legislation governing the functioning 
of the District Health System 

Establishment of District Health Management Teams (and 
District Health Councils) in all 52 districts. 

Finalisation of delegations for district health managers 
and hospital CEOs

The establishment of a management and leadership 
academy for hospital managers is planned, as well as the 
training of district health management teams

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ
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Health Sector Road-map 
recommendations

Recommendations made by the ISTs Articulation in NDoH strategic plan

NATIONAL HEALTH INFORMATION SySTEMS
Implement a national health 
information system (NHIS) 
sufficient to ensure that all 
parts of the system have 
the required information 
to effectively achieve their 
responsibilities

Plan for an integrated NHIS

Monitoring and evaluation should be prioritised 
and a national monitoring and evaluation system 
developed

Objective information should be the basis for 
decision-making

Regular formal monitoring

The District Health Information System (DHIS) should 
be reviewed and aligned with the monitoring and 
evaluation framework

Moratorium placed on all provincial electronic health 
information systems

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

An intention to strengthen monitoring and evaluation 
systems.

The following are planned:

South Africa Demographic and Health Survey

Studies to determine the burden of disease in conjunction 
with a number of research organisations

Establishment of a (public entity) District Control Hub that 
will enable the synthesis and analysis of existing data and 
information from numerous data systems

A HIV and AIDS notification strategy

Annual assessment of the DHIS data quality

ÿ

ÿ

ÿ

ÿ

ÿ

HuMAN RESOuRcES
Establish Human Resource 
Strategy with national norms 
and standards for staffing, 
linked to a package of care

Review of the national health professional and scarce 
skills retention strategy

Appropriate delegations should be re-instituted and 
the responsibilities of CEOs and district managers 
should be reviewed and addressed

A review and improvement of the recruitment proce-
dures and processes to shorten appointment times

A review of the performance management system

ÿ

ÿ

ÿ

ÿ

A Ministerial Committee will be established to guide the 
development of a human resources plan for health 

A management and leadership academy for hospital 
managers and training of district health management 
teams is planned

Improving the recruitment and retention of professionals 
will be considered in the refined plan (as above)

Develop revised policy and funding mechanisms for the 
development of health professionals and the delivery of 
tertiary hospital services

Finalise policy framework for community health workers

An appropriately decentralised and accountable opera-
tional management model will be developed

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

INcREASE AND IMPROvE FINANcINg TO ENSuRE AcHIEvEMENT OF HEALTH OuTcOMES
Develop an implementation 
strategy and collaboration/ 
partnerships to leverage 
funding, increase health 
sector efficiencies, and 
accelerate implementation of 
the National Strategic Plan

The financing of an appropriate country response to 
HIV and AIDS and the impact on the public health 
system must be ring-fenced and should flow from a 
fundamental review of the current delivery model

Conditional grants should be linked to specific, 
defined activities

All changes in service delivery need accurate 
costing and guaranteed funding before public policy 
announcements on implementation are made

ÿ

ÿ

ÿ

A number of recommendations have been made to increase 
funding sources:

Mobilising overseas development-assistance resources 
for the implementation of the 10 Point Plan.

Implementation of the African Union’s Campaign on 
Accelerated Reduction of Maternal Mortality

Strengthening relations with the Southern African 
Development Community to strengthen cross-border 
initiatives for HIV, TB and malaria

Collaboration with partners to expand access to commu-
nity-based care givers

With regard to funding for HIV and AIDS, the 2009 / 2010 
budget is considered inadequate to meet HIV treatment 
targets despite a significant increase in the conditional 
grant. Alternative financing mechanisms for HIV and AIDS 
have been proposed by advocacy groups but have not 
been taken forward

There is an intention to implement a turnaround strategy 
for the management of tertiary services and to develop a 
sustainable revenue model which includes tariffs, collec-
tion and debt management

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

The exact amount of the financial backlogs in each 
province should be accurately determined

Once the financial backlogs have been settled and 
the country’s HIV response funding ring-fenced, 
all operational plans should be tightly linked to the 
available budget and there should be effective and 
ongoing accountability to ensure that there is no 
overspending

ÿ

ÿ

Neither of these two recommendations have been taken 
forward

ÿ

Medical products

Pharmaceutical issues should form part of the agenda 
of the HOD, CFO and the provincial departmental 
meetings

Drug budgets should be prioritised 

Urgent appointment of the cluster manager

Review all the aspects of the management, opera-
tions and skills requirements of provincial medical 
depots

Include strategic pharmaceutical issues as part of 
STP

ÿ

ÿ

ÿ

ÿ

There is an ongoing review of Standard Treatment 
Guidelines and the Essential Drug List

A technical expert has been appointed to provide assist-
ance with the Medicines Control Council and develop-
ment and implementation of revised legislation

ÿ

ÿ

source: Department of Health, 2010;6 Development Bank of Southern Africa, 2008;43 Integrated Support Team, 2009.44
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Analysing health legislation and 
policies using a policy analysis 
framework
The key issues emerging from the review of health legislation 
and policies in the previous two sections are summarised in 
Box 1 and are discussed further below.

Box 1: Key review findings on health legislation and policies

There is an enabling legal, policy and fiscal environment and an 
enabling context that together facilitate the achievement of the 
MDGs in South Africa. At the same time, the content analysis 
reveals potential overlap, fragmentation and lack of co-ordination 
of the various laws and policy initiatives.

The National Health Act (Act 61 of 2003) has been on the statute 
books for five years but progress in implementation remains slow 
and both the National Health Amendment and Medical Schemes 
Amendment Bills have lapsed.

The NDoH strategic plans articulate the intention to take many 
recommendations arising from the policy initiatives forward. 
However, there does not appear to be any prioritisation of the 
implementation of legislation or of recommendations from policy 
initiatives, thus raising doubt as to the ability and capacity of the 
health sector to make measurable progress. Furthermore, many 
of the NDoH objectives or the policy recommendations are not 
reflected in the provincial DoH strategic plans.

The process and timing of many policy initiatives appear to be 
flawed, often resulting in alienation of many stakeholders, particu-
larly those responsible for implementation.

Although the NHI is welcomed and supported by many, to date a 
transparent process and meaningful public participation have been 
largely absent.

1.

2.

3.

4.

5.

The existence of an enabling legal and policy framework 
to facilitate achievement of the MDGs in South Africa is 
beyond doubt. During 2010, six laws will come into effect, 
all with implications for the health sector and all with poten-
tially positive impact on the health of South Africans and on 
achieving the MDGs. Two of these laws are driven by the 
Health Ministry (the Tobacco and the Medicines and Related 
Substances Amendment Acts) whilst the other four are led 
by other ministries. However, the health-related legislation 
that is not driven by the Health Ministry is neither planned for 
nor mentioned in the NDoH’s Strategic Plan.6 The Strategic 
Plan is also silent on the Tobacco and Medicines and Related 
Substances Amendment Acts, suggesting that resource alloca-
tion and implementation have not been considered.6

Progress with the implementation of the National Health Act 
remains slow, although the Act has been used for various 
operational activities such as the production of annual health 
plans, the National Health Consultative Forum and the 
establishment of both the ISTs and the Ministerial Advisory 
Committee on NHI.6 The lapsed Bills, notably amendments to 
the National Health Act and the Medical Schemes Amendment 
Act, are mentioned in the Strategic Plan as planned legislation 
for 2010/11. Although legislation to make the NHI a reality is 

also planned for 2010/11, the lack of publicly available govern-
ment documents that clarify the Ministry’s position on the 
NHI is a major constraint and raises doubt as to the feasibility 
of tabling legislation that will have such a huge impact on the 
health sector in the country. Subsequently, one of the tech-
nical experts to the National Ministry indicated that a “total 
review of the Act” is planned. He also noted that:

“Different people are reviewing different parts of the 
Act and that in itself is a problem. Other problems 
that I have are the lack of consultation and contesta-
tions with provinces – implementation is not always 
thought through and the financial implications are 
not always considered when passing legislation.”  
(Key informant 1)

The content analysis of both legislation and policies reveals 
potential overlap, fragmentation and lack of co-ordination of 
the various laws and policy initiatives. While it is positive that 
so many recommendations from both the Health Road-map 
and to a certain extent the ISTs, have been taken on board in 
the Strategic Plan, there does not seem to be any prioritisa-
tion. As one key informant commented: 

“What was interesting for me [at the time of the ISTs] 
were the many competing initiatives at the time. If you 
have a number of projects and 500+ recommendations, 
it is difficult to decide what to do. So I can understand the 
difficulties regarding prioritisation.” (Key informant 4)

Almost all the key informants pointed to the lack of capacity 
in the public health sector to ensure successful implemen-
tation of the many good laws or policy recommendations. 
They pointed out that the public health sector is “denuded of 
competent managers” and that capacity will need to be built at 
different levels. One key informant said:

“We should employ people who are competent and 
appropriate. We assume people know the policies that 
they are implementing, but sometimes they do not even 
understand them.” (Key informant 3)

The process and timing of many policy initiatives appear to 
be flawed, often resulting in alienation of many stakeholders, 
particularly those responsible for implementation. 

In the case of the Health Sector Road-map the process was 
difficult and flawed and interviews with key informants high-
lighted this. The review was initiated by the ANC Health and 
Education Committee nine months prior to the general elec-
tions in South Africa and the Minister of Health at that time was 
replaced shortly after the recommendations were released. 
Although the current Minister of Health highlighted the work 
that had been done and implied that the 10 Point Plan would 
turn the health care sector around, some momentum in taking 
the recommendations forward may have been lost. Concerns 
were expressed about the participation of the Department of 
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Health in the process. A number of people from the NDoH 
were asked to attend the meeting in their personal capacity 
but only one person was actually nominated by the Director-
General to be there. Several key informants stated the polit-
ical and senior management of the department did not, in any 
way, “fully endorse” the process and felt that it was inappro-
priate for them (government) to be held accountable to the 
political party. Two key informants stated that: 

“The Department of Health played little role in the making 
of final recommendations and the preparation of the final 
documents. They came to one meeting and we never saw 
them again.” (Key informants 3 and 6)

Although one other informant agreed that participation was 
inadequate, it may not have been possible to engage civil 
servants fully, given the resistance of the political and senior 
administrative leadership. The culture within the Department 
at that time may not have facilitated people engaging with and 
participating in the process, exacerbated by its overt political 
nature. 

A consultant was contracted by DBSA to write the final docu-
ments. One key informant stated that there was no trans-
parency over who should be contracted and that “people 
just came with their friends.” Key informants noted that their 
comments were not necessarily taken into consideration in 
the final documentation. A number of policy reforms were 
put forward by some stakeholders (and are in the discussion 
documents) although they are not all reflected in the final 
document. The consultant who wrote the final document did 
not agree with everything that was put forward and several 
people noted that the consultant “just wrote everything”. 
Although the 10 Point Plan highlighted changes that need to 
be made, there was no implementation plan nor consensus 
over who was responsible for taking these proposals forward. 

In the case of the ISTs the impact of the review has been 
weakened for several reasons. Shortly after completion of 
the review process there was a change in leadership of the 
Ministry and hence a change in the political champion for the 
project, resulting in some loss of momentum. Combined 
with different priorities, styles and kinds of leadership there 
is a sense that the recommendations are not being driven 
aggressively. At national level, few of the recommenda-
tions have been incorporated into the current plan of action 
although there is the sense that the ISTs provided a compre-
hensive health system assessment and quantified the extent of  
the overspending. 

There was some resistance from the national and provin-
cial departments of health, who were defensive about the 
review and felt that this was a review of their performance by 
external consultants. Concerns were expressed that this was 
a ministerial project aimed at showing that the Department of 

Health was the problem. One key informant also expressed 
concern that external consultants were used who may have 
expected to be contracted at the end of the review to imple-
ment the proposed recommendations. The Director-General 
at the time was unavailable for an interview and unresponsive 
to requests for discussion of the findings, although all other 
senior managers engaged reluctantly in the ISTs. 

Although presentations of the report were made to the 
Minister and the National Health Council, the final consoli-
dated report was only released at the end of May 2010. 
Leaked copies of the reports had been circulated and were 
used by the AIDS Law Project in their submission to the 2010 
DORA. The reasons for this long delay are not clear, but 
key informants pointed out that there may have been some 
discomfort at releasing the report at the time of elections and 
when government was changing. Another key informant (Key 
informant 10) pointed out that a number of factors made it 
difficult for the IST recommendations to be incorporated into 
strategic plans. These include timing of the study and report, 
insufficient communication, insufficient involvement of public 
servants and disagreement with statistics used and some 
recommendations proposed in the ISTs reports. Many key 
informants pointed to the problems of buy-in and one said:

“There was lack of buy-in on why it was done. 
Implementation requires buy-in and the greater the 
degree of buy-in, the greater the willingness of those 
involved to implement the findings or recommendations.” 
(Key informant 8)

In the case of the NHI committee, very few people outside 
the Advisory Committee are aware of the proposals being 
considered and debated. Because the NHI has the potential 
to transform the South African health system fundamentally 
it requires the support of many actors and stakeholders, an 
open and transparent process and meaningful public partici-
pation. To date these have been largely absent.

Conclusion
This chapter set out to review health and health-related legis-
lation, major policy initiatives and progress with implementa-
tion, using a policy analysis framework. There is an enabling 
legal, policy and fiscal environment and context that facilitate 
the achievement of the MDGs in South Africa. At the same 
time the review highlights the policy-implementation gap 
with slow or no progress with implementation, fragmenta-
tion and lack of co-ordination of the various laws and policy 
initiatives. There also does not appear to be any prioritisa-
tion of the implementation of legislation or recommendations 
from policy initiatives, thus raising doubt as to the ability and 
capacity of the health sector to make measurable progress. 
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As has been pointed out by many policy analysts, legislation 
and policy guidelines are only the starting point and that health 
legislation and policy is brought alive by the ways in which 
stakeholders (actors) translate their understanding of legisla-
tion / policies into their behaviours and practices.7,8,10,52 This is 
well illustrated by the case studies of both the Health Sector 
Road-map and the ISTs. A major weakness of the policy initia-
tives has been the process and timing. There was resistance 
and insufficient buy–in from senior government officials who 
saw it either as a “political process” or “just another project”. 

Some resistance from government officials is embedded in the 
perception that these initiatives intended to place blame on 
the Department of Health. Both the Road-map and the ISTs 
identified significant problems with the public health system, 
insufficient stewardship and leadership, misplaced priorities in 
some instances, inadequate management capacity and skills, 
and inappropriate, centralised structures. At the same time, 
many practical recommendations were put forward and, 
instead of seeing both initiatives as a threat, savvy officials 
could have engaged more in prioritising recommendations 
and using the technical experts to complement their own 
skills and capacity.

Given the difficulties with process and buy-in from stake-
holders, neither the Health Sector Road-map nor the ISTs 
appear to have had the desired impact in terms of significant 
policy reform, although various aspects of the recommenda-
tions have been incorporated into the current Strategic Plan 
to a greater or lesser extent. In addition, these recommenda-
tions are not costed and the potential impact of each of these 
policy alternatives is not documented. 

Recommendations 
Although we recognise the size and complexity of the health 
sector, and the time required to observe measurable change, 
three key recommendations arise out of this review:

The need for focus and prioritisation: There is need to 
streamline and prioritise the implementation of key pieces 
of legislation, the objectives listed in the NDoH Strategic 
Plan, the various recommendations of both the Health 
Sector Road-map and ISTs and to ensure that there is a 
clear implementation plan, incorporating financial and 
human resource requirements.

Careful attention to process and actors: While the 
development of legislation, policies and guidelines is 
important, the Health Ministry should pay attention to  
the process and culture of policy implementation, 
including ‘buy-in’ of senior officials, implementing agen-
cies (the provinces) and front-line health-care providers. 
The national and provincial departments of health have to 

ÿ

ÿ

be fully engaged and supportive of all reviews undertaken 
to ensure that recommendations are debated, adopted, 
costed and implemented. 

Improve monitoring and evaluation (M&E): Almost all the 
key informants pointed to the need for quality information 
to review laws and policies that are being implemented and 
pointed to the difficulty of not knowing “if we are making 
a difference”. They pointed out that many officials do not 
understand the value of reporting and of information and 
often pay little attention to M&E. Furthermore, a good 
information system enhances accountability for delivery 
to the public and for achieving health outcome goals. 

Considering South Africa’s enabling legal and policy environ-
ment and the once-in-a-life-time opportunity for major health 
sector reforms through the NHI, the achievement of the 
MDGs is not impossible. 

ÿ
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A key area of 
contention has been 
whether a universal 
system is affordable 

or not. It is not the 
universality of a 
universal health 

system that makes 
it unaffordable, it is 

inappropriate design 
of a health system 

that can make it 
unaffordable…

NatioNal HealtH  
iNsuraNce: providiNg a  
vocabulary for public  
eNgagemeNt
Di McIntyrei

i Health Economics Unit, University of Cape Town

Author:

15

There has been considerable confusion and media debate about the proposal to 
introduce a national health insurance (NHI) in South Africa. The purpose of this 
chapter is to demystify the proposed health system reform. It explains the objective 
of the proposed reform, evaluates how South Africa currently fares relative to this 
objective and explores the implications of lessons from international experience for 
the South African health system. It also considers what is required to ensure that a 
reformed health system is affordable and sustainable.

This chapter argues that the term ‘NHI’ has itself contributed to the confusion 
about the intended reform and that the focus should instead be placed on the core 
objective of the reform, which is to achieve a universal health system. A universal 
system is one that ensures that everyone is able to use health services when needed 
and that provides financial protection against the costs of health care for everyone. 
The reality is that many South Africans cannot access health care when needed.

Another misconception is that the proposed reform is simply about how to fund 
health services. Instead, it is very much about ensuring that South Africans have real 
access to appropriate, efficient, quality health services.

A key area of contention has been whether a universal system is affordable or not. 
Not only is it premature to declare the NHI unaffordable when there are no details 
of the proposed reforms in the public domain, but it is also important to recognise 
that it is not the universality of a health system that makes it unaffordable. It is, 
instead, inappropriate design of a health system that can make it unaffordable.

There is neither doubt that health system change is needed in South Africa, nor 
dispute that it is possible to achieve an affordable universal system. What is required 
is constructive and evidence-informed debate from all stakeholders on how best to 
achieve improved health for all South Africans through health system reform.
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Introduction
South Africa has a long history of policy debates about funda-
mental health system reform to better meet the health needs 
of South Africans. The first major development was the recom-
mendation by the 1928 Commission on Old Age Pensions 
and National Insurance (chaired by BJ Pienaar) that a health 
insurance scheme should be established to cover medical, 
maternity and funeral benefits for all low-income, formal 
sector employees in urban areas.1 This was followed in 1935 
by the Committee of Enquiry into National Health Insurance 
(chaired by James Collie) that made similar proposals to those 
of 1928.2 The proposals from these committees were not 
taken forward.

The 1942-1944 National Health Services Commission 
(chaired by Henry Gluckman), in contrast, recommended 
the introduction of a national health tax to ensure that health 
services could be provided free at the point of service for all 
South Africans. The aim was to bring health services “within 
reach of all sections of the population, according to their 
need, and without regard to race, colour, means or station in 
life”.3 Health centres, providing comprehensive primary care 
services, were proposed as a core component of the health 
system. Although the Gluckman Commission proposals 
were accepted by the Smuts government, it was decided 
to implement them as “a series of measures rather than in 
a single step”.4 The introduction of community-based health 
centres was taken forward, with 44 centres being established 
within two years. However, other aspects of the proposals 
were never implemented. Any gains from the Gluckman 
Commission process were reversed after the Nationalist 
Party government was elected in 1948.5

There was relative silence on substantive health system reform 
during the apartheid years, but academics and progressive 
health organisations began calling for a tax-funded national 
health system in the 1980s.6-9 By the early 1990s, the spotlight 
had again turned to the possibility of introducing some form of 
mandatory health insurance10,11 and, after the 1994 election, 
there were several policy initiatives that considered either a 
social or national health insurance.a,12-15 A detailed review of 
these different policy proposals, none of which were taken 
forward, was provided in a previous South African Health 
Review.16

a The terms social health insurance (SHI) and national health insurance 
(NHI) are often used inter-changeably in the international literature. 
They both refer to a form of mandatory health insurance, i.e. where 
legislation is enacted that requires some or all people to contribute to a 
health insurance scheme. In South Africa, SHI has generally been used to 
refer to a mandatory health insurance scheme which would only cover 
those who contribute to it (e.g. the formally employed and possibly their 
dependants), while NHI has been used to refer to a mandatory insurance 
scheme which would cover all citizens, irrespective of whether or not 
they contributed to it.

The African National Congress (ANC) resolved at their 2007 
policy conference in Polokwane to implement a national 
health insurance (NHI) in South Africa.17 This was followed by 
an internal process within the ANC to develop a broad NHI 
policy vision. In late 2009 a formal government process was 
initiated with the establishment of the Ministerial Advisory 
Committee (MAC) on NHI tasked with developing detailed 
health system reform design proposals. The Minister of 
Health is yet to release a formal NHI policy document, but it is 
expected that some form of policy document will be released 
for public comment and engagement in the near future.

Despite the fact that no formal policy proposal has been 
placed on the table, there has been considerable specula-
tion by key health sector stakeholders and the media on the 
form that this reform may take, with some declaring that an 
NHI is unaffordable. Release of a formal policy document will 
allow commentators to move from speculation to construc-
tive debate. 

The use of the term NHI has itself created much of the confu-
sion and misinterpretation of the intentions of government. 
The term ‘insurance’ has tended to lead South Africans to 
envisage a type of ‘insurance scheme’ – probably due to our 
exposure to medical schemes. As pointed out by Kutzin, the 
term ‘insurance’ in essence refers to the policy objective of 
providing financial protection against the very uncertain and 
potentially high costs of health care, rather than a specific 
policy instrument, i.e. an insurance scheme. ‘Insurance’ – in 
the sense of providing financial protection against health care 
costs for the population – can be achieved through a range 
of policy instruments, including tax revenue and insurance 
schemes.18

In this chapter the term ‘universal coverage’ (UC), which is 
both more descriptive of the objective of the reform and less 
open to misinterpretation, will be used. The use of the term 
UC is consistent with the statement by the Minister of Health 
in the debate on the health budget in the National Assembly 
on 30 June 2009 that

NHI is a system of universal health care coverage where 
every citizen is covered..., rich or poor, employed or 
unemployed, young or old, sick or very healthy, black 
or white. 

The late Deputy Minister of Health stated on the same occa-
sion that the envisaged health system reform,

is based on access to health services that are provided 
in a manner that effectively addresses the inequities of 
the past and also ensures that there is a unified national 
health system that accords our citizens sufficient finan-
cial risk protection from catastrophic, health-related 
expenditures and improves the health outcomes of the 
population.
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The preference for the term UC, and indeed the focus on UC 
as the policy objective of reform of the South African health 
system, is also in line with international trends. Of particular 
note is the World Health Assembly resolution in 2005 calling 
for member states to pursue universal coverage and sustain-
able health financing.19 It is also of note that the 2010 World 
Health Report is devoted to the issue of universal coverage.

Another misconception that the use of the term NHI has 
created, is that the proposals for health system reform in 
South Africa only relate to money or funding of health care. 
Thus, in an attempt to avoid creating further confusion about 
the nature of the proposed health system reform in South 
Africa, this chapter will focus on the key ‘functions’ of a health 
care financing system, all of which will be addressed in the 
reform. The three core functions are:

Revenue collection, which relates to how to raise the 
necessary funds for the health system (who contributes 
and how the contributions are structured);

Pooling, which includes issues such as the coverage of the 
population, group composition of a specific pool of funds, 
and the number of different pools; and

Purchasing, looks at what type of services are covered and 
the mechanism(s) by which providers are paid.20,21

The main objective of this chapter is to try to demystify the 
proposed health system reform. The following section explains 
the concept of UC, the core objective of the proposed 
reform. Thereafter, the current South African health system 
is briefly considered in relation to the objective of UC. This is 
relevant as substantial health system reform is only warranted 
if the existing health system is failing to achieve core policy 
objectives. The next section briefly reviews key lessons from 
international experience in terms of the above-mentioned 
core functions of a health care financing system. Thereafter, 
a review is provided of the implications for the South African 
health system and how UC may impact on progress towards 
the Millennium Development Goals (MDGs).

The main constraint in preparing this chapter is the continued 
absence of a policy document on the reform proposals in the 
public domain. This chapter, therefore, reflects the author’s 
understanding of what is being proposed, based on informa-
tion that is in the public domain. As the full technical details of 
the reform are still being considered and as wide engagement 
on the reform proposals is expected, the precise design of the 
UC reform cannot be predicted with certainty by anyone. For 
this reason, it is only feasible to outline the broad parameters 
of the intended reform.

ÿ

ÿ

ÿ

What is universal coverage?
The World Health Organization (WHO) has defined a universal 
health system as one that provides all citizens with adequate 
health care at an affordable cost.22 There are a number of 
other formulations of the definition of universal coverage but 
these definitions all have two elements in common. Firstly, 
a universal health system should ensure that all are able to 
use needed health services by eliminating barriers to service 
access (the issue of ‘adequate health care’ in the above defi-
nition). Secondly, UC should provide financial protection for 
all against the costs of health care, with it now being widely 
accepted that “pre-paymentb and pooling of resources and 
risks are basic principles in financial-risk protection”.19 It is 
this issue of financial protection that is the key focus in terms 
of ‘affordable cost’ in the above definition although, clearly, 
affordability of the health system within the context of a coun-
try’s economic resources is also important.

Underlying this understanding of universal coverage are the 
equity principles of:

contributing to funding health services according to ability-
to-pay; and

benefiting from health care according to need.

Another useful way of understanding universal coverage 
is illustrated in Figure 1. Moving towards a universal health 
system requires expanding coverage in three ways:

The breadth of coverage, which refers to the proportion 
of the population that has financial protection and access 
to needed health services;

The depth of coverage, relating to the extent to which the 
range of services necessary to effectively address people’s 
health needs is covered; and

The height of coverage, which concerns the portion of 
health care costs that is covered through pooling and pre-
payment mechanisms.

Mathauer emphasizes that assessing progress towards UC is 
done by comparing the potential maximum breadth, depth 
and height of coverage relative to current public health 
expenditure.23 The notion of public funding and expenditure 
relates to resources that benefit all citizens (i.e. it does not 
necessarily refer only to tax funding), as opposed to private 
expenditure which only benefits those who contribute to 
funding such expenditure. This is at the core of the concept 
of UC; UC relates to all people (rather than a select group) 
benefiting from extended coverage.

b Payments made by individuals to a ‘pool’ on a regular basis and not related 
to their use of a health service, i.e. via taxes and/or health insurance 
contributions.

ÿ
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Figure 1: Graphical presentation of breadth, depth and height of coverage

Mathauer identifies mechanisms by which countries can move 
towards UC in terms of the three dimensions of coverage 
outlined in Figure 1. Maximum breadth of coverage will be 
achieved by extending financial protection and access to 
needed health care to that portion of the population who 
are currently not protected financially and who experi-
ence barriers to accessing services. Extending the depth of 
coverage requires expansion of the package of health serv-
ices to ensure that an accessible and comprehensive range of 
services is provided in relation to meeting the most pressing 
health needs of the population. Finally, the height of coverage 
will be improved by reducing the extent to which the use of 
the health services is funded through out-of-pocket payments, 
by increasing pre-payment funding.

How does South Africa fare in 
terms of universal coverage?
The framework outlined above is used to assess how South 
Africa fares in terms of universal coverage. As we have a 
divided health system, the issues of breadth, depth and height 
of coverage are considered both for those covered by medical 
schemes and those dependent, partly or fully, on tax-funded 
services.

In relation to the breadth of coverage or the size of the 
population that has at least some financial protection against 
the costs of using health services when needed, about 

16% of the population are currently members of a medical 
scheme. Coverage by health insurance schemes is, there-
fore, extremely limited in South Africa. Membership of such 
schemes is largely restricted to the wealthiest groups, with 
71% of medical scheme members being in the richest quin-
tile and 18% in the second richest quintile of South African 
households.24 Membership of a medical scheme does appear 
to improve access to needed health care. A recent house-
hold survey found that while 10% of those without medical 
scheme membership did not seek health care in the previous 
month, despite reporting their health status to be poor or 
very poor, this was the case for less than 4% of medical 
scheme members.24

General tax funding is the mechanism for providing financial 
protection and access to care for the vast majority of South 
Africans. All South Africans are entitled to use tax-funded 
health services but are expected to contribute something 
towards the cost of these services. Only public sector primary 
health care services are provided without a user fee being 
charged. For hospital services, everyone is expected to pay a 
user fee, which varies according to a person’s income level, 
unless they can prove that they are indigent. The require-
ments for proving indigence can be onerous, however, and 
the existence of user fees at the point of service delivery does 
create a barrier to using health care when needed.25,26

Although in theory South Africans enjoy a fair amount of 
financial protection via health services that are either fully tax-

Estimated public 
health expenditure

Reduce cost
sharing

Height:
What
proportion
of costs 
are
covered?

Depth: What
services or
benefits are
covered?

Breadth: Who is insured / who has financial protection and access to needed care?

Include
other
services

Current public 
health expenditure

Extended to ʻuninsuredʼ/
those without protection
and access to health care

source: Mathauer, 2009.23
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funded or heavily subsidised, the reality is that many cannot 
access services when needed. There are many access barriers, 
but a recent national household survey has indicated that one 
of the greatest barriers to access remains distance to facilities. 
The overall average travelling time to a health facility (aver-
aged across all modes of transport) for the poorest 20% of 
households is nearly 40 minutes. While 40% of the poorest 
households walk to the health facility, over 50% use public 
transport. The necessity to use public transport if one does 
not live within walking distance of a health facility comes at 
a very high price; spending on transport for a single visit to 
a health facility is an average of 11% of monthly household 
expenditure for the poorest 20% of households.24

In terms of the depth of coverage (or the extent to which 
the range of services covered effectively addresses the needs 
of the population), medical schemes cover a limited but very 
specific range of services. In particular, schemes are required 
to cover a prescribed minimum benefit (PMB) package, 
consisting of a list of 270 diagnosis and treatment interven-
tions provided primarily on a hospital inpatient basis, and a 
list of 25 common chronic diseases. Most schemes also cover 
other services over and above the PMBs, with each scheme 
having a different benefit package. There are, however, very 
specific limits on these additional benefits, e.g. a maximum 
amount that can be spent on ophthalmology services per year 
or a maximum number of visits to a general practitioner in 
a year. Some schemes provide a relatively comprehensive 
service package, but require a high contribution, while others 
cover little more than the PMBs. There are clearly gaps in the 
depth of coverage via medical schemes in South Africa.

Tax-funded services incorporate a relatively comprehen-
sive range of services, from primary care services at clinics 
through to highly specialised services in provincial and central 
hospitals. However, there are limitations on the range of 
services provided, largely due to resource constraints, and 
there is some health service rationing. For example, there are 
constraints on the number of heart transplants that can be 
undertaken and the number of patients that can be placed on 
dialysis at any one time. Public sector health professionals are 
also required to prescribe from the essential drug list, which 
includes a limited number of mainly generic medicines to treat 
the most common illnesses.

The height of coverage in South Africa could be described as 
relatively good, as the majority of health-care funding occurs 
through pre-payment mechanisms. Out-of-pocket payments 
only account for 14% of total health-care funding in South 
Africa, which is relatively low compared to other low- and 
middle-income countries.27 Out-of-pocket payments take the 
form of user fee payments at the point of service at public 
sector hospitals, direct payments to private providers by those 
who are not covered by medical schemes and payments by 

medical scheme members either as co-paymentsc or the full 
cost of a service which is not covered at all by the scheme.

Over 60% of out-of-pocket payments are made by medical 
scheme members.28 This highlights the extent to which 
medical scheme members are not fully protected from the 
costs of health care. Co-payments can be high and the disparity 
between what health-care providers charge and what medical 
schemes will pay has been growing in recent years. This has 
particularly arisen since the Competition Commission ruling 
that it was anti-competitive to produce a tariff schedule, such 
as the ones formerly produced by the Board of Healthcare 
Funders (BHF), that formed the basis for reimbursement 
rates of medical schemes. Although a National Health 
Reference Price List (NHRPL) has been established, the 
National Health Act indicates that individual medical schemes 
may only use it as a guideline when determining their reim-
bursement rates. Moreover, the Health Professions Council 
of South Africa (HPCSA) stated that it regarded it as ethical 
for private generalist and specialist doctors to charge fees of 
up to 300% of the NHRPL.29 Fee levels charged by private 
providers have increased dramatically since this HPCSA state-
ment, but medical scheme reimbursement rates have often 
not matched these increases.

Less than 20% of the population that are not covered by 
medical schemes (thus 16% of the total population) use private 
sector health services on an out-of-pocket basis. This relates 
primarily to the use of general practitioners and retail phar-
macies. A small component (7%) of out-of-pocket payments 
is attributable to user fees at public sector hospitals.28

In summary, the somewhat limited information available on 
the breadth, depth and height of coverage in South Africa 
suggests that the largest deficiency at present relates to the 
breadth of coverage. Out-of-pocket payments (height of 
coverage) are low relative to many other low- and middle-
income countries, but there is scope for further improve-
ment. Depth of coverage (range of services relative to health 
needs) can also be expanded over time. While there is very 
extensive breadth of coverage ‘on paper’, the reality is that 
many South Africans cannot access health care when needed. 
Distance to facilities and lack of financial protection from the 
transport costs to reach facilities that are not within a reason-
able walking distance is a particular problem. There are a 
wide range of other access constraints such as limited opening 
hours, insufficient staff in some facilities, lack of availability of 
medicines, poor staff-patient interactions which can deter use, 
to name a few barriers.30 Many South Africans simply do not 
seek health care when in need, while others who do seek care 

c An out-of-pocket partial payment by a health insurance scheme member 
for health services used in addition to the amount paid by the insurance: 
the aim is to place some cost burden on members and thereby discourage 
them from ‘excessive’ use of health services.



150S A H R 2 0 1 0

incur costs that are high relative to their household resources. 
It is meeting the challenge of making accessible health care 
and financial protection a reality for all South Africans that 
should be the focus of health system reform.

International experience 
regarding universal coverage
This section provides a very brief summary of some of the 
key findings of extensive reviews of international experi-
ence, presented in terms of the key functions of health care 
financing systems – namely revenue collection, pooling and 
purchasing.31-33

Revenue collection

All health care funding ultimately comes from households 
and firms, either in the form of direct payments (often called 
out-of-pocket payments) or through pre-payment mecha-
nisms. There are two broad categories of pre-payment 
mechanisms: compulsory and voluntary. Compulsory pre-
payment includes various forms of taxation and mandated 
contributions for health care (such as payroll taxes or manda-
tory contributionsd that are specifically earmarked for health 
service funding). Voluntary pre-payment mechanisms include 
different forms of private health insurance (PHI).

In considering what combination of funding mechanisms is 
most appropriate, the emphasis is usually placed on assessing 
the relative progressivity of different mechanisms. In progres-
sive financing mechanisms, the rich contribute a higher 
percentage of their household income to health care funding 
than the poor, whereas in regressive mechanisms the poor 
contribute a higher percentage of their household resources 
than the rich.

The earlier definition of universal coverage highlighted that 
pre-payment financing mechanisms are regarded as most 
appropriate in pursuing the objective of UC. Part of the 
reason for this is that direct (or out-of-pocket) payments 
are the most regressive way of funding health care. The only 
instance when they are not regressive is where the poorest 
households do not make such payments, usually because they 
do not seek care because they cannot afford it.34

Most of the research on the relative progressivity of different 
financing mechanisms has been undertaken in the Organisation 
for Economic Co-operation and Development (OECD) coun-
tries. The OECD countries with the most regressive health 
care financing systems were Switzerland (before its recent 
reforms) and the United States of America (USA). In terms 

d A deduction taken from the ‘payroll’ by the employer before employees 
receive their wage or salary and paid to government or another 
organisation responsible for collecting funds for health care.

of the most recently available information, the majority of 
financing in both of these countries was attributable to private 
funding mechanisms: private insurance accounted for 41% 
in Switzerland and 29% in the USA while direct payments 
accounted for 24% and 22% respectively.35 PHI contributions 
were regressive in both USA and Switzerland. They were also 
regressive in France. Although France has a national health 
insurance scheme, quite high co-payments are imposed, so a 
large portion of the population takes out PHI to cover these 
co-payments. However, where PHI is taken out in addition 
to contributing to and having an entitlement to benefit from 
publicly funded services (what is called supplementary cover), 
as in the United Kingdom (UK), it is only accessible to the 
richest households and so is progressive.35

The international evidence indicates that regressivity in overall 
health care financing can be minimised by clearly defining and 
limiting the role of PHI in the health system. In particular, PHI 
should not be a major funding mechanism. However, PHI that 
covers co-payments or supplements entitlements to publicly 
funded services, has less regressive effects.

The OECD countries with the most progressive health 
financing systems, UK and Italy, are those which are very 
largely publicly funded. About 84% of health care financing in 
the UK is through public mechanisms, 64% from general tax 
revenues and a further 20% from mandatory health contribu-
tions. In Italy, public financing mechanisms account for 77% 
of all funds, which is evenly split between general tax revenue 
(38%) and mandatory health contributions (39%).35

There is indisputable evidence that in order to achieve progres-
sive, universal health systems, public funding should account 
for the major share of health-care financing. Funding from 
general tax revenue has the potential to be the most progres-
sive health-care financing mechanism, though this depends on 
the underlying mix of taxes (personal income tax, value added 
tax and excise duties) as well as how progressively personal 
income and corporate tax rates are structured. Mandatory 
health insurance schemes can also be progressive, with the 
following features promoting progressivity in such schemes:

the rich should not be permitted to opt out of the scheme 
(i.e. allowed not to contribute to the scheme);

the contributions of vulnerable groups (e.g. the unem-
ployed, pensioners, the poor) should be fully or partially 
subsidised from general tax funds; and

a cap should not be placed on contributions, i.e. a maximum 
contribution amount should not be specified, as this results 
in high income earners paying a lower percentage of their 
earnings than lower income earners.31
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Pooling

Health care costs are unpredictable; it is difficult for individ-
uals to know when they will fall ill, what health care they will 
require and what this health care will cost. Sometimes the 
cost of care can be very high, particularly for hospitalisation 
or long-term serious illness such as cancer or AIDS-related 
diseases, and most people are unable to cover these often 
unexpected costs by drawing on resources that they have 
available. While it is difficult to predict health care needs and 
costs for an individual, it is more feasible to predict these for 
a group of people drawing on epidemiological and actuarial 
data. Actuarially, the larger the pool, the greater the ability 
to predict and spread risks related to ill-health and the more 
sustainable the funding is. This is the core of the concept of 
risk-pooling; individuals contribute on a regular basis to a 
pooled fund (e.g. by paying taxes or contributing to health 
insurance) so that when they fall ill, the pool will cover their 
costs. At any one time, the healthy members of the pool are 
helping to pay for the health-care costs of those who are ill; 
those who are healthy and those who are ill will change over 
time. The risk of falling ill and incurring unexpected and high 
health-care costs is shared between those in the pool.36

Universal coverage can ‘in theory’ be achieved through a 
combination of different financing mechanisms within one 
country, where different groups are covered by different 
mechanisms but all are ‘adequately’ covered in some way. 
However, it is increasingly being recognised that universal 
coverage cannot exist in systems with fragmented risk pools 
which do not allow for income and risk cross-subsidies (from 
the rich to the poor and the healthy to the ill) in the overall 
health system. These cross-subsidies are critical to achieve 
an equitable, efficient and sustainable health care financing 
system. As indicated previously, universal health systems are 
built on the principles of contributing to funding according to 
one’s ability to pay and receiving health services according 
to one’s need for care. As noted by the WHO, “[t]here is 
growing consensus that, other things being equal, systems in 
which the degree of risk-pooling is greater, achieve more”.37

Countries which have considerable fragmentation of risk 
pools, such as the USA that has a large number of PHI schemes 
and two government-funded schemes to cover the poor and 
the elderly (Medicaid and Medicare), have been unable to 
achieve universal coverage. About 28% of adults (50 million 
Americans) were either completely uninsured or uninsured 
for part of the year in 2007.38 In America, if one is uninsured 
one has very limited access to health care.

Some countries have achieved widespread population 
coverage through making membership of an insurance scheme 
compulsory, but there are a number of schemes from which 
they can choose, such as in the Netherlands. One drawback 

of this approach is the high administrative costs involved in 
having a number of separate schemes and the high marketing 
costs incurred as schemes compete for members. More 
importantly, there are often problems with achieving income 
and risk cross-subsidies across the different schemes. Indeed 
it is for these and other reasons that in 2000 South Korea, 
which has a long-standing mandatory health insurance system 
operating via smaller schemes, integrated 139 separate private 
insurance associations, 227 insurance associations for the self-
employed and numerous other insurance associations into a 
single National Health Insurance Corporation.

In other countries all citizens have access to some form of 
health care, but there are completely separate risk pools 
for different sections of the population resulting in a tiered 
health system (i.e. there are no income and risk cross-subsi-
dies between the separate pools). This is particularly the 
case where there is a mandatory or social health insurance 
scheme covering only those working in the formal sector and 
general tax-revenue funded health services covering the rest 
of the population, as exists in Mexico and many other Latin 
American countries.39

Some argue that a tiered system is the only way to move 
towards a universal health care system based on the fact that, 
historically, most universal mandatory insurance schemes 
have begun by covering only formal sector employees and 
then attempting to expand coverage gradually. However, 
simply because this is the route that has been historically 
adopted by some countries does not mean that it is the only 
way to achieve universal coverage. Indeed, creating a two 
tier system can become an obstacle to achieving a universal 
system which includes comprehensive income and risk 
cross-subsidies. This has certainly been the experience of a 
number of Latin American countries that initiated manda-
tory insurance schemes by covering formal sector workers 
and their dependants and where this group has remained the 
focus of mandatory insurance initiatives for many decades. 
These countries have found that a two-tier health system has 
become entrenched and have encountered considerable diffi-
culties in extending coverage, not least of all because the vocal 
and powerful formally employed groups have opposed moves 
towards universal coverage for fear of losing their preferential 
benefits.40

In recent times, a number of countries have introduced 
universal health systems with an integrated funding pool from 
the outset, such as Moldova and Kyrgyzstan. In these countries, 
a mandatory health insurance fund (MHIF) has been estab-
lished into which mandatory payroll contributions by formal 
sector employees and general tax funds have been combined. 
The general tax funds are essentially seen as contributions by 
all of those outside of the formal sector. The local offices of 
the MHIF then purchases care for the entire population living 
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in their area. The majority of the funds (about two-thirds) 
come from general tax revenues and about one-third from 
payroll contributions.18,41

Purchasing

Purchasing relates to transferring the funds from the risk 
pool(s) to health-care providers and includes considerations 
such as the type of services covered (known as the benefit 
package) and the provider payment mechanisms. There has 
been some confusion about the concept of purchasing in that 
some people associate it only with health insurance schemes. 
However, purchasing is essentially about ensuring that appro-
priate, efficient, quality services are available to the popula-
tion. It is equivalent to the better known concept of health 
service planning (i.e. assessing the health needs of the popu-
lation to be served, determining what range and quantity of 
services are required and directing funds to these services). 
Active purchasing is absolutely critical for achieving universal 
coverage; it is of no value for citizens to have a ‘paper entitle-
ment’ to health care if the purchasing function fails to deliver 
accessible, quality care of the type needed.

There is a great variation in the design of benefit packages 
across different countries. One of the key questions consid-
ered in benefit package design is should the package only 
include low-frequency, high-cost services, such as inpatient 
hospital care and long-term, terminal illnesses, which are 
often regarded as ‘catastrophic events’? Or should it only 
cover high-frequency, low-cost services, such as acute and 
chronic care that can be provided at the primary care level? 
Or should it cover both types of services? Given the central 
goal of providing financial protection, many believe that the 
emphasis should be on protecting individuals and households 
from ‘catastrophic’ expenditure, which has traditionally been 
associated with inpatient care and other high-cost, low-
frequency services. However, it is becoming increasingly clear 
that even small payments for primary care services can have 
catastrophic consequences for vulnerable households and 
that essential primary health care services should, therefore, 
be covered in countries with high poverty levels.42 The design 
of a benefit package clearly depends on what people in a given 
country can afford, but a reasonably comprehensive benefit 
package is best able to protect households from catastrophic 
health-care costs.

In addition, cost-containment may be a problem if the benefit 
package only covers hospital services. If primary care services 
are not included in the package, patients tend to go directly 
to a hospital or a medical specialist for a health problem that 
could have been dealt with at the primary care level at a much 
lower cost. Many countries have found that having primary 
health-care providers act as gatekeepers to hospital care is a 
useful cost-containment mechanism.43 If one is to avoid out-

of-pocket payments that, as highlighted earlier, are regres-
sive and a barrier to access, particularly for the lowest income 
group, active gate-keeping is essential. The major reason why 
some countries impose co-payments or user fees is to contain 
costs and reduce the potential for moral hazarde amongst the 
covered population. However, as noted by Kutzin, “[a]lthough 
incentives to consumers based on cost-sharing requirements 
appear to have some effect in reducing demand, incentives 
to providers are much more powerful tools for containing 
costs”.44

Middle-income countries that have achieved universal 
coverage despite having very constrained economic resources, 
such as Thailand, have adopted comprehensive benefit pack-
ages (ranging from primary to tertiary level services) but have 
adopted ‘negative lists’, i.e. a list of services that are explic-
itly excluded. The kinds of services most frequently included 
in ‘negative lists’ are entirely discretionary services (such as 
cosmetic surgery) and very high-cost services (such as dial-
ysis for end-stage renal disease and organ transplantation). 
Thailand also has a very strong gate-keeping process with 
insistence on following the appropriate referral route, starting 
at the primary care level, and requires no co-payments or 
fees.

There is even greater variation across countries in terms of 
the type of provider payment mechanisms that are used. 
There is no one provider payment mechanism that is clearly 
‘better’ than others; each has its advantages and disadvan-
tages. However, one issue on which there is consensus is that 
unrestricted fee-for-service payment (i.e. itemised fees for 
each service provided) as the sole or main payment mecha-
nism is unsustainable.20,45,46 Most countries are adopting a 
combination of payment mechanisms that will ensure suitable 
incentives for health-care providers to deliver the appropriate 
type of services and to provide these services efficiently and at 
an acceptable level of quality.

Implications for the South African 
health system
The key message from the review of international experi-
ence is that South Africa’s proposed health system reform is 
very much in line with prevailing international consensus. In 
particular, the goal of achieving universal coverage is firmly 
at the top of the global health policy agenda. Given that no 
government policy document has been released to date, it 
is difficult to accurately assess the extent to which proposed 
health system changes are in line with the current conven-

e Moral hazard is the tendency of entitlement to the benefits of health 
insurance to act as a strong incentive for people to consume more and 
‘better’ health care and a weak incentive for them to maintain a healthy 
lifestyle.



NHI: Providing a vocabulary for public engagement 15

153S A H R 2 0 1 0

tional wisdom. Public statements by the Minister of Health 
and the ANC suggest, however, that the broad policy direc-
tion is in line with what could be described as international 
‘good practice’.

In relation to revenue collection, the proposal is that funds will 
be mainly derived from general tax revenue but will probably 
be supplemented by some form of mandatory payroll contri-
bution by formal sector workers. As indicated previously, 
general tax revenue is usually the most progressive source of 
funding. Any mandatory payroll contribution should be care-
fully structured to ensure that it is not regressive, drawing 
on lessons from international experience (e.g. not allowing 
people to ‘opt out’ of the mandatory contribution and not 
placing a cap or maximum limit on mandatory contributions).

There has been considerable media debate about the future 
role of medical schemes. It appears that medical schemes will 
continue to exist, but contributions to these schemes would be 
over and above a person’s mandatory payroll contribution. In 
effect, medical schemes would provide supplementary cover 
(as exists in countries such as the UK), which again is in line 
with ‘good practice’ lessons from international experience.

Another aspect of revenue collection that is in line with lessons 
from international experience is the commitment to services 
being free at the point of service and not to rely on out-of-
pocket payments as a funding source. Thus, co-payments will 
not be used as a mechanism for limiting health service use 
(see later discussion of gate-keeping to promote affordability 
and sustainability).

In terms of pooling, it is clear that there will be a single or inte-
grated risk pool. For example, it was stated in ANC Today: 

The main sources of funding for the NHI will be allo-
cations from general tax revenue with a progressive 
increase of the public health sector budget over five 
years and a small mandatory health insurance contribu-
tion. All of these funds will be combined into a single 
NHI Fund from which all services covered by the NHI 
will be funded.47

Having an integrated pool of funds is of considerable impor-
tance in relation to addressing the greatest challenge in South 
Africa in relation to achieving universal coverage, namely the 
breadth of coverage. As indicated previously, the challenge 
is to ensure that all South Africans are able to access health 
care when needed. There are a number of issues that underlie 
this challenge, such as being able to attract health professionals 
to work in remote rural areas, ensuring that there is a reliable 
supply of medicines to health facilities and addressing low staff 
morale in public sector health facilities. Another key factor is 
that South Africa currently has a divided health system with 
the majority of the most highly skilled health professionals 
working in the private health sector and being accessible 

only to a minority of the population.f An integrated pool of 
funds, which is larger than that currently made available to the 
public health sector through general tax revenue, will make 
it feasible to purchase services from both public and private 
health service providers to benefit all South Africans.

There are somewhat limited details on the proposed 
purchasing arrangements for the reformed health sector. It 
has been indicated, however, that: 

There will be a comprehensive package of services that 
includes primary health care services as well as hospital 
inpatient and outpatient care. People will be expected 
to follow the appropriate referral route to ensure 
effective gate-keeping at the primary health care level 
before referrals to specialists and hospital-based care 
when necessary.47 

It has also been indicated that fee-for-service will not be the 
main provider payment mechanism but, instead, the emphasis 
will be on payment mechanisms such as capitation.g Finally, 
it has been stated that services will be purchased from both 
private and public health-care providers which, as indicated 
previously, is of considerable importance in the South African 
context for improving the breadth of coverage.

Although the broad policy proposals for health system reform 
that are publicly known appear to be in line with interna-
tional trends, considerably more detail on the precise design 
of different elements of the health care financing system is 
required before conclusive judgements can be drawn. The 
design of a reformed health system is critical for the system to 
be affordable and sustainable.

The most heated aspect of the media debate has been about 
the affordability of the proposed reforms. As indicated previ-
ously, it seems premature to declare the reforms to be unaf-
fordable before details of the proposed system design have 
been finalised. It is not the universality of a universal health 
system that makes it unaffordable, it is inappropriate design of 
a health system that can make it unaffordable. 

There is no doubt that South Africa can have an affordable 
universal health system, in the sense of having vastly improved 
depth, height and particularly breadth of coverage than it has 
at present. Based on lessons from international experience, 
the key elements that are required to ensure an affordable 
and sustainable universal health system include the following:

An integrated pool of funds that will tilt the power balance 
in establishing service payment levels in favour of the 
purchasing organisation as opposed to the providers;

f While there is considerable debate over the exact public-private mix 
of doctors and other health professionals, due to the unavailability of 
reliable data, there is no dispute over the fact that the majority of doctors, 
pharmacists, psychologists etc. work in the private health sector.

g Payment of an agreed amount of money per capita or per person, which 
may be adjusted for the relative risk of that person needing health care.

ÿ
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Careful delineation of roles and responsibilities between 
the proposed NHI Fund and the national and provincial 
health departments to avoid duplication of management 
responsibilities and to minimise administration costs;

Active purchasing of services to promote efficient and 
equitable provision of appropriate services;

A benefit package that includes primary care services as 
well as specialist and inpatient care, with substantial atten-
tion being paid to ensuring that the focus is not solely on 
curative care but also includes preventive, promotive 
and rehabilitative services. Primary level care should be 
excellent so that individuals are confident that they will 
be adequately cared for if they follow the appropriate 
referral route and comply with gate-keeping by primary 
care providers; and

Provider payment mechanisms that do not rely largely 
on fee-for-service payments but are carefully designed to 
provide incentives for efficient, good quality health service 
provision.

Universal coverage and achieving 
the MDGs
Pursuing a universal health system is very likely to contribute 
to more rapid progress towards the MDGs. The health 
system itself is not the only, nor is it necessarily the most 
important, contributor to improvements in health status. The 
social determinants of health are widely recognised. How 
then would pursuing a universal health system contribute to 
achieving the MDGs?

It is important to recognise that the benefits of a universal 
health system will not only be through direct impacts on 
health status improvements through ensuring greater breadth 
of coverage (so that South Africans can access needed health 
care), but there will also be considerable indirect benefits. For 
example, pursuing universal coverage will promote social soli-
darity and can contribute to addressing some of the power 
imbalances in society which contribute to ill-health. In addi-
tion, a firm commitment by government to universalism could 
translate into improved public funding for a range of social 
services, not only health services but also education, social 
welfare and other services that are critical for addressing 
the key social determinants of health and could reduce the 
demand for services from the NHI.

Finally, a universal health system by definition provides good 
financial protection against the cost of using health services. 
Not only does this contribute directly to reducing poverty, 
which is itself a key MDG, but will indirectly contribute to 
promoting health status improvements – given that poverty is 
a key social determinant of health.

ÿ
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Conclusions
The resolution of the ANC at its Polokwane policy confer-
ence to implement a NHI signalled its intention to pursue a 
universal health system. It is a great tragedy that South Africa 
did not implement the Gluckman Commission recommenda-
tions in the mid-1940s. We would not be faced with the health 
or health system challenges that we face today if Gluckman’s 
vision had been acted upon. Almost seven decades later we 
have a window of opportunity to pursue a universal health 
system that will contribute in many direct and indirect ways 
to moving closer towards the MDGs.

However, we run the very real risk of once again losing a 
window of opportunity. Some of the ways in which we can 
contribute to seizing this opportunity include:

Engaging in constructive and evidence-informed debate 
across stakeholders to reach greater consensus on what 
a universal health system entails and achieve broad-based 
commitment to universal coverage in pursuit of improved 
health for all South Africans;

Careful development of an appropriate design for the 
proposed reforms to ensure that a universal health system 
is sustainable and affordable – allowing adequate time to 
undertake this task properly;

Providing information to South Africans on the intended 
reform by initiating a process of widespread engagement 
with stakeholders around the policy proposals once they 
are placed in the public domain. Two groups whose views 
are critical but have not yet been heard in the ongoing 
media debate are:

The ‘general public’ who are the intended beneficiaries 
of the health system reforms; and

Front-line health workers, who will be expected to 
work in the reformed health system and indeed imple-
ment the proposed reforms – much of the problems 
with staff morale in the public health sector stem from 
the imposition of substantive reforms over the past 
decade or more without engagement or forewarning.48

South Africans have for too long tolerated a divided, ineq-
uitable and inefficient health system. There is no doubt that 
health system change is needed. The time has come for all 
stakeholders to work together to identify and pursue health 
system reforms that will benefit all South Africans through 
extending the breadth, depth and height of coverage of the 
country’s health service.

ÿ
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National Health Insurance (NHI) has been introduced as a reform proposal for the 
South African health system by the African National Congress (ANC) from 2007. 
Until now such proposals were not seriously considered as South Africa has pursued 
the path of developing a public health system capable of guaranteeing universal 
access to health care. Proposals tabled by the ANC in September of 2010, however, 
propose an alternative institutional path coupled with ambitious budget bids. This 
chapter seeks to unpack and evaluate these most recent proposals, concentrating 
on their financial feasibility. Overall the chapter finds little evidence to support the 
central objective of the reform which seeks to raise up to 5% of Gross Domestic 
Product (GDP) in additional taxes to achieve a total public spend equivalent to 8% 
of GDP. No international precedent can be found for such a proposal, with no other 
developing countries spending anywhere close to this level on public health. Were 
such a proposal to be implemented it would require that personal tax rates rise to 
implausible levels, with a general doubling of tax rates. Aside from the general finan-
cial considerations the institutional proposals, involving the implementation of what 
is termed a “SARS-like” organisation, raise serious financial concerns. Aside from a 
lack of clarity over why this organisation is necessary and what institutional weak-
nesses it seeks to address, the ambitious list of proposed functions suggest that it 
will be considerably more costly than indicated. This chapter largely concludes that 
the ANC proposals are not implementable as proposed and are unlikely to seriously 
address existing weaknesses in the health system. 

There is little evidence 
to support the central 

objective of the reform 
which seeks to raise 
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achieve a total public 

spend equivalent 
to 8% of GDP. No 

international precedent 
can be found for such a 

proposal...

A FINANCIAL FEASIBILITY  
REVIEW OF NHI  
PROPOSALS FOR SOUTH AFRICA

Alex van den Heeveri

Advisor to the Council for Medical Schemes. This chapter is written in his personal capacity.i.

Author:

16



158S A H R 2 0 1 0

Introduction
The purpose of this chapter is to evaluate the financial implica-
tions of proposals produced by the African National Congress 
(ANC) on National Health Insurance (NHI). Although no offi-
cial policy in this regard has emerged at the time of writing, 
the ANC proposals provide some idea of the positions held by 
a number of key stakeholders and interests close to the ruling 
party. This conveniently provides a useful focus for a feasibility 
assessment. This chapter, therefore, frames the central finan-
cial and related institutional elements of the NHI proposals as 
stated, including the supporting business case, and subjects 
them to a critical review. 

What is proposed?
Of four ANC documents made public to date, all of which 
were produced from 2009,1-4 very little has altered in their 
broad substance. However, as the reports are fairly broad, 
with only the most recent discussion document containing 
any financial information, some proposals with important 
financial and related efficiency implications remain unclear. 
Nevertheless, the most recent report is relied on here as the 
primary source for the discussion in this chapter. 

The following is therefore a summary of the main 
recommendations: 

An NHI Fund should be established which would collect 
revenue, pool the revenue and purchase all health services 
in South Africa.4

The NHI fund should be managed by a Chief Executive 
Officer (CEO) appointed by and reporting to the Minister 
of Health (MoH) “similar to the way the SARS [South 
African Revenue Service] Head reports to the Minister of 
Finance”.4 

The NHI Fund should operate as a separate body from 
the civil service “as evidenced by international practice 
and experience”.4 

The National Department of Health (NDoH) should 
remain in a stewardship role and “also remain a major 
provider of services through its national, provincial and 
district level structures and facilities”.4a 

The entire purchasing function of the existing public health 
system should be transferred to the NHI Fund.4b 

The NHI Fund should directly contract with and reim-
burse both public and private providers.4

a It should be noted, however, that the NDoH is not a provider of services 
through the provinces and districts. Provinces operate independently of the 
NDoH as fully developed organs of state in terms of the Constitution.

b It should be noted that the discussion document refers to the NDoH 
as having a purchasing function. In fact, it does not have this function. 
Provision only occurs at the provincial and local government tiers of 
government.
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It is proposed that a district team be configured for the 
provision of population health services. This will include 
paramedical personnel operating in support of nursing and 
clinical staff. It is proposed that there should be one team 
for every 10 000 people. This would require:

5 000 teams;

5 000 doctors/clinical associates and nurses; and

15 000 to 20 000 community health workers.4

The district teams should be supported by health profes-
sionals operating from fixed clinics and private sector 
group practices providing primary care on a capitation 
basis.4 

It is proposed that the primary care system provide 80% 
of the services needed by communities, with access to 
secondary and tertiary services on a referral basis only.4c

Private pharmacies should be contracted to provide 
increased access to medicines.4

An Office of Standards Compliance (OSC) should be 
established outside of the NDoH but reporting to the 
MoH “just like the SARS which reports to the Minister of 
Finance”.4 

The benefits offered should be universally available and 
include all South African citizens and legal residents.4 

The benefits should be provided by accredited public and 
private providers that are contracted to the NHI Fund.4 

Existing private general practitioners should be accredited 
in the system if they work in multi-disciplinary practices 
“which include primary health-care nurses and a range of 
allied health professionals”.4 

At least 25% of all facilities should be accredited annu-
ally “until all facilities are fully accredited during a five-year 
phased period”.4

An earmarked tax framework, in conjunction with an 
increase in general taxes, should be implemented to raise 
additional funds amounting to approximately 5% of Gross 
Domestic Product (GDP) and added to the existing 3% of 
GDP already in the public health budget.4

The system should be initiated in 2012 with an additional 
2% of GDP added, by way of the earmarked tax, to the 
existing 3% of GDP currently allocated to the public 
health budget. By 2017 the total allocation to the health 
budget should rise to 7% of GDP, reaching 8% of GDP 
by 2025.4 

The fiscal impact of the increased taxes should be offset by 
the removal of a current tax subsidy for medical scheme 
users.4 

A progressive earmarked tax is proposed at 1% (presum-

c It is not clear whether this refers to activities or finances.
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ably of payroll) for the lowest income earners rising to a 
maximum of about 8% for high income earners, with no 
income ceilings applied.4 

Unpacking the business case
A business case sets out a formal rationale for any programme 
of action, including any bid for new funds or loans, based on 
value-for-money arguments where explicit benefits and costs 
are weighed up. A business case is central to providing deci-
sion-makers and, where major public policy issues are at 
stake, stakeholders and the general population with a clear 
idea of the trade-offs involved and why the intervention is 
necessary. In the case of public policy it should indicate a clear 
rationale for government intervention and how that interven-
tion is tailored to meet specific social concerns that cannot 
be addressed either through private markets or existing 
public programmes. Where proposals have very significant 
financial and institutional implications, involve significant risks 
of government failure and have widespread implications for 
many stakeholders and households, the standard of scrutiny 
rises.5 

The central elements of the business case provided by the 
ANC are as follows:4

It will provide an opportunity for significant economic 
and social benefits as the population will be healthier 
and more productive. They suggest that: “international 
evidence demonstrates that a properly implemented NHI, 
as demonstrated in countries such as Japan, Taiwan, Chile, 
Thailand and South Korea, has resulted in economic and 
social benefits to the country”; 

The population will be protected against private health 
insurance premium increases through introducing a “highly 
effective, fair and cost-effective national health insurance 
system”;

High-income countries in the European Monetary 
Union spend 73% of health-care funds through public 
arrangements;

“Rich countries, in general, choose to spend their health-
care publicly”;

A free-market for health care is often inequitable and inef-
ficient and suffers from market failure;

Public spending “acts as a brake on overall spending and 
prevents the rapid cost escalation that has occurred, for 
example, in the United States of America”;

“Each extra year of life expectancy raises a country’s GDP 
per person around 4% in the long run”;

“Health investments are important safety nets against 
poverty traps in times of economic upheaval … lack of 
health insurance in India means that over 37 million fall 

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

ÿ

below the poverty line each year due to catastrophic 
health spending”;

The public financing of health “frees the poor to use more 
money to increase their own welfare and create jobs”.

“In South Africa 57% of health spending flowed via private 
health insurance contributions (44%) and out-of-pocket 
spending (13%). If the poor did not have to spend this 
13% on out-of-pocket expenditure, they would either 
save it or spend it on other goods and services. Studies 
have shown that they would use it on other services 
including investing in other household assets and other 
activities that create jobs in South Africa.” 

“Business will have a healthier workforce at a lower 
cost”;

“Many middle-income countries have implemented 
universal national health insurance quickly and innovatively 
and to wide popular appeal.” Examples provided refer to 
Taiwan, the Republic of Korea, Mexico, Thailand, Vietnam 
and Columbia;

It is argued that there would be good “citizen buy-in” to 
the NHI on the basis of a survey, the findings of which are 
stated as:

There is a good understanding of the need for pre-
payment to ensure financial protection from the costs 
of health-care with 76% of all respondents agreeing 
with the statement: “I would agree to pay a small 
amount each month so that if I get sick, health-care will 
be free, even if I’m not sick now”. 

More than two-thirds of respondents (67%) agreed 
with the statement: “I would join a publicly supported 
health insurance scheme if my monthly contribution was 
less than for current medical schemes”. Importantly, 
an even greater number of medical scheme members 
(82%) agreed with this statement, strongly suggesting 
that there is widespread dissatisfaction with the high 
cost of medical scheme membership. 

Another important finding of this survey is that, despite 
reported widespread concern about the quality of care 
in public sector facilities, 73% of South Africans agreed 
with the statement: “I would join a publicly supported 
health insurance scheme if I could use public health 
services for free”. 

On the strength of this business case the following recom-
mendations are made:

An NHI Fund be established at the level of national govern-
ment which would:

Collect revenue for the purpose of financing health-
care benefits;

‘Purchase’ services, with this function entirely trans-
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ferred from provincial and local government;

‘Purchase’ services from both the public and private 
sectors;

Provincial governments in future only render services on 
behalf of the NHI Fund on a contractual basis;

An earmarked tax be implemented to raise funds in addi-
tion to the present budget allocation;

That total funds allocated to the NHI Fund ultimately rise 
to 8% of GDP, with a start-up allocation equivalent to 
5% of GDP in 2012, growing to 7% of GDP by 2017, and 
thereafter rising to 8% by 2025;

That a quality assurance authority be established to 
accredit all services to be “purchased” by the NHI Fund; 
and

That a political governance model be implemented for 
both the NHI Fund and the quality assurance structure 
that would involve the MoH appointing the CEOs of the 
organisations.4

In terms of an overall expenditure plan the ANC report outlines 
four high-level categories of public health expenditure:4

ß

ÿ

ÿ

ÿ

ÿ

ÿ

Non-AIDS-related services;

AIDS-related service;s

Additional services; and

NHI operational costs.

The report, however, does not define the streams, making 
it difficult to evaluate what lies beneath the numbers or 
relate them to existing programmes. The proposed budget 
trajectory, reflected in Figures 1 and 2, indicates that very 
dramatic increases in service funding is proposed, beginning 
in the period 2012 to 2017, with increases at roughly 13% 
per annum in real terms and around 7% per annum in real 
terms thereafter to 2027. The AIDS-related services, which 
do not correlate with existing HIV and AIDS budgets and 
programmes, also show very dramatic increases, rising ulti-
mately to R47 billion, i.e. nearly 50% of current public health 
expenditure. The non-AIDS-related budget increases are 
more pronounced than any of the other programmes, with 
increases of 18% and 19% per annum for the first two years, 
dropping to 15% per annum in the next two and roughly 9% 
per annum from 2017 to 2025. 

ÿ

ÿ

ÿ

ÿ

Figure 1: ANC financial proposal for NHI

Source:  African National Congress, 2010.4

0%

2%

4%

6%

8%

10%

12%

14%

16%

0

50

100

150

200

250

300

350

400

20
11

20
12

20
13

20
14

20
15

20
16

20
17

20
18

20
19

20
20

20
21

20
22

20
23

20
24

20
25

P
ercentage change 

R
’b

ill
io

n

Non- AIDS-related AIDS-related Additional services

NHI administration % change in total

?

13
.5

%

13
.9

%

13
.1

%

11
.5

%

6.
0% 6.

6% 6.
5%

6.
6% 7.

0% 7.
4%

6.
9% 7.

3%

6.
6%



A financial feasibility review of NHI proposals for South Africa 16

161S A H R 2 0 1 0

Figure 2: Proposed changes in the non-AIDS-related public budget

Source: African National Congress, 2010.4

Table 1: ANC financial proposal for NHI (R billion in 2010 prices)

 Non-AIDS-related AIDS-related Additional services NHI administration Total

2011 ? ? ? ? ?

2012 62.0 17.2 44.8 3.7 127.7

2013 73.0 19.7 48 4.2 144.9

2014 87.0 22.0 51.3 4.8 165.1

2015 100.3 26.2 54.8 5.4 186.7

2016 114.9 28.7 58.5 6.0 208.1

2017 123.2 31.0 60.0 6.4 220.6

2018 133.6 33.1 61.6 6.9 235.2

2019 144.9 35.1 63.2 7.3 250.5

2020 157.5 36.9 64.8 7.8 267.0

2021 171.3 38.7 66.4 8.3 284.7

2022 187.4 40.3 68.0 8.9 304.6

2023 205.2 42.8 69.6 9.5 327.1

2024 225.0 43.3 71.3 10.2 349.8

2025 246.9 44.7 73.0 10.9 375.5

Source: African National Congress, 2010.4
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Evaluating the business case 

General comment

Given the far-reaching nature of the ANC’s proposals for 
NHI, motivated on public interest grounds, it is important to 
review the case presented, including whether the solutions 
reasonably relate to the gaps in the health system and are 
reasonable and feasible. This section therefore provides a 
limited critical review of the substance and reasonableness 
of the ANC’s NHI framework. This involves an examination 
of the objectives, the financial proposal, administration costs, 
earmarked taxes and citizen buy-in. Each element examined, 
although not exhaustive, materially relates to the value-for-
money of the proposals. 

The objective of the reform

The objective underpinning this proposal, although never 
clearly laid out, appears to be the achievement of a version 
of equity that assumes public welfare is maximised where 
all health-care expenditure is centrally pooled and services 
purchased at a level equivalent to the existing level of total 
national health expenditure. 

The calculation of total national health expenditure, in this 
instance, is understood to include existing public sector, 
medical scheme, social insurance and out-of-pocket 
expenditure.

The business case, seen together with the recommendations, 
relies on the rationale that the public health system is under-
funded to a degree that is inconsistent with international 
norms and that the existence of a private system with inde-
pendent funding is the main institutional weakness driving the 
systemic under-performance of the health system. Central to 
this thesis is the fact that only 16% of the population access 
medical scheme cover and that out-of-pocket expenditure 
is regarded as excessive at 13% of overall national health 
expenditure. 

The proposals therefore see both medical scheme and out-
of-pocket expenditure as social negatives which can only be 
eliminated through their being subsumed into a single “pre-
paid” system which offers free care at point of service. This 
is assumed to occur by increasing public expenditure levels 
so dramatically that no-one will feel the need to pay out-of-
pocket for any health services or contribute voluntarily to a 
medical scheme. 

The goal of improved health outcomes is, surprisingly, not 
prioritised in the proposals, despite South Africa’s evident 
poor performance relative to international benchmarks and 
comparator countries (see Table 2). The ‘business case’ for 

NHI, in contrast to findings elsewhere, does not talk to public 
sector poor performance as a causal factor for poor health 
outcomes, but focuses attention instead on arguments that 
more public health expenditure self-evidently advances the 
public interest and that quality assurance will be catered for 
through the introduction of a centrally-located quality assur-
ance body reporting to the Minister of Health. 

An international review of public health 
expenditure

In a review of the national health accounts of all health systems, 
no precedent can be found for a developing country increasing 
its public health expenditure to 8% of GDP. Amongst indus-
trialised countries only two spend 8% or above. Of the eight 
countries benchmarked as having NHI in the ANC discussion 
document, only three spend more than 4% of GDP on public 
health expenditure: Japan (6.5%), Columbia (4.9%) and Chile 
(4.1%). 

Only two of the countries referred to as having NHI in the 
ANC NHI discussion document in fact have single-payer NHI 
arrangements: South Korea and Taiwan. All the rest, including 
Japan, are multi-payer and/or mixed public and private multi-
payer systems. However, despite having NHI, total public 
health expenditure stands at only 3.6% and 3.7% of GDP 
for South Korea and Taiwan respectively, which compares 
favourably to South Africa’s 3.4%. Aside from other insti-
tutional factors specific to their context, their considerable 
income (roughly three times South Africa’s per capita GDP) 
and favourable employment levels permit a public spend not 
dissimilar to that of South Africa as a proportion of GDP to 
fund a universal benefit of some significance. 

In contrast to the developing countries, industrialised coun-
tries spend a higher proportion of GDP on health-care. 
However, it is rare even for these countries to exceed 8% 
of GDP on public health expenditure, with Germany and 
France being the only notable examples. Public expenditure 
as a percentage of GDP ranges from 7.2-7.5% in the health 
systems used as benchmarks in the NHI discussion document: 
United Kingdom (UK) at 7.5%, Canada (7.2%), Netherlands 
(7.4%) and Belgium (7.2%), as depicted in Figure 3. 

The proportion of total health expenditure spent publicly is 
also unrelated to the type of health system. It does, however, 
rise with increasing per capita GDP, consistent with the luxury 
goodd nature of overall health expenditure, irrespective of 
whether funding is predominantly public or private. 

d In economics a luxury good occurs where demand for it rises as a 
proportion of income with increases in income. Goods that are needed, 
necessity goods, decline as proportion of income as incomes rise. Health-
care goods and services have elements that fall into both categories. For 
instance the demand for TB treatment should decline with increased 
income, while the prevention and treatment of all cancers is expected to 
rise, as a proportion of income, with increases in income.
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Figure 3: National health accounts for selected countries expressed as a percentage of GDP, 2008

* Countries benchmarked as having NHI in the ANC discussion document.

Source:  World Health Organization and Hong Kong Bureau of Food and Health. 

Health system typologies

Industrialised countries, although characterised by having 
high levels of public funding, vary considerably in their health 
systems. Whereas the UK and France have substantial public 
delivery systems, countries such as Germany, the Netherlands 
and Belgium have regulated private health insurers directly 
administering funding and the reimbursement of health 
expenses. These latter systems are generally classified as 
social health insurance (SHI) systems and involve multiple 
payers (i.e. multiple insurers). 

Of the countries referred to in the ANC discussion document 
as having NHI systems, only South Korea (from 1995) and 
Taiwan (from 2000) correctly fall into this category. All the 
rest involve some mix of multiple-payer and public system 
approaches (Table 2). 

In both South Korea and Taiwan, the NHI arrangements 
evolved from systems based entirely on multi-payer fee-

Out-of-pocket payments

South Africa’s levels of out-of-pocket payments at 18.1%f 
are reasonable when compared to the developing countries 
benchmarked in the NHI discussion document, with only 
Columbia at 7.9% performing markedly better. Interestingly, 
both the NHI countries of Taiwan and South Korea have 
out-of-pocket expenditure as a per cent of total expenditure 
substantially in excess of South Africa’s at 30.0% and 36.8% 
respectively (Figure 4).

e World Health Organization (WHO) country statistics (www.who.who.
int/countries/en/). As Taiwan’s national health accounts are not formally 
reported by the WHO the data reported by the Hong Kong Bureau of 
Food and Health was used (www.fhb.gov.hk). A 2006 breakdown was 
used.

f The ANC discussion document refers to a figure of 13% which is lower 
than the WHO estimate. It is not clear where their figure comes from as 
it is not referenced.
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for-service private insurance. In both instances the conver-
sion was a natural and logical progression and did not involve 
sudden increases in taxation, although in both cases there 
were unforeseen cost increases resulting in large deficits.

Despite having NHIs in place, both South Korea and Taiwan 
can be regarded as multi-tierh health systems, despite offering 
some form of universal benefit. This is because both ration 
their universal benefit quite severely, using co-payments, 
which require households to fund a substantial portion of 
their benefits on an out-of-pocket basis. Given this, their 
levels of out-of-pocket expenditure exceed that of South 
Africa. (Figure 4). 

g World Health Organization (WHO) country statistics (www.who.who.
int/countries/en/). As Taiwan’s national health accounts are not formally 
reported by the WHO the data reported by the Hong Kong Bureau of 
Food and Health was used (www.fhb.gov.hk). A 2006 breakdown was 
used.

h A multi-tier system will be characterised by some degree of differentiation 
based on income.

Despite the mix of systems, all the countries referred to in the 
ANC discussion document and South Africa offer universal 
access to health care, with all except Japan (as it is an indus-
trialised country) doing so on a multi-tier basis. Importantly, 
differential tiers arise as a consequence of the level of 
economic development of a country and are unrelated to the 
system typology. Industrialised countries are consequently 
predominantly single-tier, whereas even relatively affluent 
countries such as South Korea and Taiwan are multi-tier. As 
countries such as Columbia, Mexico and Chile develop, their 
health systems will naturally evolve over time into single-tier 
systems, with or without a NHI arrangement. 

* Countries benchmarked as having NHI in the ANC discussion document.

Source:  World Health Organization and Hong Kong Bureau of Food and Health.g 

Figure 4: Out-of-pocket expenditure for selected countries expressed as a percentage of total health expenditure, 2008
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Table 2: Health system types of benchmarked countries in the 
ANC NHI discussion document

Country Access Tiers 1980 1990 2000 2008

System typology by year
Japan Universal Single SHI(mp)

South Korea Universal Multi SHI(mp) NHI(sp)

Taiwan Universal Multi SHI(mp) NHI(sp)

Thailand Universal Multi SHI(mp)

Vietnam Universal Multi SHI(mp)

Colombia Universal Multi SHI(mp)

Mexico Universal Multi PHS/SHI(mp)

Chile Universal Multi PHS/SHI(mp)

South Africa Universal Multi PHS/SHI(mp)

Source: World Health Organization, 2010;9 Lee et al., 2008.8i

Definitions: Health system definitions used in Table 28 

NHI(sp) = National Health Insurance (single-payer): a 
single statutory arrangement offers a comprehensive 
universal health benefit on an insurance basis;

SHI(mp) = Social Health Insurance (multi-payer): a regulated 
system with multiple health insurers, both statutory 
and private, usually with different benefits for income 
and non-income earners;

PHS/SHI(mp) = Public Health Service combined with Social 
Health Insurance (multi-payer): a publicly provided tax 
funded health service for those without income and a 
regulated multi-payer system for income earners. 

Health outcomes and the relationship to 
the funding and institutional design of the 
health system

In the ANC NHI document, improvements in key health 
outcomes directly related to the health service are not 
explained, with crude reference to the over-riding health 
system’s design or funding levels. For instance, of the two coun-
tries with a form of NHI both had achieved major improve-
ments in their maternal mortality ratio (MMR), which are an 
indicator of health service quality rather than socio-economic 
conditions, when they had multi-payer systems. The imple-
mentation of NHI is plainly unrelated to the achievement of 
health outcome improvements. 

This observation is further reinforced with reference to the 
other countries benchmarked in the NHI discussion docu-
ment, all of which have improved their MMRs with multi-
payer, multi-tier health systems not materially different to 
that of South Africa. Importantly, despite allocating much the 
same public expenditure to health, South Africa has materi-
ally higher MMRs than all comparable developing countries. 

i The system typologies are derived by reviewing the country information 
provided by the World Health Organization and categorising them.

Furthermore, whereas these countries are improving over 
time, South Africa is worsening (see Figure 5). This is indica-
tive of major efficiency concerns in the delivery of public 
health services unrelated to whether or not a single-payer 
NHI is in place or to the funding levels.

It is worth noting that both Thailand and Vietnam, countries 
that spend substantially less than South Africa on public health, 
have materially improved their health outcomes over the past 
30 years. South Africa is consequently an outlier in terms of 
systems performance which cannot be explained by the broad 
design of the health system or its funding levels. 

Figure 5: Trends in maternal mortality ratio (per 100 000 
live births) from 1980-2008 for the countries 
benchmarked in the ANC NHI discussion document

Source: World Health Organization, 2010.9 

The financial proposal

The NHI proposal reflected in Figure 1 argues for an increase 
in public health expenditure from 3.4% of GDP to 8% of 
GDP by 2025. The target percentage of GDP corresponds 
with existing estimates of total South African health expendi-
ture and is related to the equity objective underpinning the 
proposal. Given this, the financial proposal is not really a 
costing analysis, but rather a phased budget proposal fitted to 
a 15 year (from 2011) timeline to 2025. However, the overall 
value of the NHI proposal estimated for 2025 corresponds 
with cost estimates provided by a number of studies where a 
complete NHI option was assumed at maximum implementa-
tion and appears to accept their broad assumptions.10,11

However, these studies were static in nature and costed as 
if the system were to be implemented immediately. Thus, 
although the rand value comes out the same, they imply very 
different percentages of GDP. They also assumed that, where 
the private sector was contracted, private sector prices would 
mostly apply. 
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The costing assumptions proposed in the NHI discussion 
document are, however, unclear and appear to suggest that 
only public sector cost structures apply. This may not be 
an unreasonable assumption if it is proposed to expand the 
existing public system, which would eliminate the need for 
the “SARS-like” centralised purchaser. However, given that 
the purpose of the central purchaser is to contract with the 
private sector, the private sector cost of health-care needs to 
be taken into consideration in any costing analysis. 

As the budget proposal is mainly structured to fit within a set 
percentage of GDP, the technical validity of the bid for funds 
cannot be judged in conventional value-for-money terms as 
the target has been set in abstract with no measurable social 
outcomes. Since the goal of improved health outcomes is not 
prioritised in the latest proposals and therefore appears to 
be a secondary objective, the public policy objective could 
conceivably be regarded, by its proposers, as successful were 
it merely to reduce medical scheme cover, even in the face 
of worsening or unchanging health outcomes. As levels of 
medical scheme participation have little to do with overall 
improved health outcomes this would, however, be a weak 
rationale for the budget bid. 

Improved budget allocations at the margin are convention-
ally judged on the grounds of realisable social policy achieve-
ments. If this is not done, government services would deviate 
from allocatively efficient outcomes.j Increasing the public 
health budget merely to decrease medical scheme partici-
pation, consistent with the equity objective outlined above, 
is likely to result in an allocatively inefficient distribution of 
public services, as the marginal increases in the health budget 
will invariably begin to deliver a lower marginal social return 
than equivalent marginal increases in social assistance, basic 
housing, security, justice and basic education long before it 
has impacted on medical scheme participation. 

Medical scheme cover could, however, deteriorate for a 
number of reasons. Assuming universally free public hospital 
services, which is not the case at present, medical scheme 
members would rationally reduce or move out of cover for 
good reasons where public health services achieved a quality 
standard such that further additional private cover became 
superfluous. However, it is also possible that substan-
tial increases in taxes can cause an affordability problem 
for lower-income members, who would drop their cover 
despite the absence of any improvements in public services. 
If coverage declines exclusively for the latter reason then the 
net social outcome will be negative, judged on the grounds 
of health outcomes and access, as higher taxes will not have 
improved services and merely removed some of the access 

j Allocative efficiency refers to the principle used to proportion government 
goods and services between all its programmes. An allocatively inefficient 
result occurs where too much funding is allocated to services that deliver 
low social rates of return. 

lower-income groups could have obtained through their own 
contributions to a medical scheme. 

The services targeted for new investment with the proposed 
additional taxes will also affect the net cost of the overall health 
system. Families that purchase medical scheme cover do so 
primarily for major and catastrophic health events. Implicitly 
much of the day-to-day care is self-funded, even if funded 
through a medical scheme. General primary care services are 
quite low-cost per event and occur so frequently that they are 
technically uninsurable. Regardless of the availability of free 
state services, income earners choose to purchase their own 
primary care services at their discretion amongst all income 
groups.k Expanding these services in the state will not impact 
on medical scheme coverage, therefore, as they implicitly 
don’t insure them now. Aside from artificially-induced afford-
ability constraints (through higher taxes), medical scheme 
members will reduce or drop their cover only when the state 
can adequately offer reasonable access and quality assurance 
for major medical and catastrophic health events. 

The proposals also raise serious macro-economic questions 
that appear not to have been considered. Given that approxi-
mately 5% of GDP is to be raised in additional taxes from 
current tax-payers, the impact on businesses and private 
disposable incomes will be considerable. As the taxable 
income of taxpayers amounts to roughly 24% of GDP, an 
amount of 5% of GDP raised from existing taxpayers would 
require a 20% increases in taxes if distributed proportion-
ately. This would require a doubling of existing personal taxes 
from an average of 20.4% presently to 41.2%. If appor-
tioned in accordance with the existing progressive personal 
tax structure, the highest effective marginal tax rates would 
range from 72-79% for those earning R2 million to R5 million 
per annum respectively. Income earners who in 2010 are 
earning roughly R154 000 per annum, assuming a progressive 
tax structure, would face an effective change in tax rates from 
14.5% now to 29.2%. If a proportional tax is assumed, this 
would rise to an effective rate of 35.3%, which is roughly the 
existing effective tax rate of people presently earning around 
R2 million per annum now.l 

Quite aside from the feasibility of the intended absolute levels 
of expenditure, the front-loaded allocations identified from 
2012 to 2017 imply annual changes in expenditure that would 
severely test the absorption capacity of even a well-functioning 
health system. However, the existing public health system is 
very weak and is unlikely to be able to productively absorb the 
proposed increases. Even were considerable improvements 
to public health spending considered, the phasing would most 

k The General Household Survey indicates that all income deciles make 
use of private out-of-hospital services despite access to free public sector 
clinics.

l The estimates provided here are based on tax statistics published by 
National Treasury in 2008 and applicable to the 2006 financial year.
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logically involve slow initial growth as the system is properly 
capacitated.

Overall, therefore, the financial proposal involves a public 
health budget increase to levels unprecedented in developing 
countries and rare in industrialised countries, a dramatic 
increase in taxes to implausible levels, and a phasing strategy 
which seeks to front-load substantial budget increases on a 
weak public health infrastructure. This analysis has also not 
examined the substantial contingent liabilities, such as the 
risk of significant unit cost changes due to the incorporation 
of private providers, implicit in the proposals which would 
require very careful examination if any of these recommenda-
tions are taken seriously. 

Administration costs

The ANC NHI discussion document puts the operational 
expenses at 2.5-2.8% of total turnover.4 However, no 
rationale for this low estimate is provided, despite the fact 
that this organisation is designated to perform many onerous 
functions for which no private or public sector equivalent 
exists in South Africa, including inter alia: 

Managing a real-time national population registry;

Procuring health-care services from every single health 
provider in South Africa, public and private, for which it 
will require:

At least 52 district offices, for primary care contracts, 
capitation agreements, and contracts with retail 
pharmacies;

At least nine regional structures, possibly more, for 
contracting hospital services;

A substantial information technology system; and

A substantial fraud detection element.

It is highly unlikely that a complex arrangement such as this 
could be financed at only 3% of total expenditure. It is also 
unclear whether South Africa has the range of skills on the 
scale required to set up the contracts and oversee the rational 
use of resources. 

Using the financial proposals of the NHI discussion docu-
ment as a base, three plausible administration cost scenarios 
in addition to the scenario outlined in Table 1 are presented 
in Figure 6. The three options (of which one includes two 
options with the same ratio) use the ratio of administration 
cost to turnover as a crude measure for determining cost and 
include:

The administration cost ratio of the single-payer NHI fund 
in South Korea, which comes to 4%;8 

The administration cost of the South African Social Security 

ÿ

ÿ
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ÿ

Agency (SASSA) of around 6% of turnover;12 

The administration cost of the Government Employees 
Medical Scheme (GEMS) is presently the lowest in the 
market at 6% of turnover and provides a benchmark for 
an efficient insurance operator providing no capitation 
arrangements;13 and

A cost structure assuming extensive managed-care inter-
ventions in the fund, resulting in a ratio similar to medical 
schemes in South Africa, which is expected to double the 
fee-for-service administration cost of GEMS.m 

It is important to note that the South Korean NHI funds bene-
fits on a fee-for-service basis and consequently has a fairly 
elementary administration system which differs considerably 
from the South African proposal. The SASSA also has a rela-
tively simple administrative platform in comparison to health 
insurers as it merely enrolls people onto social security and 
pays their benefits, which are fixed in value and paid through 
pre-arranged pay points. The high administrative cost of the 
SASSA is counter-intuitive, but illustrates clearly that public 
entities in South Africa do not necessarily operate efficiently. 
While a ratio of 6% reflects inefficiency in the case of SASSA, 
the same ratio is indicative of efficiency in the case of GEMS, 
which has more onerous functions. 

The GEMS with capitation is indicative of the cost of health 
insurers required to manage more complex funding arrange-
ments, as well as reflecting a high-risk, high-end cost possi-
bility. Such a scenario can be motivated on the basis that the 
proposed governance structure, which is identical to that 
of SASSA and involves one minister appointing the Chief 
Executive, will generate severe administrative inefficiencies 
and probable corruption that, due to the added complexity 
of a health administrator, will result in a higher cost relative to 
turnover than SASSA’s 6%.12 

The results in Figure 6 illustrate a plausible spread of cost 
for the proposed NHI Fund. Of the four, the least prob-
able are the 3% and 4% scenarios due to the complexity 
of the proposed institution relative to realistic benchmarks. 
If the higher cost scenarios, which are at least equivalent to 
SASSA and GEMS, occurred by 2014 the NHI Fund would 
cost between R10 billion and R20 billion. By 2017 this rises 
to between R13 billion and 26 billion. By 2025 the NHI Fund 
could cost between R23 billion and R45 billion, with the higher 
figure close to 50% of present provincial health expenditure, 
and around nine times the existing HIV and AIDS allocations. 

The establishment of a NHI Fund which procures health serv-
ices needs very careful examination before it is given serious 

m There is no clear benchmark for this cost. However, it will significantly 
add to rather than reduce the fee-for-service administration cost. The 
required close administration is expected to be substantially more 
complex to administer than conventional fee-for-service.

ÿ

ÿ
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Figure 6: Administration costs of the proposed NHI – alternative scenarios (2010 prices)

Source:  African National Congress, 2010;4 Council for Medical Schemes, 2010;13 National Treasury, 2010.12 

consideration. Whereas the public health system would 
most probably benefit from a centralised resource alloca-
tion function for both the district health system and publicly 
available hospital services (consistent with international best 
practice)13,14 the centralisation of contracting, procurement 
and service reimbursement would deeply fragment the public 
service and reduce coherence and efficiency. Instead, it would 
be far more logical, efficient and cost-effective to build up the 
provincial and district platforms to effectively render and 
procure health services.n 

The NHI Fund proposal, by contrast, undermines the possi-
bility of fully integrated provincial and district authorities 
without presenting any evidence showing why this inter-
vention is rational in the South African context. Aside from 
clear constitutional issues, if attempted it would combine 
three major risks: increased costs of running the public health 
service; increased corruption and fraud at all levels of the 
administration in relation to procurement; and reduced effi-
ciency both during the transition and on an ongoing basis. 

n Note that reference to a “purchasing” function by a health authority 
conflates two distinct functions, procurement and service delivery. These 
are mutually exclusive functions with significant vulnerability to corruption 
occurring in the case of procurement.

Earmarked taxes

The use of earmarked contributions conventionally applies to 
social insurance arrangements where a government mandates 
participation in some form of private or public insurance 
system. In such instances the contributors and their fami-
lies are the beneficiaries and the government intervention 
is justified on the grounds of an increased level of insurance 
coverage. Such contributions do not involve significant income 
cross-subsidies as the primary focus is on maximising the size 
of an insurance risk pool. 

Therefore, where risk pooling rather than income redistribu-
tion is the principal goal, a payroll or earmarked contribution 
is appropriate. Where vertical subsidies (significant income 
transfers between households) are required, ordinary taxa-
tion is the preferred arrangement. This is because in the 
former instance the benefit principle, i.e. where the contrib-
utor receives a direct benefit in exchange for the contribu-
tion, is stronger than in the latter instance. An unemployment 
insurance contribution is consequently not regarded as a 
tax by employees, but seen instead as a quasi-private insur-
ance contribution. However, an earmarked tax to fund social 
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grants would invariably be considered a pure redistributive 
tax as no direct benefit is likely to flow to the contributor, i.e. 
the benefit principle is very weak and indirect. 

The proposed NHI tax is clearly not equivalent to a quasi 
private insurance contribution and instead has the char-
acter of a pure tax. Given this, there is no clear rationale 
for its introduction as it merely involves a complication of 
the general tax system that will, in any case, never truly be 
earmarked. Budgets provided through general government 
cannot be revenue driven, even where an earmarked tax is 
present, as expenditures must still be voted on by the various 
parliaments. 

Citizen buy-in

Claims made regarding citizen buy-in, quoted above, rely 
exclusively on a survey carried out by McIntyre et al.6 These 
results must, however, be treated with caution due to the 
possibility that the options presented to the respondents 
could have been open to misinterpretation. For example the 
statement, “I would join a publicly supported health insurance 
scheme if my monthly contribution was less than for current 
medical schemes,” can be interpreted in various ways. 
Assuming the person was rational and, presented with no 
concrete scenarios, they could interpret the question in one 
of two ways: either the reduced contribution is for a benefit 
equivalent to their medical scheme; or it is for a benefit that is 
equivalent to what is offered in the public sector. It is possible 
that the respondents assumed that the scheme was a state-
sponsored medical scheme along the lines of the GEMS and 
did not regard the question as referring to public services. 

If the respondent assumed that the benefits would be equiva-
lent to current medical scheme cover then they would ration-
ally pick the public scheme. If they assumed they would be 
getting existing quality public health services they would 
plainly pick the medical scheme. Had all the respondents 
assumed the former, and assuming they are rational, there 
would have been a 100% response in favour of the public 
scheme. Conversely, had all the respondents assumed the 
latter then there would have been a 100% response in favour 
of the medical scheme cover. The split may result merely 
indicate that respondents had different interpretations of the 
question, which could invalidate both the empirical relevance 
of the survey and its purported findings. 

For the question to have improved empirical meaning, specific 
values should have been allocated to alternative contributions 
for a range of benefits varying by package size and quality. 
Similarly for the question, “I would join a publicly supported 
insurance scheme if I could use public health services for 
free,” there was also the possibility of the question being 
interpreted in different ways. It is for instance not clear from 

the question whether the respondent would have to pay for 
the “publicly supported health insurance scheme”. It is also 
not clear whether they would need to drop their existing 
coverage in order to pay for the scheme. 

Conclusions
The most recent NHI proposals provided by the ANC do 
not materially advance the debate on strategic health reform 
for South Africa. Both the institutional and financial proposals 
appear detached from the realities of the health system. The 
institutional proposals involve both short and long-term finan-
cial and efficiency risks that should not be ignored. 

The financial proposals have no international precedent and 
exhibit a number of unusual features. These include the fact 
that the business case for substantial additional funds is not 
motivated on the grounds of explicit health outcomes or objec-
tives. Instead it relies exclusively on a zero-sum argument that 
the net macro-economic position would be the same once 
people have switched from medical scheme into public cover 
at a point where public health expenditure equals 8% of GDP. 
However, not even one of the countries used as benchmarks 
in the ANC discussion document has public expenditure at 
8% of GDP. This includes two single-payer NHIs (Taiwan 
and South Korea) and the third-largest economy in the world 
(Japan). Furthermore, South Africa’s levels of out-of-pocket 
health payments are reasonable by international standards, 
lower than those of the two single-payer NHIs and lower than 
all but one of the benchmark countries. 

The proposed ‘SARS-like’ NHI Fund also lacks a coherent 
business case indicating how it would improve administration 
of the public system relative to a focused strategy aimed at 
fully developing the existing provincial and district structures. 
Whereas the former option both disrupts the existing public 
health service and exposes the health services to ongoing 
systemic risk of government failure (due to procurement-
related corruption), the latter merely requires the establish-
ment of centralised resource allocation (i.e. no purchasing) 
combined with a coherent strategy to build provincial and 
district authority platforms. 

Noticeable by their absence in the proposals, however, are 
any bold interventions focused on introducing governance 
and accountability arrangements that would de-politicise the 
administration of the health service and greatly improve effi-
ciency and outcomes. Until courageous moves are made along 
these lines, boldness with the country’s national resources will 
legitimately be questioned. 
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In 2007, at its 52nd Conference in Polokwane, the African National Congress called 
for the implementation of a National Health Insurance (NHI) scheme. The proposed 
NHI scheme will potentially significantly increase funds available for health and 
restructure health service delivery. However, the success or failure of a NHI scheme 
will rely on the availability, skills and motivation of health workers. 

This chapter will summarise key human resource (HR) challenges in South Africa 
and sketch important requirements to support the implementation of a NHI-funded 
health system. Transformation of the health system has been hampered by inad-
equate numbers and inequitable distribution of health workers between private and 
public sectors and urban and rural areas, lack of appropriate skills throughout the 
system, and poor planning and management. Clinic based services are limited in 
their ability to reach community level and, being focused on curative aspects, are 
often inadequate with regard to prevention, health promotion and rehabilitation 
services. There are a large number of community health workers in the country, yet 
they remain disorganised and peripheral to the public health system and the mid-
level worker category has not been fully explored. Finally, there are no clear strate-
gies for recruitment and retention of health workers in rural and under-resourced 
areas. 

Using available evidence and information from interviews conducted with a number 
of key informants, the authors make recommendations on HR requirements for 
implementation of an effective and equitable health system funded by a NHI, 
including skills mix and projected numbers of health workers, and propose ways to 
improve the deficient HR situation.
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Introduction 
“Without influencing the bigger picture, it is unlikely that 
we will get anything done differently”. (Key informant 1)

The gazetted statement on the National Health Insurance 
(NHI) Ministerial Advisory Committee states that there are 
three principles on which the NHI is founded, namely the 
constitutional right to quality health services; the govern-
ment’s obligation to deliver progressive realisation of the right 
to health (universal access); and equity in funding to promote 
social solidarity.1 

Yet despite the expressed commitment to these princi-
ples, i.e. health equity and a comprehensive primary health 
care (PHC) approach structured within a district health 
system, the overwhelmingly hospital-based model of health 
service delivery, primarily utilising doctors and nurses, has 
continued to dominate health-care delivery in South Africa, 
with first-level hospitals often being poorly staffed and poorly 
equipped. The clinic-based services are also primarily curative 
in emphasis and often inadequate with regard to prevention, 
health promotion and rehabilitation services and limited in 
their ability to reach community level. Essential community-
based health services, such as home-based care of terminally ill 
patients, HIV counselling and tuberculosis (TB) support, have 
been outsourced to non-governmental organisations (NGOs), 
with limited and unreliable financial and logistical support. It is 
against this background that in August 2009, the Minister of 
Health called for an extensive overhaul of the system which 
had “pedalled backwards for ten years”.2 

The proposed NHI scheme, a mechanism for the pooling of 
public and private resources for health to achieve universal 
health-care coverage, will potentially significantly increase 
funds available for health and restructured health service 
delivery. According to the 2009 African National Congress 
(ANC) NHI Policy Proposal, the NHI in South Africa will 
include primary care and prevention, in- and outpatient care, 
diagnosis and treatment, emergency services, prescription 
medicines, rehabilitation, mental health services, dental serv-
ices, treatment for substance abuse, chiropractic services, 
basic vision care and hearing services, and promotion and 
rehabilitation services.3 

The success or failure of a NHI scheme will rely on the availa-
bility, skills and motivation of health workers. The past sixteen 
years have shown that health sector reform and innovation 
is destined to fail without very careful attention to human 
resource (HR) needs and requirements. Planning for the NHI, 
therefore, must urgently address the existing undersupply and 
maldistribution of health workers and enable the development 
of competent teams at all levels of the health system, as well 
as addressing improved management and better motivation. 

This chapter will summarise key HR challenges in South Africa 
and sketch important HR requirements, based on existing 
evidence and engagement with a number of key informants. 
As part of research undertaken for the National Education 
Health and Allied Workers Union (NEHAWU), interviews 
were conducted with 14 health professionals and health 
managers known to be supportive of a universal and equitable 
health system as proposed for the NHI. People interviewed 
were selected purposively from a national sample and included 
those working in academia, the public health sector, national, 
provincial and local government and the NGO sector. Their 
skills and experience include involvement in PHC, health 
systems, rural health and practice in resource-poor settings, 
community health workers (CHWs) and mid-level workers. 
Face-to-face or telephonic interviews were conducted. The 
interviews were semi-structured and the questionnaire was 
adapted according to the informant’s area of expertise. This 
chapter draws heavily on this research. A limitation of the 
research is that the sample of interviewees excluded other 
stakeholders, e.g. proponents of private sector health care 
who are, nonetheless, covered in another chapter in this 
Review. 

Availability and distribution of 
human resources

“The assumption that we have enough nurses and doctors 
to build the health system is a fallacy.” (Key informant 2)

The record of HR planning and management in the country 
is not good. Transformation of the health system has been 
hampered by inadequate numbers and inequitable distribu-
tion of health workers between private and public sectors and 
rural and urban areas, lack of appropriate skills throughout 
the system and poor planning and monitoring. Key weak-
nesses are the failure to produce adequate numbers of health 
professionals and the extreme maldistribution of personnel. 
The lack of incentives to stay in the public health system, and 
the ease with which health workers can migrate, has resulted 
in many health professionals emigrating to Northern coun-
tries or moving to the more lucrative and well-funded private 
sector. In the short and medium-term the persistence of a 
doctor-centred curative model will insufficiently address the 
broader health needs of the majority of the population, since 
extreme maldistribution of all categories of health profes-
sionals results in large sections of the population being unable 
to access their services. Even if a NHI scheme could enrol the 
services of doctors currently working in the private sector, 
it is unlikely that they would relocate to currently under-
served rural or peri-urban areas and be available to those who 
currently reside in those areas. 
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Approximately 70% of public sector recurrent spending on 
health is on HR, making this the most expensive compo-
nent of our health system. Although on paper South Africa 
has a respectable number of doctors and nurses, extreme 
geographical and public-private maldistribution results in 
ratios that are not dissimilar to those in much poorer coun-
tries. For example, the latest figures on the website of the 
Health Professions Council of South Africa (HPCSA) show 
that at the end of 2008, 33 534 medical practitioners were 
registered. But latest PERSAL (Personnel and Salary System) 
figures, as compiled by Health Systems Trust, reflect 11 309 
medical practitioners in the public service at the end of March 
2010.4 This means that only 30% of doctors work in the 
public sector, the remainder serving the 16% of the popu-
lation with private medical insurance and another uninsured 
16% who pay out-of-pocket,a mainly for visits to their general 
practitioner or pharmacy. 

Vacancies in the public sector remain high and, even more 
concerning, appear to be on the rise again: in 2010, 42.5% of 
health professionals’ posts in the public sector were unfilled, 
up from 33% in 2009 and 27% in 2005. As always, these 
composite figures mask substantial provincial differences. 
According to PERSAL figures, more than two-thirds of profes-
sional nurse posts and over 80% of medical practitioner posts 
in Limpopo remain unfilled.4

Figure 1: Filled and vacant health professionals posts in the 
public service, 2010

Source: Compiled from data provided by Health Systems Trust.4

A study of the HR requirements for PHC in South Africa in six 
of the poorest districts found only 7% of required doctors at 
clinics and community health centres (CHCs).5 

a Personal communication: D McIntyre,. September 21, 2010.

Furthermore, the country’s nurse population, the backbone 
of health service delivery, is ageing fast. Figure 2 below shows 
that only 3% of nurses are 30 years old and younger, while 
more than 40% are older than 50 and thus approaching 
retirement. These figures also reflect inadequate levels of 
nurse training, particularly in the country’s nursing colleges, as 
shown in Figure 3. The rationalisation of nursing colleges has 
reduced the output of nurses, with the loss of nurse tutors 
further hampering production.

Figure 2: Age distribution – registered nurses and midwives, 
2009

Source:  South African Nursing Council.6 

In addition to the ageing nurse population, a national survey 
conducted in 2002 found that HIV prevalence amongst health 
workers was 15.7%,7 which is likely to result in significantly 
high absenteeism and sick days in the workforce.

Figure 3: South African nursing colleges’ output from the four-
year training programme, (2000-2009)

Source:  South African Nursing Council.8 
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Production is not catching up with requirements. Lehmann 
showed that training of doctors and nurses has increased 
very slowly, and this after years of decrease.9 If the Minister’s 
call for a doubling of graduates from medical schools is to be 
followed, health sciences faculties will need dramatic increases 
in funding and facilities.

Developing a NHI human resource 
strategy
In addition to the urgent need to increase the production of 
health professionals, and to address issues of maldistribu-
tion, productivity, motivation and poor management, alter-
native models of service delivery and HR provisioning need 
to be explored, drawing on approaches used in other low or 
middle-income countries that appear to operate successfully 
and where impressive advances in health care and improved 
health outcomes have occurred. In the remainder of the 
chapter we sketch some of the main elements considered 
by the key informants to be essential for a successful NHI 
implementation.

Staffing the revitalisation of primary 
health care

“We have the basic framework, but we are working on the 
wrong model”. (Key informant 1)

The revitalisation of primary health care, as presently being 
discussed by the National Department of Health (NDoH), 
will be at the centre of any successful NHI implementation, 
while the reconfiguration and strengthening of PHC teams to 
render comprehensive and seamless care will become the acid 
test of the revitalisation project. In developing a South African 
NHI model, grounded in a primary health care approach, we 
can learn from experiences of other southern middle-income 
countries.

One such example is Brazil where health (and welfare) 
reforms implemented since the early 1990s have contributed 
to large reductions in child mortality, improvements in nutri-
tional status and increased life expectancy, with an accompa-
nying reduction in health inequalities.10 Brazil resembles South 
Africa in many ways (middle-income, high disease burden; dual 
disease pattern; large disparities between social groups; and a 
large and expensive private sector). Brazil is acknowledged to 
be one of the best ‘performers’ amongst Low Middle Income 
Countries (LMIC) health systems.11 

Central to Brazil’s success are major funding shifts, a popula-
tion-based approach to health service delivery, the introduc-
tion of Family Health Teams, the integration of CHWs into 
these teams and large investment in training and capacity 
development. 

Box 1: Primary health care in Brazil

Since the early 1990s Brazil has developed a Unified Health 
System (SUS) to provide “all Brazilians with universal, 
integral and equal access to health promotion, prevention, 
treatment and rehabilitation”. Decentralisation of health 
services, with social participation in planning and monitoring 
of services and inter-sectoral action, are core components 
of the SUS, reflecting its alignment to comprehensive PHC. 
Family Health, which has been used as a strategy to reorient 
the health-care model, has received dramatically increased 
funding – between 2000 and 2007 funding allocations for 
PHC more than tripled – and this is showing improved 
access and health outcomes. 

Family health teams (multi-professional teams) form the core 
of the health system and each is responsible for a defined 
geographical community. Each team consists of at least a 
doctor, nurses, assistant nurses and six community health 
workers (CHWs) and, sometimes, a dentist. Between 1 000 
and 2 000 families (4 000 to 10 000 people) are assisted 
by each team. Services either take place in PHC clinics or 
within the community, as required. The work of the CHWs is 
seen as essential as they form the link to the communities. 
CHWs are supported and guided by a nurse supervisor. 
There are approximately 250 000 CHWs employed within 
the Brazilian health system.

The Human Resources for Health policy in Brazil is 
deliberately tailored to support the implementation of the 
SUS. Of note is that there is a government-funded School 
of Public Health in almost every state whose primary (and 
funded) function is to train and re-train health personnel for 
the priority programmes. 

Source: Jurberg, 2008.12 

Community level

One important feature of Brazil’s Family Health Programme 
is the inclusion and integration of CHWs as key members of 
the family health team. Policy makers in Brazil emphasize 
the importance of their integration and recognition for the 
success of the programme. 

In South Africa various categories of CHWs currently exist, 
from generalist CHWs to the various categories of single issue 
workers. At present there are estimated to be 65 000 CHWs 
operating in the country, the great majority of whom undertake 
a limited set of activities, mainly in HIV and TB programmes.13 
Both the NDoH and Department of Social Development 
provide stipends or payments for CHWs via NGOs. For 
the health sector alone there are well over 1  600 NGOs 
contracted to provincial departments to render community-
based services. Stipends to CHWs, who are mainly women 
from impoverished communities, vary widely from as little as 
R500 to R2 500 and more. CHWs currently do not enjoy any 
protection under labour legislation. Many NGOs employing 
CHWs are subject to irregular and inadequate payment by 
government, with serious impacts on health service delivery 
when CHWs are not paid and therefore do not work.14 

There is growing awareness and agreement that, as CHWs 
are increasingly expected to render essential health services, 
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albeit often by default rather than by plan, much needs to be 
done to restructure the sector, clarify roles and expectations, 
provide sustainable funding and resourcing and to dramatically 
improve training provision, supervision and career oppor-
tunities and progression.9 Stakeholder consultations held by 
South African National AIDS Council and the Universities of 
the Western Cape and Cape Town in the first half of 2010 
emphasized the need for both generalist and specialist CHW 
cadres who are integrated into and resourced as part of PHC 
teams. Role clarification, followed by the development and 
standardisation of training programmes and career paths, 
were identified as policy priorities. 

Primary level

Primary level skills and staffing mixes of restructured 
service packages that will be funded under a NHI need to 
be carefully planned for and resourced. In addition to their 
clinical activities, clinics and health centres should have 
responsibility for supporting comprehensive services in 
their catchment areas. This includes supervising CHWs. 
Each clinic or health centre should be staffed by a team of 
health workers, differing in their composition according 
to rural or urban location and size of the facility’s catch-
ment population. Typically, a clinic serving approximately  
10 000 people should have a doctor visiting on a regular and 
dependable basis; between four and eight nurses (the number 
depending on catchment population and comprising a clinical 
nurse practitioner, professional nurses, enrolled nurses and 
enrolled nursing assistants); a number of CHWs, a mid-level 
worker (MLW), e.g. pharmacist assistant and Community 
Rehabilitation Workers (CRWs). 

“In KZN the doctor’s weekly visits to some of the clinics 
works well. A good example is Umkhanyakude health 
district, where ARVs are being dispensed at clinic level. 
The district health team piloted the initiation of treat-
ment at clinic level, organised regular doctor visits and 
started more than half the patients on ARVs without a 
visit to the hospital. Examples like this illustrate that an 
ARV treatment initiative can strengthen the whole PHC 
system.” (Key informant 1)

Mid-level workers 
Experience in other countries has demonstrated the value 
of using MLWs.9,15-19 In South Africa nurse and pharmacist 
MLWs are already in place. Clinical Associates (CAs) are being 
trained, but currently in very small numbers. It is extremely 
worrying that to date no posts for this new cadre have been 
created in the public service, raising the possibility of a new 
cadre of urgently needed health workers remaining unem-
ployed or seeking employment outside the public health 
sector. Generally there have been delays in implementation 
of MLW programmes. The proposed development of MLWs 
appears to have brought about insecurity in a number of 

professions, resulting in delayed implementation. 

“There was momentum to develop a mid-level commu-
nity-based rehabilitation worker. This was then ‘scuttled’ 
by profession-specific rehabilitation workers, so these have 
not been trained despite the standards and curriculum 
being developed. Policy has to be taken through the Health 
Professions Council of South Africa. Occupational Therapy 
have developed a long document outlining the mid-level 
workers scope of practice for two levels. But progress on 
this seems to have stalled.” (Key informant 2)

Against the background of persistent staff shortages, roles 
and curricula for different MLW should be clarified, training 
providers accredited and training expedited. The CA positions 
should be evaluated in relation to needs and to experiences in 
other countries. The roles and salary scales of CA and Clinical 
Nurse practitioners should be clarified. The potential for 
increased ‘task-shifting’ to nurses should also be explored.

There are a number of other categories of MLW, namely 
community liaison officers and specialised auxiliary service 
officers (SASOs). Many of these positions date from pre-
1994, and some have fairly small numbers. There is lack of 
clarity concerning the standards and scope of practice of these 
categories of workers that include nutrition advisors, family 
planning and health promotion advisors. These different sub-
categories should be offered generalist training, following 
which they can specialise as part of career progression. For 
nutrition advisors it has been suggested that priority be given 
to areas where there is a high burden of disease related to 
nutrition and, in the long term, there should be at least one 
nutrition advisor per clinic. 

Box 2: Proposed model for nutrition to demonstrate 
progression from nutrition advisor to nutritionist

There are currently nutrition advisors working who have no 
specific accredited training and fulfil differing roles depending 
on their line function managers. Many have been working in 
nutrition for many years but have limited skills, as well as roles, 
because they have no formal training or scope of practice. 

As an example of skills upgrading and how career progression 
could be planned for existing workers we propose, using 
nutrition as an example, the following model for this and other 
professional health workers:

Assess current skills and training requirements in terms of the 
proposed career progression 

Apply Recognition of Prior Learning (RPL) and recognise additional 
training by recognised training institutions so as to bring the workers 
up to National Qualification Framework (NQF) level 4 (according to 
needs) 

Arrange training to enable career progression to NQF level 5, the 
level of a nutritionist

ÿ

ÿ

ÿ
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The same model as above could be used for the career 
progression of other community based workers, e.g. health 
promotion advisors. 

There needs to be a comprehensive look at the different 
categories of health workers with a view to task-shifting. This 
will be particularly important if new categories of workers are 
introduced. Task-shifting is a delegation of tasks from a health 
worker to others in a team, typically to those lesser quali-
fied – for example, some tasks currently done by doctors or 
nurses could be delegated to MLWs and CHWs.20 

The district hospital should not only be providing non-specialist 
hospital services but also play a major role in co-ordination 
of health care within the district health system (DHS) and 
provide support and supervision to the CHCs, clinics and 
community-level programmes. This appears to be occurring 
in only a small number of districts.

Secondary level 

The next level of care should not only provide specialised 
services to treat the more complex health problems and 
cases referred from lower levels of the service, but should 
also contribute to health care in the whole catchment area by 
supporting and upgrading care at first level (district) hospitals 
through regular supportive visits by specialists. 

Recruitment, production and 
retention 
The shortage of health professionals throughout the public 
service, but particularly in rural areas, is well documented and 
uncontested and Minister Motsoaledi has referred to it on 
many occasions. There have been calls to double the output 
of medical graduates, an endeavour which would require 
dramatically increased resources in training institutions. 

The proposal that a NHI should contract private sector 
professionals to work part-time in the public sector needs 
to be examined carefully. It is clear, however, that it may be 
difficult to attract significant participation unless payment is 
adequate. 

Urgent attention should be given to creating more provin-
cial and regional specialist and specialist training positions 
that encompass both clinical responsibilities (in provincial 
and regional hospitals) and a supportive/supervisory role in 
strengthening services in district hospitals. Specialists would 
be expected to spend a significant percentage of their time 
visiting hospitals in their region. 

A dramatic increase in the training of professional, enrolled 
and assistant nurses is one of the most urgent priorities. 

Re-opening nursing colleges, and the use of incentives to 
encourage nurse tutors and experienced clinical nurse super-
visors (retired or working in another field) to return to the 
profession, must be explored. But beyond this, an audit of 
training capacity and the quality of training in nursing colleges 
is necessary as many nursing colleges appear to be in a state 
of turmoil and severely under-capacitated.

In addition to the need to increase numbers of many cate-
gories of health professionals, progress in developing new 
models of recruitment and training of health professionals 
must be accelerated. 

The clinical training platform is currently mainly restricted 
to secondary and tertiary facilities, with a limited number of 
primary care facilities. Great potential exists for district hospi-
tals to host medical and health science students. For example, 
KwaZulu-Natal has 44 district hospitals – only eight are used 
for training purposes. This could easily be increased, albeit 
with additional resources for transport, accommodation of 
students and lecturers and for teaching facilities. An excellent 
example is the University of the Witwatersrand’s Centre for 
Rural Health which trains doctors in rural hospitals. Twenty-
five per cent of medical students at the University of the 
Witwatersrand now choose rural electives, giving them rural 
exposure in their third to sixth years of training.2 An expan-
sion of such programmes and an increase in resourcing would 
assist in changing the focus of training and in upgrading prac-
tice at these facilities.

Furthermore, there is growing evidence that students from 
rural areas are more likely to return to the rural area to work. 
In 2003, for example, a study found that 38% of rural origin 
doctors were practicing in rural areas at that time as opposed 
to 12% of urban origin.21 There are examples of govern-
ment policies encouraging recruitment from rural areas: in 
Australia, for example, there is a government decree that 
25% of students must be of rural origin if the university is 
to receive bursaries.21 De Vries and Reid recommended as 
early as 2003 that the NDoH should provide incentives to 
universities to enrol rural students; medical school selection 
criteria should preferentially include students of rural origin 
and those who aspire to a career in rural health, primary care 
or general practice (since the latter are more likely to prac-
tice in a rural area).21 Additional recommendations are for 
government to focus more on identifying and preparing rural 
and other students from disadvantaged education systems 
for university; provide bursaries for students from rural and 
disadvantaged communities; and run programmes in universi-
ties to assist students who are struggling academically. 

Community service provides an opportunity to strengthen 
availability and utilisation of new professionals in rural and 
underserved areas. If managed well, it can encourage health 
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professionals to stay in the public health system. Rural doctors 
have stated, however, that the community service programme 
has been “very effective as a recruitment tool, but useless as a 
retention tool” (Key informant 4). It has been in place for 10 
years and the ratio of South African to foreign doctors has 
changed as a result of community service. A study on rural 
retention of community service doctors has shown that 
the level of support, orientation, mentoring and career and 
professional development influences whether doctors remain 
in rural practice.22 For example, according to key informant 
1, Murchison hospital near Port Shepstone, KwaZulu-Natal, 
has retained all its community service officers. Staff there are 
well looked after and part of a productive team, as a result of 
which community service officers are requesting to remain 
on the staff. Improved clinical support and governance could 
further improve the utilisation and supervision of community 
service professionals and should include the employment of 
senior medical officers and rotating specialist visits. In many 
countries, for example Pakistan, doctors are required to work 
in rural practice before being accepted as registrars for post-
graduate training. This option could be explored for South 
Africa.23 

Furthermore, training institutions and examining bodies (e.g. 
Colleges of Medicine) need to be strongly encouraged and 
incentivised to ensure that regional/rural service becomes a 
compulsory rotation in specialist training and that sub-speci-
alities in disciplines such as community paediatrics and obstet-
rics are created.

Strengthening management skills
Research has shown that, with some exceptions, manage-
ment skills are weak and the workplace environment does 
not encourage innovation, creativity and change.9 

There are now a number of initiatives aimed at supporting 
the transformation of the health sector through contin-
uing education including the Oliver Tambo Fellowship 
programme at the University of Cape Town; the Summer 
and Winter school programmes at the University of the 
Western Cape; and Masters in Public Health programmes at 
a number of Schools of Public Health. However, to effec-
tively transform the public health sector there needs to be 
a substantial expansion and standardisation of management 
and public health training for health system development, 
with the NDoH incentivising this through contracting training 
institutions with proven track records. 

Conclusion
While many HR plans have been developed, these are not fully 
implemented and new plans are developed without refer-
ence to existing plans. The NHI planning process should draw 
on existing plans and learn from these previous processes. 
There needs to be closer links between education and health 
departments in terms of HR training and targets. HR plans 
should identify projected training needs and provide a phased 
strategy to link training to needs.24 Plans, budgets, monitoring 
and evaluation and implementation all need to be linked. 

Despite the government’s expressed commitment to PHC, 
the NDoH has continued to support and sustain a clinical 
model of health service delivery, primarily utilising doctors 
and nurses.25 The clinic-based services are limited in their 
ability to reach community level and, being focused on cura-
tive aspects, are often inadequate with regard to preven-
tion, health promotion and rehabilitation services. While 
the curricula of health professionals have undergone some 
changes, the training has continued to be curative in focus 
and the clinical training platform has not been significantly 
expanded to include peripheral sites. While there are many 
CHWs in the country, they remain unorganised and periph-
eral to the public health system and the MLW category has 
not been fully explored. 

In addition, transformation of the health system has been 
hampered by inadequate numbers of health workers, particu-
larly in rural and peri-urban townships and informal settle-
ments. There is no clear strategy for addressing this critical 
health worker shortage.

The health system is currently segmented along socio- 
economic lines, with the minority wealthy and employed  
having access to private medical care and the remaining 
majority of the population having access to the poorly-
resourced, publicly-funded health system.26 Although the 
country’s health and health care situation is extremely chal-
lenging, the NHI proposal offers an opportunity for fresh 
thinking and a revitalisation of the health system. A new model 
for human resources, as outlined in this chapter, that includes 
sufficient numbers and an appropriate skills mix of personnel 
is urgently required if a NHI scheme is to improve health care 
for South Africa’s people.
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In this chapter, private sector stakeholders are identified and categorised according 
to their respective roles in revenue collection, pooling, purchasing and delivery of 
health care. Representatives of key stakeholder organisations were contacted to 
elicit information on their organisation’s responses to NHI and a desktop search 
was conducted. An overview of the key concerns of and arguments raised by the 
private sector regarding the rationale for reform, the goals of reform, the reform 
process as well as responses to the various ANC proposals are provided. The various 
models and proposals that the private sector have mooted in response to the NHI 
proposals are set out, and the role that the private sector could play in a future 
mandatory system is considered. It is clear that the debate cannot be clearly defined 
in the absence of official government policy. Concerns about the lack of consulta-
tion and transparency have been broadly expressed. However, it is clear that there 
remains substantial goodwill from all stakeholders to see reform and to participate 
in the reforms. Statements from stakeholders reveal a commitment to the goals of 
achieving universal access to quality health care for all South Africans as well as a 
commitment to open engagement and debate.

In recognising both 
the willingness of 
the private sector 

to engage and 
participate in 

improving health care 
for all South Africans 

and the strengths 
of this sector in 

delivering services, 
pooling funds and 

managing benefits, 
there is an opportunity 

for government to 
embrace and harness 

this goodwill and 
capacity... 
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Introduction and stakeholders
As South Africa contemplates moving towards the imple-
mentation of a unified health system, debate continues to be 
polarised along the lines of the ‘public sector’ and the ‘private 
sector’. In the minds of many, private sector health care refers 
to cover provided by medical schemes, but the extent of the 
private sector is not always clear.

McIntyre and Thiede reported, using 2005 data, that 60% of 
total health care funds in South Africa flow via private interme-
diaries.1 Medical schemes account for 76% of private expend-
iture, with household out-of-pocket expenditure contributing 
23%. Employers fund health care for their employees either 
indirectly through subsidies for medical schemes or directly 
through workplace-based health services, but these direct 
payments from firms for health care account for less than 
1% of private expenditure.1,2 There is also a small amount of 
expenditure via short-term and long-term insurance compa-
nies on health insurance policies, but this is probably less than 
0.5% of private health expenditure. 

A substantial item often excluded from analysis, and from the 
figures above, is private expenditure on African Traditional 
Healers. Previous research for the South African Health Review 
showed that trade in traditional medicines in 2006 was esti-

mated to be worth R2.9 billion per year, representing 5.6% of 
the National Health budget: “[w]ith 27 million consumers, the 
trade is vibrant and widespread”.3 This expenditure should 
form part of household out-of-pocket expenditure on health 
care, as traditional medicine is rarely included in medical 
scheme benefits.

In attempting to provide an overview of the private sector 
response to National Health Insurance (NHI) in South Africa 
stakeholders comprising the private sector were identified. 
Key private stakeholders, listed by their functional role in the 
health system, include:

Revenue Collection: individual members of the public, 
organised labour, employers, brokers and all taxpayers 
(including those paying income tax, value added tax, fuel 
levy and customs and excise taxes);

Pooling: medical schemes and medical scheme members;

Purchasing: medical schemes, medical scheme administrators, 
managed-care organisations; and

Delivery: private hospitals, pharmaceutical industry, 
medical practitioners, nurses, traditional healers, pharma-
cists and pharmacy owners.

ÿ

ÿ

ÿ

ÿ

Source: Adapted from Council for Medical Schemes, 2010.4

Figure 1: Stakeholders in medical schemes
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Figure 1 indicates the numerous lobby groups, industry asso-
ciations and regulators that surround the medical schemes 
industry.

Representatives of key stakeholder organisations were 
contacted via email to elicit information on their organisa-
tion’s responses to NHI. Information on the following activi-
ties was requested from the key stakeholders: 

The convening of, or contributions to, discussion forums, 
workshops and conferences;

The establishment of a web-portal for NHI-related infor-
mation or publication of material on the internet;

The funding of NHI-related research;

The creation of, or improvement to, NHI models;

Documents prepared for email distribution (e.g. research 
notes, policy briefs);

The submission of proposals to policymakers, govern-
ment departments or other decision makers;

Representation on the Ministerial Advisory Committee on 
NHI;

The establishment of sub-committees, working groups or 
research units to focus on NHI;

Publications in academic forums or journals;

Articles in industry publications; and

Quotes or commentary in the popular press.

Supporting documentation for the activities was also 
requested. In addition, a desktop search was carried out to 
identify additional material.

A total of 28 organisations were surveyed, including repre-
sentatives of health-care providers (including traditional 
healers and the pharmaceutical industry), professional bodies, 
funders, medical scheme administrators, managed care organ-
isations, brokers and research consultancies. Academic insti-
tutions were also included in the survey. Eighteen responses 
were received, representing a response rate of 64%.

In the rest of this chapter the key concerns and arguments 
raised by the private sector regarding the NHI are provided. 
The various models and proposals that the private sector have 
mooted in response to the NHI proposals are set out, and the 
role that the private sector could play in a future mandatory 
system is considered. 

ÿ

ÿ

ÿ

ÿ

ÿ
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ÿ

ÿ
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The reform of private sector 
health care

Initial path of reform

The possible trajectory for the reform of private health care 
was outlined in the African National Congress (ANC) Health 
Plan of 1994.5 A committee of enquiry was to be formed to 
consider possible structures for a mandatory NHI system 
under the following principles:

The current medical schemes could form the basis of the 
NHI, provided they met with specified statutory condi-
tions governing the NHI system;

Membership would be compulsory for all formal sector 
employees and their dependants;

Schemes which form part of the NHI should be prohib-
ited from excluding any member (e.g. on the basis of high 
risk);

The basic package of care to be covered by the NHI 
should be statutorily defined;

Contributions to cover the basic package would be 
income-related, probably determined centrally, and 
should be jointly paid by employers and employees;

This contribution revenue (covering the basic package) 
should be pooled in a central equalisation fund out of 
which every scheme would be paid in terms of its overall 
risk profile, i.e. a risk adjusted capitation fee;

Existing health insurance companies and medical schemes 
would be free to offer ‘top-up’ cover for services not 
covered in the NHI essential package; and 

The long-term goal would be for all citizens, including the 
unemployed, to be covered under the NHI system. 

This path for reform was subsequently confirmed by several 
commissions and reports,6 including the Health Care Finance 
Committee (1994), the Broomberg-Shisana Committee 
of Inquiry (1995),7 the Department of Health Social Health 
Insurance (SHI) Working Group (1997),8,9 the Taylor Com-
mittee (2002)10,11 and the Ministerial Task Team on SHI 
(2005).12 A particularly useful summary of the proposals 
and points of commonality is provided by McIntyre and van 
den Heever.6 Commentary on the politics and process of 
reform has been provided by McIntyre et al. and Thomas.13,14 
Essentially all these documents confirmed that medical 
schemes, under revised legislation to ensure the public good, 
would be the vehicles to achieve mandatory health insur-
ance. This would begin by covering those employed and their 
families and would expand over time to include the whole 
population.

ÿ

ÿ
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The last publicly available Government documents (as 
opposed to ANC party documents) on reform of the private 
health care sector were those prepared by the Department 
of Health for submission to the Taylor Committee in 2002.11 
Since then there have been several stakeholder engage-
ments on aspects of reform, including the design of the Risk 
Equalisation Fund15,16 and proposals for Low Income Medical 
Scheme options,17 but with no official Government response. 
Extensive documents produced for implementation of the 
reforms in 2005, including a report to Cabinet,12 were never 
made public. 

Changing direction on the reform of 
private sector health care

The ANC National Conference in Polokwane in December 
2007 resulted in a renewed focus on NHI but with a different 
vision.18,19 

The February 2009 draft NHI proposal from the ANC task 
team consisted of some 200 pages in which the phrase 
‘medical scheme’ was not mentioned.20 Comments by alli-
ance partners suggested that private health insurance, that is 
medical schemes, could be closed down completely.21 

In contrast, the June 2009 NHI proposal from the ANC task 
team, reduced to some 64 pages, deals with medical schemes 
extensively and their perceived role in the problems in health 
care financing in South Africa.22 This document, as well as 
the September 2010 ANC document, envisages a single 
national fund that is responsible for all revenue collection, 
pooling and purchasing.23 Medical schemes may continue, 
but only on a voluntary basis, as at present. It is proposed 
that future members will pay for NHI through taxation and a 
social security contribution and will need to pay, in addition, 
for any medical scheme they join. This is expected to mean 
that private health care will become less affordable for many 
members, although the extent of their withdrawing from 
cover is a subject of much debate.24

Issues with the reform process

Transparency and information sharing 

The time-period between the December 2007 ANC National 
Conference and the first publicly available ANC discussion 
document released in September 2010 was characterised 
by secrecy. The first two documents produced by the ANC 
task team were not made publicly available.20,22 This not only 
hampered any analysis but increased mistrust and made for 
some heated exchanges by stakeholders.25 This lack of trans-
parency allegedly also extended to the work of the ANC 
committee itself.21

There have been references to NHI in government state-
ments, for example, in the 10 Point Plan for the health sector 
and the 2010 State of the Nation address.26,27 However, 
despite repeated promises in the media since June 2009, a 
Government document on the NHI reforms has still not been 
forthcoming. 28-31 In the absence of official government policy 
on NHI the debate has been poorly informed and media 
debates based mainly on speculation. 

The formation of a Ministerial Advisory Committee (MAC) on 
NHI in September 2009 has not served to improve commu-
nication with stakeholders.32 A blurring of the boundaries 
between the MAC and the ANC has raised further ques-
tions about the reform process. For example, the chair of the 
MAC was present when the 2010 discussion document was 
announced, yet both the Minister of Health and the Director-
General of Health were not.33 

The most recent ANC document has been both welcomed 
and criticised.23 As described by the South African Medical 
Association, “a process that to date has been essentially 
secretive, has in part been opened up”.34 The criticisms, from 
a process point of view, are that the document was not circu-
lated to branches, the authorship of the document is unclear 
and there remains a lack of detail.34

The potential impact of regulatory uncertainty on the invest-
ment climate for private health care is of concern, as this 
could lead to lower investment than there would otherwise 
be in building and maintaining much-needed capacity in South 
Africa. 

Time-lines

Stakeholders have expressed concern with both the time-lines 
for implementation and the time-lines for achieving universal 
coverage. 

Concerns about time-lines for implementation relate to the 
lack of consultation, a sentiment echoed by civil society and 
labour. The Hospital Association of South Africa (HASA) 

comments that they have:

Unfortunately ... not been formally approached to 
discuss the NHI topic with the national Department of 
Health at this stage, although it is expected that once 
a document is published, such an invitation will be 
extended to the Association.35

Momentum comments that:

Since no official policy document has been released 
we do not feel that we can, at this time, comment 
on specific details of any proposals. We are of course 
eagerly awaiting this document. The chief concern is 
that all stakeholders must be given sufficient opportu-
nity to comment on any document that is published 
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and that critical medical scheme reforms must not be 
delayed or abandoned while the NHI policy is being 
developed.36 

The Secretary General of the Congress of South African 
Trade Union (COSATU) in the Western Cape indicated that 
they felt sidelined from the policy discussions and planned to 
raise the issue with government. He stated:

It is of great concern to us. There is a lot of silence 
around the NHI and consultation has been inadequate 
from the side of government.37 

The latest ANC document envisages the extension of 
coverage occurring over a 14-year period which is more real-
istic than the five-year period put forward in the first post-
Polokwane documents. Discovery commented:

In particular, we welcome the focus on a progressive 
and gradual implementation of the proposed health 
reform, as well as the focus on the most underserved 
areas during the initial five-year period of the health 
reform.44 

There remains, however, a concern that the major compo-
nent of the increased funding and utilisation would take longer 
than the initial five years.

Econex highlight the relatively long implementation periods 
required to implement universal coverage elsewhere in the 
world.38 This is echoed by Ernst & Young  who suggest that “a 
stepwise approach to implementing the programme is recog-
nition of the realities of such a massive reform”.39

Private sector stakeholder engagement

Despite the lack of consultation and transparency there 
remains substantial goodwill from all stakeholders to see 
reform and to participate in the reforms. Statements from 
stakeholder groups representing the hospital industry, the 
pharmaceutical industry, the medical scheme industry and 
the actuarial profession reveal a commitment to the goals of 
achieving universal access to quality health care for all South 
Africans, as well as a commitment to open engagement and 
debate.35,40-43 

Private sector stakeholder engagement is motivated by a 
recognition “that the status quo is untenable and that health 
care reform is urgently needed”.36 Private sector stakeholders 
bring a perceived “responsibility to engage in debates criti-
cally affecting the future of the entire country”, an ability to 
contribute data, extensive expertise and an in-depth under-
standing of the South African private health sector to discus-
sions of national health system reform, and also a recognition 
that major health sector reforms are likely to dramatically 
affect the stakeholders involved.44 

The absence of a forum to provide constructive comment 
has resulted in a proliferation of newsletters, policy briefs and 
research notes funded by the private sector and academics 
in 2009 and 2010. Much of the research done has been 
commissioned from consultancies and research entities, such 
as Deloitte, Econex, Econometrix, Eighty20 and Genesis 
Analytics. Additional research has also occurred within 
organisations. For example, Medi-Clinic established a Health 
Policy Unit in January 2009 to conduct NHI and other health 
system related research.43 Research findings from the process 
of private sector collaboration are discussed below under 
several themes. 

A positive outcome of the government’s limited information 
sharing is that the private sector has adopted an open and trans-
parent process of sharing research. Examples of collaboration 
include the informal meetings of interested researchers, inde-
pendent and private sector, organised by Medi-Clinic which 
aim to “share research, critique each other’s work, ensure no 
duplication and foster collaboration”.43 The meetings are held 
every six months and are hosted by various parties.

The NHI web-library, created by Innovative Medicines South 
Africa (IMSA) for NHI research and documents, is a powerful 
example of endeavours to place material and evidence in the 
public domain in order to progress the technical work of 
developing a mandatory health insurance system.42 A series 
of policy briefs on NHI has been produced on a monthly 
basis and the website is open to any organisation to report 
their research findings or deposit documents. The research 
produced by Econex has also been placed in the public domain 
and widely disseminated via email to stakeholders including 
the media, medical scheme officials, medical scheme admin-
istrators, providers, the Council for Medical Schemes (CMS), 
the Department of Health and the business community.45 The 
Health Economics Unit (HEU), based at the University of 
Cape Town (UCT), has also published a series of policy briefs 
and information sheets. 

As a funder of NHI research, HASA has stated that:

It is critical that all aspects of the NHI proposal be 
addressed empirically ... accurate studies and research 
should be conducted to augment the debate and 
develop South African centred deliverables.35

HASA have made commissioned research available to the 
public for their benefit, critique and understanding. This is 
done via the IMSA portal, as well as through its own publica-
tions such as the Private Hospital Review 2009, the HASA 
Newsletter and the HASA Annals.

There have been a large number of public fora that have 
addressed issues relating to NHI, including conferences, work-
shops and seminars involving players from the public sector, 
unions and private sector, and independent academics and 
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consultants. These fora have been organised by private sector 
stakeholders (such as the annual Board of Healthcare Funders 
(BHF) conference and the HASA conference), by academic 
institutions (such as the Witwatersrand University NHI work-
shop and the UCT Global Health Initiative seminar, both in 
2009) and by Civil Society (such as Helen Suzman Foundation, 
Institute for Democracy in Africa (IDASA)), the Black Sash and 
the Centre for Development and Enterprise). 

Issues with the rationale for 
reform
The June 2009 proposal by the ANC task team on NHI says:

Key to differential access to quality health care and 
hence poor health outcomes is the maldistribution of 
human, financial and physical resources between the 
public and private sectors.22 

This sentiment was echoed in the January 2010 National 
Executive Committee statement: 

The current command of health resources by the 
private health sector, which serves a minority section 
of the population, has been to the detriment of the 
public sector.

Inequity in provider distribution

The illustration of inequity in provider distribution that has 
been used by all the post-Polokwane proposals for NHI, 
including the most recent ANC discussion document, was 
initially developed by the HEU and is shown below, extended 
to include traditional healers.3,6,46

The key figures for the number of doctors, nurses and phar-
macists have also been reported elsewhere and rely on 
the registration information for health professionals from 
the Health Professions Council of South Africa, the South 
African Nursing Council and the South African Pharmacy 
Council.47,48 The number known to work in the public sector 
is then deducted from the total registered to obtain what 
is thought to be the number working in the private sector. 
However, this is overstated due to the very high numbers 
on the professional registers who are no longer working as 
professionals or have emigrated.

Researchers in the private sector were not convinced of 
these reported inequities and further detailed work has been 
done by Econex on the number of nurses, doctors and special-
ists.49 Figures were cross-checked against other surveys and 
against information from the major medical scheme adminis-
trators. Table 2 shows a different picture of public and private 
staffing levels that has emerged from the research.

The difference between the 2005 and 2008 tables is not 
reflective of actual changes in the numbers practising but 
rather of the impact of better estimates of private sector 
practitioners. The differences are dramatic in the case of 
General Practitioners (GPs) where the 2005 estimates that 
suggest one GP per 243 people in the private sector are 
replaced with 2008 estimates of one GP per 1 138 people for 
medical schemes. This compares to one GP per 2 612 people 
if the roughly 20% of the population who purchase private 
GP services out-of-pocket are included. The public sector 
figure has also been revised from one GP per 4 193 people 
to one GP per 3 838 people. While this is still higher than in 
the private sector, the gap between the two services is not as 
large as reported in 2005. 

Table 1: Original table on inequity in provider distribution in 2005

Delivery of health care Private Health Insurance Some Private + Public Public Sector 

Private primary care and 
private hospitals 

Private primary care and 
public hospitals 

Public primary care and 
public hospitals 

Population covered 7.0 million 9.8 million 30.2 million 

Proportion of population 14.8% 21.0% 64.2%

Per capita expenditure per beneficiary 
per annum R9 500 R1 500 R1 300

Proportion of total expenditure 55.0% 12.3% 32.7%

Population per primary care practitioner  (243)*               588 4 193

Population per pharmacist (765)*            1 852 22 879

Population per specialist 470 10 811

Population per nurse 102 616

Population per hospital bed 194 399

Proportion of population using Traditional 
Medicine 

not covered 

72.0%

informal and isolated integration 
Population per Traditional Medicine 
practitioner 182

*  Estimates in brackets are if only used by private health insurance
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Econex produced new figures for doctors and special-
ists in 2010, which are reflected in Table 2, and stated the 
following:50

Our estimates show that there are at least 2 723 people 
per GP in the private sector and 2 861 people per GP 
in the public sector. This is a very important result as 
the distribution of the population between GPs in the 
public and private sectors are then almost equal, and 
not as skewed as the ANC proposal suggests.

The ANC responded to the publication of these updated 
numbers, acknowledging that the data used in the discussion 
document was not 100% accurate.51

Inequities in provider distribution is, at least in part, attrib-
utable to government policy and public sector working 
conditions. It is widely acknowledged that there is a human 
resource shortage in the public sector, that there is a large 
number of vacant posts and that there is insufficient training of 
nurses occurring due to the closure of nursing colleges. Poor 
working conditions in the public sector relate inter alia to the 
lack of equipment, the unavailability of drugs, the prevalence 
of HIV and the attitudes of co-workers. Emigration of health 
workers has also had a significant impact. 

Differences in private sector and public sector hospital 
capacity are also put forward as evidence of inequity, this 
despite stated government policy to focus on primary care 

and a conscious decision to not invest in hospitals and to shut 
down beds.

Inequity in finance 

The following illustration is frequently used to depict the 
inequity in public and private health care expenditure. These 
figures were recently revised to 2008: 

6,52-54

R11 300 per beneficiary, per annum for those belonging 
to medical schemes (this includes both medical scheme 
spending of R9 600 and estimated out-of-pocket payments 
of R1 700);

R2 500 per beneficiary, per annum for the middle group 
(includes out-of-pocket payments to private primary care 
providers and government spending on hospital care); 
and

R1 900 per beneficiary, per annum for those using govern-
ment primary care and hospital services.

At face value this inequity in spending is held up as the 
problem to be resolved by a NHI system by pooling all of the 
above expenditure. However, the analysis seldom makes a 
clear distinction between public money and voluntary private 
expenditure. The necessary comparison is the expenditure 
by Government on someone using public sector facilities 
compared to the subsidy given by Government for private 

ÿ

ÿ

ÿ

Table 2: Revised table on inequity in provider distribution in 2008 and 2010

Delivery of health care in 2008  
unless otherwise specified 

Private Health 
Insurance 

Some Private + 
Public 

Public Sector Total population 

Private primary care 
and private hospitals 

Private primary care 
and public hospitals 

Public primary care 
and public hospitals 

Population covered 7.9 million 10.2 million 30.8 million 48.9 million 

Proportion of population 16.1% 20.9% 63.0% 100.0%

Per capita expenditure per beneficiary 
per annum R11 300 R2 500 R1 900

Per capita Government expenditure 
per beneficiary per annum 

Limited to tax break on 
medical schemes R1 900 R1 900

Per capita Government expenditure 
(2010)58 per beneficiary per annum R1 730 R2 500 R2 500 R2 374

Proportion of total expenditure 51.4% 14.7% 33.8% 100.0%

Population per primary care 
practitioner (1 138)*             2 612 3 838 3 270

Population per primary care 
practitioner (2010)50 2 723 2 861 2 812

Population per pharmacist (1 567)*           3 594 16 626 7 105

Population per specialist (2008) 1 521 10 184 5 311

Population per specialist (2010)50 1 767 9 581 5 198

Population per nurse 197 394 339

Population per hospital bed 303 482 440

Proportion of population using 
Traditional Medicine 72.0% 72.0%

Population per Traditional Medicine 
Practitioner 190 190

* Estimates in brackets are if only used by private health insurance 
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health insurance. This is the so-called Tax Expenditure Subsidy 
(TES) which arises because of the tax break given to people 
who belong to medical schemes.55 This incentive has been in 
place since well before 1994.

The Ministerial Task Team on SHI reported in 2005 that the 
TES was estimated in 2005 to be R10.1 billion, which in that 
year was equal to some 20% of the public health budget.12,22 
Despite 15 years of commissions and reports,6,7,11,12,22,56,57 all 
arguing for the abolition of the tax break for medical scheme 
membership, this incentive to join the private sector has 
been left in place each year, albeit that the subsidy has been 
capped in Rand terms per beneficiary. It is this expenditure 
on a per person basis in the private sector that needs to be 
contrasted to the public expenditure per person and made 
more equitable.

Issues with the goals of reform

Universal coverage for health care or 
health insurance?

There appears to be some confusion in the debate about the 
goals of NHI. In a description of NHI in July 2009 the ANC 
indicated that the NHI will “expand health coverage to all 
South Africans”.53 

The June 2009 NHI proposal indicates the following:

The goals of the national health insurance include ... 
providing universal coverage for all South Africans, 
irrespective of whether they are employed or not ... 
The introduction of a national health insurance system 
has been on the agenda of government since 1994. The 
key objective of such a system is to address the prob-
lems of the dual health system by promoting social soli-
darity in order to achieve universal coverage.22

It seems that there is confusion in the debate between 
universal coverage for health care and universal coverage 
for health insurance. It is estimated that only some 16.4% of 
South Africans had health insurance cover in 2008.52 However 
everyone in the country has access to health care, either in the 
public sector or through medical schemes, bargaining council 
funds or other employer-based arrangements. 

Research by Servaas van der Berg of the University of 
Stellenbosch shows the degree to which South Africans are 
able to access health care by income group (see Figure 2).a 

Across all income groups about 80% of the population who 
needed care were able to access care while a further 9-14% 
decided they did not need to see a health-care practitioner. 
Physical constraints (the distance that needs to be travelled) 

a Personal communication: Servaas van der Berg, August 19, 2009.

affected 5% of the lowest income group, reducing as income 
increases. Financial constraints affected only 6% of the lowest 
income group and this does not vary as much by income as 
might be expected

Figure 2: Proportion of those ill who consulted a health 
worker and reasons why not

Source: van der Berg, University of Stellenbosch, using GHS 2002-2007a

Quality of health care delivery

The perception that a large group do not have access to 
health care is related to the type of practitioner accessed. In 
many people’s minds, quality care is primary care provided 
by doctors rather than nurses. Research (see Figure 3) shows 
that the highest income group seldom see a nurse and have 
become used to going to a GP or directly to a specialist. 
Amongst the lower income groups, a nurse practitioner is 
the most common point of entry to the health system. The 
inference then is that dissatisfaction with the current national 
health system refers to dissatisfaction with the quality of the 
care provided in the public sector.

This viewpoint is further supported by Econex research which 
found that the poorest households, who are eligible for free 
public health care, pay considerable sums for private health 
care.60 They found that user dissatisfaction in the public sector 
stemmed mainly from long waiting times, unavailable medi-
cines and rude staff, while in the private sector dissatisfaction 
was mainly attributed to the price of the service. A compara-
tive study of the quality of health systems in 48 developed 
and developing countries, undertaken by the Monitor Group 
in 2008, found that the public sector ranked eighth from the 
bottom, while the private sector ranked sixth from the top.60

On the issue of quality of care, a representative of MediClinic 
commented that:

Any planning towards an NHI system should not only 
focus on the inputs, such as financial aspects, tech-
nology and infrastructural improvements that will 
lead to improved access, but also the quality of care. 
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If quality doesn’t improve, it’s not much use for the 
nation ... We also believe that NHI must bring about 
change. Our people must perceive change at the point 
of service in terms of quality.61

Figure 3: Health workers consulted by those who were ill

Source: van der Berg, University of Stellenbosch, using GHS 2002-2007a

The core of the promise made for the 2009 elections was 
that National Health Insurance will allow patients to choose 
whether to see a public or a private health-care provider. If 
this promise were to be fulfilled, the overwhelming choice 
is expected to be private GPs rather than nurse-staffed 
clinics.62 

This has significant implications for both human resource 
requirements and the cost of implementation. In a review 
of international approaches to patient choice and referral, 
Econex found that restrictions on choice do prevail.63

Issues with the current ANC 
proposals

Human resource and capacity constraints

According to Econex, providing universal cover and a compre-
hensive benefit package to all under an NHI would put severe 
strain on existing resources.49 They calculate that the NHI 
would require approximately 10 000 more GPs (with a lower 
estimate of 5 800) and approximately 17 000 more specialists 
(with a lower estimate of 7 000).

The demand modelling carried out by Econex shows that 
the proposed expansion of coverage and elimination of co-
payments would result in a sharp rise in the demand for 
doctors and specialists.38

The private hospital industry has commissioned research 
on hospital occupancy rates and the implications for private 
hospitals of treating an increased number of patients.64 The 

research highlights both the increased need for rationing 
mechanisms as well as the increased risk of medical errors, 
patient injuries and infections relating to increased occupancy, 
but acknowledges that capacity could be used in more innova-
tive ways. 

The major constraint remains the short supply of doctors and 
nurses. The research shows that the private sector would 
need 3 700 more nurses to keep nursing ratios where they 
are now, if 2 million more people were brought into private 
hospitals.64 

The current shortage of doctors in South Africa in the 
public and private sectors, coupled with the long devel-
opment lead-time for specialists in particular, is of great 
concern and will need to be addressed if quality of care 
standards are to be maintained alongside an increased 
demand for private hospital care.64

Financial cost of proposals

The original costing for the post-Polokwane NHI proposals 
was prepared for COSATU in August 2008. A more recent 
version has been presented in various fora in 2010. According 
to this model, the projected cost of NHI is just over R150 
billion in 2006 terms. The model assumes significant savings 
arising from bulk-buying, administrative efficiencies, gate-
keeping and capitation. The currently uncovered population 
is also assumed to pose significantly lower costs than the 
currently covered population.65

The assumption of reduced utilisation is a contentious one, 
with other stakeholders arguing that the combined effect of 
freedom of choice and no co-payments at the point of service 
is likely to be increased demand for health care services.38 
In addition, the effects of an ageing population and changing 
burden of disease on future utilisation are also ignored.66-69

Work done by Econex was based on the broad parameters 
set out in the February 2009 ANC document.38 They provide 
full annual cost estimates based on comprehensive coverage 
for the entire population, but also provide estimates for alter-
native scenarios with varying levels of benefits. The demand 
model produces cost estimates which range between R174 
billion and R251 billion. The fiscal constraints and the associ-
ated equity implications are also considered, with the conclu-
sion that “an increased financing requirement of the extent 
discussed here is not affordable”.

Figures presented at an IDASA Roundtable held in early 2010 
are even higher than those put forward by Econex.70 A full 
costing, including the resources required to address public 
health system priorities, is estimated at R358 billion. This 
equates to 15.7% of GDP and is in stark contrast to the asser-
tion by the HEU that implementation of a NHI will translate 
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into health care continuing to make up 8% of GDP.71

Van der Berg and McLeod published results of a costing model 
based on an actuarial methodology applying price curves 
(based on age and gender) to the South African population.72 
They produced a range of estimates from R109 billion to R334 
billion (in 2009 terms) assuming different benefit packages and 
different levels of efficiency gains. 

The Actuarial Society of South Africa (ASSA) has established 
a task team to oversee the development of a model that can 
quantify the costs and funding implications of various NHI 
scenarios. Deloitte were initially commissioned by Discovery 
to construct an early version of the model, with the aim of 
determining the NHI structure and benefits that would be 
both affordable and attainable with the current supply of 
health resources. This model was reviewed by an inde-
pendent actuary and then handed over in its entirety to ASSA 
to modify, add other schemes’ data and publish results as they 
saw fit.40 

As one of the administrators committed to contributing to the 
ASSA model, Momentum has commented that “it is critical 
to have a robust model when different reform proposals are 
being assessed. This relates not just to costs and funding, but 
also health outcomes and the impact on the economy”. 

Discovery also funded work by Genesis Analytics to inves-
tigate the possible impact of payroll taxes (which may fund 
NHI) on wages and employment. This research was also 
handed over to the ASSA as part of the NHI model.44

The most recent ANC discussion document contains a costing 
model based on work done by the HEU. The estimated cost 
in 2025 is R376 billion (in 2010 terms). A report is available on 
the assumptions used, but the underlying spreadsheet model 
has not been made public. This hampers comment and critical 
analysis.24 

Complexity and cost of administration

The ANC’s proposed NHI plan requires compulsory accredi-
tation of health providers as a pre-requisite for contracting 
with the NHI authority (NHIA) and receiving payments for 
claims related to NHI patients. Econex notes the many bene-
fits that result from accreditation, including reduced costs 
for consumers in locating an appropriate provider, improved 
quality through standard setting and strengthened public 
confidence.73 This is counter-balanced by the observation that 
mandatory accreditation is usually linked to financial reward 
and is exceedingly resource-intensive and burdensome for 
the accreditation authority. 

Econex estimates that at least 168 staff members would be 
required if the proposed Office of Standards Compliance 

(OSC) were to accredit all hospitals and all GP and specialist 
practices within five years (the proposed time-frame).74 

It is envisaged that the health sector will contract on standard 
terms with a central organisation like the NHIA under the 
proposed NHI. However, at present, the private and public 
sectors differ in their contracting mechanisms and regula-
tory frameworks which poses potential barriers to a unified 
system. 

The private sector is currently characterised by freedom of 
choice of provider, as well as allowing patients to enter the 
system at any level of care. The NHI system will involve unre-
stricted choice at the primary care level with careful manage-
ment of referral from primary health care to secondary, 
tertiary and quaternary levels of care. The implied shift could 
have a large impact on how the private sector operates, either 
positively or negatively affecting the numbers of visits to GPs, 
secondary and tertiary levels.75 Further work on this referral 
mechanism and its implications is required.

A review of international experience by Econex identified 
the key problem areas of referral mechanisms in developing 
countries, which include hospital congestion due to incorrect 
referrals and inappropriate self-referrals, barriers to access 
due to travel distance, transport and payment, a lack of confi-
dence in public primary health care and inadequate transfer of 
information to and from the hospital. 63

The payment system, which currently for private sector 
doctors is predominantly fee-for-service, is proposed to be 
changed to a system of mainly capitation for primary care and 
global budgets for hospitals. This proposal will change the 
incentives of doctors and introduce a disincentive to contract 
with the NHIA if private providers know they will still be able 
to serve the same volume of private patients under a NHI 
system.75 

The cost of administration is estimated at around R10.9 billion 
(in 2010 terms) in the latest ANC discussion document.23 
Given the administrative functions outlined, the current cost 
of medical schemes administration and the sophisticated 
electronic health record technology proposed, this estimate 
appears unrealistic.

Administrators and managed care organisations have noted 
the existing capacity in the private sector. The industry has 
built up extensive expertise in managing the provision of 
health benefits to millions of South Africans and, as such, has 
an in-depth understanding of the South African private health 
sector and its dynamics, drivers and issues. The industry has 
expressed its willingness to contribute this expertise to discus-
sions of national health system reform. 
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The future role of the private 
sector in South Africa

Multi-tier systems

McIntyre and van den Heever identified as one of the 
outstanding areas of major debate in 2007, the issue of a 
single tier versus a multi-tier system.b “A key area of ongoing 
debate is the extent to which it is feasible to have a single tier 
system (where all South Africans have access to exactly the 
same range of services and types of health-care providers) or 
whether a multiple tier system (where there are differences, 
particularly in terms of the type of provider that can be used 
by different groups) is inevitable. Given the political history 
of legislated discrimination on the basis of race under apart-
heid, there is clearly a desire to avoid health system differen-
tials on the basis of class.” The authors found that, “A single 
tier system, whereby all South Africans have access to private 
sector services, is simply unaffordable in the context of South 
Africa’s level of economic development”.6 

Universal coverage does not necessarily mean a single tier 
system. Universal coverage can be achieved through a combi-
nation of funding methods (i.e. a multi-tiered system). The 
World Health Organization (WHO) urged governments in 
Africa to develop plans for universal protection against the 
financial burden of illness, that might include a combination 
of tax-based financing, mandatory social health insurance and 
private insurance in a multi-tier system.76 Much careful work 
is needed to find an equitable solution that accommodates a 
multi-tier system.

While it is necessary to be careful not to conflate multi-
tier systems and multiple purchasers, the arguments from 
Hussey and Anderson on social solidarity are also relevant 
to the debate on tiering. “A single-payer insurance system 
can ... foster citizens’ trust in the ability of the government 
to protect their welfare, enhancing the population’s view of 
the legitimacy of the government. However, in some cases 
multiple insurance pools might impact on the political support 
of the government. For example, better-off individuals who 
feel that they are contributing more than their fair share 
towards insuring the health risks of others may oppose the 
health insurance system. Allowing them to opt out of a single-
payer insurance system may provide greater social solidarity 
in a normative sense, by securing the political support of 
high-income earners for the public insurance system. This is 

b Social security systems have components that are commonly grouped 
into three tiers, defined by the way individuals contribute to each tier 
and draw benefits from that tier. In a single tier system there is only one 
system for everyone; this is typically found in the industrialised developed 
countries. In developing countries it is common to find multi-tier systems, 
for example a public health system as Tier 1; a mandatory contributory 
fund or funds for those employed as Tier 2; and purely private insurance 
and out-of-pocket spend in Tier 3.

particularly important in low and middle-income countries 
where the high-income individuals and large industries must 
be willing to pay most of the cost of the reforms.”77 The BHF 
has put forward a proposal that supports a multiple-payer 
system.78

The Organisation for Economic Co-operation and Develo-
pment (OECD) initiated the Health Project in 2001 “to address 
some of the key challenges policymakers face in improving 
the performance of their countries’ health systems.”59 The 
three-year initiative provided substantial comparative infor-
mation on the role of private health insurance across the 
OECD. “Governments in several OECD countries have used 
or considered using private health insurance (PHI) as a policy 
lever to promote certain health system goals, such as reducing 
financing pressures on public health systems, promoting indi-
vidual choice and improving efficiency.” 

79 

The June 2009 NHI proposal from the ANC task team envis-
aged that medical schemes will continue but on a voluntary 
basis. It is proposed that members will pay for NHI and, addi-
tionally, for any medical scheme they join. Everyone earning 
above the income tax threshold will have to make this NHI 
contribution (i.e. no one may ‘opt-out’). The amount of the 
mandatory contribution was not determined in that report. 
These proposals on NHI from the ANC effectively relegate 
existing medical schemes to a ‘duplicate’ or parallel role which 
would mean that those covered by medical schemes could fall 
well below the eight million people currently covered.

Figure 4 provides an overview of the role PHI can play in 
health systems.
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Figure 4: Possible roles for private health insurance

Source:  Organisation for Economic Co-operation and Development, 2004.79

Further work is required on the possible impact of selective 
drop-out of members from the medical scheme environment 
under some NHI scenarios which would destabilise remaining 
risk pools and lead to unintended cost or cross-subsidy 
dynamics in the NHI.

Another possible position is for medical schemes to provide 
‘substitute cover’ where people may choose to belong to the 
NHI or to a medical scheme providing that the equivalent 
cover has a minimum set of benefits. The medical scheme 
could also offer ‘supplementary cover’ not otherwise included 
in the NHI package, a possibility that has been supported by the 
BHF.78 

Medical scheme reform

An important component of the future role of medical 
schemes, particularly until the NHI policy is finalised by govern-
ment, consulted on and implemented, is the incompleteness 
of the existing regulatory environment. The combined effect 
of voluntary membership with community rating and open 
enrolment has a destabilising effect on the medical scheme 
market. The introduction of mandatory membership based 
on income and employment status would help reduce the 
cost of medical scheme coverage, as would reform of the 
prescribed minimum benefit regulations, as these effectively 
place a minimum cost on scheme membership and limit 
access to schemes for low income individuals. The absence 
of a risk-equalisation mechanism creates a strong incentive 
for medical schemes to compete on risk selection and not on 
efficiency. Reforms on the Risk Equalisation Fund have been 
stalled since early 2008. This reform was regarded as urgent 
when deliberated in 2003/4.

Other private sector entities

There is a wide range of alternate roles the private sector 
could play in NHI that would harness the expertise and 
capacity available in the private sector. The potential for 
selective contracting of private sector entities requires further 
attention. For example, there may be scope for private doctor 
sessions and the contracting of private hospital groups to 
manage state facilities.

In the purchasing of health care, the expertise of medical 
scheme administrators and managed-care organisations could 
be leveraged. For example, medical scheme administrator 
expertise could be used to conduct strategic purchasing of 
health services on behalf of a population.

Van Eck makes the comment that, rather than viewing the 
private sector as a threat, it can be seen as a “report card” 
in that the size of the private sector reflects the quality of 
services available in the public sector.58 The role of medical 
schemes and private providers in future will be driven largely 
by the relative performance of these entities and the public 
alternative. To the extent that the public alternative fails to 
deliver to expectations, the role of the private sector will 
be more prominent. Similarly, should the public alternative 
deliver to expectations the private sector will tend towards 
becoming more complementary or supplementary. 

Eligibility to public health insurance

Supplementary PHI
(Top-up Insurance)

Individuals do have 
public cover

Duplicate PHI
(Parallel PHI)

Complementary
PHI

Individuals do not 
have public cover

Primary PHI
Substitute or

Principal

Health services covered by PHI

PHI covers medically necessary curative services 
typically covered in the public system

PHI covers cost-sharing (co-payments, deductibles, 
amounts above limits) applicable to public system

PHI covers only top-up health services not included in 
public health systems or primary PHI
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Conclusions and 
Recommendations
The atmosphere of secrecy and mistrust surrounding the 
reform of the health care system is a serious hindrance to 
policy implementation. Both the lack of official policy, which 
would have served to enable and channel constructive 
comment, and the mismanagement of the process of reform 
need to be rectified. 

Whilst there is a lack of agreement on the extent of inequi-
ties in provider distribution and health care financing, there 
is agreement that reform is much needed and now long 
overdue. However, agreement on the nature and extent of 
the problem is necessary to allow reasonable and practical 
solutions to be found.

Stakeholders differ on the quantum of the financial implica-
tions of NHI proposals but it remains clear that the proposals 
are both financially significant and complex. Given the far-
reaching consequences of NHI, it is critical for all stakeholders 
to find solutions based on evidence-based arguments and for 
the debate to move beyond ideological positioning. 

Whilst there have been a number of efforts at constructing 
costing models, the divergence in the results produced points 
to the need for the Department of Health to take responsibility 
for ensuring that the models used, together with the requisite 
technical data, are publicly available for critical analysis. 

The precise form that private health insurance is to take still 
requires much research and debate amongst all stakeholders. 
It is clear, however, that without critical elements such as the 
Risk Equalisation Fund and mandatory membership of medical 
schemes, the current medical schemes environment is inher-
ently unstable. 

As the details of the NHI plans emerge, there will be a 
number of other issues that will require further interrogation. 
For providers, the issue of how they could contract with a 
single-fund purchaser, the process for determining the price 
of medical services, the likely payment terms and the split 
between private and public work will all need consideration.

Debates around the issue of private sector participation tend 
to become politically and ideologically heated but there are 
strong economic arguments for looking at the public private 
mix in technical terms and playing to the strengths of each 
sector. Research in sub-Saharan Africa indicates that greater 
private sector participation is “associated with favourable 
intermediate outcomes in terms of access and equity”.80 

In recognising both the willingness of the private sector to 
engage and participate in improving health care for all South 
Africans and the strengths of this sector in delivering services, 

pooling funds and managing benefits, there is an opportunity 
for government to embrace and harness this goodwill and 
capacity. 



192S A H R 2 0 1 0

References
1 McIntyre D, Thiede M. Health Care Financing and Expenditure. In: 

Harrison S, Bhana R, Ntuli A, editors. South African Health Review 
2007. Durban: Health Systems Trust; 2007.
URL: http://www.hst.org.za/uploads/files/sahr05_chapter10.pdf

2 Adams S, Morar R, Jeebhay M. Health and Healthcare in the 
Workplace. In: Harrison S, Bhana R, Ntuli A, editors. South African 
Health Review 2007. Durban: Health Systems Trust; 2007.

3 Mander M, Ntuli L, Diederichs N, Mavundla K. Economics of the 
Traditional Medicine Trade in South Africa. In: Harrison S, Bhana 
R, Ntuli A, editors. South African Health Review 2007. Durban: 
Health Systems Trust; 2007.
URL: http://www.hst.org.za/uploads/files/chap13_07.pdf

4 Council for Medical Schemes. CMS News: Relationships in the 
industry – what all beneficiaries need to know. Issue 3 of 2009-
2010. Pretoria; 2010.

5 African National Congress. A National Health Plan for South 
Africa. Johannesburg: African National Congress; 1994.

6 McIntyre D, Van den Heever A. Social or National Health 
Insurance. In: Harrison S, Bhana R, Ntuli A, editors. South African 
Health Review 2007. Durban: Health Systems Trust; 2007.

7 Broomberg J, Shisana O. Restructuring the National Health System 
for Universal Primary Health Care; 1995.

8 National Department of Health. White Paper for the 
Transformation of the Health System in South Africa. Pretoria: 
National Department of Health; 1997.

9 National Department of Health. Reforming Financing of Private 
Health Care in South Africa: The Quest for Greater Access 
and Efficiency. A Draft Policy Document. Pretoria: National 
Department of Health; 1997. 

10 Department of Social Development. Transforming the Present 
– Protecting the Future. Pretoria: Report of the Committee of 
Inquiry into a Comprehensive System of Social Security for South 
Africa; 2002.

11 National Department of Health. Inquiry into the Various Social 
Security Aspects of the South African Health System. Policy 
Options for the Future Covering. 2002 May 14.

12 Ministerial Task Team on Social Health Insurance. Social Health 
Insurance Options: Financial and Fiscal Impact Assessment. 
Unpublished technical report to the Department of Health; 2005.

13 McIntyre D, Doherty J, Gilson L. A tale of two visions: the changing 
fortunes of Social Health Insurance in South Africa. Health Policy 
Plan. 2003 Mar;18 (1):47-58.

14 Thomas S, Gilson L. Actor management in the development of 
health financing reform: health insurance in South Africa, 1994-
1999. Health Policy Plan. 2004 Sep;19(5):279-91.

15 Armstrong J, Deeble J, Dror DM, Rice N, Thiede M, van de Ven 
WPMM. The International Review Panel Report to the South 
African Risk Equalization Fund Task Group. Pretoria; 2004 Feb 16.

16 McLeod H, Matisonn S, Fourie I, Grobler P, Mynhardt S, Marx G. 
The Determination of the Formula for the Risk Equalisation Fund 
in South Africa. Pretoria: Prepared for the Risk Equalisation Fund 
Task Group on behalf of the Formula Consultative Task Team; 
2004 Jan.

17 Broomberg J. Consultative Investigation into Low Income Medical 
Schemes. Final Report. 2006 Apr 7.

18 African National Congress. ANC 52nd National Conference. 
Polokwane; 2007 Dec 16-20. 

19 Mooney GH, McIntyre D. South Africa: a 21st century apartheid in 
health and health care? Med J Aust. 2008;189(11-12):637-40.

20 African National Congress. National Health Insurance Plan for 
South Africa. Prepared by the Task Team on National Health 
Insurance on behalf of the Health and Education Sub-Committee. 
2009 Feb 16.

21 Paton C. The politics of the NHI. Left-hand drive. Financial Mail. 
2009 Jul 31.

22 African National Congress. National Health Insurance Policy 
Proposal. Prepared by the Health and Education Sub-Committee 
and presented to the ANC National Executive Committee. 2009 
Jun 22.

23 African National Congress. National Health Insurance Discussion 
Document. Prepared for the ANC National General Council; 
2010.

24 McIntyre D. SHIELD Work Package 5 Report: Modelling the 
Estimated Resource Requirements of Alternative Health Care 
Financing Reforms in South Africa. University of Cape Town: 
Health Economics Unit; 2010.

25 Nzimande B. Mobilise for health care for all and defeat capitalist 
greed in the health sector. Umsebenzi Online. 2009 Jun 17.

26 National Department of Health. National Department of Health 
Strategic Plan 2010-11/2012-13. Pretoria: National Department of 
Health; 2010.

27 Zuma J. State of the Nation Address by His Excellency JG 
Zuma. President of the Republic of South Africa. Joint sitting of 
Parliament, Cape Town: The Presidency; 2010.

28 Mail & Guardian. National health plan may mean more tax, says 
minister. Mail & Guardian. 2009 Jun 8.

29 Cullinan K. Ambitious NHI timeline leaves little space for public 
comment. Health-e. 2009 Sep 11.

30 News24. Minister interrogates NHI document. News24. 2010 
Mar 13.

31 Du Preez L. New health plan still veiled – but get ready for big 
changes. Personal Finance. 2010 Aug 28.

32 National Department of Health. Statement on the Appointment of 
the Ministerial Advisory Committee on National Health Insurance. 
2009 Nov 5.

33 Khanyile S. NHI document is ‘ANC view, not government’ 
Business Report. 2010 Sep 26.

34 Kahn T. Plea for details of health insurance plan. Business Day. 
2010 Sep 30.

35 Hospital Association of South Africa. Response to survey for 
chapter on Private Sector Perspectives on NHI for the South 
African Health Review 2010.

36 Momentum. Response to survey for chapter on Private Sector 
Perspectives on NHI for the South African Health Review 2010.

37 City Press. Anger at secrecy around national health insurance. City 
Press. 2010 Aug 3.

38 van der Berg S, Burger R, Theron N, Venter C, Erasmus M, van 
Eeden J. Financial Implications of a National Health Insurance Plan 
for South Africa. Econex; 2010.

39 Ernst & Young. Response to survey for chapter on Private Sector 
Perspectives on NHI for the South African Health Review 2010.



Private sector perspectives on national health insurance 18

193S A H R 2 0 1 0

40 Actuarial Society of South Africa NHI Task Team. Response to 
survey for chapter on Private Sector Perspectives on NHI for the 
South African Health Review 2010.

41 Board of Healthcare Funders. Response to survey for chapter on 
Private Sector Perspectives on NHI for the South African Health 
Review 2010.

42 Innovative Medicines South Africa. Response to survey for chapter 
on Private Sector Perspectives on NHI for the South African 
Health Review 2010.

43 Medi-Clinic. Response to survey for chapter on Private Sector 
Perspectives on NHI for the South African Health Review 2010.

44 Discovery Health. Response to survey for chapter on Private 
Sector Perspectives on NHI for the South African Health Review 
2010.

45 Econex. Response to survey for chapter on Private Sector 
Perspectives on NHI for the South African Health Review 2010.

46 McIntyre D, Thiede M, Nkosi M, Mutyambizi V, Castillo-Riquelme 
M, Gilson L, et al. SHIELD Work Package 1 Report: A Critical 
Analaysis of the Current South African Health System. University 
of Cape Town: Health Economics Unit, University of the 
Witwatersrand: Centre for Health Policy; 2007.

47 Day C, Gray A. Health and Related Indicators. In: Harrison S, 
Bhana R, Ntuli A, editors. South African Health Review 2007. 
Durban: Health Systems Trust; 2007.
URL: http://www.hst.org.za/uploads/files/chap15_07.pdf

48 Day C, Gray A. Health and Related Indicators. In: Barron P, Roma-
Reardon J, editors. South African Health Review 2008. Durban: 
Health Systems Trust; 2008.
URL: http://www.hst.org.za/uploads/files/chap16_08.pdf

49 Econex. NHI Note 4: Supply constraints; 2009.

50 Econex. Health Reform Note 7: Updated GP and specialist 
numbers for SA; 2010.

51 Mthembu J. ANC response to the Business Day report on NHI`s 
human resource figures. Press Statement. African National 
Congress; 2010. 

52 McLeod H. National Health Insurance Policy Brief 2:Expanding 
health insurance coverage. Innovative Medicines South Africa; 
2009.

53 African National Congress. National Health Insurance: A unified, 
equitable and integrated national health system that benefits 
all South Africans. ANC Today. Johannesburg: African National 
Congress; 2009.

54 Health Economics Unit. The Public-Private Health Sector Mix in 
South Africa. University of Cape Town: Health Economics Unit; 
2009.

55 McLeod H. National Health Insurance Policy Brief 7: The future 
role of private health insurance. Innovative Medicines South Africa; 
2009.

56 Melamet Commission. Commission of Inquiry into the Manner of 
Providing for Medical Expenses. Pretoria: Government Printing 
Office; 1994.

57 McIntyre D, McLeod H, Thiede M. Comments on the National 
Treasury Discussion Document on the Proposed Tax Reforms 
Relating to Medical Scheme Contributions and Medical Expenses; 
2005.

58 Van Eck H. First things first: build trust. The Star. 2010 
October 13.

59 Ministerial Task Team on Social Health Insurance. Social Health 
Insurance Options: Financial and Fiscal Impact Assessment. 
Unpublished technical report to the Department of Health; 2005.

60 Econex. Health Reform Note 1: The role of primary healthcare in 
health reform; 2010. 

61 Malambe L. NHI. HASA News; 2009.

62 Econex. NHI Note 3: What does the demand for healthcare look 
like in SA; 2009. 

63 Econex. Health Reform Note 5: Patient choice and referral; 2010.

64 Childs B. Private Hospital Capacity. Private Hospital Review 2009. 
Hospital Association of South Africa; 2009.

65 Bond P. Financing National Health Insurance: What Can South 
Africa Afford? In: Oxfam, editor. National Health Insurance: 
Exploring Key Questions. Australia; 2010.

66 McLeod H. National Health Insurance Policy Brief 5: The impact of 
cancer on a future NHI. Innovative Medicines South Africa; 2009.

67 McLeod H. National Health Insurance Policy Brief 4: The impact of 
HIV on a future NHI. Innovative Medicines South Africa; 2009.

68 McLeod H. National Health Insurance Policy Brief 3: The impact 
of chronic disease on a future NHI. Innovative Medicines South 
Africa; 2009.

69 McLeod H. National Health Insurance Policy Brief 1: The popula-
tion for universal health coverage. Innovative Medicines South 
Africa; 2009.

70 Van den Heever A. Strategic Health Reform. IDASA Roundtable. 
Cape Town 2010 Jan 19.

71 Parker F. NHI will cost same as current healthcare. Mail & 
Guardian. 2010 Sep 10.

72 van der Berg S, McLeod H. Promises. Promises. Why the National 
Health Insurance plan needs hard numbers. Health-e. 2009 Sep 7.

73 Econex. Health Reform Note 2: Accreditation of healthcare 
providers; 2010. 

74 Econex. Health Reform Note 3: Practical implications of accredita-
tion in South Africa; 2010.

75 Econex. Health Reform Note 4: Integration of public and private 
sectors under a NHI system in SA; 2010.

76 Kirigia JM, Preker A, Carrin G, Mwikisa C, Diarra-Nama AJ. An 
overview of health financing patterns and the way forward in the 
WHO African Region. The East Afr Med J. 2006; 83: S1-28.

77 Hussey P, Anderson GF. A comparison of single- and multi-payer 
health insurance systems and options for reform. Health Policy. 
2003; 66 (3): 215-28.

78 Board of Healthcare Funders. NHI: The Role for the Medical 
Scheme Industry. A Draft Discussion Document; 2009.

79 Organisation for Economic Co-operation and Development. 
Private Health Insurance in OECD Countries. OECD; 2004.

80 Yoong J, Burger N, Spreng C, Sood N. Private Sector Participation 
and Health System Performance in Sub-Saharan Africa. PLoS ONE. 
2010;5 (10).



194S A H R 2 0 1 0



195S A H R 2 0 1 0

There is sufficient evidence that, for the resources to its avail, the South African 
health system is performing poorly. Using the World Health Organization 
Performance Model, this chapter unpacks strategies and mechanisms to improve 
performance whilst the financing functions of collecting, pooling and purchasing are 
being worked out. There is a range of immediately applicable inputs that could make 
an immediate difference to health outcomes. These will, however, require decisive 
leadership and strengthening of management support systems – as well as addi-
tional financial and human resources. The District Health System, as the vehicle to 
implement Primary Health Care, is key to improving service delivery, with Provincial 
Departments of Health strengthening such decentralised management while also 
holding district and hospital managers accountable. 
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Introduction
The South African health system performs poorly when 
comparing its impact on the health status of the nation to 
countries with a similar or poorer per capita Gross Domestic 
Product (GDP). The Lancet series on Health in South Africa1 
confirms that South Africa spends more on health than any 
other African country – 8,7% of its GDP, which is just slightly 
less than Sweden (8,9%). Yet South Africa is one of only 12 
countries in which maternal mortality and mortality for chil-
dren younger than 5 years have actually increased since 1990. 
While there is no doubt that HIV and AIDS contribute to this 
sad reality, it is clear that innovative strategies will be neces-
sary to improve the situation.

This chapter focuses on those elements other than financing 
mechanisms that need to be addressed in order to improve 
the performance of the South African health system towards 
achieving universal coverage in the country. Whilst financing 
mechanisms in terms of collecting, pooling and purchasing 
are critical to leverage the necessary funding, improving the 
performance of the health system will require new design 
and management paradigms, as well as providing the staff 
necessary to deliver an up-scaled and responsive health 
system. 

It must be stated that, in theory, the current health system 
provides universal coverage. Yet, from a service delivery, 
resourcing and quality perspective, the distribution and level 
of services is inequitable with many communities and patients 
experiencing great difficulty in accessing the public health 
system. Furthermore, both the public and private health 
sectors of the South African health system are unsustainable 
and fail the challenges of coverage, quality and cost.

Based on evidence of this poor performance the Lancet 
series, in its section on the challenges to meet Millennium 
Development Goals (MDGs), indicates that 15 years after 
liberation from apartheid South Africans are facing new chal-
lenges for which the highest calibre of leadership, vision and 
commitment is needed.2 

The National Health Act (Act 61 of 2003) mandates the 
Minister of Health to bind the entire health system – public 
and private – into a provider system for universal coverage. 
On 3 October 2010 Minister Motsoaledi proclaimed at an 
international consultative workshop on quality improve-
ment that South Africa has commenced “one of the most 
ambitious reforms that our government has introduced and 
preparatory work requires a comprehensive and systematic 
approach.”3 He confirmed the objective of putting into place 
the necessary funding and health service delivery mecha-
nisms that will enable the creation of an efficient, equitable 
and sustainable health system in South Africa.

The implementation plan for universal coverage must 
improve all dimensions of the health system. These dimen-
sions include the ‘breadth’ (number of people protected), the 
‘height’ (proportion of costs covered), and the ‘depth’ (range 
of services and benefits covered), as well as those additional 
factors that influence quality and safe services that contribute 
to improving health status.4 

McIntyre, in an article published in the Cape Times, indicates 
that:

We currently have a window of opportunity to trans-
form our health system from a highly inequitable and 
unsustainable system to one that meets the health care 
needs of all South Africans in an efficient and sustain-
able way.5

McIntyre’s chapter in this Review explains that in South Africa, 
real access to appropriate, efficient and quality services are 
necessary and that lack of proper design is a critical challenge. 
It is clear that a wide range of performance issues, other than 
structural, must be addressed to improve the health status of 
the population.

The WHO perspective on 
improving performance 
The World Health Organization’s (WHO) World Health 
Report 2000 describes and analyses the functions and objec-
tives of a health system, identifying the ultimate objective 
of the health system as impacting positively on the health 
status of its community.6 Figure 1 below outlines the critical 
elements needed to address improved performance. Whilst 
new financing mechanisms will provide the much needed 
funds, functions such as stewardship, creating resources and 
delivery of services are necessary to achieve the objectives of 
responsiveness, fair contribution and distribution of resources 
required to move towards equity and ultimately health for all 
citizens.
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Figure 1: Performance model: relations between functions and objectives of a health system

Source: World Health Organization, 2000.6

FUNCTIONS OBJECTIVES

Stewardship
(oversight)

Financing
(collecting, pooling,
purchasing)

Creating Resources
(investment,
training)

Responsiveness
(to peopleʼs non-medical 
expectations)

Delivering
Services
(provision)

Fair
(financial
contribution)

Health

The aim of this chapter is to identify, using the WHO perform-
ance model (Figure 1), some of the interventions required 
to turn the poor performance of the current health system 
around. 

Stewardship 
Box 1: What is stewardship?

Stewardship in health is the very essence of good government 
and entails

Careful and responsible management of the well-being of the 
population

Establishing the best and fairest health system possible

Concern about the trust and legitimacy with which its activities 
are viewed by the citizenry

Maintaining and improving national resources for the benefit of 
the population

ÿ

ÿ

ÿ

ÿ

Source:  World Health Organization, 2000.6

The present system is clearly not the “best and fairest health 
system possible” and does not use “national resources for the 
benefit of the population”.6 The National Health Minister, 
Minister Motsoaledi, is championing health system reforms 
– with his focus on improvement. His own National Service 
Delivery Agreement priorities, captured in his performance 
agreement with the President, are as follows and set the 
agenda for the country:

Improving life expectancy;

Lowering maternal and child mortality;

Lowering rates of HIV and tuberculosis (TB); and

Improving health system effectiveness.

This agenda must be underpinned with clear health poli-
cies, supported by the development of national, provin-
cial and district health plans and targets that, in turn, guide 
resourcing. 

The Minister has the responsibility to unite the private, public 
and non-governmental sectors as a collective into a national 
health system. The challenge is that these sectors currently 
do not share a single set of values, a common vision or a joint 
strategy for the health of the country as a whole. The public 
sector, comprising nine provinces, a national Department of 
Health (NDoH) and several municipalities, is also not united. 
The country, therefore, has a system of fragmented pieces 
in competition with each other – a great challenge to the 
Minister’s stewardship role. 

However, it is not the Minister alone who is responsible for 
the well-being of the population, who must establish the best 
and fairest health system possible, build trust in and the legiti-
macy of the system and maintain and improve the national 
resources for the benefit of the population. This stewardship 
task lies with every role player and stakeholder – each one 

ÿ

ÿ

ÿ

ÿ
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must participate in designing a health system that can truly 
claim universal coverage. Such design must increase height, 
breadth and depth of the current health system’s coverage. 
Sound judgement and judicious prioritising will be necessary 
to formulate a policy based on evidence, with a sound imple-
mentation plan – and this prior to announcing policy changes.

Improving design

In order to overcome the fragmentation, improve the quality 
and to ensure equitable access to the essential package of 
services tailored to the communities’ health needs, national 
leadership must redesign the National Health System in a 
systematic and structured way. Ad-hoc attempts to restruc-
ture the system will divert attention and resources from the 
primary task. It is neither possible nor necessary to make all 
reforms at the same time. It is necessary, however, to chart 
the course of the reforms according to definable and imple-
mentable targets over feasible timeframes.

Using the three dimensional view of the health systema to 
illustrate the point, reforms to achieve universal coverage 
must adequately address the following parameters:

breadth – increasing the number of people protected by 
the health system, including addressing physical, finan-
cial and access limitations. These coverage and impact 
measures would indicate how and where to strengthen 
the system. Strategies may include increasing the staffing 
levels of primary health care (PHC) facilities, changing 
opening times of clinics, encouraging and rewarding 
collective and integrated group practices, changing poli-
cies to encourage task-shifting or task-sharing, building 
more clinics, expanding mobile outreach services and 
home-based care, subsidising transport to and from health 
facilities and expanding patient transport services.

height – increasing the proportion of costs covered by 
pre-financing (more funding and less waste). These may 
include a range of financing options but for purposes of 
this chapter include improving procurement and adminis-
trative efficiencies, together with using the inputs of other 
sectors and departments that impact on health determi-
nants, such as water and sanitation, education and human 
settlements. 

depth – increasing the range of services and benefits 
covered by the system. Service packages for various levels 
of care, aligned to local burden of disease, will define 
access and related services. This may require changes 
in facility staffing to allow a greater range of services to 
be provided at designated PHC service delivery points, 
task-shifting or task-sharing to reduce the time costs of 
highly skilled professionals (including shifting nursing tasks 

a This model is fully described in chapter 15 of this Review.

ÿ

ÿ

ÿ

from professional nurses to nursing assistants and from 
doctors to nurses and other assistants) and spending more 
on health services than in the past. Debate is necessary on 
the scope of the essential service package and on initiating 
periodic reviews of the package.

Every one of these examples has already been tried some-
where in the world and every example will have its chal-
lenges, proponents and detractors. Examples of effective 
and coherent health system planning exist in some provinces, 
yet also not without challenges, proponents and detractors. 
Fundamental reform must take place and choices must, there-
fore, be made and implemented systematically. The NDoH 
must utilise the available skills and experiences, initially from 
within the country but also from outside, to develop a health 
delivery plan that can be implemented systematically towards 
achieving universal coverage. 

Leadership, governance and effective 
management

Good leadership and management are imperative within and 
across every level of the health system. Areas must be identi-
fied where strengthening would result in the highest returns 
in improving performance and health status. While the front-
line managers interface directly with the public and are often 
the target of attention, the national and the provincial levels 
need competent management to fulfil their role in enabling 
successful delivery at primary health care and hospital levels. 
Supervision and support, which are the role of the provincial 
and district managers, is critical. 

General management

Referring to the public health service, Harrison, in his over-
view towards prospects for new gains for the South African 
health system, indicates that “success has been hamstrung by 
the failure to devolve authority fully, and by the erosion of 
efficiencies through lack of leadership and low staff morale” 
and “generally weak health systems management” resulting 
in poor health outcomes relative to total health expenditure.7 
Developing managers’ leadership skills is a priority if these 
poor outcomes are to be addressed.

Management capacity of hospital managers has been identi-
fied as a particularly critical concern, largely due to the size 
of the budgets managed in hospitals and the complexity of 
the environment. National level attempts to develop effective 
management training programmes for hospital managers have 
largely failed. Providing a broad curriculum outlining the most 
important elements of hospital management is appropriate, 
but decentralised, accredited, provincial level programmes 
can be more responsive and relevant to local challenges. 
Institutes of Higher Education are probably better placed to 
deliver courses locally and, together with the senior managers 
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in the service, to mentor their students.

Hospital and other health managers do not function as inde-
pendent entities, but within a bigger health system. Their 
performance is a symptom of the support and guidance they 
receive from their provincial management structures. General 
management competence is strengthened by giving managers 
authority, decentralising decision-making and making them 
accountable. However, this needs to be done within a struc-
tured system of supportive supervision and monitoring and 
evaluation from the provincial level, which should make the 
system more resilient while motivating individual perform-
ance and accountability. Such performance and accountability 
should be linked to incentivised performance contracts.

With an effective support system, the vision for more respon-
sive hospitals should be to decentralise the management of 
large hospitals and convert them into semi-autonomous 
structures with performance-linked funding.

Financial resources

The high percentage of GDP spent on the health system is 
misleading since it is concentrated in a well-financed private 
sector. The public health system actually needs additional 
financial resources. Apart from being systematically under-
funded over time, the public health system also carries a large 
burden of ‘unfunded mandates’. For example, services are 
compromised because the full cost of Occupation Specific 
Dispensation for health professionals was under-funded, 
resulting in the funds for goods and services being used or the 
services being reduced to fund the shortfall. Another example 
is when health programme policy changes are made, such as 
dual therapy for prevention of mother-to-child transmission 
(PMTCT), but the consequences thereof are not fully funded. 
This is symptomatic of poor inter-departmental co-operation 
and the centre’s disjuncture from activities on the ground.

The NDoH has a critical role to play in ensuring the financing 
of the health system towards universal coverage. NDoH lead-
ership must improve bidding for improved financial resourcing 
in prioritised areas and protect provinces from unfunded 
mandates. Likewise, provincial departments of health must 
fully co-operate with one another and the NDoH to ensure 
that the quality of the data and evidence to support the bids 
is irrefutable. Collective stewardship is thus critical in the 
sector’s efforts in securing funding for services. 

Both national and provincial departments of health must 
improve their capacity to monitor service impact and return 
on investment (value for money) and to use financing mecha-
nisms to leverage improved performance. Well-quantified 
service and performance targets captured in incentivised 
contracts are important tools to leverage improved perform-

ance. Furthermore, a new set of skills in the health manage-
ment field is required to manage purchasing mechanisms and 
strategies. Funding to hospitals should be aligned to the case 
mix and acuity of patients. The diagnostic-related groups 
approach with public sector benchmarks would need to be 
developed and implemented. The private sector is much 
more experienced in this field and their expertise will be 
critical for this purpose.

Provincial departments of health collectively overspent their 
budgets by more than R7.5bn in 2009/10. While this signals 
the need for increased funding it is very clear from the 
Auditor-General’s findings that poor financial management 
pervades in almost all provinces. Provincial departments of 
health, supported by National and Provincial Treasuries, must 
put together plans of action to improve compliance with the 
Public Finance Management Act (PFMA) and take steps to 
further decentralise decision-making and internal account-
ability. The capacity of public accountability representatives 
(for example standing committees and health facility boards) 
in a specialised field such as health is poor and these repre-
sentatives need to be empowered so as to improve the rele-
vance of their inquiry.

Slavish compliance with the PFMA, however, does not neces-
sarily constitute good financial management. Managers in the 
health sector need to understand when rationing of certain 
services to remain within budget is actually more costly. They 
must monitor the variance of spending against budget on an 
almost daily basis and analyse the demands carefully so as to 
move funds to achieve their greatest impact. 

The NHI service model budgets will probably have to be 
totally redesigned and funds allocated differently. Whether 
block grant funds will still be allocated to provinces through 
the provincial equitable share (PES) or if health budgets will 
be centralised out of the PES and allocated by the NHI/
NDoH, is still not clear. The NHI model might fund at least 
PHC services through a capitation system, using an ‘equitable 
share formula’ locally. This could, however, have grave conse-
quences for wasteful and inefficient services and, therefore, 
the recipient communities. Budget management mecha-
nisms may need more flexibility than is currently the case to 
respond to capitation funding of private providers – leading 
to new rules being devised applicable to the public sector 
providers as well. Conceivably the provincial departments of 
health could be appointed as the authorities to manage private 
sector accountability at provincial level. 

Finally, doing away with point-of-care payments will not neces-
sarily reduce the administrative load although it will certainly 
change the financial clerical responsibilities in the services. 
NHI membership documentation will, for instance, have to 
be carefully maintained and capitation payments managed. 
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Improved and incisive management will be required to effect 
the changes and to manage the system diligently.

The role of the private sector

The private sector has many strengths – this in terms of both 
health care provision and insurance administration. In the case 
of the latter, medical schemes are likely to remain part of the 
new system towards universal coverage, but will have to re-
examine their role once the NHI funding mechanisms and 
basic package are determined. The schemes will provide only 
top-up and are likely to lose those members whose pay-roll 
tax is equal to or more than their present scheme contribu-
tions. There would be no incentive for such people to remain 
members. Trustees of closed schemes will need to under-
stand the unique benefits their scheme offers over and above 
the basic package that is appropriate to the particular work 
environment of their members. Open scheme trustees will 
need to understand what services the members who remain 
will want and restructure their packages for only those serv-
ices. Realignment and consolidation of schemes is likely, along 
with further rationalisation due to a reduction in the number 
of schemes, in membership and in coverage. Scheme admin-
istrators who have the existing knowledge and skills may be 
appropriately placed to act as administrative agents for the 
NHI.

In respect of service provision, the private provider sector uses 
disproportionately more of the available human resources in 
comparison to the service that it provides. It is often accused 
of clinical care practices with costs disproportionate to quality-
adjusted life years added. Such over-servicing practices need 
to be governed to protect the public. Mechanisms will have 
to be designed and implemented to bind the private provider 
sector into the national health system without reducing its 
potential role and without causing more skilled health profes-
sionals to leave the country. The design and implementation 
phase towards universal coverage should have private sector 
representation.

Information for management and decision-making

The quality of health information remains a challenge. A fully 
functional and comprehensive health information system will 
be a mandatory requirement for the implementation of the 
NHI. Population dynamics, patterns of disease expression, 
impact monitoring and resource allocation towards equity 
need to be drawn from good quality information.

The current public health care system is burdened with a 
myriad of data elements to be collected, yet information is not 
sufficiently packaged for decision-making. It is important to 
reduce the unnecessary sets of data that are being collected 
to those critically important for decision-making and necessary 
to monitor the attainment of strategic targets. Input, process 

and output indicators should be derived from pre-determined 
health outcome indicators that health districts could relate 
to their particular geographic areas. The Minister’s national 
service delivery agreement indicators would be an important 
starting point.

Information systems should be designed in such a way that 
they can monitor incentive-linked performance contracts 
towards leveraging improved performance and impact. This 
would include the machinery and capacity necessary to 
monitor the appropriateness of the essential package of care 
and the implementation strategies selected in order to make 
adjustments and to monitor compliance of service providers.

The private sector must contribute to the health status of the 
whole population in the health district/s where it is located. 
This implies the inclusion of private sector health information 
into the national data set and that the private sector’s vision 
and target is aligned with improving the millennium develop-
ment targets.

Human resources

Creating human resources (HR) requires a range of strategic 
policy decisions to leverage the numbers and quality of staff 
needed for health system reform towards universal care.

McIntyre quotes from the Development Bank of South Africa 
report that, compared to 1997, the system needs an addi-
tional 80 000 staff in the public sector simply to address the 
increase in population size and the greater burden of disease 
from HIV and AIDS.5 This number refers largely to health-care 
professionals but it must be recognised that decentralising 
decision-making brings added administrative and managerial 
needs at the decentralised levels. Furthermore, an increase 
in the auditing of the management of financial, human and 
information systems have exposed ill-capacitated areas, e.g. 
information and supply chain management staff.

The chapter on HR in this Review deals more comprehensively 
with this matter but, in the context of creating resources, 
several critical HR issues must be highlighted because an 
effective health service is so dependent on personnel.

The need to significantly increase the capacity of nursing 
colleges is urgent. Several medical specialities (histopa-
thology, forensic medicine, cytology, anaesthetics, and others) 
are threatened. Human resource plans must reflect strategies 
of production, recruitment and investment. Appropriate HR 
plans are, however, only relevant if the personnel budget in 
the health sector is increased and posts are made available 
for which graduates can apply. Recruitment and selection 
policies and processes for staff with scarce skills must be re-
examined. People with the right skills, character and attitude 
must be attracted, irrespective of their gender, race, origin or 
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any other criteria. Under the present dire circumstances, the 
health services can simply not afford to exclude any potential 
candidates.

The policy framework for financing the cost of training 
health science students is still awaited. The cost for both the 
Institutes of Higher Education and the public health system is 
very large and yet poorly quantified. It is urgent that this be 
addressed because of the long lead-time for producing health 
science graduates. Furthermore, health sciences faculties, and 
particularly those that train medical students, are not easily 
replicable across the country. The departments of Health and 
Higher Education need a clear national plan that will deliver 
the numbers and qualities required for the country and to 
ensure that those service platforms where training happens 
are properly resourced.

Finally, improving the organisational culture of health facili-
ties is critical for a positive working environment. Part of the 
current poor culture may be attributable to poor leadership 
and management in institutions, poor human resource prac-
tices and poor communication. Furthermore, stress and high 
work burdens linked to very tight budgets add to the chal-
lenge. Strategies include practising shared values, fostering 
multi-disciplinary teamwork and having decentralised deci-
sion-making and accountability, with good labour relations. 

Delivering services

Sewankambo and Katamba, in their section in the Lancet series 
on Health Systems in Africa: Learning from South Africa, 
indicate with reference to policy makers and managers that: 
“their lack of stewardship and leadership has been evident in 
the highly variable quality of care delivered within the public 
health sector. For example, the Western Cape province had 
a TB cure rate of around 80% in 2007 whereas, for most of 
the districts in KwaZulu-Natal, the cure rates were between 
40-60%”.8

Harrison, in his article on priorities for new gains, systemati-
cally outlined the national priorities to reduce the burden of 
premature death.7 Using the quadruple burden of disease he 
prioritised HIV and AIDS as the most compelling condition 
for action, with TB linked to it. He suggests injuries, chronic 
illnesses and maternal and child health as priorities and 
emphasizes that grand policy initiatives will only be applauded 
if they can be implemented effectively and produce demon-
strable benefits. Tackling each of these conditions in silo and 
not addressing the systems’ performance aspects compre-
hensively and systematically will not leverage higher impact 
with the resources available. For instance, health authorities 
need to ensure that there is appropriate targeting of upstream 
factors that impact on health status and that intersectoral 
activities are included in the delivery plans of the responsible 

sectors, e.g. housing, sanitation and water quality.

The place to ensure this linkage is the district health system 
(DHS), which is the vehicle to deliver PHC and has been the 
policy directive since 1994. Health status indicators, commu-
nity involvement and intersectoral collaboration have been 
improving where the DHS has been implemented well, such 
as in the Western Cape. All providers, public and private, in 
the area should be involved in and contribute to the achieve-
ment of the DHS targets of a health district. The providers of 
more specialised packages of care must fulfil a carefully struc-
tured and supportive role towards the health districts, actively 
manage referrals and govern access to expensive, highly 
specialised services, to avoid burdening the high-end services 
by referring uncomplicated cases. This will only happen if the 
clinicians trust the DHS to look after the patients which will, 
in turn, only happen if all levels of the system work together 
to build a coherent health care system.

There is nothing new in this approach – it is implementation 
of policies that remains a critical challenge. Mayosi, in a South 
African Medical Journal Editorial, indicates that the incidence 
of rheumatic heart disease for those aged 14 years and more 
in Soweto was 23.5 cases/100 000 per annum, which puts this 
urban community among the high incidence communities of 
the world.9 He states that:

It is not surprising that this preventable condition 
remains common because of inadequate implementa-
tion of the guideline for the prevention of rheumatic 
fever in South Africa. A recent study showed that very 
few paediatricians were aware that rheumatic fever is 
a notifiable condition, and that the national notification 
system administered by the Department of Health was 
dysfunctional. 

This is but one indicator of a dysfunctional system that 
comprises islands of independent services rather than a 
coherent, co-operative approach to delivering health care 
services in the country. Improvements are also needed in 
drug availability, health technology and infrastructure.

Much is made of equity of resource allocation, yet there are 
numerous examples of relatively poorly-resourced districts 
that have better outcomes than very well-resourced districts. 
Certain ‘homeland’ services of the past achieved better 
outcomes than many currently better-resourced districts 
achieve now. As preparations are made for the NHI it is impor-
tant to acknowledge that efficiency is not directly related to 
resource equity. Soft issues of compassion and empathy, and 
concerned stewardship of resources at a local level, are critical 
to good outcomes. Whilst there are good examples of many 
devoted public health officials, the quality and commitment 
of many individuals in the Public Service leaves much to be 
desired. For the NHI to improve health outcomes, manage-
ment will have to improve the training of staff and nurture a 
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real caring attitude. No amount of increased funding can buy 
an appropriate attitude. Every employee has a role to play in 
efficiency, controlling waste, avoiding duplication and shifting 
tasks to the health-care worker best placed to deliver the 
service. Without a fundamental shift in attitude and a refocus 
on the patient and the public beneficiary the aims of universal 
care will not be achieved. The challenge is to get the foun-
dations right. It is not complicated science to ensure that all 
deliveries are supervised, to provide mobile antenatal and 
child health services across the country and to provide school 
health services to ensure that every child can hear and see and 
is able to learn at school.

Responsiveness

Responsiveness is not only a measure of how the system 
responds to health needs, which is reflected in health 
outcomes, but also of how the system performs consistently 
and to every patient’s need. Harrison warns that the challenge 
for policymakers is to demonstrate rapid improvements in the 
quality of service delivery indicators, such as waiting time and 
patient satisfaction.7 This means that service managers must 
have the authority to tailor service delivery to respond to 
local, changing circumstances.

As the country moves towards universal coverage these 
public experiences must be measured and improved. Public 
expectations will, however, have to be managed so that citi-
zens understand exactly what the system can provide and 
how to access services. The South African national health 
system will not be able to provide everything for everyone – it 
will, however, ensure equitable access to a pre-determined 
package of care with explicit rationing of certain services, with 
access and prioritisation according to explicit criteria.

Minister Motsoaledi, in recognising the constitutional prin-
ciple of the right to quality health care, confirmed that a 
comprehensive approach to quality is required and identified 
six priority areas focused on patient experience and patient 
safety:3

improved patient safety;

infection prevention and control (IPC);

availability of medicines;

reduced waiting times;

improved cleanliness; and

positive and caring attitudes.

While the patient experience holds primacy, from a profes-
sional perspective, patient safety strategies require deliberate 
systems of clinical governance, including meaningful morbidity 
and mortality reviews, clinical audits and clinical risk manage-
ment, with clinicians taking ownership and providing leader-
ship. These activities should be structured and systematic, in 
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an environment safe for reporting.

Changes will be necessary to effect these new focal areas. 
Taking just one example, IPC training does not form part of 
the nurses and other health workers undergraduate training 
programme. IPC cannot be left to a few specialist IPC nurses 
in the country. All clinical staff and managers of clinical areas 
need to have some basic knowledge and skill in IPC and to 
practice it at all times. Health facility design should include 
IPC expert input. Focused IPC strategies should include hand-
washing protocols, regular IPC audits in hospital wards and 
monitoring hospital-acquired infections from surgical sites, 
urinary and vascular catheters and in neonates.

Studies have shown that most errors and adverse events have 
similar underlying causes. The National Health Service in the 
United Kingdom (UK) incorporated this finding in its “Seven 
Steps to Patient Safety”,10 namely:

building the safety culture;

leading and supporting staff;

integrating risk management activity;

promoting reporting;

involvement and communication with patients and the 
public;

learning and sharing safety lessons; and

implementing solutions to prevent harm.

Being accountable for quality must be strengthened through 
including it in the performance contracts of all managers and 
all health workers, including cleaners. In the UK managers are 
now losing their jobs due to quality concerns.

The establishment of the Office of Standards Compliance 
(OSC) is an important development in South Africa to improve 
responsiveness. The Office must be provided with the neces-
sary capacity and ‘space’ to develop a systematic improve-
ment plan responsive to the quality challenges in the system, 
especially the public health system. However, all managers 
still need to be involved at all levels of the care chain and some 
aspects of its functioning should be delegated or devolved to 
provincial level in order to commit the provincial manage-
ment to compliance.

The above are a few examples of the reforms that are neces-
sary to improve the public’s confidence in the public health 
care system.
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Conclusions
The NHI will require a far more efficient and effective health 
system than is currently the case. The universal coverage ideal 
will put pressure on an already stressed system. Reaching 
agreement on the financing system and its management is 
a crucial requirement but there are more immediate chal-
lenges, fundamental to a successful national health system, 
which must be addressed in the meantime. In this chapter the 
authors have identified the key strategies as follows:

stewardship, with its related activities of leadership and 
management – especially at national and provincial levels;

a single vision for health, uniting all players;

strengthening the district health system, with provinces 
fulfilling their role as enablers, and decentralising decision-
making and accountability to hospitals and health districts; 
and

ensuring that health district-based outcome indicators 
are owned by all the providers and the community in the 
area.

Recommendations
The envisaged reform of the health system towards universal 
coverage is a necessary, albeit ambitious, one. For this reform 
to achieve its purpose, careful planning and very decisive 
execution, with sufficient attention to improving performance 
as outlined in this chapter, must run in parallel to the finalisa-
tion of the financing mechanisms.

A critical aspect is that the National Minister involve the 
widest possible representation of health system managers to 
ensure buy-in to the vision, thereby preparing the health care 
system for universal coverage and improved performance. 
Representation must include public and private providers, 
national and provincial planners and health system managers 
and invited experts to work with experienced leadership in 
a National Health Planning Commission accountable to the 
National Health Council. The agenda for such collaboration 
should include aspects of design, resource allocation and 
performance improvement and may require focused sub-
commissions to refine plans. A systematic, stepwise approach 
is required, drawing on the capacity available in the existing 
broad health system.
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Introduction 
The growth in health inequality and the deterioration of health 
outcomes (evident from numerous indicators that show the 
lack of progress against key Millennium Development Goals) 
make it clear that there is a need to unify the health system, 
so that both public and private health-care providers can 
contribute to meeting South Africa’s public health challenges – 
particularly HIV, tuberculosis, the provision of primary health 
care (PHC) to all and management of the growing epidemic of 
non-communicable diseases.

The extent to which the National Health Insurance (NHI) 
system will strengthen equality in health, rapidly revitalise 
health services and ensure sufficient funding for health is still 
unknown. Given the strong legal architecture in the country, 
it is important that existing laws and, in particular, the guid-
ance provided by the Constitution, are harnessed towards full 
and effective implementation of a NHI policy that advances 
access to quality health services. 

According to the Minister of Health: 

The fundamental change that must be initiated in the 
health sector is to overhaul our current financing system 
and to introduce a health system financing mechanism 
that explicitly takes into account the health needs of 
the national population and utilises key indicators ... 
to make resource allocations to health facilities. The 
introduction of a National Health Insurance within the 
South African health system founded, on the Primary 
Health Care Approach, provides an opportunity for 
significant transformation of the existing institutional 
and organisational arrangements in the health system.1

This statement makes it clear that, at its core, NHI is a funding 
mechanism. It is also obvious that NHI should not be a substi-
tute for the current health administration. Indeed, the Minister 
suggests that it must be “founded” on the PHC approach, 
which should lie at the heart of the administration of health 
services. It cannot be over-stressed that, in order for NHI to 
succeed, it needs to be embedded in a supportive legal, insti-
tutional and fiscal environment. This chapter will discuss the 
legal considerations that can guide the process of developing 
the content of an NHI policy – with particular emphasis on 
the tenets of the South African Constitution. 

The legal environment

The Constitution

As the highest law in the country, the Constitution is 
the starting point and constant reference for other law. 
Unlike many constitutional democracies, the South African 
Constitution unambiguously imposes obligations on the state 
to realise progressively the right of access to health-care serv-
ices.2 The Constitution states that the state must take reason-
able legislative and other measures, within available resources, 
to achieve this. 

Thus far, there are only a few court cases that have inter-
preted these provisions, but they set out the core principles 
for state conduct.3 Of these, at least two imperatives are 
worth bearing in mind as we embark on the process of devel-
oping the NHI policy. 

The first is that, however well-intentioned a policy, it should 
be careful to address the short, medium and long-term needs 
of people.3 In the Grootboom case, even though the Housing 
Policy that was being challenged was very detailed, it failed 
to provide for those people who were in desperate need 
and who, because of their dire situations of homelessness, 
would possibly not even survive long enough to get access to 
housing eventually promised for all through the policy. The 
Constitutional Court was of the opinion that, for this reason, 
a one-size-fits-all policy for housing could not pass consti-
tutional scrutiny. For example, for those who can afford to 
purchase housing (even if basic), what may be needed is a 
way to unlock the door to the house financing system, yet for 
those who are poor or desperately poor other approaches 
would need to be considered.

The same approach has to be taken to the provision of financing 
for health. For this reason we welcome the approach that 
is hinted at in the ANC discussion document and supported 
by the Minister of Health who has indicated that the NHI 
policy would be implemented “in underserved areas first”. 
According to the Director-General of Health, “the NHI will 
start in 2012, with health teams visiting people in rural areas 
to assess their needs and providing transport to health facili-
ties if necessary”.4 
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This is important for at least two reasons. One is that any 
policy that is pro-poor should prioritise the poor. Second, 
rural and other underserved areas might still face barriers to 
accessing NHI services, given that the participation of health 
facilities and providers (private and public alike) will depend 
on an accreditation process. If the implementation of NHI 
were to begin in one wave there is a risk that private and 
urban health facilities would be the first to be accredited, as 
generally these are better than those in rural or extremely 
poor areas. This would result in a perpetuation of the imbal-
ance in access to health services between those that live in 
richer areas and those in poorer areas. 

It is, therefore, essential that civil society maintains an intense 
focus on implementing the Department of Health’s 10 Point 
Plan so that the quality of the public health infrastructure and 
service is rapidly improved. This, however, is likely to take 
years and identifying priority districts, based upon need, in 
which to implement the first phases of a final NHI plan may 
be worth serious consideration. 

The second constitutional imperative is that for a policy to 
be deemed reasonable it should be capable of implementa-
tion. In other words, it should be budgeted for and accom-
panied by a detailed implementation plan. The question of 
the budget availability and the manner in which finances are 
managed throughout the health system will therefore have 
to be squarely addressed. The ten reports of the Integrated 
Support Teams (ISTs) that were established by former health 
minister Barbara Hogan are revealing in this respect. 

The ISTs were set up following reports of over-spending 
and financial mismanagement in the provinces. In 2009 the 
ISTs undertook an investigation into the administrative and 
financial capacity of each of the provinces and of the national 
Department of Health (NDoH). In its findings the ISTs 
reported each Province to be very weak, with some much 
worse than others. In relation to the report on the NDoH the 
ISTs found that:

There are de facto ten health departments in operation 
in South Africa and there is not a single national health 
vision and strategy for the achievement of population 
health outcomes and ongoing health system transfor-
mation in South Africa.5 

and

The role of the NDoH in the process of determining 
the overall public sector health financial allocation 
and the capacity of the NDoH to analyse the existing 
health situation, determine accurate costs of health 
activities and interventions, and improve the annual 
health bidding processes and proposal to Treasury are 
sub-optimal.5 

The IST reports demonstrate the levels of inefficiency in the 
system and make recommendations to address these. These 
inefficiencies have major implications, leading to both wastage 
of resources and widespread corruption. As the NHI is being 
planned, the NDoH will have to fix the financial and adminis-
trative management system to enable implementation of the 
NHI. 

There are other provisions in the Constitution that are impor-
tant in guiding both the process of developing the NHI policy 
and its content, such as the rights to administrative justice and 
equality. A concern raised at the Congress of South African 
Trade Unions (COSATU) Civil Society conference was, for 
instance, whether the NHI policy would only cover citizens 
and permanent residents. The NDoH, as steward of the policy, 
would have to consider whether this is a reasonable and justi-
fiable limitation of the right to equality or of “everyone” to 
have access to health-care services. 

Legislative framework for health

There are well over 100 statutes that the Department of 
Health administers. These range from framework legislation, 
such as the National Health Act, 2003, (NHA) to statutes that 
govern health professionals and workplaces, to the regulation 
of medical schemes.

All aspects of this intricate web of legislation will need to be 
reviewed in light of the NHI proposal. The purpose of the 
review ought not to be for the wholesale repeal or amend-
ment of the laws, but to examine where there may be incon-
sistencies or gaps between those laws and the proposed 
policy, with a view to their reasonable resolution. 

While the NHI Fund would be set up under new legislation, 
there may be an overlap between the Fund, the responsibili-
ties of those who administer NHI and the officials who are 
responsible for the delivery of services. For example, the 
improvement and monitoring of quality of health services 
would be of importance to both the health department and 
the NHI authorities. The NHA currently provides for an 
Office of Standards Compliance to be established within the 
NDoH. While regulations have not been promulgated for 
the establishment of this Office, a rudimentary office already 
exists. However, civil society believes that quality assessment 
should be undertaken by an office that is independent of both 
the Department of Health and the NHI authorities. An inde-
pendent unit would be able to provide objective information 
on the accreditation process – should it be determined that 
such a process is the best option.a 

a At the TAC’s Fifth National Congress a concern was raised about the 
efficiency of accreditation processes for Antiretroviral Treatment sites. 
The ultimate effect was to impede access to health care services, rather 
than improve it. Eventually accreditation was abandoned. This is not to 
suggest, however, that accreditation should not take place but that it 
should be carefully monitored, managed and resourced.
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Another example would be the laws that govern medical 
schemes. These will also need to be considered depending 
on the role for medical schemes that the final NHI policy 
envisages. Similarly, the laws that govern health professionals 
(including the prohibition on general practitioners to dispense 
medicines) and the medicines laws may impact on how the 
policy is developed and implemented.

Furthermore, it is not only health-related legislation that will 
have to be reviewed. Other relevant legislation includes: intel-
lectual property laws (in relation to the pricing of medicines 
and medical devices and the sustainability of supply); the 
Public Finance Management Act (for example to make provi-
sion for the governance of an ear-marked tax); and the Short 
Term Insurance Law (especially if the operation of medical 
schemes is affected). Failure to do this properly will either 
disrupt implementation or lead to legal challenges that cause 
delay.

The law and the private sector
While the main focus of NHI reform appears to be directed, 
correctly, at strengthening the public health sector, this should 
not be an excuse to avoid addressing inefficiencies and market 
distortions in the private health sector. The private sector is 
an important role player in the provision of health care serv-
ices and the two sectors are intricately linked. 

The Competition Tribunal, for example, has pointed to the 
flawed characteristics of the health system:

The reality – and possibly the only agreed certainty in 
the fraught debate surrounding the provision of health 
care in South Africa – is that the private health care 
system, and notably, although not exclusively, the 
private hospital network, is characterized by significant 
excess capacity, while the public health care system is 
simultaneously resource-constrained and increasingly 
unable to cope with the demands made of it.6 

The role of private providers will be considerable under a NHI 
system. As a result, issues of fees-for-service or capitation- 
based payments, the negotiation of tariffs and the pricing of 
health commodities will need to be addressed well in advance 
of the implementation of NHI. 

The issue of the prices of commodities that are vital to 
health care is a crucial determinant of the extent to which 
people, particularly poor people, have access to health-care 
services and the government’s ability to realise this right 
progressively. 

But pricing is not just an issue in relation to medicines. 
Unjustifiably high prices for medical services and technolo-
gies in private hospitals drive up the cost of health care for 

the insured population and limit the numbers who can afford 
insurance. This leaves more people dependent on the public 
sector, thereby reducing capacity and impacting on quality of 
services. It therefore falls on the government to reasonably 
regulate all the drivers of high prices, recognising that health is 
not an ordinary commodity over which consumers can exer-
cise ordinary choices. 

The acceptability of regulation has also been recognised 
by the Constitutional Court in the New Clicks case.7 This 
case concerned the lawfulness of the Regulations for the 
Transparent Pricing of Medicines that dealt with, amongst 
other things, a fixed dispensing fee for pharmacists. The Court 
stated that it “unanimously accepted the validity” of a regula-
tory structure to control the price of medicines.7 By implica-
tion, it will also accept the reasonable regulation of prices in 
other aspects of health care.

More recently, however, HASA, Netcare911, ER24 EMS 
and private practitioners challenged an aspect of the regula-
tion of private sector pricing by the Department of Health. 
Specifically, they challenged the lawfulness of the Regulations 
Relating to the Obtainment of Information and the Process 
of Determination and Publication of the Reference Price List. 
In July 2010, the North Gauteng High Court found that the 
Regulations were unlawful because a fair process was not 
followed in their development and on other administrative 
justice grounds. The judge (Ebersohn AJ) also found that using 
provisions of the NHA that facilitate the acquisition of infor-
mation regarding pricing from the private sector cannot be 
used to regulate the private sector.8 In other words, while 
the Department of Health may garner information from the 
private sector, it cannot rely on that information in order to 
establish benchmark prices. 

While the court was correct in relation to the process that 
was followed, it is questionable whether other aspects of this 
judgment would have withstood appeal before the Supreme 
Court of Appeal or the Constitutional Court. The Department 
of Health chose not to appeal. However, it does provide an 
indication of the stance of the private sector in relation to 
even the weakest form of regulation – the National Health 
Reference Price List was non-binding – it simply provided a 
reference benchmark. This reality needs to be borne in mind 
in relation to the process of legislative development for NHI. 
Every major piece of health reform since 1994 has been chal-
lenged by vested interests in the private sector. This has often 
been possible only because of poor legislative drafting, short-
circuiting public participation processes, and ignoring reason-
able recommendations. The same cannot be risked with the 
NHI.
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NHI and civil society
The release of the African National Congress’s discussion 
document introducing a NHI for South Africa has resulted in a 
resurgence of debate and engagement on the details of such an 
intervention within civil society. This document sets out some 
key elements of the proposed NHI policy, much of it similar 
to earlier unpublished drafts that were circulating in 2009. 
The document was the subject of discussion at the Treatment 
Action Campaign’s (TAC) 5th National Congress, as well as at 
the joint COSATU-Civil Society conference, attended by 350 
delegates representing all of COSATU’s affiliate unions and 
60 civil society organisations. A clear common position that 
emerged from both these meetings was that the implementa-
tion of an NHI policy that increases access to quality health-
care services for all will be welcomed and supported, while 
scepticism remains about when and how this will happen. 

The Conference Declaration of the COSATU-Civil Society 
Conference, for example, held that the “[c]onference 
supported the National Health Insurance in principle, but 
expressed concerns regarding the model to be used, the 
implementation strategy and the many unknowns around 
the content of the NHI envisaged”9 and called for govern-
ment to release a policy document on the NHI for public 
engagement. 

Similarly, the Resolutions from the TAC 5th National Congress 
notes that TAC “support(s) an NHI plan that is incremental, 
begins with primary health care, ensures that patient trans-
portation is available, and builds confidence in the system’’.10

The TAC, COSATU and SECTION27 have signalled their 
intention to closely analyse and provide input into any official 
government policy regarding NHI. The group will also launch 
campaigns and undertake community education regarding 
the purpose and implications of the NHI policy once further 
details are worked out.

Conclusion 
While the ANC discussion document brings NHI into the 
public domain, there remain many gaps in the document. As 
the country embarks on the process of developing the policy, 
we would do well to use the Constitution as our guide. The 
first step, as identified at the Cosatu-Civil Society Conference, 
is for the Department of Health to drive the process and open 
the space for transparent and inclusive engagement by all 
sectors of society. From the perspective of civil society the 
policy still remains elusive and confusing. An ongoing public 
forum, led by government, that seeks to answer the many 
questions that exists is now imperative.
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Introduction
The South African Health Review (SAHR) 2010 focuses on the 
degree to which the South African health system is contrib-
uting to local achievement of the eight sets of global economic 
and social development priorities set at the United Nations 
Millennium Summit in 2000. These goals – referred to as the 
Millennium Development Goals (MDGs) – have galvanised 
action worldwide and have increased pressure on United 
Nations member states to ensure that they can demonstrate 
progress towards, if not achieve, the targets set by 2015. Like 
all UN member states, South Africa submitted an official 3rd 
interim progress report on progress towards achieving the 
MDGs in time for the UN summit held in New York from 20-
22 September 2010 [MDG SA 2010]. There are only 5 years 
left, so any country that has not achieved significant improve-
ments in the MDG indicators by 2010 will not be expected to 
meet the targets set for 2015. 

Each MDG progress report is also an opportunity to reflect 
on the accessibility and accuracy of measures of progress, of 
health and related indicators. This chapter will also focus on 
these issues, highlighting improvements in the available data, 
but also drawing attention to issues of controversy and differ-
ences of opinion (Table 1). There has also been an unprec-
edented level of published work on MDG-related issues in 
the peer-reviewed literature, particularly on methodological 
issues related to measures of maternal and child mortality. As 
a result, there are many differences in published estimates of 
various measures, that need to be considered in addition to 
ongoing issues with the quality of the underlying data. 

The official South African Millennium Development Goals 
Country Report 2010 was described as a “joint effort by the 
Government of South Africa, the Civil Society Organisations 
(CSOs), including business interests of South Africa and the 

office of the United Nations Resident Representative in South 
Africa”. However, the accuracy of the report is the responsi-
bility of the MDG Secretariat, which is provided by Statistics 
South Africa (StatsSA). The 2010 report acknowledged the 
“limitations of the past report and updates”, but also that 
“concerns that dogged previous reports continued to linger 
and as a consequence a lot of energy was directed, albeit in 
the latter part of the process, at ensuring that civil society (to 
the extent possible) participated in the process”. In order to 
ensure that there was engagement with the process, a series 
of methodology workshops at both national and provincial 
levels was organised, but the report still noted that “civil 
society participation was sporadic and often erratic”. In addi-
tion to providing access to the final figures submitted, the 
report rated each indicator as ‘achieved’, ‘likely’, ‘possible’ or 
‘unlikely’. It described the judgements involved as having been 
based on observable trends, changes in trends for better or 
worse, whether an earlier target has been met; the distance 
from the final target; and the existing policy framework. 
Examples were provided as follows:

“likely” – an “improving trend, the earlier target having 
been met, no break in the trend for the worse, no greater 
distance to the final target than previously to the earlier 
target, as well as a conducive policy framework”

“possible” – “indicators whose targets are on line for 
being achieved”

“unlikely” – “significant additional steps will have to be 
taken to achieve the target”.

However, in assessing the reported indicators and the chances 
of achievement by 2015, the words of Pali Lehohla, South 
Africa’s Statistician-General must be borne in mind: “South 
Africa is one of those few African countries with adequate data 

➢
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for purposes of the MDGs. In particular for MDG 3, 4, and 5, 
South Africa has a sophisticated cause of death registration 
system and on MDG1, South Africa conducts regular income 
and expenditure surveys. Yet despite these advantages, the 
MDG process has laid bare some of the serious deficiencies in 
data quality as well as data gaps. As a consequence of quality 
issues, some data items remained hotly contested to date”. 
The government’s commitment to the MDGs was underlined 
in the Negotiated Service Delivery Agreement (NSDA) signed 
by the Minister of Health, the provincial MECs and eight other 
Ministers in October 2010 [NSDA 2010]. This agreement 
set a series of goals to be achieved by 2014, in line with the 
MDGs, stated as follows:

“Life expectancy must increase from the current 53.9 
years for males and 57.2 years for females (Statistics SA 
2009) to 58 years for males and 60 years for females by 
2014. 

South Africa’s Maternal Mortality Ratio (MMR) must 
decrease to 100 (or less) per 100 000 live births by 2014. 
The Millennium Development Goals (MDG) country 
report estimates MMR at 625 per 100 000. 

The child mortality rate must decrease to 20 deaths (or 
less) per 1 000 live births by 2014. The MDG country 
report estimates child mortality rates at 104 per 100 000. 

The TB cure rate must improve from 64% in 2007 to 
85% by 2014. 

80% of eligible people living with HIV and AIDS must 
access antiretroviral treatment. 

New HIV infections must be reduced by 50% by 2014.”

For each target, the NSDA listed the source of the baseline 
data (for 2009, where possible), the source of data for the 
2014 target and the agency responsible for collecting those 
data, as well as the frequency with which it was expected to 
be collected. Where necessary, a proxy indicator was listed. 
For example, it was noted that the child mortality rate would 
be sourced from the South Africa Demographic and Health 
Survey (SADHS), expected to be conducted by the NDoH 
every 5 years. Accordingly, it was indicated that a proxy indi-
cator – the facility mortality rate for children under 5 years 
– would be extracted from the DHIS data every year. The 
definition for some proposed indicators (such as the diabetes 
high risk cases incidence rate) has been added to the National 
Indicator Data Set (NIDS) and is to be collected by DHIS in 
future, so it will take some time before comprehensive infor-
mation is available. In addition to the goals stated above, the 
NSDA also identified targets for health systems strengthening, 
including achieving unqualified audits for the national and all 
provincial departments by 2012 and establishing an NHI Fund 
by the same date.

➢
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Table 1: Overview of health-related MDGs from SA Country Report 2010

Goal and indicators Baseline (1990 
or closest year)

Current status 
(2010 or closest 

year)

2015 
target

Status Comments

Goal 1: Eradicate extreme poverty and hunger
Target 1C: Halve, between 1990 and 2015, the proportion of people who suffer from hunger
Prevalence of underweight 
children under 5 years of 
age (%)

1994 9.3 2005 10.2 4.7 Unlikely

Proportion of population 
below minimum level of 
dietary energy consumption

No data No data - Unknown

Goal 4: Reduce child mortality
Target 4A: Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate
Under-five mortality rate 
(per 1 000 live births)

1998 59 2007 104 20 Unlikely The figure for 1998 is the unrevised figure from 
the South Africa Demographic and Health Survey 
(SADHS) of that year. The 2007 figure is based 
on the StatsSA Community Survey although the 
source of the estimate and the methodology used 
is not apparent.

Infant mortality rate 
(per 1 000 live births)

2001 54 2007 53 18 Unlikely The dates given for these values suggest 
that they are derived from Census 2001 and 
Community Survey 2007, although the specific 
source is not identified. The following item in the 
reference list appears the most likely source, 
although the quoted figures do not match: 
(Udjo EO. 2008. A re-look at recent statistics 
on mortality in the context of HIV and AIDS with 
particular reference to South Africa. Current HIV 
Research, vol 6, pp143-151). These figures have 
been questioned by Dorrington and Moultrie 
(Dorrington R, Moultrie TA. A careful look at 
“A re-look at recent statistics on mortality in 
the context of HIV and AIDS with particular 
reference to South Africa”. Curr HIV Res. 2008 
Jun;6(4):279-85).

Proportion of 1 year old 
children immunised against 
measles

2001 68.5 2009 98.3 100 Likely Sourced from the District Health Information 
System (DHIS) which appears to over-report 
compared to survey data sources.

Life expectancy at birth for 
males and females

2001 57.6 (M) 
64.8 (F)

2007 55.3 (M) 
60.4 (F)

70 Unlikely

Goal 5: Improve maternal health
Target 5A: Reduce by three quarters, between 1990 and 2015, the maternal mortality ratio
Maternal mortality ratio 
(MMR) (per 100 000 live 
births)

2001 369 2007 625 38 Unlikely See section on maternal health, which shows the 
impact of different data sources. Research has 
indicated that the Census and Community Survey 
over-estimate maternal deaths. Thus, although 
it is accepted that the MMR is too high, it is 
probably not as high as these figures indicate. 
The target is based on a different baseline (150, 
from the 1998 SADHS) from the one recorded in 
the report.

Proportion of births attended 
by skilled health personnel

2001 76.6 2009 94.3 ~100 Possible

Target 5B: Achieve, by 2015, universal access to reproductive health
Contraceptive prevalence 
rate (%)

2001 25.2 2009 33.4 ~100 Unlikely The figure for 2009 does not correspond with the 
detail in the report. A target of 100% is unrealistic 
for this indicator.

Adolescent birth rate No data No data No target Unknown Teenage fertility rates from the 1996 and 
2001 Census, 1998 SADHS and Africa Centre 
Demographic Information System (1990-2005) 
are reported by Moultrie et al. [CARe Fertility]. 
The 2009 Department of Education report 
on Teenage Pregnancy in South Africa also 
included analysis of the Education Management 
Information System data and the HSRC Status of 
Youth Survey 2003. The births to mothers aged 
15-19 can be obtained from StatsSA live birth 
registration data to calculate the adolescent birth 
rate.

Antenatal care coverage (at 
least one visit and at least 4 
visits) (%)

2001 76.6 2009 102.8 ~100 Achieved The HSRC HIV Household survey reported 
coverage of 97.1% in 2008. Values over 100% 
as reported by DHIS may be due to data errors 
or an underestimate of the population-based 
denominator, which is based on the estimated 
number of children under 1 year with adjustment 
for infant mortality. 
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Goal and indicators Baseline (1990 
or closest year)

Current status 
(2010 or closest 

year)

2015 
target

Status Comments

Unmet need for family 
planning

No data No data No target Unknown

Goal 6: Combat HIV and AIDS, malaria and other diseases
Target 6A: Have halted by 2015 and begun to reverse the spread of HIV and AIDS
HIV prevalence among 
population aged 15-24 years 
(%)

2002 9.3 2008 8.7 <9.3 Possible Sourced from HSRC HIV Household surveys. 
Starting with a 2002 baseline affects the target 
substantially.

Condom use at last high-risk 
sex (%)

2002 27.3 2008 62.4 ~100 Unlikely

Proportion of population 
aged 15-24 with 
comprehensive correct 
knowledge of HIV and AIDS

Data 
deficient

Data 
deficient

No target Unknown The HSRC HIV Household surveys have 
information on correct knowledge about HIV, 
however it was not included here since there was 
a decline in knowledge between 2005 and 2008 
and this was considered ‘anomalous’.

Target 6B: Achieve, by 2010, universal access to treatment for HIV and AIDS for all those who need it
Proportion of population with 
advanced HIV infection with 
access to antiretroviral drugs

2005 13.9 2009 41.6 ~100 Unlikely

Target 6C: Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases
Incidence of malaria 2000 64 600 2008 6 800 < 6 800 Likely This is the number of cases notified, not 

incidence.

Death rates associated with 
malaria

2002 2.0 2007 0.6 <2.0 Achieved

Proportion of children under 
5 sleeping under insecticide-
treated bed nets

N/A N/A N/A N/A Information was however given on the number of 
households sprayed with insecticide.

Proportion of children under 
5 with fever who are treated 
with appropriate anti-malarial 
drugs

No data No data No target Unknown

Incidence of tuberculosis 
(per 100 000 population)

2004 253 2009 283 <253 Unlikely These figures are the reported cases of new 
Sm+ TB per 100 000 and not the true incidence. 
It is not clear why 2004 has been chosen as a 
baseline.

Prevalence of tuberculosis 2004 134 000 2008 144 000 <134 000 Unlikely It is not clear what is meant by these figures, 
since national prevalence is estimated at 692 
per 100 000 in 2007. The report notes that “TB 
prevalence can be expressed in absolute number 
of cases”, but it seems likely that this is the 
reported number of INCIDENT cases. It is not 
clear why 2004 has been chosen as a baseline.

Death rates associated with 
tuberculosis (per 100 000 
population)

2002 147 2007 179 < 147 Unlikely This appears to be based on vital registration 
data, and it is not stated whether this has been 
corrected for under-reporting or ill-defined 
coding. The Global TB report estimated the rate 
to be 230 in 2007. 

Proportion of tuberculosis 
cases detected and cured 
under directly observed 
treatment short course

2004 65.5 2008 76.4 100 Possible

Goal 7: Ensure environmental sustainability
Target 7C: Halve, by 2015, the proportion of people without sustainable access to safe drinking water and basic sanitation
Proportion of population 
using an improved drinking 
water source

1996 61.1 2009 92.4 81 Achieved

Proportion of population 
using an improved sanitation 
facility

2001 58.5 2009 72.2 79.2 Likely

source:  Adapted from SA MDG Report 2010 [MDG SA 2010].

Note:  These are the values published in the report but as will be seen in the rest of this chapter, they do not necessarily represent the values closest to the actual 1990 
baseline and most recent estimates, or make use of the best available data. It is acknowledged that reliable measurement of trends for many of the MDG indica-
tors is problematic for many countries. 
The official list of all MDG indicators is available at http://unstats.un.org/unsd/mdg/Host.aspx?Content=Indicators/OfficialList.htm 
South Africa MDG page available at http://www.undp.org.za/mdgs-in-south-africa
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Stuckler et al. [PLoS Med 2010;7(3)] looked at whether differ-
ential progress towards health MDGs in low- and middle-
income countries was associated with economic development 
(gross domestic product per capita in purchasing power 
parity terms), health infrastructure (number of physicians 
per 10 000 population), public health funding (health system 
expenditures in purchasing-power-parity, both overall and 
as percentage of available domestic funds), HIV and AIDS 
burden (prevalence rates among those aged 15-49 years) 
and non-communicable disease (NCD) burden (age-stand-
ardised chronic disease mortality rates). They reported that 
“[u]nequal progress in health MDGs in low-income countries 
appears significantly related to burdens of HIV and NCDs in a 
population, after correcting for potentially confounding socio-
economic, disease burden, political and health system vari-
ables”. The degree to which South Africa faces both HIV and 
NCD burdens is clearly evident from this chapter. However, 
the paper in question is perhaps most important for this 
statement: “country-wide indicators potentially mask within-
country inequalities. In the future it will be important for the 
UN to obtain data that can be disaggregated into different 
groups within populations, as the determinants of inequalities 
in MDG progress within-country may differ from the drivers 
of between-country inequalities”. That will certainly apply in 
South Africa where substantial differences still exist between 
better-served and under-served areas, between deprived 
and affluent communities, between those with the means to 
access care when needed and those without such resources.

In August 2009, the Lancet published a series of extensive 
articles on “Health in South Africa”. In the series, Coovadia et 
al. traced the historical “roots” of the public health challenges 
faced at the moment [Lancet Health in SA1]. They traced 
the “roots of a dysfunctional health system and the collision 
of the epidemics of communicable and non-communicable 
diseases” to “policies from periods of the country’s history, 
from colonial subjugation, apartheid dispossession, to the 
post-apartheid period”, “ racial and gender discrimination, 
the migrant labour system, the destruction of family life, vast 
income inequalities, and extreme violence”. Lingering vestiges 
of these “roots” can be seen in many of the health and related 
indicators reported in this chapter. 

The Lancet Series [Lancet Health in SA] summarised the key 
messages as follows:

“Problem of colliding epidemics: 15 years after its first 
democratic election and liberation from apartheid, South 
Africa faces colliding epidemics – explosive HIV and TB 
epidemics, a high burden of chronic illness, mental health 
disorders, injury and violence-related deaths as well as a 
silent epidemic of maternal, neonatal and child mortality. 
South Africa’s per capita health burden is the highest of 
any middle-income country in the world. The brunt of 

➢

all these disease burdens is still carried by the poorest 
families.”

“Paradox of supportive policies with moderate spending on 
health, yet worsening health outcomes. The extra health 
burden means more investment in health systems, at least 
in the medium term, and more effective implementation 
and effective management at all levels is needed.”

“Pressure on the health system, especially at district level, 
to cope with the heavy burden of disease. There is also a 
disconnect between the public and private sectors. The 
priorities are:

• prevention – whether for infections (notably HIV 
and TB), non-communicable diseases, injury, or for 
maternal, neonatal and child health (especially preven-
tion of mother-to-child HIV transmission [PMTCT] 
and improved newborn health).

• primary health care that is integrated and effective 
with strong management and capable use of data.

• practising widespread scale-up of successful inno-
vations and relevant and rigorous clinical research.”

• “Potential for change: South Africa could be on track 
for the Millennium Development Goals (MDGs) and 
reduce other epidemics with strategic investment, 
implementation, leadership and accountability for 
public and private sectors. Civil society has been key 
in promoting action for HIV and AIDS and could play 
a more powerful role for the wider health agenda in 
South Africa.”

These key messages can be compared with the points raised 
in an important discussion document prepared by Dr David 
Harrison for the National Health Leaders’ Retreat held in 
January 2010 [Health in SA 1994-2010]. Harrison summarised 
the accomplishments and shortcomings of the post-apartheid 
period in Table 2.

The discussion document also listed key strategies for 
reducing the burden and disease and improving the health 
system (Table 3). In addition to the MDGs, these can provide 
a very useful set of beacons with which to navigate the maze 
of health and related indicators that are reported by various 
structures.

Another set of important reflections on the status and 
performance of the health sector was provided by the 
consolidated national report and individual provincial reports 
of the Integrated Support Teams commissioned by the then 
Minister of Health, Barbara Hogan, which were prepared in 
May 2009 [IST Reports 2009]. The consolidated report was 
scathing about the quality of information management within 
the health sector: “There is a lack of a properly functioning 
[monitoring and evaluation] M&E system for the health 
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sector. Contributing to this is a lack of national guidelines, 
norms and standards as well as a lack of alignment between 
planning, implementation and monitoring and evaluation”; 
“There is a lack of managerial accountability for the attain-
ment of service related targets and M&E does not appear to 
be part of managerial performance assessment.”; “The above 
problems are exacerbated by the lack of an approved policy 
and overarching framework, and lack of clarity regarding roles 
and responsibilities (e.g. between M&E, strategic planning and 
programme divisions (e.g. HIV, TB, MCH)). This is exempli-
fied by the lack of coordinated M&E around the HIV ART 
programme with each province having its own, but generally 
inadequate, information system.” Given the extent to which 
much of the data reported in this chapter relies on the District 
Health Information System (DHIS), this recommendation 
needs careful consideration: “The District Health Information 
System (DHIS), and associated National Indicator Data Set 
(NIDS), needs to be reviewed by the NDoH, and aligned with 
the overall M&E framework and a workable, practical, easy-

Table 2:  Accomplishments and shortcomings of the health sector in the past 15 years

Accomplishments Shortcomings

Legislation and gazetted policy Insufficient prevention and control of epidemics

 1 Free primary health care  1 Limited effort to curtail HIV and AIDS

 2 Essential drugs programme  2 Emergence of MDR-TB and XDR-TB

 3 Choice on termination of pregnancy  3 Lack of attention to epidemic of alcohol abuse

 4 Anti-tobacco legislation Persistently skewed allocation of resources between public & 
private sectors

 5 Community service for graduating health professionals

  4 Inequitable spending patterns compared to health needs

 5 Insufficient health professionals in public sector

Better health systems management Weaknesses in health systems management

 6 Greater parity in district expenditure  6 Poor quality of care in key programmes

 7 Clinic expansion and improvement  7 Operational inefficiencies

 8 Hospital revitalisation programme  8 Insufficient delegation of authority

 9 Improved immunisation programme  9 Persistently low health morale

10 Improved malaria control 10 Insufficient leadership and innovation

source:  Health in SA 1994-2010.

Table 3:  Key strategies for health

Key strategies to reduce burden of disease Key strategies to improve the health system

1 Implement a comprehensive portfolio of HIV prevention, at sufficient 
scale for impact

 6 Lead from the front: Give health workers a clear vision of health 
sector reform over the next five years and be seen to be working 
with them in its implementation

2 Scale up ART programme, with specific costed targets and clear 
decisions on trade-offs between coverage and quality

 7 Implement a national ‘horizontal support’ programme to improve 
the quality of care, focused first on HIV, TB, STIs and maternal & 
perinatal care; and on district hospitals

3 High-vigilance detection of TB among people with HIV, and greatly 
improved case-holding

 8 Implement a focused programme to improve operation efficiencies 
– including clear devolution of district & hospital authorities, 
simplification and better use of management information, and better 
financial and performance accounting

4 Take the lead in implementing a comprehensive national programme 
to prevent alcohol abuse

 9 Establish clear service provision norms for the public sector, and 
implement a package of incentives to retain personnel and make 
better use of private sector personnel, academics and NGOs

5 Continue to strengthen policy instruments that help prevent non-
communicable diseases

10 Develop a clear plan for financing ART expansion over the next five 
years, even as longer-term financing options are being considered

source: Health in SA 1994-2010.

to-use system of monitoring the ARV programme needs to 
be put in place, but not outside the framework of the M&E 
system and the NHIS.”

Data sources and collection

This chapter identifies most of the key international and 
national data sources and literature on a range of health indi-
cators, but it is not exhaustive. In addition, although known 
issues of data quality or interpretation are highlighted where 
possible, it is not possible in such a broad chapter to verify, 
adjust and correct every data source in detail. The reader is 
reminded to be cautious about which types of indicators are 
presented and whether their use is suitable for the intended 
purpose; the following text from World Health Statistics 2007 
summarises this challenge: “For monitoring, it is important 
to distinguish between corrected and predicted statistics. 
Corrected statistics use adjustments made for known biases 
and, if needed, are based on a systematic reconciliation of data 
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from multiple sources using established, transparent methods. 
Predicted statistics use a set of assumptions about the associa-
tion between other factors and the quantity of interest … to 
fill gaps in the data over time (projecting into the present or 
future) or space (from one population with data to another 
with limited or no data). Predicted statistics are not suitable 
for monitoring progress.” [World Health Statistics 2007].

Reference sources in the text are indicated by the use of a 
short name for the reference, enclosed in square brackets e.g. 
[StatsSA Mid-year Estimates]. For the data tables, the short 
name of the reference/source is given in the footnotes to each 
table, together with any specific notes about the section of the 
reference used or the data itself. Full details of each reference 
are provided at the end of the chapter, page 354, ordered by 
the short names used. Where possible, the means to access 
the complete data electronically are provided. 

This chapter has sought to provide data disaggregated by 
province and ethnic group. Providing data by health district has 
been eased by the resolution of most cross-boundary areas, 
but this complicates comparison with previous data collected 
when the demarcations included a number of cross-boundary 
districts. Where detailed underlying data are available, these 
have been re-aggregated according to the current demarca-
tions to make trends comparable. Of particular importance 
is the fact that StatsSA has issued revised estimates of mid-
year population estimates back to 2001 [StatsSA Mid-year 
Estimates, 2010]. These new estimates have been used to 
recalculate all indicators that use a population denominator 
where possible. Data presented in this 2010 issue of the SAHR 
will therefore differ from those presented in earlier issues. All 
data on the Health Statistics Database have also been updated 
in the same manner.

The data provided in this chapter are only a sub-set of those 
available. More data, particularly those showing trends over 
time, are stored in the Health Statistics Database, which can 
be accessed on the Health Systems Trust (HST) website 
(www.hst.org.za/healthstats/). In addition, a substantial set 
of district-level data are presented in the District Health 
Barometer reports, which can also be accessed from the HST 
website.

Indicator definitions: The definitions of all indicators appear-
ing in the tables are given at the end of the chapter on page 
346.

Trends and time-series: For most indicators data are given for 
several years, often from multiple different sources. This is 
to try and make a comprehensive resource available. In most 
cases these data can thus NOT be used to assess trends and 
changes over time due to possible differences in method-
ology and data presentation issues. Even data from regular 

surveys may not be comparable over time, or revised data 
for a historical time series may be released, as for example 
with the General Household Surveys and mid-year population 
estimates. This may result in different values being published 
now compared to previous editions. Therefore when using 
time series data, the most recent revisions should be obtained 
from the online database and not from previous printed 
editions of this chapter.
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Demographic indicators
Context Demographic indicators provide the basic building blocks for many other indicators, as they describe the size and shape of 

the population, and the major factors affecting trends in that population. In order to track progress towards equity, as well as 
the lingering effects of previous discriminatory policies and practices, South Africa still tracks ethnic differences, using self-
attributed membership of four categories (Black/African, Coloured, Indian, White). 

New data sources Some of the key new sources of national data included in this section are:
• StatsSA – 2009 and 2010 mid-year population estimates
• StatsSA Recorded live births 2009
• StatsSA GHS 2008 and 2009
• StatsSA Estimation of fertility from the 2007 Community Survey of South Africa
• NDoH/HISP 2001-2016 sub-district population estimates
• ASSA 2008 model

Internationally, particularly interesting data were provided in a US government report:
• An Aging World: 2008

Key issues and trends • The key change has been the revised mid-year population estimates issued by StatsSA in 2009 and 2010, back-
calculated to 2001.

• Based on new district cohort estimates from StatsSA (Nov 2009), which included substantial changes in population 
structure and distribution, new district and sub-district population estimates per age group and gender were developed by 
NDoH/HISP using proportional breakdowns from Census 2001. These 2001-16 estimates have been integrated into the 
DHIS and will affect any 2007-09 population-based indicators.

• Due to revised estimates of the total population and the estimated population covered by medical schemes (as reported 
in the StatsSA General Household Survey), estimates of the public-sector dependent population have also been revised. 
This is a key denominator for many health financing and human resources indicators.

• The public sector dependent population has been estimated from two sources:
- Using (100 – medical schemes coverage from the General Household Surveys) x StatsSA mid-year estimates for total 

population (for the same year as the survey)
- Subtracting the actual number of medical schemes beneficiaries reported by the Council for Medical Schemes (CMS) 

from the StatsSA mid-year estimates for total population.
- While the CMS data is more reliable at national level, the quality of the provincial breakdown is untested. The GHS 

may thus provide a better provincial breakdown, but in some years the survey estimates have deviated substantially 
from the CMS data. Further information is provided in the section on health financing and in NHI Policy Brief 2: 
Expanding Health Insurance Coverage.

• StatsSA will be conducting a Census in October 2011, but detailed data from this massive exercise will take some time to 
be released and new mid-year population estimates for 2001-2020 are unlikely to be available before 2013.

• An important new indicator reported here is the ageing index (defined as the number of people aged 65 and over per 
100 youths under age 15; calculated from StatsSA data). Trends in this index will be important to understand if effective 
plans for health care financing are to be prepared. Changes in the age structure of the population also have important 
implications for the planning and delivery of many government services, not only those in the health sector.

• The new ASSA2008 model incorporating the latest empirical evidence is due to be released in late 2010.

New data have become available that have allowed a more 
nuanced interpretation of trends in the size and shape of the 
South African population. 

In September 2010, StatsSA released new estimates of fertility 
based on the 2007 Community Survey of South Africa, and 
reported at district level [CS Fertility 2007]. This was the 
first time that fertility data had been reported in a form that 
was disaggregated below provincial or national ethnic group 
level. StatsSA pointed out that complete reporting of births 
had not yet been achieved in South Africa, requiring estima-
tion of fertility rates from census or survey data using indi-
rect demographic estimation techniques, such as those used 
in the report. The report confirmed that fertility had been 
declining gradually in South Africa over the past four decades. 
The national total fertility rate (TFR) had dropped from about 
6.7 children per woman during the late 1960s to about 2.8 
children per woman in 2001. This was among the lowest 
TFR reported in the whole of sub-Saharan Africa. Previous 
issues of the SAHR have also noted that patterns of fertility 
differ by ethnic group in South Africa, being highest for black 
Africans (2.9) and lowest for Whites (1.8) in 2001. TFR in the 
White (1.8) and Indian (2.0) ethnic groups is already below 
the replacement level, whereas that for Africans (2.9) and 

Coloureds (2.5) it remains above the replacement level. As 
expected, TFR is lowest in the Gauteng and Western Cape 
provinces and highest in the predominantly rural provinces of 
Eastern Cape and Limpopo. The same pattern is repeated at 
district level, with TFR being low in metropolitan areas and 
districts that contain major cities and large towns, but high 
in rural districts. The district municipalities with the highest 
estimated TFR in 2001 were OR Tambo (EC; 4.1); Greater 
Sekhukhune (LP; 3.7); Uthukela (KZN; 3.6), Alfred Nzo (EC; 
3.6), Vhembe (LP; 3.6), Zululand (KZN; 3.4), Capricorn (LP; 
3.4) and Umzinyathi (KZN; 3.4). The lowest TFRs were 
estimated for a surprisingly wide range of metropolitan and 
district municipalities containing cities or towns, such as the 
Cape Town metro (WC; 2.2), Umgungundlovu district (KZN, 
2.2), Sedibeng district (GP 2,2); Overberg district (WC; 2.3), 
Tshwane metro (GP; 2.3), Johannesburg metro (GP; 2.3), 
Eden district (WC; 2.4), Nelson Mandela metro (EC; 2.4), 
Metsweding district (GP; 2.4), Cacadu district (EC; 2.5), 
Namakwa district (NC; 2.5), eThekwini metro (KZN; 2.5), 
Motheo district (FS; 2.5), West Coast district (WC; 2.6), Cape 
Winelands districts (WC; 2.6) and Ekurhuleni district (GP; 
2.6).
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Figure 1:  Aging index by province and ethnic group, 2001-2010

source:  Calculated from StatsSA Mid-year Estimates.

efforts, population ageing presents a number of challenges 
for planners and policymakers. The elderly are more likely 
to need care for non-communicable diseases. In addition, 
as people live longer, but have fewer children, this changes 
family structures and changes demands for care in older age. 

Previous issues of the SAHR have reported on the age 
dependency ratio – the ratio of the number of persons in the 
dependent ages (the combined child population, aged 0-14 
years, and the population aged 65 years and over) to every 
100 people in economically active ages (those in the popu-
lation aged 15-65 years). An easily understood indicator of 
age structure is the ageing index, defined as the number of 
people aged 65 and over per 100 youths under age 15. By 
global region, the ageing index in 2008 was highest in Western 
Europe (113) and Eastern Europe (97), and lowest in sub-
Saharan Africa (7) and the Near East (14). South Africa’s 
overall index has increased from 11 in 2001 to 16 in 2010, but 
is nearly 70 in some population groups (Figure 1). In general, 
the ageing index in 2008 was lower in developing countries 
than in the developed world. This report also showed the 
median age in 12 countries in 2008, with projections for 2020 

In August 2010, StatsSA released a report on “Recorded live 
births” (P0305), that provided estimates of the complete-
ness of birth registration for current births (births registered 
within the year of birth) and for updated births (recorded 
births as at 30 April 2010) [StatsSA Live Births]. Generally, 
StatsSA reported that the level of birth registration complete-
ness increased from 2005 (74.2% for current births; 96.8% 
for updated births) to 2008 (88.0%; 99.9%), but declined 
in 2009 (85.4%; 91.4%). It was, however, noted that the 
gap between completeness levels for current and updated 
births had decreased over time, indicating an improvement in 
current birth registrations. 

Declining levels of fertility are also reflected in the age profile of 
the population, although this is also affected by changing levels 
of premature mortality (notably due to HIV and AIDS). In June 
2009, an inter-agency US government report demonstrated 
how the global population is ageing at an unprecedented rate 
[Aging World 2008]. Population ageing has been identified as 
a major global demographic trend in the twenty-first century. 
Although declining fertility rates can be seen as a measure of 
success for family planning and socio-economic development 
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and 2040. For 2008, the median age for South Africa was 
reported as 24 years, similar to that in Pakistan (21), Mexico 
(26), Brazil (29) and China (33). Median ages were higher in 
developed countries, such as the US (36), UK (39), Australia 
(37) and Japan (43). 

The World Health Organization (WHO) has launched the 
Study of Global Ageing and Adult Health (SAGE), a longitudinal 

Table 4:  Demographic indicators by province

EC FS GP KZN LP MP NC NW WC SA
Ageing index
2001 13 12 12 10 10 9 13 12 14  11 a

2003 14 13 13 11 11 9 14 13 15  12 a

2005 16 14 14 11 12 10 15 13 16  13 a

2007 17 15 15 12 13 11 18 14 17  14 a

2009 18 17 17 13 14 12 20 15 19  15 a

2010 18 17 17 13 14 12 21 15 19  16 a

Annual population growth rate
1993 2.60 1.50 1.30 2.80 4.00 3.00 0.80 3.10 1.70  2.40 b

1996 2.20 1.40 1.70 1.60 3.00 2.10 1.00 1.50 1.50  1.90 c

2001 - - - - - - - - -  1.40 d

2003 - - - - - - - - -  1.21 d

2005 - - - - - - - - -  1.13 d

2007 - - - - - - - - -  1.13 d

2009 - - - - - - - - -  1.06 d

Area (square km)
2009 168 966 129 825 18 178 94 361 125 755 76 495 372 889 104 882 129 462  1 220 813 e

Area as a % of total area of South Africa
2009 13.8 10.6 1.5 7.7 10.3 6.3 30.5 8.6 10.6  100.0 e

Average household size
1996 4.6 4.1 3.7 5.0 4.9 4.6 4.3 4.6 3.9  4.4 f

2001 4.1 3.6 3.2 4.2 4.3 4.0 3.8 3.7 3.6  3.8 g

2007 CS 4.1 3.5 3.3 4.6 4.3 3.9 4.0 3.7 3.8  3.9 h

Crude death rate (deaths per 1 000 population)
1994 5.7 5.8 6.1 3.5 2.6 3.2 8.5 5.7 6.8  4.9 i

2001 StatsSA - - - - - - - - -  11.6 d

2002 StatsSA - - - - - - - - -  12.4 d

2003 StatsSA - - - - - - - - -  13.2 d

2004 StatsSA - - - - - - - - -  13.8 d

2005 StatsSA - - - - - - - - -  14.1 d

2006 CS - - - - - - - - -  14.3 d

2006 StatsSA - - - - - - - - -  14.2 d

2007 StatsSA - - - - - - - - -  14.1 d

2008 StatsSA - - - - - - - - -  13.7 d

2009 StatsSA - - - - - - - - -  13.6 d

2010 StatsSA - - - - - - - - -  13.9 d

Population
1996 mid-year 6 302 525 2 633 504 7 348 423 8 417 021 4 929 368 2 800 711 840 321 3 354 825 3 956 875  40 583 573 j

2001 Census 6 436 763 2 706 775 8 837 178 9 426 017 5 273 642 3 122 990 822 727 3 669 349 4 524 335  44 819 778 k

2001 mid-year 6 499 467 2 756 590 8 980 709 9 557 250 4 970 763 3 346 307 1 076 711 3 188 855 4 533 078  44 909 730 l

2002 mid-year 6 521 227 2 777 118 9 189 033 9 682 551 5 011 290 3 391 395 1 087 996 3 226 653 4 646 034  45 533 297 l

2003 mid-year 6 540 954 2 795 176 9 386 981 9 801 453 5 047 994 3 430 259 1 097 835 3 261 346 4 754 478  46 116 476 l

2004 mid-year 6 558 153 2 811 089 9 577 251 9 914 701 5 080 871 3 463 456 1 106 421 3 293 500 4 859 329  46 664 771 l

2005 mid-year 6 574 124 2 826 298 9 766 033 10 025 307 5 111 257 3 492 532 1 114 453 3 324 873 4 963 600  47 198 477 l

2006 mid-year 6 587 264 2 841 714 9 961 006 10 134 336 5 138 304 3 518 546 1 122 487 3 356 577 5 070 718  47 730 952 l

2007 CS 6 527 746 2 773 066 10 451 709 10 259 230 5 238 286 3 643 435 1 058 057 3 271 946 5 278 591  48 502 066 h

2007 mid-year 6 612 068 2 863 100 10 141 757 10 241 606 5 170 461 3 546 242 1 131 141 3 389 324 5 161 577  48 257 276 l

2008 mid-year 6 632 998 2 883 747 10 333 483 10 347 524 5 200 682 3 576 124 1 139 540 3 421 043 5 257 880  48 793 021 l

study in six countries (China, Ghana, India, Mexico, Russia, 
and South Africa), designed to follow cohorts of individuals 
over age 50 for a period of 10 to 15 years in order to examine 
changes in health status and well-being and determine predic-
tors of change, such as economic activity, transitions in life 
situations, and social cohesion.
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EC FS GP KZN LP MP NC NW WC SA
2009 mid-year 6 648 601 2 902 518 10 531 308 10 449 141 5 227 503 3 606 572 1 147 137 3 450 517 5 356 844  49 320 141 l

2010 NDoH/HISP 6 656 032 2 917 931 10 728 768 10 540 690 5 248 184 3 635 188 1 153 287 3 475 994 5 455 121  49 811 195 m

2010 mid-year 6 743 823 2 824 570 11 192 029 10 645 508 5 439 552 3 617 513 1 103 918 3 200 649 5 223 908  49 991 470 d

Population % by province
1996 15.5 6.5 18.1 20.7 12.1 6.9 2.1 8.3 9.7  100.0 f

2001 Census 14.4 6.0 19.7 21.0 11.8 7.0 1.8 8.2 10.1  100.0 g

2001 mid-year 14.3 6.1 21.0 21.3 11.1 7.4 2.4 6.6 9.8  100.0 d

2003 mid-year 14.1 6.0 21.3 21.3 11.0 7.4 2.4 6.5 9.9  100.0 d

2005 mid-year 13.9 5.9 21.7 21.4 10.9 7.4 2.3 6.5 10.1  100.0 d

2007 CS 13.5 5.7 21.5 21.2 10.8 7.5 2.2 6.7 10.9  100.0 h

2007 mid-year 13.8 5.8 21.9 21.4 10.9 7.3 2.3 6.4 10.2  100.0 d

2009 mid-year 13.6 5.7 22.2 21.3 10.9 7.3 2.2 6.4 10.4  100.0 d

2010 mid-year 13.5 5.7 22.4 21.3 10.9 7.2 2.2 6.4 10.4  100.0 d

Population % composition
2001 60+ years 9.2 7.3 6.2 6.9 7.7 6.3 8.2 7.3 7.8  7.3 g

2001 <15 years 36.8 30.7 23.6 34.7 39.4 35.0 30.6 31.3 27.3  32.1 g

2001 female 53.8 52.1 49.7 53.2 54.6 52.1 50.4 51.2 51.5  52.2 g

2007 60+ years 9.6 8.0 6.9 7.1 8.5 6.5 9.0 7.6 8.6  7.8 h

2007 <15 years 35.6 28.8 25.4 33.5 37.0 33.5 28.7 30.2 26.3  31.0 h

2007 female 52.9 51.6 50.3 52.5 53.8 51.4 50.9 49.7 51.3  51.7 h

Population density (people per km2)
1996 38.4 21.0 448.4 95.1 41.7 36.7 2.3 29.9 31.5  34.4 f

2010 39.9 21.8 615.7 112.8 43.3 47.3 3.0 30.5 40.4  40.9 n

Public sector dependent population (calculated using OHS/GHS medical scheme coverage)
1998 NHA 6 060 194 2 257 550 4 629 085 7 676 044 4 836 889 2 548 324 685 783 3 027 929 2 972 027  34 693 825 o

2001 with AIDS 6 266 592 2 400 149 5 823 666 7 918 510 5 177 669 2 652 032 711 657 3 135 891 3 000 180  37 058 477 p

2002 GHS 5 925 709 2 370 381 6 705 054 8 591 521 4 641 757 3 001 418 909 576 2 812 157 3 484 154  38 440 575 q

2003 GHS 5 911 126 2 394 376 6 953 782 8 794 550 4 713 817 3 039 861 949 199 2 844 513 3 609 790  39 213 301 q

2004 GHS 5 904 699 2 400 670 6 964 960 8 956 842 4 737 099 3 097 403 956 910 2 938 625 3 661 456  39 618 857 q

2005 GHS 5 912 044 2 440 056 7 585 571 9 011 548 4 737 982 3 141 113 966 175 2 912 921 3 860 589  40 568 979 q

2006 GHS 5 899 685 2 416 793 7 783 430 9 125 767 4 778 212 3 136 573 988 720 2 865 778 4 127 412  41 123 556 q

2007 GHS 5 895 717 2 401 196 7 967 871 9 139 302 4 760 443 3 163 248 983 527 3 001 484 3 997 022  41 309 193 q

2008 GHS 5 912 721 2 449 166 7 587 567 9 207 744 4 764 761 3 100 750 978 158 2 995 671 3 971 645  40 971 988 q

2009 GHS 5 891 724 2 379 862 7 730 717 9 143 416 4 773 494 3 125 455 970 283 2 976 312 3 993 152  40 979 612 q

2010 GHS 5 898 309 2 392 499 7 875 667 9 223 525 4 792 379 3 150 254 975 485 2 998 288 4 066 411  41 387 624 q

Public sector dependent population (calculated as population not beneficiaries of a medical scheme – CMS data)
1998 non med scheme - - - - - - - - -  35 138 989 r

1999 non med scheme - - - - - - - - -  36 065 167 r

2000 non med scheme - - - - - - - - -  36 286 805 r

2001 non med scheme - - - - - - - - -  37 794 516 r

2002 non med scheme - - - - - - - - -  38 570 108 r

2003 non med scheme - - - - - - - - -  39 191 790 r

2004 non med scheme 5 962 327 2 492 267 6 997 847 8 886 101 4 801 213 3 009 248 954 088 2 980 570 3 665 444  39 749 105 r

2005 non med scheme 5 972 970 2 500 147 7 230 042 8 987 133 4 849 302 3 024 466 970 482 2 989 954 3 844 353  40 362 856 r

2006 non med scheme 5 973 067 2 500 165 7 367 197 9 042 592 4 837 448 3 026 159 973 088 2 990 885 3 913 235  40 603 609 r

2007 non med scheme 5 955 421 2 510 158 7 362 546 9 076 471 4 840 762 3 029 710 971 152 2 992 111 3 925 102  40 652 040 r

2008 non med scheme 5 955 520 2 517 386 7 492 149 9 143 250 4 834 772 3 031 791 973 021 2 995 645 3 992 409  40 918 195 r

2009 non med scheme 5 957 982 2 522 588 7 621 353 9 215 201 4 848 074 3 053 071 978 426 3 009 606 4 061 858  41 251 636 r

Total fertility rate
1998 SADHS 3.5 2.2 2.3 3.3 3.9 3.1 2.7 2.4 2.3  2.9 s

2001 CARe 3.3 2.5 2.4 3.0 3.6 3.1 2.4 2.8 2.4  2.8 t

2001 StatsSA - - - - - - - - -  2.9 d

2003 StatsSA 3.4 2.5 2.1 3.1 3.1 2.8 2.4 3.3 2.5  2.8 d

2005 StatsSA - - - - - - - - -  2.7 d

2006 CS 3.0 2.7 2.2 3.0 3.5 3.0 2.8 3.0 2.1  2.8 u

2006 StatsSA - - - - - - - - -  2.6 d

2007 StatsSA - - - - - - - - -  2.5 d

2009 StatsSA - - - - - - - - -  2.4 d

2010 StatsSA - - - - - - - - -  2.4 d

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)
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l StatsSA Mid-year Estimates. 2009 mid-year estimates.
m NDoH/HISP Population Estimates.
n StatsSA Mid-year Estimates. Calculated from Municipal Boundaries of South 

Africa GIS dataset received 2009-10-15 and latest StatsSA mid-year population 
estimates.

o National Health Accounts Public 2000. Annex 4: Population Estimates
p Fiscal Review 2001. Calculated using provincial medical schemes coverage 

(quoting October Household Survey 1999) and StatsSA population estimates 
for 2001 (with AIDS).

q StatsSA GHS 2009. Calculated using provincial medical schemes coverage 
(from GHS) and NDoH/HISP/StatsSA population estimates relevant year 
(updated in 2010).

r Medical Schemes 1999- 2009-10. Calculated from total number of benefici-
aries subtracted from total population.

s SADHS 1998. The 1998 national TFR is considered to be an under-estimate.
t CARe Fertility.
u CS Fertility 2007.

Table 5:  Demographic indicators by ethnic group

African Coloured Indian White Other ALL
Ageing index
2001 8 12 19 51 -  11 a

2002 9 12 20 53 -  12 a

2003 9 13 22 55 -  12 a

2004 9 13 23 58 -  13 a

2005 10 14 25 61 -  13 a

2006 10 15 27 64 -  14 a

2007 10 15 28 67 -  14 a

2008 11 16 30 70 -  15 a

2009 11 16 31 74 -  15 a

2010 12 17 33 77 -  16 a

Average household size
1996 4.7 4.7 4.3 2.9 -  4.4 b

2001 3.9 4.3 4.0 2.8 -  3.8 c

Population
1996 mid-year 31 127 631 3 600 446 1 045 596 4 434 697 375 204  40 583 573 d

1998 mid-year 32 449 200 3 721 000 1 074 900 4 500 400 385 100  42 130 500 d

1999 mid-year 33 329 879 3 792 631 1 092 254 4 538 727 390 815  43 054 306 d

2000 without AIDS 33 879 852 3 796 858 1 092 522 4 521 664 394 803  43 685 699 e

2001 Census 35 416 166 3 994 505 1 115 467 4 293 640 -  44 819 778 f

2001 mid-year 35 086 595 4 013 254 1 123 501 4 686 388 -  44 909 730 g

2002 mid-year 35 660 013 4 070 786 1 140 714 4 661 779 -  45 533 297 g

2003 mid-year 36 194 711 4 127 392 1 158 359 4 636 032 -  46 116 476 g

2004 mid-year 36 696 332 4 182 472 1 176 510 4 609 457 -  46 664 771 g

2005 mid-year 37 184 560 4 235 994 1 195 456 4 582 459 -  47 198 477 g

2006 mid-year 37 672 662 4 288 013 1 215 066 4 555 205 -  47 730 952 g

2007 CS 38 255 162 4 375 528 1 244 632 4 626 744 -  48 502 066 h

2007 mid-year 38 156 649 4 337 983 1 235 317 4 527 333 -  48 257 276 g

2008 mid-year 38 650 426 4 386 186 1 256 689 4 499 721 -  48 793 021 g

2009 mid-year 39 136 068 4 432 940 1 279 085 4 472 057 -  49 320 141 g

2010 mid-year 39 682 651 4 424 334 1 299 743 4 584 744 -  49 991 470 i

Population % by ethnic group
1996 76.7 8.9 2.6 10.9 0.9  100.0 b

2001 Census 79.0 8.9 2.5 9.6 -  100.0 c

2001 mid-year 78.0 8.9 2.5 10.6 -  100.0 i

2003 mid-year 78.4 8.9 2.5 10.2 -  100.0 i

2005 mid-year 78.7 8.9 2.5 9.9 -  100.0 i

2007 CS 78.9 9.0 2.6 9.5 -  100.0 h

2007 mid-year 78.9 8.9 2.6 9.6 -  100.0 i

2009 mid-year 79.2 8.9 2.6 9.3 -  100.0 i

2010 mid-year 79.4 8.9 2.6 9.2 -  100.0 i

Population % composition
2001 60+ years 6.4 6.4 7.8 15.9 -  7.3 c

2001 <15 years 34.0 30.8 23.5 19.0 -  32.1 c

2001 female 52.3 51.9 51.1 51.5 -  52.2 c

a StatsSA Mid-year Estimates. Calculated from source.
b Development Bank 1994. For 1985-1993. 
c StatsSA Mid-year Estimates. Growth rates are for 1996-2002. 
d StatsSA Mid-year Estimates. 2010 mid-year estimates.
e Demarcation Board. Calculated from Municipal Boundaries of South Africa GIS 

dataset received 2009-10-15.
f Census 1996.
g Census 2001.
h Community Survey 2007.
i Cause of death 1990.
j StatsSA Mid-year Estimates.
k Census 2001. Preliminary independent demographic analyses of this report 

suggest that the final figures probably reflect: * an underestimate of children 
under the age of 5 * an overestimate of children aged between 10 and 19 * 
an underestimate of men relative to women * an underestimate of the white 
population. Data source also includes other tables with more levels of disag-
gregation than are shown here.
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African Coloured Indian White Other ALL
2007 60+ years 6.6 7.0 9.1 17.9 -  7.8 h

2007 <15 years 33.3 28.8 21.9 16.8 -  31.0 h

2007 female 51.9 51.6 50.5 51.1 -  51.7 h

Public sector dependent population
2001 without AIDS 31 756 679 3 044 931 788 586 1 459 655 202 847  37 252 698 j

2004 GHS 34 054 196 3 412 897 752 966 1 396 665 -  39 618 857 k

2005 GHS 34 544 456 3 469 279 808 128 1 640 520 -  40 568 979 k

2006 GHS 34 948 929 3 597 214 860 874 1 681 326 -  41 123 556 k

2007 GHS 35 371 214 3 518 104 849 898 1 534 766 -  41 309 193 k

2008 GHS 35 403 790 3 438 770 762 810 1 417 412 -  40 971 988 k

2009 GHS 35 613 822 3 483 271 733 491 1 146 948 -  40 979 612 k

2010 GHS 36 111 212 3 476 509 745 338 1 175 849 -  41 387 624 k

Total fertility rate
1998 SADHS 3.1 2.5 - 1.9 -  2.9 l

2001 CARe 3.0 2.4 2.0 1.8 -  2.8 m

2006 CS 2.9 2.5 2.0 1.8 -  2.8 n

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a StatsSA Mid-year Estimates. Calculated from source.
b Census 1996.
c Census 2001.
d StatsSA Mid-year Estimates.
e StatsSA Mid-year Estimates. Without additional deaths due to HIV and AIDS. A 

new feature of the 2000 mid year estimates was that two population estimates 
were provided, one taking into account the estimated additional deaths that 
might have occurred due to HIV and AIDS. The assumptions that underpinned 
these estimates are outlined in the relevant P0302 Statistical release. StatsSA 
do not provide projections ‘With AIDS’ by population group, therefore this 
data is only available ‘Without AIDS’.

f Census 2001. Preliminary independent demographic analyses of this report 
suggest that the final figures probably reflect an underestimate of the white 
population. 

g StatsSA Mid-year Estimates. 2009 mid-year estimates.
h Community Survey 2007.
i StatsSA Mid-year Estimates. 2010 mid-year estimates.
j Fiscal Review 2001. Calculated using racial medical schemes coverage (quoting 

October Household Survey 1999) and StatsSA population estimates for 2001 
(without AIDS).

k StatsSA GHS 2009. Calculated using provincial medical schemes coverage 
(from GHS relevant year) and NDoH/HISP/StatsSA population estimates 
relevant year (updated in 2010).

l SADHS 1998. The 1998 national TFR is considered to be an under-estimate.
m CARe Fertility.
n CS Fertility 2007.
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Socio-economic indicators
Context Tracking socio-economic indicators over time is key to understanding the extent to which South Africa is able to deliver a 

better life for all. 

New data sources Nationally, new data have been reported in the:
• StatsSA General Household Survey (GHS) 2009
• StatsSA Development Indicators 2009 (a discussion document based on data from GHS 2009)
• Blue Drop Report on drinking water quality
• Green Drop Report on waste water management
• Development Indicators 2009 (The Presidency)

Internationally, reports of interest include:
• Progress on Sanitation and Drinking Water: 2010 update – international progress towards MDGs
• WHO Safer water, better health: costs, benefits and sustainability of interventions to protect and promote health
• World Development Indicators 2010
• World Development Report 2010
• Human Development Report 2009
• Rethinking Poverty: Report on the World Social Situation 2010
• Multidimensional poverty index – a new methodological approach

Key issues and trends • StatsSA revised the population model to produce mid-year population estimates during 2008 in the light of the findings 
of the Community Survey 2007, new HIV and mortality data. The new data were used to adjust the benchmarking for all 
previous datasets, allowing for comparison of data from GHS 2002 to GHS 2009.

• Caution must be exercised when interpreting the results of the GHS at low levels of disaggregation. The sample and 
reporting are based on the provincial boundaries as defined in December/January 2006, which resulted in minor changes 
to the boundaries of Gauteng, North West, Mpumalanga, Limpopo, Eastern Cape and Western Cape. In previous reports 
the sample was based on the provincial boundaries as defined in 2001.

• There is some difficulty in matching the water and sanitation definitions used in the GHS with the MDG indicators, 
because the survey did not distinguish between protected and unprotected sources (e.g. for wells and boreholes). It 
is therefore not easy to determine what constitutes ‘improved’ access to water and sanitation, as required for MDG 
purposes. The water and sanitation indicators reported in the South African MDG Report 2010 are difficult to verify, as it is 
unclear how these were derived from the GHS 2009 data. 

• It was not possible to update sub-provincial deprivation index / socio-economic quintiles, since GHS samples after 2007 
have not allowed district-level analysis of the component indicators.

• The poverty measures reported in the SA MDG Report 2010 also need careful interpretation. The United Nations 
“Rethinking Poverty” report stated that 22.1% of South Africans were living on less than $1.25 a day in 1990, thus setting 
the 2015 target at 11%. However, the SA MDG report included a 2000 baseline of 17.0%, and thus a 2015 target of 8.5%. 
The GHS 2009 reported 9.4% of households as “indigent”.

In his Foreword to the SA MDG report 2010 [MDG SA 2010], 
Minister Manuel noted that “[w]hile South Africa has a sophis-
ticated infrastructure, a well-developed private sector and 
a stable macro-economy, it suffers inequality in education, 
specifically as regards access to quality education and access 
to quality health care. The latter especially, combined with the 
high prevalence of HIV and AIDS, explains why South Africa 
has not achieved some targets for those MDGs related to 
outcomes such as employment and income levels (these are 
impacted on directly by education), as well as life expectancy 
which is impacted by health conditions”. The primary source 
of socio-economic indicator data on the South African popula-
tion is provided by the StatsSA General Household Surveys 
(P0318). The 2009 survey involved face-to-face interviews 
with 25 361 households selected using a multi-stage, stratified 
random sampling process based on probability-proportional-
to-size principles. Importantly, while the GHS questionnaire 
remained virtually unchanged from 2006 to 2008, the 2009 
version was modified substantially [StatsSA GHS 2009]. 

The GHS 2009 continues to provide sensitive measures of the 
degree to which poverty affects life choices in South African 
communities. For example, whereas there had been a steady 
increase in the proportion of those aged 7 to 24 years who 
were attending educational institutions from 2002 to 2007, 
this decreased in 2009 (to 81.2%). In Mpumalanga and North 
West, a lack of money to pay fees was cited as the primary 

reason for not studying by 44.3% and 42.6% of 7 to 24 year 
olds, respectively. However, the proportion of learners who 
reported paying no tuition fees increased from 0.7% in 2002 
to 44.5% in 2009, indicating that the “no-fee” school system 
was beginning to have an effect on access to education. For 
the first time, the 2009 GHS questionnaire included a set of 
questions relating to households’ access to food. It was found 
that 20% of South African households had inadequate or 
severely inadequate access to food. The highest proportion 
was seen in the Free State (33.5%), followed by KwaZulu-
Natal (23.1%).

Access to safe and effective energy sources and safe water 
and sanitation services are also standard measures of socio-
economic status. Although the national proportion of house-
holds connected to mains electricity increased from 76.8% 
in 2002 to 82.6% in 2009, there was a decrease seen in 
the Western Cape and Limpopo between 2007 and 2009. 
The proportion of households relying on wood and paraffin 
remained highest in Limpopo (54.4%) and the Eastern Cape 
(40.8%) in 2009. Nationally, the proportion of households 
with access to piped water has improved from 78.2% in 
2004 to 83.3% in 2009. Although the Eastern Cape lagged 
the national average at 75%, this was a decided improvement 
on the 56.8% in 2002. Efforts to eliminate the use of bucket 
toilets showed some progress nationally, with the proportion 
of households resorting to this option decreasing from 12.6% 
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Figure 2:  National Blue Drop performance certification results for water service authorities, 2010

source:  Blue Drop 2010.

in 2002 to 6.6% in 2009. However, the StatsSA report did 
note that, “as soon as bucket toilets were eliminated in a 
community, other newly formed communities started using 
them for a lack of alternatives”. Nationally the percentage of 
households with no toilets or bucket toilets decreased from 
12.6% in 2002 to 6.6% in 2009. However, the proportion 
was as high as 18.9% in the Eastern Cape. The proportion 
of households using municipal services to remove refuse also 
increase nationally from 57.8% in 2002 to 62.1% in 2007, 
but declined sharply in 2009 to 53.1%. This proportion was 
lowest in Limpopo (12.8%). 

While access to piped water is a standard measure of socio-
economic status, this is based on an assumption of the 

quality of the water supplied. The GHS 2009 showed that 
58.0% of households believed that the quality of the water-
related services that they received was good, but that this 
had declined from 76.3% in 2005. Perceived water quality 
problems were most prevalent in the Northern Cape, where 
19.3% of households felt that their water was unsafe to drink 
and 23.5% reported that it did not taste good. Two sets of 
reports have contributed to the understanding of drinking 
water and waste system effectiveness. The Department 
of Water Affairs (DWA) has provided annual Blue Drop 
Reports in 2009 and 2010, tracking Drinking Water Quality 
Management Performance [Blue Drop 2009; Blue Drop 
2010]. These reports contain details of the Blue Drop certi-
fication process for municipal water services. By 2010, 94% 

Table 6:  Drinking Water System Blue Drop Performance Rating

Rating Explanation

100% Exceptional Drinking Water Quality Management (DWQM)

This score implies that the water services institutions complies 100% with all Blue Drop Certification Criteria. DWA has full 
confidence in the management ability of water services institutions involved in treating, monitoring and managing drinking water 
in the specific water supply system. This institution/municipality fully comprehends its responsibility to continuously act in a 
proactive/preventative manner to ensure safe water supply.

95-<100% Managing Drinking Water Quality with Excellence

DWA has confidence that the water services institutions (municipality) is capable of sustaining safe quality of water supply and 
will act responsibly when deviation in tap water quality is detected (which might pose a health risk) through continuous efficient 
operational and compliance monitoring.

80-<95% Very Good DWQM

The municipality/institution have very good systems in place to effectively manage the quality of drinking water in this specific 
supply zone. However there are shortcomings which prevent it from becoming a Blue Drop certified system.

60-<80% Good DWQM

There is sufficient proof that the municipality/institution has adequate processes in place to ensure safe water supply. However 
portions of the requirements are not complied with as yet.

50-<60% Reasonable (Satisfactory) DWQM

The municipality/institution has an average level of ability and understanding to manage DWQ according to most of the 
regulatory criteria.

33.3-<50% Improvement Required in DWQM

While the municipality/institution might still be in the position to provide safe drinking water most of the time, DWA has a lower 
level of confidence in the institution’s ability to sustain the provision of safe water.

<33.3% Significant Improvement Required in DWQM

This score is an indication of inadequate DWQ Management efficiency levels. Urgent intervention is required to ensure drastic 
improvement towards the point where the public and DWA could have confidence in the manner DWQ is being managed.

source:  Adapted from Blue Drop 2010. 

Note:  Water service authorities receive Blue Drop certification at scores of 95% and above.
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Figure 3:  Deprivation in each indicator and percentage of the population MPI poor and deprived

source:  Multidimensional Poverty Index 2010.

of the 162 water service authorities in South Africa had been 
assessed. Of those assessed 38 obtained the Blue Drop Award 
for the 2010 assessment cycle, while 9 lost their Blue Drop 
status. However, 45% were assessed as needing attention or 
needing urgent attention (Figure 2).

A corresponding Green Drop report covers Waste Water 
Quality Management Performance. The 2009 report noted 
that only 7.4% of all waste water systems achieved Green 
Drop certification, and only 3.6% of 169 water service 
authorities earned this status for the facilities they managed 
[Green Drop 2009]. It found that more than 75% of South 
Africa’s sewage treatment plants are not up to standard. 
Millions of litres of untreated or inadequately treated sewage 
were being pumped into South Africa’s rivers and streams, 
mainly by small towns. The report stated that “most facili-
ties in the rural areas and smaller towns are not adequately 
equipped with staff [having] appropriate skills”, that “exten-
sive refurbishment and expansion of the current plants are 
required” and that “[i]n many cases, the processes employed 
at plants are no longer sufficient to deliver the required final 
water quality”.

Although the link between safe water and health outcomes 
is well established, the impact of various water-related inter-
ventions on diarrhoeal disease in less developed countries 
was formally reviewed in a meta-analysis published in Lancet 
Infectious Diseases in 2005 [Lancet Infect Dis 2005;5(1)]. The 
interventions reviewed were classified as hygiene interven-
tions (including hygiene and health education), sanitation 
interventions (dealing with disposal of excreta), water supply 

interventions, water quality interventions (at source or at 
the household level) or multiple interventions. The reviewer 
found that most of the interventions had a similar degree 
of impact on diarrhoeal illness, with relative risk estimates 
between 0.63 and 0.75.

In July 2010, Alkire and Santos [MPI 2010] published a new 
Multidimensional Poverty Index (MPI) for 104 developing 
countries, based on household survey data. The MPI is 
comprised of 10 indicators corresponding to the same three 
dimensions as the Human Development Index (education, 
health and standard of living):

Health (each indicator weighted equally at 1/6)

•  Child Mortality: If any child has died in the family

• Nutrition: If any adult or child in the family is 
malnourished

Education (each indicator weighted equally at 1/6 )

• Years of Schooling: If no household member has 
completed five years of schooling

• Child Enrolment: If any school-aged child is out of 
school in years 1 to 8

Standard of Living (each of the six indicators weighted 
equally at 1/18)

• Electricity: If household does not have electricity

• Drinking water: If does not meet MDG definitions, or 
is more than 30 minutes walk

• Sanitation: If does not meet MDG definitions, or the 
toilet is shared

➢

➢

➢
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Figure 4:  Global and regional trends in extreme poverty, 1981-2005

source:  Adapted from World Bank quoted in Rethinking Poverty 2010 and data downloaded from World Bank.

• Flooring: If the floor is dirt, sand or dung

• Cooking Fuel: If they cook with wood, charcoal or 
dung

• Assets: If do not own more than one of: radio, TV, 
telephone, bike, motorbike

Although based on 2003 data, the same group’s country 
briefing on South Africa does show interesting differences in 
the percentage of the South African population experiencing 
deprivation in each of the indicator areas, and how this 
varies between urban and rural settings. The proportion of 
the population in poverty according to this measure is much 
lower than the proportion according to most other measures 
in current use. 

In 2009, the United Nations Department of Economic and 
Social Affairs issued the “Rethinking Poverty” report [Rethink-
ing Poverty 2010]. The report noted that “[p]overty is not 
simply a lack of adequate income”, underlining the definition 
adopted by the Programme of Action of the World Summit 

Table 7:  Uncertainty in progress on poverty reduction goals, South Africa

Indicator 1981 1990 1995 2000 2006 Target Source

Proportion of population 
below 1$ (PPP) per day

11.3 5.0 5.7 SA MDG Report 2010 using IES data

21.4 26.2 World Development Report 2010 and Millennium 
Development Goals online database, downloaded Oct 
2010, using OHS and IES

Proportion of population 
below 1.25$ (PPP) per 
day

17.0 9.7 8.5 SA MDG Report 2010 using IES data

34.7 22.1 21.4 26.2 20.6 
(2005)

11 Rethinking Poverty using World Bank data 
http://data.worldbank.org

Note:  IES = Income and Expenditure Survey, OHS = October Household Survey.

for Social Development in 2006: “Poverty has various mani-
festations, including lack of income and productive resources 
sufficient to ensure sustainable livelihoods; hunger and malnu-
trition; ill health; limited or lack of access to education and 
other basic services; increased morbidity and mortality from 
illness; homelessness and inadequate housing; unsafe envi-
ronments; and social discrimination and exclusion. It is also 
characterized by a lack of participation in decision-making 
and in civil, social and cultural life”. Despite this, poverty is 
most often measured in monetary terms, for example, the 
MDG commitment to eradicate absolute poverty has as its 
target halving the number of people living on less than US$ 
1.25 a day. Despite this being an internationally standardised 
measure, there are substantial differences in national and 
official estimates of the baseline and progress towards MDG 
targets (Table 7) which affect interpretation of whether the 
target is likely to be achieved or not.
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Table 8:  Socio-economic indicators by province

EC FS GP KZN LP MP NC NW WC SA
Drinking Water System (Blue Drop) Performance Rating
2009 54.3 40.0 74.4 73.0 40.8 51.0 28.3 40.0 60.3  53.0 a

2010 79.4 48.5 85.5 65.9 55.0 65.4 46.9 66.0 92.5  70.8 b

Education level: percentage of population 20 years and older with no schooling
1996 no schooling 20.9 16.1 9.5 22.9 36.9 29.4 21.7 22.7 6.7  19.3 c

2001 no schooling 22.8 16.0 8.4 21.9 33.4 27.5 18.2 19.9 5.7  17.9 d

2002 no schooling 12.8 10.3 4.5 12.1 20.4 17.3 16.7 14.8 4.4  10.8 e

2003 no schooling 12.1 9.4 3.7 11.6 19.7 17.5 16.6 13.5 4.2  10.2 e

2005 no schooling 12.2 9.0 3.9 11.1 16.5 17.7 13.6 13.8 3.3  9.6 e

2007 CS - - - - - - - - -  10.3 f

2007 no schooling 10.7 7.3 3.6 10.8 15.7 15.1 13.2 11.6 2.8  8.7 e

2009 no schooling 8.6 7.4 2.9 8.9 13.8 11.6 11.0 11.3 2.1  7.4 e

Percentage of households by type of housing
2001 formal 47.3 62.9 65.6 56.6 70.7 67.3 80.2 68.6 78.4  63.8 d

2001 other 3.6 3.8 9.2 4.7 3.0 3.8 3.8 3.8 3.2  5.0 d

2001 traditional 38.1 7.2 1.3 27.9 19.7 12.9 3.5 5.3 2.2  14.8 d

2001 informal 11.0 26.1 23.9 10.8 6.6 16.0 12.5 22.3 16.2  16.4 d

2002 informal 9.4 14.8 19.1 11.3 5.1 13.9 6.8 12.2 14.5  13.0 e

2005 informal 9.2 18.3 22.2 14.5 5.7 14.1 10.9 21.9 16.5  15.7 e

2007 informal 9.7 17.6 23.8 8.5 4.9 11.3 9.1 21.5 19.1  15.0 e

2007 informal CS 8.0 18.4 22.7 8.6 5.6 11.7 10.5 23.8 14.2  14.4 f

2009 informal 7.2 14.8 22.3 8.5 5.1 8.3 8.0 16.0 17.1  13.4 e

Percentage of households using electricity for cooking
1996 23.2 42.0 72.9 45.8 19.5 35.6 52.4 33.8 76.5  47.1 c

2001 27.8 47.0 73.2 48.3 25.0 40.0 59.0 44.6 78.8  51.4 d

2005 37.2 61.4 80.7 61.8 33.6 46.7 69.5 57.2 87.2  61.3 g

2006 40.3 69.1 77.4 65.5 41.6 50.3 74.2 59.3 86.5  63.5 h

2007 CS 45.3 75.2 81.3 61.0 40.3 55.7 77.2 65.8 88.8  66.4 f

2009 53.9 78.8 86.1 68.5 44.3 59.9 79.4 68.5 87.5  71.1 e

Percentage of households with access to piped water
1996 53.5 94.0 96.0 66.3 75.5 82.2 91.2 81.4 96.8  79.8 c

2001 62.4 95.7 97.5 73.2 78.0 86.7 96.6 86.2 98.3  84.5 d

2002 56.8 95.5 98.7 76.2 74.1 90.6 92.2 85.6 98.8  84.5 e

2003 60.0 97.1 99.0 78.7 79.2 91.4 96.1 90.3 98.8  86.7 e

2005 69.2 97.0 98.1 82.2 77.7 89.9 95.4 87.2 99.0  87.9 e

2007 75.1 96.5 98.0 84.0 83.7 88.9 95.2 90.0 99.5  89.8 e

2007 CS 70.8 97.3 97.9 79.3 83.6 91.1 94.4 89.9 98.9  88.7 f

2009 75.1 95.0 98.0 84.3 80.8 87.3 95.9 87.9 99.6  89.3 e

Percentage of households with no toilet
1996 29.1 8.8 2.5 15.2 21.1 8.7 10.7 6.3 5.4  12.4 c

1999 25.1 5.3 0.8 12.7 18.8 3.5 10.7 5.7 3.8  9.4 i

2001 30.8 9.7 3.6 16.2 23.3 10.3 11.2 9.6 7.7  13.6 d

2002 36.4 17.0 1.9 10.8 20.3 7.5 17.7 7.0 5.7  12.6 j

2003 32.8 15.6 2.1 9.0 16.8 6.4 16.9 5.5 8.6  11.4 j

2005 26.7 18.0 1.4 7.6 12.3 9.4 10.0 9.0 5.3  9.7 j

2007 23.2 13.3 1.3 6.2 9.9 7.0 9.7 7.0 3.8  7.9 j

2007 CS 23.5 3.2 1.6 10.4 12.4 8.0 6.9 5.8 3.8  8.3 f

2009 18.9 7.5 1.6 6.3 8.8 5.0 8.7 3.9 4.2  6.6 j

Percentage of households with telephone (telephone in dwelling or cell phone)
1996 15.6 22.9 45.3 26.9 7.4 18.2 30.8 16.8 55.2  28.6 c

2001 29.0 35.3 56.1 39.0 28.0 37.9 41.8 34.5 63.1  42.4 d

2005 56.3 60.8 73.3 58.3 58.3 68.7 59.0 63.0 76.6  64.6 g

2006 62.3 69.2 77.9 61.0 67.0 79.0 63.0 72.4 79.3  70.2 h

2007 CS 63.9 71.4 83.7 75.7 71.1 78.7 67.6 72.3 83.5  76.2 f

2009 75.0 83.9 91.1 83.9 84.6 87.8 75.5 81.1 81.1  84.3 e

Poverty prevalence
1996 Census indicators 48.5 31.5 20.1 39.5 50.4 37.1 24.3 33.0 14.6  33.6 k

1998 asset index 66.5 28.4 13.1 46.8 62.6 44.1 19.9 38.2 7.5  40.0 l

2001 Census indicators 47.6 32.8 20.8 39.3 47.1 37.2 24.3 38.0 16.7  33.4 k

2001 AMPS income - - - - - - - - -  51.4 m
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EC FS GP KZN LP MP NC NW WC SA
2005 AMPS income - - - - - - - - -  44.5 m

2006 AMPS income - - - - - - - - -  43.2 m

2007 AMPS income - - - - - - - - -  41.0 n

2008 AMPS income - - - - - - - - -  39.0 n

Unemployment rate (official definition)
1998 36.9 21.3 23.1 27.2 35.7 25.0 17.9 26.5 13.5  25.2 o

1999 29.8 23.3 20.6 25.9 34.0 24.4 18.1 23.5 13.7  23.3 i

2001 54.6 43.0 36.4 48.7 48.8 41.1 33.4 43.8 26.1  41.6 d

2002 28.1 33.5 27.0 34.3 36.7 29.8 30.0 30.7 18.6  29.4 p

2003 31.8 28.6 28.2 31.3 30.6 25.0 27.5 29.4 20.6  28.2 p

2004 32.5 26.1 28.2 32.2 30.8 25.7 22.3 30.4 16.9  27.8 p

2005 29.9 30.2 22.8 32.8 30.1 26.9 24.7 27.4 18.9  26.7 p

2006 32.0 26.5 23.2 26.6 32.0 28.0 28.7 29.7 15.0  25.5 p

2007 26.1 25.2 17.4 30.0 27.3 22.0 26.0 24.6 15.7  22.7 p

2009 Q2 27.9 26.9 23.1 19.3 24.9 26.5 26.5 27.7 20.5  23.6 q

2010 Q2 27.7 28.0 27.1 20.8 22.6 28.1 30.1 28.1 21.8  25.3 q

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a Blue Drop 2009.
b Blue Drop 2010.
c Census 1996. 
d Census 2001. 
e StatsSA GHS 2009. Revised data for GHS 2002-2009.
f Community Survey 2007.
g StatsSA GHS 2005. 
h StatsSA GHS 2006.
i StatsSA OHS 1999.
j StatsSA GHS 2009. Revised data for GHS 2002-2009. Percentage of house-

holds that had no toilet facility or were using a bucket toilet.
k ISRDP & URP Baseline. Proportion of the population living in poverty based 

on the construction of a poverty index using indicators from the Census. The 
variables in the matrix include both household and individual-level data, and 
include the following: * Female-headed households * Illiteracy (the proportion 
of population aged 15 and above who have not completed Std 5/Grade 7) 
* Rate of unemployment * Household income (the proportion of households 
with no annual income) * Crowding (the proportion of households sharing a 
room with at least one other household) * Dwelling type (households classi-
fied informal or traditional) * Sanitation (households without flush or chemical 
toilet) * Water (households without tap water inside dwelling or on site) 

* Electricity (households without electricity for lighting purposes) * Refuse 
removal (households whose refuse is not removed by local authority)

l Chronic Diseases in SA. The asset index derived from the SADHS data was 
employed to calculate estimates of the headcount poverty index for South 
Africa. The asset index value at the 40th population percentile is employed as 
the poverty line. Table 2.6.

m Development Indicators 2007. Index measuring the number of people living 
below a poverty line of R3000 per capita per annum (in 2000 constant Rand). 
Quoting van den Berg, et al. (2006) based on All Media and Products Survey of 
various years.

n Development Indicators 2009. Index measuring the number of people living 
below a poverty line of R388 per capita per month (in 2008 constant Rand). 
Quoting Van den Berg, et al. (2009) based on All Media and Products Survey of 
various years.

o StatsSA OHS 1998.
p StatsSA Labour Force Survey. February 2002, September 2003, March 2004, 

September 2005, September 2006, September 2007 (revised Aug 2008).
q StatsSA Labour Force Survey. Quarter 2, 2009, Quarter 2, 2010 Report.

Table 9:  Socio-economic indicators by ethnic group

African Coloured Indian White ALL
Unemployment rate (official definition)
1998 32.0 15.8 14.7 4.4  25.2 a

1999 29.2 15.2 15.6 4.7  23.3 b

2001 50.2 27.0 16.9 6.3  41.6 c

2002 35.2 24.6 18.7  -  29.4 d

2003 37.4 22.9 18.7 6.2  28.2 d

2004 33.5 17.7 17.0 5.0  27.8 d

2005 31.5 22.4 15.8 5.0  26.7 d

2006 30.5 19.4 9.6 4.5  25.5 d

2007 26.8 20.6 8.2 3.8  22.7 d

2009 Q2 27.9 19.5 11.3 4.6  23.6 e

2010 Q2 29.5 22.5 10.1 6.4  25.3 e

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a StatsSA OHS 1998.
b StatsSA OHS 1999.
c Census 2001.

d StatsSA Labour Force Survey. February 2002, September 2003, March 2004, 
September 2005, September 2006, September 2007 (revised Aug 2008).

e StatsSA Labour Force Survey. Quarter 2, 2009 Report, Quarter 2, 2010 
Report.
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Health status indicators

Mortality 

Context Globally, the MDGs have focused attention on maternal and child mortality and on the means to measure mortality rates. In 
the past, there has been considerable contestation in South Africa around the role of HIV and AIDS in changing mortality 
patterns. More recently, though, the focus has been more on what needs to be done to reverse the distressing trends in 
neonatal, child and maternal mortality. Only adult mortality issues are covered in this section.

New data sources Nationally:
• StatsSA released Mortality and causes of death in South Africa, 2007: Findings from death notification (P0309) in 

November 2009
• “Local-level mortality surveillance in resource-limited settings: a case study of Cape Town highlights disparities in health”, 

published in the Bulletin of the World Health Organization in January 2010

Internationally:
• “Worldwide mortality in men and women aged 15-59 years from 1970 to 2010: a systematic analysis”, published in the 

Lancet in May 2010

Key issues and trends • Although the StatsSA Cause of Death report for 2007 included some district-level figures for the first time, these need to 
be interpreted with some caution.

• The quality and completeness of vital registration remain an issue, but improvements in reporting completeness are 
claimed by StatsSA.

In May 2010, Rajaratnam et al. noted that, despite their inclu-
sion in MDGs 5 and 6, “adult mortality has received little 
policy attention, resources, or monitoring efforts” [Lancet 
375[1704-20]. Further, they pointed out that a range of 
factors had contributed to the emergence of adult mortality as 
an important public health issue. Globally, a larger proportion 
of deaths were now in adults, as a result of the combination of 
decreasing under-5 mortality, decreasing global fertility, and 
the resultant increase in the mean and median age of most 
populations. Deaths in individuals in the economically and 
socially active ages can have a major effects on a society. In 
addition, as these authors point out, “[d]eaths in individuals 
aged younger than 60 years can be considered premature 
by any standard”. The standard measure of mortality in 
these groups is the adult mortality risk (45q15), the “prob-
ability that an individual who has just turned 15 years will die 
before reaching the age of 60 years, on the assumption that 
the age-specific mortality conditions of the year are constant 
throughout this individual’s life”. These authors compiled a 
database of 3 889 measurements of adult mortality for 187 
countries from 1970 to 2010 using a range of sources, including 
vital registration data, census and survey data for deaths in 
the household corrected for completeness, and sibling history 
data from surveys corrected for survival bias. They then used 
Gaussian process regression to generate yearly estimates of 
the 45q15 for men and women for every country. 

Although this study showed that adult mortality risk had 
declined in global terms between 1970 and 2010, there had 
been substantial increases in sub-Saharan Africa (because of 
the HIV epidemic) and in countries in or related to the former 
Soviet Union. 

The StatsSA report “Mortality and causes of death in South 
Africa, 2007: Findings from death notification” (P0309) was 
released in November 2009. The report noted that “The 

World Health Organization has indicated that countries 
need to know how many people are born and die each year 
– and the main causes of their deaths – in order to have well-
functioning health systems and that the only way to count 
everyone and to track all births and deaths is through civil 
registration”. Further, it claimed that “[c]oncerted efforts to 
improve the registration of vital events and the quality of data 
from civil registration system have resulted in a remarkable 
improvement of this system in the country”. Although replete 
with cautions about the accuracy of methods used to estimate 
this parameter, the report did show that the completeness of 
death registration had “generally improved moderately” from 
85% of male deaths and 75% of female deaths in 2003 to 
86% for male deaths and 79% for female deaths in 2007.

In order to allow for comparison of mortality between prov-
inces, age-sex standardised death rates were calculated, 
taking into consideration the population size of each province 
and the age and sex structure of the total population. The 
lowest standardised death rate in 2007 was observed in the 
Western Cape (8 deaths per 1 000 population) and the highest 
in Free State (17 deaths per 1 000 deaths). However, StatsSA 
cautioned against reading too much into these differences, as 
the rates had not been adjusted for differing levels of incom-
pleteness of death registration. Likewise, caution should be 
used when interpreting the distributions of deaths by age and 
by sex according to district municipalities, which were also 
reported for the first time. This report also provided rankings 
of death by recorded cause. However, these should also be 
approached with caution as 13.9% of all deaths were recorded 
under “symptoms, signs and abnormal clinical and labora-
tory findings, not elsewhere classified”. These ‘ill-defined’ 
causes or ‘garbage codes’ were excluded from the rankings. 
Despite these caveats, the district-level data are interesting. 
For example, “certain infectious and parasitic diseases” were 
the most common main group of causes of death recorded 
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Figure 5:  Trends in adult mortality per 1 000, globally and in South Africa, male and female, 1970-2010

source:  Lancet 375(1704-20).

Note:  Data and interactive graphs are available from http://www.healthmetric-
sandevaluation.org/resources/datasets/2010/mortality/results/adult/adult.
html

in all provinces and for most district municipalities apart from 
those in the Western Cape. Interestingly, “HIV disease” was 
among the ten leading underlying causes of death recorded in 
all provinces, except Limpopo despite the fact that many HIV-
related deaths are misclassified. The report showed that “[i]n 
the Western Cape, the most common main group of death 
for all district municipalities was diseases of the circulatory 
system, except in Central Karoo where the main cause was 
external causes of morbidity and mortality (non-natural causes 
of death)”. 

Overall, StatsSA concluded that “the number of deaths in 
2007 has declined in the country” and that this finding was 
supported by the “increasing median ages at death from 
2005”. These, and other findings, do suggest that mortality 
may have peaked, and be starting to decline.

Interesting insights could also be gleaned from high quality 
data collected in a single metropolitan area [Bull World Health 
Organ 88(444-451)]. Groenewald et al. based their analysis 
on 2001-2006 data from the City of Cape Town, which has a 
well established system for compiling cause-of-death statistics. 
The local authority “collates data from copies of death noti-
fications from the local offices of the Department of Home 
Affairs and collects data from local mortuaries”. Importantly, 
cause-of-death coding and identification of underlying cause is 

done by trained clerks using a short-list based on the ICD-10 
coding system. They reported that the “pattern of mortality in 
Cape Town reflects the quadruple burden of disease observed 
in the national cause-of-death profile, with AIDS, other infec-
tious diseases, injuries and non-communicable diseases all 
accounting for a significant proportion of deaths”. AIDS was 
found to have replaced homicide as the leading cause of death. 
Together, AIDS, homicide, tuberculosis and road traffic inju-
ries accounted for 44% of all premature deaths in the city. 
Data of this nature can be used to plan targeted interventions, 
but are not yet routinely available in every health district.
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Table 10:  Mortality indicators by province

EC FS GP KZN LP MP NC NW WC SA
Adult mortality (45q15 – probability of dying between 15-60 years of age per 100 population)
Burden of disease analysis
2000  38.6 42.6 39.3 48.7 39.9 47.5 34.2 42.0 30.8  42.9 a

2000 female 32.2 35.9 32.7 42.8 33.1 41.3 27.5 35.2 24.1  35.7 a

2000 male 45.0 49.3 46.0 54.6 46.7 53.8 40.9 48.8 37.5  49.4 a

ASSA2003 model
2004  - - - - - - - - -  54.0 b

2006 ASSA2003 58.5 63.7 54.5 71.1 46.9 65.1 44.4 58.5 36.4  56.3 c

2007 ASSA2003 59.8 64.4 54.7 71.5 47.5 65.1 45.6 59.5 37.2  56.9 c

2008 ASSA2003 60.7 64.6 54.5 71.5 47.7 64.7 46.9 60.1 38.0  57.1 c

2008 ASSA2003 female 55.8 60.2 51.0 67.2 42.8 60.7 42.7 55.5 34.4  53.0 c

2008 ASSA2003 male 65.5 69.1 58.0 75.7 52.7 68.7 51.0 64.7 41.7  61.3 c

IHME estimates
1970 female - - - - - - - - -  22.8 d

1970 male - - - - - - - - -  41.7 d

1990 female - - - - - - - - -  16.0 d

1990 male - - - - - - - - -  38.4 d

2010 female - - - - - - - - -  43.9 d

2010 male - - - - - - - - -  53.2 d

Crude death rate (deaths per 1 000 population)
2006 CS - - - - - - - - -  14.3 e

Life expectancy at birth
Burden of disease analysis
2000  56.2 55.1 58.0 51.6 57.1 53.1 60.5 55.9 63.4  55.2 a

2000 female 59.0 57.9 61.0 53.8 60.1 55.5 63.9 58.8 67.0  58.5 a

2000 male 53.3 52.4 55.1 49.4 54.3 50.7 57.2 53.1 59.8  52.4 a

ASSA2003 model
2006 ASSA2003 48.8 46.7 52.2 43.0 56.0 46.4 57.3 50.2 61.5  50.7 c

2008 ASSA2003 48.1 46.6 52.4 43.1 55.8 46.8 56.4 49.6 60.9  50.5 c

2008 ASSA2003 female 49.9 48.0 53.6 44.2 58.0 48.1 58.4 51.1 63.0  52.1 c

2008 ASSA2003 male 46.4 45.2 51.2 41.9 53.7 45.6 54.4 48.2 58.8  49.0 c

StatsSA
2001 female - - - - - - - - -  56.6 f

2001 male - - - - - - - - -  52.7 f

2003 female - - - - - - - - -  53.8 f

2003 male - - - - - - - - -  50.9 f

2005 female - - - - - - - - -  52.6 f

2005 male - - - - - - - - -  50.3 f

2007 female - - - - - - - - -  53.4 f

2007 male - - - - - - - - -  51.4 f

2009 female - - - - - - - - -  55.3 f

2009 male - - - - - - - - -  53.2 f

2010 female - - - - - - - - -  55.2 f

2010 male - - - - - - - - -  53.3 f

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a Burden of Disease Prov 2000.
b HIV Indicators 2004.
c ASSA 2003. Downloaded 2006-06-19.
d Lancet 375(1704-20). Data from source converted from value per 1 000 to 

percentage.
e StatsSA Community Survey 2007.
f StatsSA Mid-year Estimates. Updated from 2010 mid-year estimates.
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Figure 6:  Trends in cataract surgery rates per million unisured population, reported and adjusted values, national and 
selected provinces

source:  DoH personal communication and own calculations using StatsSA mid-year population estimates and GHS uninsured population.

Disability

Context Although not a particular MDG priority, differential rates of disability demonstrate the ongoing consequences of health care 
deficits seen in under-served areas and previously disadvantaged communities in South Africa.

New data sources Nationally:
• StatsSA General Household Survey 2009
• Cataract surgery data reported by the NDoH
• “Fetal alcohol syndrome among Grade 1 schoolchildren in Northern Cape Province: Prevalence and risk factors”, 

published in the SA Medical Journal in November 2008

Key issues and trends • Comparison of disability data over time are complicated by changes in the definitions of disability used in the StatsSA 
General Household Survey. As a result, the 2009 data cannot be compared with those from previous years.

• The NDoH cataract data demonstrate the problem with inappropriate choice of denominators. 

In the Community Survey 2007, StatsSA defined disability as a 
“physical or mental handicap which has lasted for six months or 
more, or is expected to last at least six months, which prevents 
the person from carrying out daily activities independently, or from 
participating fully in educational, economic or social activities”, 
as had been done in Census 2001. The disability question was 
split into three distinct questions: respondents were asked 
whether they had any kind of disability, the type of disability, 
and the intensity of the disability. By contrast, in the Census 
1996, respondents were asked to indicate whether or not 
there were any people in the household with serious visual, 
hearing, physical or mental disabilities in the household. What 

constituted a serious disability was not clearly defined, and 
the respondents’ perceptions were relied upon. No questions 
about communication and emotional disabilities were asked in 
1996. In the General Household Survey 2009, each person in 
the household was asked to rate his/her ability level for a range 
of activities, including seeing, hearing, walking a kilometre or 
climbing a flight of steps, remembering and concentrating, 
self-care and communicating in his/her most commonly used 
language, including sign language. Respondents who reported 
that they had some difficulty in two or more of the activities 
or a lot of difficulty/unable to do in any one activity were then 
ranked as disabled. The StatsSA GHS 2009 report makes the 
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implication clear: “Since this question is very different from 
the question asked in previous surveys, no comparison over 
time is possible”.

The NDoH has routinely reported the number of cataract 
surgery procedures performed per million uninsured popu-
lation. However, it is apparent that the NDoH has used 
the provincial population from the 2001 Census, with 80% 
assumed to be uninsured (public sector dependent), for 
every year since 2001. The reported figures have therefore 
not taken population growth or changes in medical schemes 
coverage into account. The differences at national level are 
shown in Figure 6, and the differences within some provinces 
were up to 550 surgeries per million population.

Foetal alcohol syndrome (FAS) has been described as “the 
severe end of a spectrum of deleterious effects caused by 
prenatal exposure to alcohol, including some or all of the 
following features: facial dysmorphism, prenatal and/or 
postnatal growth retardation, and neurological, cognitive 
and behavioural abnormalities” [SAMJ 98(877-82)]. FAS and 
partial FAS are “among the most common causes of learning 
disability worldwide, but especially high rates have been 
described in parts of South Africa”. This cross-sectional study, 
conducted among school going children in Grade 1 in the 
Northern Cape from 2001 to 2004, reported a prevalence of 
FAS/partial FAS of (119.4 per 1000 (95% CI: 93.2-149.9) in 
De Aar, and 74.7 per 1 000 (95% CI: 61.0-90.3) in Upington. 
Overall, 67.2 per 1 000 children (95% CI: 56.2-79.7) had full 
FAS features. Growth retardation was also common in this 
population. The FAS prevalence recorded in De Aar was the 
highest yet described in South Africa. 

Table 11:  Disability indicators by province

EC FS GP KZN LP MP NC NW WC SA
Cataract surgery rate (surgeries per million uninsured population)
1999 418 209 1 465 759 466 253 1 308 614 1 322  766 a

2000 355 526 823 546 579 436 1 618 778 1 019  639 a

2001 395 776 998 665 478 540 1 698 692 1 028  706 a

2002 417 648 937 597 848 653 1 396 659 1 138  739 a

2003 569 946 817 689 830 707 1 341 784 1 020  781 a

2004 520 1 315 1 035 773 939 710 955 755 980  851 a

2005 757 1 144 1 203 703 1 004 821 950 524 1 145  910 a

2006 1 043 1 090 1 254 833 894 800 876 662 1 311  999 a

2007 893 1 435 1 175 680 878 866 910 474 1 388  946 a

2008 958 1 213 1 523 902 947 941 419 559 1 373  1 083 a

2009 1 030 916 1 574 840 823 1 051 396 777 1 485  1 072 a

Prevalence of disability (%)
1996 7.3 9.8 6.2 6.0 6.0 7.6 5.6 8.3 3.7  6.5 b

1998 8.9 5.8 5.2 6.7 6.3 4.5 4.5 3.1 3.8  5.9 c

1998 female - - - - - - - - -  5.5 c

1998 male - - - - - - - - -  6.4 c

1998 rural 6.2 4.3 3.4 6.4 5.1 3.8 4.1 2.7 3.3  5.1 c

1998 urban 10.9 6.7 5.2 6.9 8.2 5.6 4.6 3.4 3.9  6.3 c

2001 5.8 6.8 3.8 5.0 5.1 5.8 5.7 5.8 4.1  5.0 d

2007 CS 5.1 4.9 2.9 4.3 3.7 3.7 5.4 4.3 3.4  4.0 e

2009 7.4 15.5 6.0 10.1 7.7 4.8 10.1 6.3 6.6  7.9 f

Prevalence of hearing disability (%)
1996 1.1 1.3 0.8 0.9 1.1 1.2 0.8 1.6 0.5  1.0 b

1998 - - - - - - - - -  1.0 c

2001 0.8 1.0 0.4 0.7 0.8 0.9 0.7 0.7 0.6  0.7 d

2007 CS - - - - - - - - -  0.4 e

Prevalence of mental illness (%)
1996 0.7 5.4 0.3 0.5 0.4 0.5 0.5 0.7 0.4  0.5 b

1998 - - - - - - - - -  1.1 g

2001 - - - - - - - - -  0.6 d

2007 CS - - - - - - - - -  0.3 e

Prevalence of physical disability (%)
1996 1.9 1.6 1.0 1.6 1.5 1.1 1.2 1.8 0.9  1.4 b

1998 - - - - - - - - -  2.0 h

2001 1.5 1.3 1.0 1.3 1.0 1.3 1.6 1.4 1.2  1.2 d

2007 CS - - - - - - - - -  1.6 e
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EC FS GP KZN LP MP NC NW WC SA
Prevalence of sight disability (%)
1996 2.6 5.2 2.9 2.2 2.3 3.6 2.3 3.4 3.8  2.7 c

1998 - - - - - - - - -  1.7 c

2001 1.3 2.2 1.0 1.2 1.3 1.6 1.5 1.7 0.8  1.3 d

2007 CS - - - - - - - - -  0.5 e

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a DoH. Uninsured population for the relevant year calculated from the most 
recent available data from StatsSA on mid-year population estimates and 
medical scheme coverage (General Household Surveys). Note that these rates 
will differ from those published in the NDoH annual reports, having used 80% 
of the 2001 Census population as the denominator, not the current best esti-
mate of the uninsured population for the relevant year. Data for 1999-2009 as 
received from A Croasdale in Sep 2010.

b Census 1996.
c CASE Disability Survey. National survey of nearly 10 000 households.
d Census 2001.
e Community Survey 2007.
f StatsSA GHS 2009. The question asks each person in the household to rate 

their ability level for a range of activities. These include: seeing, hearing, 
walking a kilometre or climbing a flight of steps, remembering and concen-
trating, self-care and communicating in his/her most commonly used language, 
including sign language. During the analysis individuals who said that they had 
some difficulty in two or more of the activities or a lot of difficulty/unable to 
do in any one activity were then ranked as disabled. Since this question is very 
different from the question asked in previous surveys, no comparison over 
time is possible.

g CASE Disability Survey. Disability type = Emotional.
h CASE Disability Survey. Disability type = Movement.

Table 12:  Disability indicators by ethnic group

African Coloured Indian White Other All
Prevalence of disability (%)
1996  7.5 3.6 4.1 3.3 4.4  6.5 a

1998  6.1 4.5 4.7  5.7 - 5.9 b

2001  5.2 4.2 3.7 4.5 - 5.0 c

2009 7.9 6.8 9.6 8.4 - 7.9 d

Prevalence of hearing disability (%)
1996  1.1 0.4 0.5 0.6 0.6 1.0 a

2001  0.7 0.5 0.4 0.8 - 0.7 c

Prevalence of mental illness (%)
1996  0.5 0.4 0.4 0.3 0.4  0.5 a

2001  - - - - - 0.6 c

Prevalence of physical disability (%)
1996  1.6 0.9 0.9 0.6 0.8 1.4 a

2001  1.2 1.3 1.1 1.3 - 1.2 c

Prevalence of sight disability (%)
1996  3.2 1.0 1.5 0.7 1.3 2.7 a

2001  1.4 0.8 0.8 0.7 - 1.3 c

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a Census 1996.
b CASE Disability Survey.
c Census 2001.
d StatsSA GHS 2009. The question asks each person in the household to rate 

their ability level for a range of activities. These include: seeing, hearing, 
walking a kilometre or climbing a flight of steps, remembering and concen-
trating, self-care and communicating in his/her most commonly used language, 
including sign language. During the analysis individuals who said that they had 
some difficulty in two or more of the activities or a lot of difficulty/unable to 
do in any one activity were then ranked as disabled. Since this question is very 
different from the question asked in previous surveys, no comparison over 
time is possible.
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Infectious disease

Context South Africa is said to face a quadruple burden of disease, due to the ravages of HIV and AIDS, other infectious diseases, 
injuries and non-communicable diseases. Although there are increasing amounts of data on HIV-related diseases and TB, 
data on other infectious diseases are not made publicly accessible in a timeous manner by NDoH, and notification data are 
beset by incompleteness and significant measurement artefacts.

New data sources Nationally:
• Data on syphilis prevalence from the annual Antenatal Survey 2008
• Surveillance data, surveillance bulletins and other reports issued by the National Institute for Communicable Diseases 

(NICD)
• Epidemiological Comments – quarterly publications for 2008 and 2009
• Statistical Notes – monthly publications for 2008 and 2009

Internationally:
• Neglected Tropical Diseases 2010

Key issues and trends • The increase in measles, cholera outbreak, H1N1 influenza and rabies have been some of the challenges during the 
past two years. However several other diseases also contribute substantially to morbidity from infectious diseases 
and improved surveillance and a thorough review of the DALYs due to these conditions would allow more focused 
interventions and resource allocation.

The StatsSA Cause of Death report 2007 showed that the top 
ranking main group of causes of death in 2007 was “certain 
infections and parasitic diseases”, responsible for 25.4% of all 
deaths. The second most common main group of causes of 
death was the unspecified category “symptoms and signs not 
elsewhere classified”, responsible for 13.9% of deaths, followed 
by “diseases of the respiratory system” (13.8%). Despite the 
importance of infectious diseases, an effective and appro-
priate information management system for Notifiable Medical 
Conditions has yet to be implemented. A new web-based 
surveillance system was established for the Soccer World 
Cup (www.nmc.gov.za), which currently includes limited data 
primarily from private sector submissions, but will hopefully 
facilitate more comprehensive data collection and reporting 
in future. The Epidemiological Comments and Statistical 
Notes publications do provide some interesting detailed data 
on selected infectious diseases and outbreaks.

There are other diseases which are not notifiable, but also 
cause a substantial morbidity burden in some parts of the 
country. Gray et al. note that schistosomiasis “is a major 
neglected tropical disease, with more than 200 million people 
infected and close to 800 million at risk. The disease burden is 
estimated to exceed 70 million disability-adjusted life-years.” 
[Lancet Infect Dis 2010;10(10)]. A survey conducted by the 
Africa Centre in 2007-8 found that 16.8% of primary school 
children were infected by S. haematobium and 9.5% were 
heavily infected. They found large geographic heterogeneity, 
and that living in areas with high piped water coverage was 
strongly protective.1 Mpumalanga DoH reported 306 cases of 
schistosomiasis in 2008, mostly from Ehlanzeni District, but 
there is no indication of how comprehensive the reporting 
system is or the population prevalence [Statistical Notes Jan 
2009]. The first WHO report on neglected tropical diseases 
noted that neurocysticercosis, resulting from Taenia solium 
infestation is the most frequent preventable cause of epilepsy 

1 http://www.africacentre.ac.za/ResearchActivities/understandingtheepiemiolo-
gyofSchistosomiasis/tabid/270/Default.aspx

in the developing world and has emerged as a public health 
problem. It has been estimated to cause 30-50% of acquired 
epilepsy in sub-Saharan Africa, with about 35 000 cases of 
epilepsy associated with neurocysticercosis in the Eastern 
Cape [Neglected Tropical Diseases 2010].

The most useful and timeous publicly accessible data on 
infectious diseases other than HIV and TB are provided by 
the periodic Communiqués issued by the National Institute 
for Communicable Diseases (NICD). The NICD operates a 
number of surveillance programmes. For example, NICD is 
accredited by the WHO to perform measles and rubella IgM 
testing for national case-based surveillance. NICD reported 
that there had been 17 354 laboratory-confirmed measles 
cases identified between January 2009 and August 2010 
[NICD surveillance]. Cases were reported in all nine prov-
inces, with the majority in Gauteng (30%), KwaZulu-Natal 
(24%) and Mpumalanga (11%). Children aged less than 1 
year accounted for 35% of cases, with 26% in those aged 
6 to 11 months. In October 2010 NICD felt that “[a]lthough 
the measles outbreak is ongoing, there is a trend towards 
decreasing numbers of new cases reported each week”. 

The NICD is a regional WHO reference laboratory for influ-
enza and is responsible for national influenza surveillance 
programmes (the viral watch surveillance programme, severe 
acute respiratory infections programme, respiratory morbidity 
data mining surveillance system and influenza-associated 
mortality surveillance programme). The NICD’s Enterovirus 
Isolation Unit serves as the national isolation laboratory for 
South Africa as well as six other Southern African countries 
(Angola, Botswana, Lesotho, Mozambique, Namibia and 
Swaziland). 

The NICD is also involved in monitoring the prevalent rota-
virus strains in different geographical areas of South Africa and 
trends in rotavirus disease following the introduction of rota-
virus vaccine into the Expanded Programme on Immunisation 
in August 2009. This involves active surveillance for rotavirus 
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infection at five sentinel hospitals in four provinces (Gauteng, 
Mpumalanga, North West and KwaZulu-Natal).

NICD reported that there had been 15 confirmed human 
rabies cases in South Africa during 2009 compared to 17 in 
2008 and 14 in 2007 [NICD surveillance]. Seven of these cases 
were linked to dog exposures but the source of exposure was 
not known or reported for the remaining 8 cases. 

Table 13:  Selected infectious diseases by province

EC FS GP KZN LP MP NC NW WC SA
Reported cases of cholera
1994 0 0 2 3 0 0 0 0 0  5 a

1995 0 0 1 1 0 0 0 0 0  2 a

1997 0 0 0 0 0 1 0 0 0  1 a

1998 1 0 3 6 0 20 0 2 0  32 a

1999 0 0 0 3 0 1 0 0 0  4 a

2000 0 1 0 10 161 0 0 0 4 0  10 166 a

2001 9 1 65 97 059 793 125 0 6 1  98 059 a

2002 2 352 0 24 13 536 465 4 0 12 1  16 394 a

2003 3 142 2 4 560 0 159 0 0 1  3 866 a

2004 - - - - - - - - -  2 780 a

2005 - - - - - - - - -  0 a

2008 - - - - - - - - -  4 343 a

2009 2 0 47 0 618 6 855 0 28 4  7 554 a

Reported cases of congenital syphilis
2000 - - - - - - - - -  275 a

2001 - - - - - - - - -  133 a

2002 - - - - - - - - -  28 a

2003 - - - - - - - - -  33 a

2004 - - - - - - - - -  9 a

2008 - - - - - - - - -  6 a

2009 - - - 2 - - - - -  2 a

Reported cases of measles
1985 - - - - - - - - - 17 884 a

1986 - - - - - - - - - 13 459 a

1987 - - - - - - - - - 22 559 a

1988 - - - - - - - - - 15 258 a

1989 - - - - - - - - - 18 268 a

1990 - - - - - - - - - 10 628 a

1991 - - - - - - - - - 4 777 a

1992 - - - - - - - - - 22 798 a

1993 - - - - - - - - - 12 887 a

1994 - - - - - - - - - 3 820 a

1995 - - - - - - - - - 6 833 a

1996 - - - - - - - - - 10 604 a

1997 - - - - - - - - - 1 422 a

1998 - - - - - - - - - 1 148 a

1999 - - - - - - - - - 694 a

2000 - - - - - - - - - 646 a

2001 - - - - - - - - - 8 a

2002 - - - - - - - - - 30 a

2003 - - - - - - - - -  251 a

2004 - - - - - - - - -  2 679 a

2005 - - - - - - - - -  2 334 a

2006 - - - - - - - - -  1 243 a

2007 - - - - - - - - -  2 188 a

2008 - - - - - - - - -  4 867 a

2009 314 198 4 359 2 215 282 218 87 563 447  8 683 a

2008 lab confirmed  7 1 12 5 1 3 2 5 4  40 b

2009 lab confirmed  80 164 4 109 421 220 131 62 455 215  5 857 b
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EC FS GP KZN LP MP NC NW WC SA
2010 lab confirmed (Jan-Oct) 1 302 653 1 470 3 786 286 1 816 329 737 1 756  12 135 b

Reported cases of rabies
2008 - - - - - - - - -  30 a

2009 7 0 0 4 2 2 0 0 0  15 a

2005 lab confirmed  - - - - - - - - -  7 c

2006 lab confirmed  4 0 0 4 22 0 0 1 0  31 c

2007 lab confirmed  5 0 0 8 1 0 0 0 0  14 c

2008 lab confirmed  7 0 0 5 3 1 0 0 0  16 c

2009 lab confirmed  8 0 0 4 1 2 0 0 0  15 c

Syphilis prevalence rate (%) (antenatal) – Antenatal Survey
1997 ANC survey - - - - - - - - -  11.2 d

1998 ANC survey 9.6 4.4 3.8 15.8 5.6 8.6 3.8 9.1 4.4  10.8 e

1999 ANC survey 4.4 15.8 9.6 3.8 8.6 9.7 3.8 5.6 4.4  7.3 e

2000 ANC survey 3.3 4.8 9.6 2.6 4.2 3.7 5.1 3.6 5.2  4.9 e

2001 ANC survey 3.3 2.0 2.7 1.3 4.9 2.0 6.2 4.0 2.9  2.8 f

2002 ANC survey 3.1 5.0 6.0 1.5 1.9 2.5 5.2 3.2 2.0  3.2 g

2003 ANC survey 3.8 3.8 2.1 1.4 1.7 1.8 8.6 2.0 5.5  2.7 h

2004 ANC survey 2.4 3.8 0.9 0.8 0.9 1.3 7.0 2.1 1.6  1.6 i

2005 ANC survey 2.5 3.0 4.3 1.2 1.1 2.9 8.5 1.9  4.0  2.7 j

2006 ANC survey 2.6 2.5 2.3 1.0 0.6 1.1 6.9 1.8 1.9  1.8 k

2007 ANC survey 2.6 2.2 5.6 0.6 1.2 1.4 5.6 2.7 5.7  2.8 l

2008 ANC survey 1.9 2.3 2.7 0.6 0.4 0.7 6.8 1.5 3.8  1.9 m

Syphilis prevalence rate (%) (antenatal) – DHIS
2006 DHIS 12.9 4.2 4.0 4.9 2.2 3.3 6.7 11.9 8.5  4.6 n

2007 DHIS 6.2 3.8 3.3 5.2 2.2 2.5 5.2 5.6 6.3  4.2 o

2008 DHIS 4.5 4.1 2.1 3.2 1.7 3.1 4.9 5.0 5.4  3.3 o

2009 DHIS 3.7 5.4 2.4 2.8 2.2 2.6 4.1 3.8 3.8  3.0 o

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a DoH Notification System. Various communications and updates including Sta-
tistical Notes Nov 2009 and Epi Comments Jul-Sep 2009.

b NICD surveillance. Surveillance Bulletin Mar 2010 and direct communication 
with NICD. NICD Laboratory confirmed cases.

 Data for Jan-Dec 2008, Jan-Dec 2009 and Jan-Oct 2010.
c DoH Notification System. Epi Comments Apr-Jun 2009. Quoting NICD. NICD 

Laboratory confirmed cases.
d Antenatal Survey 2008.
e DoH Notification System. Data from annual antenatal surveys. Data updated 

by DoH 2002 due to errors in previously published figures.
f Antenatal Survey 2001. Data from annual antenatal surveys. Data updated by 

DoH 2002 due to errors in previously published figures.
g Antenatal Survey 2002.
h Antenatal Survey 2003.
i Antenatal Survey 2004.
j Antenatal Survey 2005.
k Antenatal Survey 2006.
l Antenatal Survey 2007.
m Antenatal Survey 2008.
n DHIS. Data extracted July 2007.
o DHIS. Data extracted June 2010. Data for financial (not calendar) years.
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source:  World Malaria Report 2009.

Figure 7:  Population at risk of malaria in selected countries, 
2008

Malaria

Context While significant progress has been achieved in reducing mortality from malaria, with the introduction of artemesinin-
combination therapy, indoor residual spraying with DDT and other vector control measures, malaria remains a public health 
issue in three affected provinces, with imported cases likely to be seen in health facilities in all provinces.

New data sources Nationally:
• NDoH malaria surveillance
• “The burden of imported malaria in Gauteng Province”, published in the SA Medical Journal in May 2010.
• StatsSA Causes of Death 2007

Internationally:
• The World Malaria Report 2009

Key issues and trends • A previous edition of the SAHR drew attention to the difference in malaria mortality figures from the NDoH Notifiable 
Medical Conditions system and from death certificates and this persists although the gap has diminished. A prospective 
survey of malaria cases in Gauteng hospitals in 2005-6 showed an incidence higher than previously reported. Disease 
severity in imported cases was increased by delays in treatment and by the lack of partial immunity in those affected.

The 2007 SAHR [SAHR 2007 Ch 15] noted an apparent 
mismatch between malaria deaths recorded in the Notifiable 
Medical Conditions system and those reported by StatsSA in 
their causes of death reports based on vital registration. In 
particular, the existence of deaths recorded on death notifica-
tion forms as due to malaria in provinces other than KZN, 
MP and LP was noted. Marked differences were also noted 
in the figures for LP from these two sources. Until 2007, the 
NDoH’s Notifiable Medical Conditions recording system only 
shows malaria cases and deaths in the three affected prov-
inces. More recent data cover all provinces and in fact show 
higher incidence in Gauteng and North West than in KZN. 
A prospective survey of malaria cases diagnosed in Gauteng 
hospitals was conducted between December 2005 and 
November 2006 [SAMJ 100(300-3)]. A total of 1 701 cases 
were identified and reported to hospital infection control 
officers, of which 1 548 (91%) were in public sector hospitals. 
The median age of patients was 27 years and most (68%) were 
male. Most cases (84%) were presumed, from travel histories, 
to have been acquired in Mozambique. The majority of cases 
occurred in the summer months, peaking in January. Those 
who were South African-born (and therefore lacked partial 
immunity) and those who experienced more than 48 hours’ 
delay before diagnosis or treatment were more likely to have 
severe disease. Importantly, while the authors concluded that 
the “incidence of malaria in Gauteng was higher than previ-
ously reported to the National Department of Health”, they 
also noted that “the cases included in the study were still an 
underestimate of disease incidence in the province”. During 
the same period, the number of laboratory-confirmed cases 
identified in the province was almost three times that counted 
in the survey. 

South Africa’s progress in malaria control was acknowledged 
in the World Malaria Report 2009, which noted that reduc-
tions of more than 50% in the numbers of reported malaria 
cases and deaths were observed in only five low-transmission 
African countries, including South Africa. The other countries 
to achieve this were Botswana, Cape Verde, Namibia and 
Swaziland. South Africa adopted artemesinin-combination 

therapy (ACTs) for first-line treatment of malaria in 2001, 
whereas this change was made in 2005 in Botswana, Namibia 
and Swaziland. South Africa had also improved mosquito 
control measures, including indoor residual spraying with 
DDT. However as Figure 7 shows, the scale of the public 
health challenge in South Africa is quite different, with a 
far lower proportion of the population at risk of malaria, 
compared with neighbouring countries that have achieved 
similar reductions in malaria morbidity and mortality [World 
Malaria Report 2009].
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Table 14:  Malaria indicators by province

EC FS GP KZN LP MP NC NW WC SA
Case fatality rate: malaria
2004  - - - 0.5 1.0 0.4 - - -  0.7 a

2005  - - - 1.4 0.9 0.5 - - -  0.8 a

2006  - - - 0.9 0.9 0.5 - - -  0.7 a

2007 - - - 0.9 1.1 0.8 - - -  1.0 a

2008 - - - 0.5 0.7 0.5 - 0.7 -  0.6 a

2009 - - - 0.9 1.1 0.6 - 2.3 -  0.8 a

2010 - - 0.9 0.7 0.7 1.3 - 2.7 -  0.9 a

Reported cases of malaria
2004  - - - 4 417 4 899 4 064 - - -  13 399 a

2005  - - - 1 220 3 458 3 077 - - -  7 755 a

2006  - - - 1 236 6 369 4 558 - - -  12 163 a

2007 - - - 557 2 742 2 052 - - -  5 351 a

2008 - - - 582 4 392 1 655 - 135 -  6 764 a

2009 0 6 511 428 3 154 1 914 6 86 7  6 112 a

2010 - - 457 304 2 943 1 557 - 111 -  5 372 a

Reported cases of malaria (per 100 000)
2004  - - - 45.7 88.7 120.5 - - -  28.8 a

2005  - - - 12.6 61.4 95.6 - - -  16.5 a

2006  - - - 12.7 112.3 140.1 - - -  25.7 a

2007 - - - 5.4 52.1 58.2 - - -  11.1 a

2008 - - - 5.6 82.6 46.6 - 4.3 -  13.8 a

2009 - 0.2 4.7 4.1 58.6 53.4 0.6 2.7 0.1  12.4 a

2010 - - 4.1 2.9 54.1 43.0 - 3.5 -  10.8 a

Reported deaths from malaria 
Malaria surveillance system 
2004  - - - 22 50 17 - - -  89 a

2005  - - - 17 31 16 - - -  64 a

2006  - - - 11 57 21 - - -  89 a

2007  - - - 5 29 17 - - -  51 a

2008  - - - 3 31 8 - 1 -  43 a

2009  - - - 4 34 11 - 2 -  51 a

2010  - - 4 2 19 20 - 3 -  48 a

Vital registration
2004 80 10 133 60 312 127 4 20 3 756 b

2005 28 14 133 54 295 81 2 23 6 644 b

2006 20 6 125 41 182 82 2 20 4  496 b

2007 4 10 74 33 59 58 4 21 8  278 b

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a DoH Malaria Statistics. Incidence calculated using StatsSA mid-year population 
estimates for the relevant year.

 Note that that SA value may include any other provinces for which details are 
not given.

 Data for 2010 up to October 2010.
b StatsSA Causes of death 2004, 2005, 2006 and 2007. Calculated from StatsSA 

Causes of death database and on-line database using ICD-10 codes B50-B54 
for underlying cause of death. No adjustment made for under-reporting of 
death registration. SA total includes a few deaths that took place outside of the 
country.
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Tuberculosis 

Context The South African MDG report 2010 noted that attainment of the goals in terms of incidence of tuberculosis, prevalence of 
tuberculosis and death rates associated with tuberculosis per 100 000 population by 2015 was “unlikely”. Only the target for 
the proportion of tuberculosis cases detected and cured under directly-observed treatment (short course) was considered 
“possible”.

New data sources Nationally:
• NDoH Electronic Tuberculosis Register (ETR) data
• Numerous articles in journals about the scale of the challenge in South Africa, and specifically about the emergence of 

multi-drug resistant (MDR) and extensively-resistant (XDR) TB 

Internationally:
• Global TB Report 2009 and update to this report
• MDR and XDR-TB 2010 Global Report 
• TB Impact Measurement: Policy and recommendations for how to assess the epidemiological burden of TB and the 

impact of TB control

Key issues and trends • There are now excellent international resources available to help fine-tune the methods for accurate reporting of TB 
statistics.

• The number of reported TB cases includes only those who are diagnosed and recorded in the notification (ETR) data. 
The difference between incidence (estimated) and reported cases per 100 000 thus reflects the various causes of non-
registration or identification of cases.

• There are promising trends in some TB control indicators, but there are considerable differences in performance at 
provincial level.

In 2009, WHO published Stop TB Policy Paper No. 2 enti-
tled “TB impact measurement: Policy and recommendations 
for how to assess the epidemiological burden of TB and the 
impact of TB control”. Figure 8 provides a useful reminder 
of why the number of reported cases represent only a small 
part of the actual true burden of the disease. Estimates of TB 
incidence take into account all of the “layers on the onion”, 
including all types of missed cases. Reducing the number of 
missed cases requires a range of interventions.

One of the papers in the Lancet “Health in South Africa” 
series, published in August 2009, highlighted the “urgent need 
to escalate the public health response” to HIV and tubercu-
losis [Lancet Health in SA3]. In this paper Abdool Karim et al. 
traced the history of these linked epidemics, together with 
major events that had occurred in relation to them from 1989 
to 2007 (Figure 9).

A previous edition of the SAHR drew attention to the anomaly 
of increasing DOTS coverage in South Africa, associated with 
little detectable change in TB cure rates [SAHR 2007 Ch 15]. A 
study reported in the Bulletin of the WHO in May 2010 posed 
a different question: whether differences in national trends in 
tuberculosis incidence were attributable to the variable success 
of control programmes or to biological, social and economic 
factors, based on data from 134 countries [Bull World Health 
Organ 87(683-691)]. The authors concluded that, “[a]lthough 
TB control programmes have averted millions of deaths, their 
effects on transmission and incidence rates are not yet widely 
detectable”. In a Lancet series article published at the same 
time, Lönnroth et al. concluded that progress towards TB 
control would require “invigorated actions in four broad areas: 
continued scale-up of early diagnosis and proper treatment 
for all forms of tuberculosis in line with the Stop TB Strategy; 
development and enforcement of bold health-system policies; 
establishment of links with the broader development agenda; 

and promotion and intensification of research towards inno-
vations”. They also provided data from a survey of control 
policies and health systems, as reported by the managers of 
the national tuberculosis programmes (NTPs) in the 22 high-
burden countries (including South Africa), and demonstrated 
that trends in incidence in sub-Saharan African countries were 
strongly correlated with trends in HIV prevalence, while NTP 
performance indicators in these countries had improved only 
marginally since 2003 [Lancet 375(1814-1829)].

The WHO report “Global tuberculosis control 2009: epide-
miology, strategy, financing” [Global TB Control 2009] and 
an update [Global TB 2009 update] showed that, of the 9.27 
million incident cases of TB estimated to have occurred 
globally in 2007, 0.46 million were estimated to have occurred 
in South Africa. Only 4 countries contributed more incident 
cases: India (2.0 million), China (1.3 million), Indonesia (0.53 
million) and Nigeria (0.46 million). The link between HIV and 
TB is clearly demonstrated in Figure 10, showing data from 
the 15 countries with the highest estimated TB incidence 
rates per capita (including all forms of TB).

The WHO Report also provided updated estimates of the 
numbers of HIV-positive TB cases and deaths. It was estimated 
that, in 2007, there were 1.37 million incident cases of HIV-
positive TB (14.8% of total incident cases) and 456 000 deaths 
from TB among HIV-positive people (equivalent to 26% of 
deaths from TB in HIV-positive and HIV-negative people, and 
23% of an estimated two million HIV-related deaths), figures 
that were approximately double those published in previous 
reports. These estimates were based on increasing numbers 
of countries where direct measurements of the prevalence of 
HIV in TB patients were available, mostly from provider-initi-
ated HIV testing of TB patients. Put another way, data from 
direct measurements provided strong evidence that the rela-
tive risk of developing TB in HIV-positive people as compared 
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source:  TB Impact Measurement.

Figure 8:  The onion model – a framework for assessing the fraction of TB cases accounted for in TB notification data

source:  Lancet Health in SA3.

Notes:  ANC=African National Congress. ART=antiretroviral therapy. DOTS=directly observed treatment, short course. MDR=multidrugresistant. 
NACOSA=National AIDS Convention of South Africa. SANAC=South African National AIDS Council. XDR=extensively drug-resistant.

Figure 9:  Historical overview of major events in the HIV and TB epidemics in South Africa, 1989-2007
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source:  Global TB Report 2009.

Figure 10:  Fifteen countries with the highest estimated TB 
incidence rates per capita and HIV-co-infection, 
2007

with HIV-negative people (the incidence rate ratio, or IRR) 
was higher than previously estimated, at 20.6 (95% CI: 15.4-
27.5) in 2007 in countries with generalised HIV epidemics. 
Previously this IRR was estimated at six. However, the impact 
of increasing access to antiretroviral therapy (ART) on this 
risk will need to monitored. The immense toll of TB among 
HIV-positive individuals in South Africa was elegantly demon-
strated by Cohen et al. [PLoS Med 2010;7(6)], who studied 
a representative sample of 240 adult inpatients (aged 20-45 
years) dying after admission to Edendale Hospital between 
October 2008 and August 2009. Of this cohort, 94% were 
HIV-positive and 50% had culture-positive TB at the time 
of death. However, only 50% were on treatment for TB at 
the time of death and 58% of those treated remained culture 
positive at the time of death. The criteria for MDR-TB were 
met in 17% of all positive cultures. Critically, 16% of patients 
dying during the initiation phase of their first ever course of 
tuberculosis treatment were infected with MDR strains. 

A prospective study conducted among patients starting ART 
in Durban showed that 20% were already receiving tubercu-
losis treatment, and yet 19% of the remainder had positive 
sputum cultures for M. tuberculosis [Clin Infect Dis 51(7):823-
9]. However, neither screening for cough nor AFB smear were 
adequately sensitive to identify patients co-infected with TB. 
Of those who tested positive by sputum culture, only 9% had 
a positive AFB smear and 52% reported cough. The authors 
recommended that “[t]uberculosis sputum cultures should be 
performed before ART initiation, regardless of symptoms, in 
areas with a high prevalence of HIV”.

Global attention has been focused on the emergence of multi-
drug resistant (MDR) and extensively-resistant (XDR) TB. 
MDR-TB is caused by mycobacteria that are resistant to the 
first-line agents isoniazid and rifampicin. XDR-TB is caused by 
bacteria that are resistant to isoniazid and rifampicin, as well 
as any fluoroquinolone and any of the second-line injectable 
antituberculosis agents (amikacin, kanamycin or capreomycin). 
The WHO report “Multidrug and extensively drug-resistant 
TB (M/XDR-TB): 2010 global report on surveillance and 
response” [MDR TB 2010], stated that an estimated 390 000 
to 510 000 cases of MDR-TB can been detected worldwide 
in 2008, and that, of all incident TB cases globally, 3.6% (95% 
CI: 3.0-4.4) were estimated to have MDR-TB. South Africa 
was included in the 27 high MDR-TB burden countries with 
at least 4 000 MDR-TB cases arising annually and/or at least 
10% of newly registered TB cases with MDR-TB. The others 
included in this group were Armenia, Azerbaijan, Bangladesh, 
Belarus, Bulgaria, China, Democratic Republic of the Congo, 
Estonia, Ethiopia, Georgia, India, Indonesia, Kazakhstan, 
Kyrgyzstan, Latvia, Lithuania, Myanmar, Nigeria, Pakistan, 
Philippines, Republic of Moldova, Russian Federation, 
Tajikistan, Ukraine, Uzbekistan and Viet Nam. On a more 

positive note, the WHO report noted that South Africa was 
among the high-burden countries with “surveillance systems 
in place that with additional efforts could soon provide high-
quality nationwide drug resistance data”. Although apparently 
based on data from 2002, the report stated that 1.8% (95% 
CI:1.5-2.3) of new TB cases in South Africa were MDR and 
that 6.7% (95% CI: 5.5-8.1) of previously treated TB cases 
were MDR. Based on 2008 data, it was reported that 9.6% of 
all cases for which drug sensitivity testing data in South Africa 
were available were MDR, with 20.2% being INH-resistant. 
Of those cases tested for second-line drug resistance, 10.5% 
met the definition of XDR-TB. Hassim et al. found 20.6% 
of culture-positive cases were MDR and 3.7% were XDR, 
and suggested that the proportion of patients with MDR and 
XDR TB is higher than previously reported [Clin Infect Dis 
50(7):1053-9].

The NSDA included a number of TB-related goals, for which 
the following indicators were listed:

Increasing the TB cure rate from 64% in 2009 to 85% in 
2014/15

➢
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Reducing the new smear-positive PTB defaulter rate from 
7% to less than 5% over the same time period

Increasing the percentage of HIV-TB co-infected patients 
on ART to 52.6% (without stating a baseline).

The extent to which these pose a major challenge can be 
gleaned from the composite figure below, which shows the 
trends in various standard indictors per province over time. 
While national trends may look promising, considerable differ-
ences in performance at provincial levels can be seen.

Table 15:  TB programme management and other indicators

➢

➢

Case 
detection 

rate: 
new Sm+ 
(DOTS)

Case 
detection 

rate: 
new Sm+ 

(whole 
country)

DOTS 
population 
coverage 

(%)

DOTS 
treatment 
success, 

(%)

HIV 
prevalence 

in TB 
incident 
cases

Incidence 
of TB (PTB 
new Sm+) 
(per 100 

000)

Incidence 
of TB (all 

types) (per 
100 000)

Prevalence 
(%) of 

multidrug 
resistance 
among new 
TB cases

Tuberculosis 
prevalence 

rate per 
100 000 

population

1990  8.1  133  301  769

1991  12.3  132  301  726

1992  18.1  131  302  676

1993  25.6  129  305  620

1994  34.1  128  309  562

1995  43  42.9  129  317  502

1996  75  0.0  69  50.9  133  332  480

1997  7  89  13.0  73  57.4  141  360  466

1998  23  95  22.0  74  62.4  158  406  465

1999  66  88  66.0  60  65.9  184  479  426

2000  63  76  77.0  66  68.4  220  576  515

2001  60  70  77.0  65  70.0  260  683  581

2002  71  72  98.0  68  71.2  295  780  586

2003  77  77  99.5  67  71.9  322  852  649

2004  75  78  93.0  70  72.4  339  898
 1.8 (a) 
6.7 (b)

 676

2005  72  75  94.0  71  72.7  349  925  707

2006  77  77  100.0  74  72.8  355  940  690

2007  78  78  100.0  72.9  358  948  2.8 (c)  692

2008  9.6 (d)

Footnotes a a a a a a a a, b, c, d a, e

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a Global TB database. Downloaded 2010-09-15.
b Global TB database. MDR-TB among previously treated TB cases (%).
c Global TB 2009 update. Estimated % of all TB cases with MDR TB.
d MDR TB 2010. Percentage of cases with DST results that were MDR (does 

not match standard definition exactly as data not reported for new and existing 
cases separately).

e Global TB database. Estimate for 2007 appears to have been revised substan-
tially compared to previous years. Downloaded 2010-09-15.
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Sources:  DoH TB, Global TB database, StatsSA Causes of death 2003-2007.

Figure 11: Overview of TB indicator trends by province, 1998-2009
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Table 16:  TB death rates, estimated and crude

EC FS GP KZN LP MP NC NW WC SA
Tuberculosis death rate per 100 000 (Global TB estimates for SA)
1990 GlobalTB - - - - - - - - -  78 a

1991 GlobalTB - - - - - - - - -  78 a

1992 GlobalTB - - - - - - - - -  82 a

1993 GlobalTB - - - - - - - - -  112 a

1994 GlobalTB - - - - - - - - -  114 a

1995 GlobalTB - - - - - - - - -  116 a

1996 GlobalTB - - - - - - - - -  126 a

1997 GlobalTB - - - - - - - - -  133 a

1998 GlobalTB - - - - - - - - -  144 a

1999 GlobalTB - - - - - - - - -  129 a

2000 GlobalTB - - - - - - - - -  183 a

2001 GlobalTB - - - - - - - - -  213 a

2002 GlobalTB - - - - - - - - -  194 a

2003 GlobalTB - - - - - - - - -  227 a

2004 GlobalTB - - - - - - - - -  233 a

2005 GlobalTB - - - - - - - - -  249 a

2006 GlobalTB - - - - - - - - -  232 a

2007 GlobalTB - - - - - - - - -  230 a

Tuberculosis death rate per 100 000 (Vital registration crude estimates)
2003 vital registration 154 195 117 219 69 158 167 159 94  148 b

2004 vital registration 167 193 119 226 73 168 177 156 87  152 c

2005 vital registration 176 200 118 236 78 184 186 162 84  158 d

2006 vital registration 187 223 107 236 95 185 146 180 78  160 e

2007 vital registration 178 212 107 233 96 191 146 165 88  158 f

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a Global TB database. Downloaded 2010-09-15.
b StatsSA Causes of death 2003. Calculated from 67 711 deaths due to TB 

(ICD10 A15-A19) and StatsSA mid-year population estimates for the relevant 
year. No adjustment has been made for under-reporting or ill-defined causes 
of death notification. The rate for South Africa includes deaths that are not 
allocated to a specific province and will therefore be higher than the average 
provincial value. Based on the recorded province of death.

c StatsSA Causes of death 2004. Calculated from 70 355 deaths due to TB.
d StatsSA Causes of death 2005. Calculated from 73 903 deaths due to TB. 
e StatsSA Causes of death 2006. Calculated from 76 402 deaths due to TB.
f StatsSA Causes of death 2007. Calculated from 76 080 deaths due to TB.

Table 17:  TB case finding indicators by province

EC FS GP KZN LP MP NC NW WC SA
Bacteriological coverage rate
2006 82 89 92 79 78 72 86 77 95  -

2008 81 83 87 80 75 73 87 76 95  82

2009 80 83 81 74 77 69 86 70 95  79

Proportion of extra-pulmonary TB
2002 12 16 23 16 13 10 7 14 11  15

2003 17 17 24 15 12 13 8 15 12  16

2004 14 19 23 17 15 13 6 14 12  16

2005 15 17 23 14 16 10 8 13 12  15

2006 15 19 26 16 18 10 8 14 12  16

2007 12 18 23 15 18 10 8 13 11  15

2008 9 16 16 15 13 9 5 11 10  13

2009 10 17 17 15 15 9 8 11 10  13

Reported cases of TB (PTB new Sm+) (per 100 000)
2002 228.1 274.3 188.9 203.4 91.9 130.0 339.4 260.3 430.1  218.7

2003 263.7 288.8 185.6 332.2 105.8 138.0 413.6 267.4 372.3  250.6

2004 225.4 283.7 214.3 258.3 113.4 108.7 387.7 269.4 391.8  235.5

2005 255.5 322.0 233.8 299.8 121.6 172.4 395.4 350.9 399.2  267.5

2006 285.2 322.5 223.9 337.6 133.6 222.3 394.2 325.5 369.3  277.8

2007 339.7 314.5 187.9 372.7 143.1 256.3 340.1 298.2 343.4  283.4
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EC FS GP KZN LP MP NC NW WC SA
2008 377.5 332.7 184.1 316.7 179.6 299.0 373.7 340.1 321.9  283.8

2009 369.0 340.9 195.1 300.0 176.1 312.6 374.4 354.0 305.9  281.6

Reported cases of TB (PTB)
2002 41 554 11 630 23 346 43 055 7 265 5 893 4 918 15 082 29 840  182 583

2003 31 758 13 963 26 862 65 111 8 590 6 711 6 135 17 007 39 017  215 154

2004 31 631 15 323 29 663 58 216 10 084 6 508 6 614 18 083 39 597  215 719

2005 38 319 17 423 33 866 73 735 11 236 9 712 7 053 23 689 42 571  257 604

2006 42 582 19 058 34 290 88 271 14 118 13 496 7 951 24 519 43 155  287 440

2007 47 795 19 941 33 986 93 204 15 569 17 858 8 721 21 695 43 133  301 902

2008 57 517 21 013 40 134 98 876 19 146 20 777 9 978 24 259 44 545  336 245

2009 57 017 20 273 42 424 102 464 19 230 25 032 9 646 28 042 44 175  348 303

Reported cases of TB (all types)
2002 48 130 14 221 30 515 52 016 10 098 6 536 5 642 17 612 39 650  224 420

2003 38 430 16 733 35 161 76 838 9 797 7 732 6 652 19 918 44 161  255 422

2004 36 771 18 943 38 559 69 912 11 832 7 447 7 047 20 986 45 165  256 662

2005 44 909 20 915 43 990 85 507 13 366 10 746 7 633 27 208 48 193  302 467

2006 49 766 23 374 46 093 104 705 17 301 15 035 8 631 28 421 48 989  342 315

2007 54 343 24 267 43 946 109 556 18 910 19 857 9 461 24 867 48 672  353 879

2008 63 533 25 621 48 659 118 062 22 189 22 604 10 567 27 378 50 169  388 782

2009 63 807 24 940 51 660 122 642 22 836 27 511 10 503 31 682 50 118  405 699

Reported cases of TB (all types) (per 100 000)
2002 674.8 497.4 376.4 564.7 172.8 207.1 635.1 481.2 919.1  496.8

2003 590.9 611.1 373.4 782.2 181.0 238.1 812.4 525.3 931.5  550.1

2004 518.7 642.0 435.8 723.3 214.7 229.5 783.6 551.2 988.1  550.9

2005 637.9 708.3 487.8 885.9 237.2 333.6 846.0 711.5 1 037.2  645.0

2006 705.0 789.2 500.7 1 075.8 305.2 463.3 949.9 737.9 1 030.7  722.4

2007 786.9 818.3 453.6 1 094.0 350.0 561.5 858.4 732.6 1 005.7  739.6

2008 947.8 913.6 450.6 1 130.6 417.2 635.7 966.1 869.1 994.6  794.9

2009 948.2 885.9 469.9 1 162.6 424.6 767.1 956.0 997.0 976.0  820.2

Reported cases of TB (new Sm+)
2002 16 266 7 841 15 315 18 737 5 369 4 102 3 024 9 593 18 553  98 800

2003 17 149 7 907 17 471 32 431 5 725 4 479 3 387 10 138 17 650  116 337

2004 15 978 8 370 18 965 24 970 6 248 3 527 3 487 10 257 17 907  109 709

2005 17 984 9 508 21 086 28 938 6 854 5 554 3 567 13 419 18 550  125 460

2006 20 135 9 553 20 609 32 855 7 574 7 216 3 582 12 539 17 555  131 618

2007 23 459 9 327 18 208 37 323 7 734 9 065 3 749 10 120 16 619  135 604

2008 25 304 9 329 19 882 33 071 9 551 10 631 4 088 10 713 16 234  138 803

2009 24 827 9 597 21 447 31 652 9 470 11 210 4 113 11 249 15 709  139 274

Retreatment ratio
2002 26 22 14 13 6 12 24 15 31  20

2003 29 22 15 16 11 10 25 16 31  21

2004 30 22 15 18 13 11 26 17 30  22

2005 32 23 17 20 14 10 28 18 32  23

2006 31 23 17 21 15 13 30 19 33  24

2007 28 22 16 19 14 13 28 21 34  22

2008 27 19 13 14 12 11 25 20 30  19

2009 24 17 9 13 10 11 20 18 27  17

Smear positivity (percentage of new PTB cases which are Sm+)
2002 39 67 66 44 74 70 61 64 62  54

2003 54 57 65 50 67 67 55 60 45  54

2004 51 55 64 43 62 54 53 57 45  51

2005 47 55 62 39 61 57 51 57 44  49

2006 47 50 60 37 54 54 45 51 41  46

2007 49 47 54 40 50 51 43 47 39  45

2008 44 44 50 33 50 51 41 44 36  41

2009 44 47 51 31 49 45 43 40 36  40

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

source: DoH TB.
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Table 18:  TB case holding indicators by province

EC FS GP KZN LP MP NC NW WC SA
Cure rate (new Sm+ cases)
2001 47.0 64.1 58.2 36.5 46.7 53.1 58.7 50.4 65.3  53.7

2002 50.9 67.7 57.4 36.4 52.2 53.0 62.6 53.3 68.2  54.1

2003 50.7 64.8 61.3 44.0 53.6 43.7 64.6 59.8 71.9  56.7

2004 40.8 67.2 62.6 34.8 69.5 32.0 38.3 56.6 70.1  50.8

2005 53.7 67.5 66.7 45.2 60.8 51.8 50.1 57.6 71.9  57.6

2006 59.6 68.7 74.4 52.9 60.4 56.1 69.7 59.0 77.3  62.9

2007 62.0 71.3 75.6 55.4 62.2 60.4 62.8 54.1 77.7  64.0

2008 60.9 70.9 78.7 62.9 66.7 64.5 65.6 58.3 79.4  67.5

Interruption (defaulter) rate (new Sm+ cases)
2001 12.8 8.9 12.9 12.1 10.2 12.9 15.9 7.9 12.2  12.0

2002 14.5 7.2 12.0 16.6 7.0 14.0 13.7 11.4 12.7  12.9

2003 12.3 7.0 9.7 18.3 8.1 12.2 11.5 9.2 11.9  12.4

2004 10.8 5.9 8.2 13.1 3.6 11.0 14.5 7.9 11.9  10.3

2005 9.0 5.9 6.9 14.7 7.4 10.8 13.1 9.5 11.1  10.4

2006 7.5 5.0 5.9 12.3 8.2 11.3 6.8 9.8 9.7  9.1

2007 7.4 4.9 6.3 10.1 7.4 8.9 10.1 10.9 9.2  8.5

2008 7.5 4.7 5.9 8.3 7.9 8.2 5.8 9.3 8.2  7.5

Smear conversion rate (new Sm+ cases)
2004 37.3 58.5 57.8 38.7 43.2 34.2 31.8 48.4 58.0  46.6

2005 41.8 61.1 62.2 40.4 62.0 35.6 40.5 47.7 60.7  50.5

2006 49.9 67.2 69.2 48.4 54.3 44.4 48.3 48.1 66.9  55.8

2007 58.9 71.8 75.1 52.0 56.4 57.8 50.3 49.2 71.1  60.4

2008 58.1 73.2 77.0 57.3 58.5 59.0 55.5 48.7 70.6  62.5

2009 61.2 72.9 78.6 61.1 63.0 69.5 66.8 53.3 74.9  66.5

Successful completion rate (new Sm+)
2001 60.3 69.3 68.0 58.8 66.4 68.0 64.7 59.0 70.9  65.4

2002 68.3 72.7 67.0 63.3 61.1 62.4 68.8 69.3 75.3  68.1

2003 70.5 75.3 69.9 61.0 72.6 67.3 72.7 73.1 79.3  70.0

2004 63.4 76.7 67.8 55.1 77.2 49.6 65.8 69.2 78.9  65.5

2005 72.9 76.9 71.7 64.2 70.0 65.7 71.4 70.0 79.7  70.8

2006 75.3 76.5 77.9 69.3 69.4 66.0 80.9 69.1 82.0  73.8

2007 74.8 77.4 78.4 70.7 71.8 67.6 76.1 65.5 82.2  73.9

2008 77.1 76.8 80.8 74.0 74.1 70.3 79.2 69.4 83.5  76.4

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

source: DoH TB.
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HIV and AIDS

Context The South African MDG report 2010 predicted that it was “unlikely” that either the targets for the HIV prevalence among 
pregnant women aged 15-24 years or HIV prevalence in men and women aged 15-49 would be met by 2015. HIV prevalence 
in this age group (which represented 50% of the 2009 antenatal survey sample) remained essentially unchanged between 
2008 and 2009.

New data sources Nationally:
• NDoH Antenatal Survey 2008 and 2009
• HSRC South African National HIV Prevalence, Incidence, Behaviour and Communication Survey 2008
• Higher Education HIV and AIDS survey (HEAIDS) 
• Estimates of HIV incidence from the HSRC HIV surveys
• Estimates of ART coverage in SA
• Comprehensive Care Management and Treatment (CCMT) monthly statistics
• South African cohorts of the International epidemiologic Databases to Evaluate AIDS Southern Africa (IeDEA-SA) 

collaboration
• ASSA 2008 model will be released shortly and includes modelled estimates for a number of HIV-related indicators

Internationally:
• UNAIDS AIDS Epidemic Update 2009
• UNAIDS Outlook 2010
• UNAIDS Towards Universal Access: Scaling up priority HIV and AIDS interventions in the health sector. Progress report 

2010

Key issues and trends • There is now an unprecedented amount of data available on the HIV and AIDS pandemic, both locally and internationally. 
However, there is, at the same time, a relative dearth of accurate and timely information about the implementation of the 
world’s largest antiretroviral treatment programme. Even the most basic indicators – such as the number of patients (adult 
and paediatric) currently on antiretroviral therapy (ART) – are not accurately available. Although individual cohorts – such 
as those operated as part of the IeDEA-SA collaboration – continue to provide useful data, these cannot substitute for an 
effective national monitoring and evaluation system. There are worrying data emanating from such cohorts, such as that 
on the loss to follow up experienced by ART programmes.

• There is increasing acceptance that periodic prevalence data are showing some evidence of a “turning tide among 
teenagers”.

• There is concern about the continued high prevalence among pregnant women detected in some districts. In the 2009 
survey, five health districts in KwaZulu-Natal recorded HIV prevalence above 40%.

The volumes of data available on HIV and AIDS are now 
overwhelming. Below are some comments on the issues of 
overall prevalence, incidence and antiretroviral treatment 
coverage among adults. This should not be taken as dimin-
ishing the importance of other aspects, including prevention 
programmes, prevention of mother-to-child prevention 
programmes, and the care and treatment of children and 
adolescents. Some of these are also covered, to some extent, 
under sections dealing with maternal mortality and child 
health.

The key input document for much of the planning done in rela-
tion to HIV and AIDS, and for prevalence models, is the annual 
antenatal survey. The most recently reported survey is that for 
2009, the 20th such consecutive survey conducted in South 
Africa [Antenatal Survey 2009]. This survey was conducted in 
1 447 sentinel sites (each a public sector health clinic), chosen 
on a probability-proportional-to-size basis, in each of 52 
health districts. As a result, data from each district was consid-
ered to be self-weighted and the estimates of provincial level 
prevalence were calculated as the total of the results from the 
districts in each province. The national prevalence was then 
estimated as a weighted average of the provincial prevalence 
estimates, weighted according to the total number of women 
aged 15-49 years in each province according to the 2009 mid-
year population estimates published by StatsSA. District level 
data on antenatal HIV prevalence have been reported since 
2006, when the sample size was doubled to ensure an appro-
priate geographical coverage. In 2009, a total of 32 861 intra-

venous blood samples were obtained over a 4-week period 
from pregnant women at their first antenatal visit and were 
tested using an enzyme linked immuno-sorbent assay (ELISA) 
test and a rapid plasma reagin (RPR) card test.

The overall national HIV prevalence among antenatal women 
aged 15-49 years in 2008 was 29.4% (95% CI: 28.7%-30.2%), 
essentially unchanged from the 2008 result (29.3%; 95% CI: 
28.5%-30.1%) and close to the values recorded since 2006. 
The point estimate of the antenatal prevalence in the 15-24 
years old cohort was unchanged from 2008, at 21.7%. It is 
this prevalence which is tracked for MDG 6. However, a small 
but statistically non-significant 0.4% decrease was seen in HIV 
prevalence among women in the 15-19 years old group, from 
14.1% in 2008 to 13.7% in 2009. The same change had been 
noted between 2007 and 2008. As before, the highest provin-
cial prevalence was seen in KwaZulu-Natal (39.5%; 95% CI: 
38.1-41.0) and the lowest in the Western Cape (16.9%; 95% 
CI: 13.8-20.5). Given the smaller sample sizes, the confidence 
intervals for district prevalence figures were wide, making 
possible trends more difficult to assess. Point estimates varied 
widely by district, from 0% to 46.4%.

The 2008 report included a regression analysis of determi-
nants of HIV positive status in the survey participants using 
demographic and laboratory information. The most significant 
determinant factor was age. Interestingly, a positive syphilis 
serology test result was not a strong predictor of HIV status..

Also in 2008, the HSRC conducted the third in its series of 
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national HIV prevalence, incidence, behaviour and communi-
cation surveys, sub-titled “A turning tide among teenagers?” 
[HIV Household Survey 2008]. Previous HSRC surveys were 
conducted in 2002 and 2005. The 2008 survey was based on 
a multi-stage cluster stratified sample, stratified by province, 
settlement geography and predominant race group in each 
area. A systematic sample of 15 households was drawn from 
each of 1 000 census enumeration areas. In each household, 
one person was randomly selected in each of four mutually 
exclusive age groups (under 2 years; 2-14 years; 15-24 years; 
25+ years). In this manner, a total of 23 369 eligible indi-
viduals were sampled. For each individual sampled, a personal 
interview, using structured questionnaires, was conducted to 
gather information on social and behavioural risk factors, and 
a dried blood spot (DBS) specimen was collected by finger-
prick or heel-prick. Specimens were tested for HIV antibodies 
using a testing algorithm with three different enzyme immu-
noassays, but polymerase chain reaction testing for HIV-1 
DNA was performed to confirm HIV infection in children 
under two years. HIV incidence was measured using the 
BED assay, also known as the capture enzyme immunoassay. 
However, DBS samples testing positive for antiretroviral 
drugs (detected by qualitative high performance liquid chro-
matography, coupled with tandem mass spectrometry, for 
lopinavir, ritonavir, nevirapine, efavirenz, indinavir, saquinavir, 
zidovudine, lamivudine and stavudine) were excluded from 
the incidence analysis. Data were weighted by age, race 
group, and province when estimating HIV prevalence and 
incidence. Similar national prevalence estimates have been 
reported from these surveys in 2002 (11.4%), 2005 (10.8%) 
and 2008 (10.9%). As with antenatal surveys, the highest 
prevalence in 2008 was reported in KwaZulu-Natal (15.8%) 
and the lowest in the Western Cape (3.8%). Sustained high 
levels of HIV infection are seen in young females (Figure 12). 
However, the survey report did include this important caveat: 
“The interpretation of HIV prevalence trends in South Africa 
is increasingly complex as increased access to antiretroviral 
treatment (ART) has the potential effect of increasing HIV 
prevalence by reducing HIV-related mortality, making it diffi-
cult to draw conclusions about the epidemic over time using 
prevalence as the only measure”.

In 2010, staff members from the HSRC published estimates 
of HIV incidence, based on the data from the three national 
surveys conducted in 2002, 2005 and 2008 [PLoS One 
2010;5(6)]. The authors described their method as being 
“based on the synthetic cohort principle, whereby we assume 
that individuals of age α in the first survey will be represented 
by individuals aged α + τ in the second survey, where τ is 
the interval between surveys, even though the surveys do not 
include the same individuals. The change in HIV prevalence 
among individuals aged α in the first survey and α + τ in the 
second survey can be attributed to incident infections and 

AIDS deaths. By finding an approximate value for the rate of 
AIDS deaths, based on the observed distribution of survival 
after infection, HIV incidence for that age-group can be esti-
mated”. In addition, “the observed prevalence values were 
changed to reflect HIV prevalence if no treatment were avail-
able. This involves subtracting the proportion of HIV-infected 
people who were alive in the survey that would have died 
without treatment. This is closely related to the number of 
people receiving treatment, but is actually lower because 
some of those on treatment would have survived for some 
time even without treatment. Thus, data on the scale-up of 
antiretroviral treatment are used and it is assumed that treat-
ment is typically initiated one year before expected AIDS 
death”. It was also assumed that the mortality rate in the first 
year on treatment was 10% per year. The authors reported 
an overall estimate of HIV incidence for men and women aged 
15-49 years in the period 2002-2005 at 2.0 per 100 person-
years at risk (pyar) (95% uncertainty range: 1.2-3.0). A lower 
HIV incidence rate of 1.3/100 pyar (0.6-2.1) was estimated for 
the period 2005-2008. Although the reduction in incidence 
between the two periods (35%) did not reach statistical 
significance, the authors reported a statistically significant 
60% reduction in incidence in young women aged 15-24 
years. The authors pointed to ”evidence from the surveys 
of significant increases in condom use and awareness of HIV 
status, especially among youth”, but did acknowledge that 
“[f]urther research is ... required to clarify the ways in which 
risk of infection has been reduced, and the extent to which 
this can be attributed to programmes”. In a joint statement, 
the Centre for Infectious Disease Epidemiology & Research at 
the University of Cape Town; the Médecins Sans Frontières, 
Treatment Action Campaign and SECTION27 (http://www.
tac.org.za/community/node/2904), expressed their concern 
that the “accuracy of the incidence calculations are only as 
good as the underlying data used and the assumptions made”. 
They listed several limitations with the data used:

“The 2002 HSRC survey was the first of its kind. It was 
widely criticised for having a low response rate and anom-
alous results. The accuracy of the results of this study is 
dependent on the accuracy of the 2002 survey. There is 
great uncertainty about the accuracy of the prevalence 
estimates of the 2002 survey and consequently there must 
be great uncertainty about the 2002 to 2005 incidence 
estimate.

The method used to calculate the 95% confidence 
intervals assumes the data were collected in a simple 
random sample, but the data was from clustered samples. 
Therefore, the confidence intervals around the estimates 
of incidence should be larger.years

The researchers make some assumptions, some of them 
implicit, regarding the effects of antiretroviral treatment, 
such as the length of time people would have lived if they 

➢

➢

➢



21Health and Related Indicators

251S A H R 2 0 1 0

did not access ART as well as about the scale up of antiret-
roviral treatment from 2004 to 2008. Therefore their 
calculation of the number of people with HIV who died 
between surveys has a wide margin of error.”

An important prevalence study reported in 2010 was the 
HEAIDS survey – the “HIV prevalence and Related factors 
– Higher Education Sector Study, South Africa, 2008-2009” 
[HEAIDS 2008-9]. This study was conducted on 21 contact 
higher education institutions (all except the Tshwane 
University of Technology, which was affected by unrest at the 
time). UNISA was excluded as it offers only distance learning. 
An unlinked, anonymous HIV prevalence survey was combined 
with a knowledge, attitude, behaviour and practice (KABP) 
survey, a qualitative study and a risk assessment. Each institu-
tion was stratified by campus and faculty/class and random 
clusters of students and staff were selected. The report was 
based on dried blood spot (DBS) specimens collected from 
23 375 individuals (17 062 students, 1 880 academic staff 
and 4 433 administrative and service staff), self-administered 
questionnaires collected from the same individuals, 67 focus 
group discussions and key informant interviews. The mean 
HIV prevalence for students was 3.4% (95% CI: 2.7%-4.4%) 
(Figure 13), being highest in the Eastern Cape (6.4%; 95% CI: 
4.6%-8.9%] and lowest in the Western Cape (1.1%; 95% 
CI: 0.7%-1.7%).

Although South Africa is widely acknowledged as having the 
world’s largest ART programme, the quality and timeliness 
of data about this programme remain poor. In 2010, Leydon 
et al. published a “practical calculator for local target setting 
in district health facilities”, using patient visit data from the 
DHIS and HAART initiation estimates derived from the ASSA 
model [SAMJ 100(420-4)]. The International epidemiologic 
Databases to Evaluate AIDS Southern Africa (IeDEA-SA) 
cohorts established at 11 ART programmes in Gauteng, the 
Western Cape, Free State and KwaZulu-Natal are also being 
used to track progress of the national programme [SAMJ 
99(653-60)].The introductory report from this collaboration 
showed that, in the 45 383 adults (aged 16 years and older) 
initiated in these sites by the end of 2007, the median CD4 
cell count at initiation was 102 cells/μl (interquartile range 
(IQR): 44-164) and was lower among males than females. 
The median CD4% among children was 12% (IQR: 7-17.7). 
At this point, the 11 cohorts represented approximately 10% 
of all adults who had initiated ART in the public sector. In 
September 2009, Adam and Johnson reported an estimate of 
the adult ART coverage (the number of individuals receiving 
antiretroviral treatment, divided by the sum of the number 
of untreated individuals needing treatment and the number 
of treated individuals) in South Africa up to mid-2008 [SAMJ 
99(661-7)]. Estimates of the numbers of patients starting ART 
each year in public health facilities, private sector disease 

management programmes, workplace treatment programmes 
and NGO programmes were adjusted for mortality and loss 
to follow-up after starting treatment based on data from the 
Western Cape (Table 19). The unmet need for treatment was 
estimated by using a Markov model of HIV progression, with 
inputs from, among other sources, the ASSA2003 model. By 
mid-2008, there were 568 000 adults and children receiving 
ART in South Africa, of which 79% were seen at public sector 
facilities. Based on the NDoH eligibility criteria of the time, 
this was estimated to represent ART coverage in adults of 
40.2%, ranging from 25.8% in the Free State to 71.7% in 
the Western Cape. However, if the Southern African HIV 
Clinicians’ Society guidelines were applied (with all adults with 
untreated AIDS or a CD4+ count <350/μl being eligible), 
then ART coverage was only 22.2%, ranging from 14.2% in 
the Free State to 39.9% in the Western Cape. Estimates of 
the proportion of adults and children eligible for ART who 
initiate treatment were reported in the SA Child Gauge 
2009/2010 (Figure 14). 

The UNAIDS report “Towards Universal Access: Scaling 
up priority HIV and AIDS interventions in the health sector. 
Progress report 2010” noted that South Africa, “[h]ome to 
the greatest absolute number of people living with HIV ....now 
provides antiretroviral therapy to 18% of all patients treated 
worldwide”. UNAIDS reported that 730 183 people were 
receiving ART in South Africa in December 2008 and 971 556 
in December 2009. This represented 56% (range 48%-65%) 
ART coverage in 2009, based on the 2006 WHO guidelines 
and 37% (35%-39%), based on the 2010 WHO guidelines 
[Universal Access 2010]. The NSDA signed between the 
Minister of Health, MECs and other ministers in October 
2010 provided a clear target: to increase the total number 
of patients (adults and children) on ART from 1.1 million (the 
claimed 2009 baseline) to 3.2 million in 2014/15. Starting such 
large number of patients on treatment implies a concerted 
attempt to identify those in need of treatment. In addition 
to the state-provided HCT campaign, a Business Sector HIV 
Counselling and Testing & Wellness Screening Strategy was 
launched in October 2010 (http://www.bizwell.co.za/docu-
ments/BusinessStrategyJuly2010.pdf), which aims to reach 
over 2 million people. Progress with this campaign can also be 
tracked on the SABCOHA web site.

Interpretation of the monthly data from the Comprehensive 
Care Management and Treatment (CCMT) sites on the total 
number of adults and children on the Comprehensive HIV 
and AIDS Treatment Plan is complicated since it was initially 
reported as the cumulative total of patients enrolled, and did 
not take into account patients lost to follow up, deregistered 
or who died after commencement of treatment. The most 
recent data for all provinces (except North West Province) 
now excludes transfers out, deaths and those lost to follow 
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up, and is thus reported as the actual totals of patients in care. 
It appears that this transition in how the numbers are reported 
occurred mostly in 2009 (Figure 15, Figure 16) [CCMT ART 
May 2010]. In future, it will be important to report data on the 
number of pregnant women initiated on treatment, as well as 
the number of TB-HIV co-infected patients.

Since provincial laboratory services have been centralised as 
the National Health Laboratory Service, this structure has the 
potential to provide corroborating evidence of the size and 
effectiveness of the ART programme, as well as the extent to 
which provinces are actively seeking patients in need to treat-
ment. Figure 17 shows the trends in CD4 and HIV PCR tests 
performed per provinces in 2008 and 2009. Although there 
is no simple relationship or target value for the ratio of CD4 
tests conducted per patient on ART, the marked and sustained 
differences between the provinces need careful examination 
(Table 21). At a highly aggregated level, the proportion of viral 
load tests that are reported as undetectable can also be used 
as a rough indication of the effectiveness of ART programmes. 
Disaggregated data of this sort, reported per district or per 
facility, could be used to identify problem areas and initiate 
more in-depth investigation and corrective action.

Important insights into the determinants of ART coverage 
were provided by three comparative case studies conducted 
in the Free State, Gauteng and Western Cape [BMC Health 
Serv Res 10(Suppl 1):S4]. In 2010, important data on temporal 
changes in treatment outcomes were reported by the IeDEA-
SA group, based on 2002-2007 data [AIDS 24(14):2263-70]. 
Over this period, although enrolment increased 12-fold and 
12-month mortality decreased (from 9% to 6%), 12-month 
loss-to-follow-up (LTFU) increased from 1% (2002/03) to 
13% (2006). Cumulative LTFU increased from 14% at 12 
months to 29% at 36 months. It was shown that “[w]ith 
each additional year on ART, failure to retain participants was 
increasingly attributable to LTFU compared with recorded 
mortality”. However, the authors acknowledged that this 
apparent LTFU “may represent true loss to care, but may also 
reflect administrative error and lack of capacity to monitor 
movements in and out of care”, concluding that “[n]ew 
strategies are needed ... to improve monitoring of outcomes 
and maximize retention in care with increasing programme 
size”. The barriers to initiation of treatment were eloquently 
outlined in a study conducted at the Themba Lethu Clinic at 
Helen Joseph Hospital, described as “one of the first public-
sector ART roll-out sites in South Africa” and “one of the 
largest treatment sites in the country” [Bull World Health 
Organ 88(675-80)]. Patient losses between HIV testing, 
baseline CD4 cell count and the start of care and ART were 
shown to be high, showing the need for health information 
systems that link testing programmes with care and treatment 
programmes. 

Prospects for the future of HIV and AIDS care and treatment 
need to be informed by these prescient comments, provided 
by a selection of leading local experts in 2010 [GHMag 2010 
Navario]: “The current curative, facility-based, hospital- and 
staff-intensive model of health care will never be able to 
address the needs and burden associated with HIV. There are 
too few doctors, nurses and other essential assets, and the 
system does not effectively reach rural populations. Simple 
mathematics reveal that the management of more than 5 
million people on a chronic basis dependent on fixed facilities 
and highly specialised staff is logistically untenable and would 
likely cannibalize the entire health budget”. In relation to moni-
toring and evaluation, the same group noted: “The success 
of any HIV programme hinges on the health-care provider’s 
ability to evaluate patient and programme outcomes easily 
and to intervene when needed. This is virtually impossible 
with most of the public sector data management systems 
currently in use. Perhaps most egregious is the lack of a unique 
patient identification (ID) number; this complicates patient 
tracking and causes confusion with patient files and laboratory 
results. Health information systems are fragmented and data 
are generally of poor quality and rarely used for programme 
improvement, planning or prioritization”. In this regard, the 
following recommendations of the Consolidated Report of 
the Integrated Support Teams, presented to the Minister of 
Health in 2009, are instructive: 

“There is a lack of a properly functioning M&E system for 
the health sector. Contributing to this is a lack of national 
guidelines, norms and standards as well as a lack of align-
ment between planning, implementation and monitoring 
and evaluation”.

There is a lack of managerial accountability for the attain-
ment of service related targets and M&E does not appear 
to be part of managerial performance assessment”.

“The above problems are exacerbated by the lack of an 
approved policy and overarching framework, and lack of 
clarity regarding roles and responsibilities (e.g. between 
M&E, strategic planning and programme divisions (e.g. 
HIV, TB, MCH)).This is exemplified by the lack of coor-
dinated M&E around the HIV ART programme with each 
province having its own, but generally inadequate, infor-
mation system”.

“A significant amount of time and resources is spent 
on data collection, capture and collation at all levels. 
However, these data are characterised by poor quality 
control; inadequate analysis, interpretation; and little 
utilisation of information for decision-making. Hence poor 
quality indicators derived from the data find their way to 
NDoH and National Treasury, where there is also little 
interrogation and feedback”.

➢

➢

➢

➢



21Health and Related Indicators

253S A H R 2 0 1 0

Figure 12: National HIV prevalence by age and sex, 2008

source:  HIV Household Survey 2008.

Figure 13:  HIV prevalence in the higher education sector, 2008

source:  HEAIDS 2008-9.

Figure 14:  Proportion of newly eligible adults and children initiating ART, 2002-2007

source:  Adapted from SA Child Gauge 2009/2010, based on analysis by Leigh Johnson.
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“The District Health Information System (DHIS), and 
associated National Indicator Data Set (NIDS), needs to 
be reviewed by the NDoH, and aligned with the overall 
M&E framework and a workable, practical, easy-to-use 
system of monitoring the ARV programme needs to be 
put in place, but not outside the framework of the M&E 
system and the NHIS”. 

“An immediate moratorium should be placed on provincial 
health departments acquisition of costly electronic health 
information systems – the resources should be pooled and 
contribute to the NHIS development”.

➢

➢

Table 19:  Estimated number of adults and children receiving ART by province, 2001-2008

2001 2002 2003 2004 2005 2006 2007 2008
Cumulatively enrolled in public sector 0 0 0 11 000 66 000 180 000 327 000 539 000

Currently enrolled in public sector 0 0 0 9 000 59 000 157 000 278 000 449 000

NGO programmes  0 0 1 000 4 000 6 000 14 000 23 000 32 000

DMPs,WPTPs 6 000 15 000 25 000 34 000 44 000 57 000 70 000 86 000

Total currently enrolled  6 000 15 000 26 000 47 000 109 000 229 000 371 000 568 000

Eastern Cape (EC) 700 1 700 2 800 5 000 12 100 25 300 41 000 62 000

Free State (FS) 400 900 1 500 2 200 4 800 9 500 17 000 28 000

Gauteng (GP) 1 500 3 900 6 400 13 600 30 100 60 000 92 000 139 000

KwaZulu-Natal (KZN) 2 000 5 100 8 500 12 800 29 800 65 000 107 000 167 000

Limpopo (LP) 300 700 1 200 1 900 4 600 11 500 20 000 34 000

Mpumalanga (MP) 500 1 200 2 000 3 100 5 600 11 900 23 000 37 000

Northern Cape (NC) 100 100 200 400 1 500 3 200 6 000 10 000

North West (NW) 400 1000 1 600 2 600 8 500 20 500 33 000 46 000

Western Cape (WC) 300 800 1 600 5 700 12 000 21 600 31 000 45 000

Figures are rounded to the nearest 1 000, except in the case of the pre- 2007 provincial estimates, which are rounded to the nearest 100.  
All estimates relate to the middle of the specified calendar year.

source:  SAMJ 99(661-7).

Note:  DMP = Disease Management Programme, WPTP = WorkPlace Treatment Programme.

Table 20:  Number of adults and children on comprehensive HIV and AIDS treatment (public sector) by province, 2005-2010

EC FS GP KZN LP MP NC NW WC SA
Adults 2005 Dec  11 328  1 876  31 148  24 816  4 220  3 374  1 401  11 133  12 062  102 872

2006 Dec  23 110  3 006  56 134  62 079  11 741  11 446  4 326  23 230  20 803  215 875

2007 Dec  38 991  22 024  92 964  118 342  20 292  21 911  6 398  33 759  31 410  386 091

2008 Dec  63 908  35 612  149 397  188 479  39 291  36 895  9 327  51 231  44 887  619 027

2009 Dec  87 213  43 165  170 132  276 128  53 410  60 057  10 066  77 343  63 833  841 347

2010 May  104 047  51 236  197 758  298 369  62 174  69 048  11 456  85 877  72 107  952 072

Children 2005 Dec  1 054  465  3 885  3 005  441  261  355  616  1 877  11 959

2006 Dec  1 354  806  7 066  7 173  1 068  899  550  1 804  2 649  23 369

2007 Dec  3 141  806  9 844  11 841  2 061  1 874  1 120  3 502  3 505  37 694

2008 Dec  4 737  2 066  14 445  19 689  4 136  2 983  1 441  5 530  4 496  59 523

2009 Dec  8 160  3 601  19 519  28 791  5 897  5 033  1 921  7 319  5 389  85 630

2010 May  9 880  4 638  22 194  32 528  6 618  5 695  2 123  8 123  5 883  97 682

Total 2005 Dec  12 382  2 341  35 033  27 821  4 661  3 635  1 756  11 749  13 939  114 831

2006 Dec  24 464  3 812  63 200  69 252  12 809  12 345  4 876  25 034  23 452  239 244

2007 Dec  42 132  22 830  102 808  130 183  22 353  23 785  7 518  37 261  34 915  423 785

2008 Dec  68 645  37 678  163 842  208 168  43 427  39 878  10 768  56 761  49 383  678 550

2009 Dec  95 373  46 766  189 651  304 919  59 307  65 090  11 987  84 662  69 222  926 977

2010 May  113 927  55 874  219 952  330 897  68 792  74 743  13 579  94 000  77 990 1 049 754

source:  CCMT ART May 2010.

Note:  Public sector only. Initial figures are the cumulative number on treatment. From around 2009 the figures exclude transfers out, deaths and those lost to follow 
(except for NW) and thus represent the actual number currently on treatment.
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Figure 16:  Monthly trends in total number of adults and children on ART (public sector) by province, 2004-2010

source:  CCMT ART May 2010.

Note:  Public sector only. Initial figures are the cumulative number on treatment. From around 2009 the figures exclude transfers out, deaths and those lost to follow 
(except for NW) and thus represent the actual number currently on treatment.

Figure 15:  Number of adults and children on ART (public sector) by province, 2005-2010

source:  CCMT ART May 2010.

Note:  Public sector only. Initial figures are the cumulative number on treatment. From around 2009 the figures exclude transfers out, deaths and those lost to follow 
(except for NW) and thus represent the actual number currently on treatment.
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Figure 17:  Total CD4 count and HIV-1 PCR tests submitted by province, 2008-9

source:  NICD surveillance (Communicable Diseases Surveillance Bulletin March 2010).

Table 21:  Selected HIV-related laboratory test indicators, 2008-9

EC FS GP KZN LP MP NC NW WC SA
Number of CD4 tests submitted relative to total number on ART
2008 2.6 7.7 3.2 3.0 4.5 2.9 15.7 3.5 0.9 3.5

2009 2.3 7.6 3.4 2.7 3.9 2.0 18.6 3.1 0.8 3.2

Proportion of CD4 counts <200/μl
2008 29.1 37.9 37.7 34.8 33.7 34.7 35.1 37.1 30.4 35.4

2009 26.4 31.4 33.3 29.7 30.4 30.5 31.3 30.8 32.3 30.8

Number of diagnostic HIV-1 PCR tests positive for HIV
2008 1 543 3 246 7 015 8 953 2 414 1 712 2 385 2 366 486 30 120

2009 1 367 2 805 5 892 7 190 2 103 1 287 2 268 2 504 420 25 836

Proportion of diagnostic HIV-1 PCR tests positive for HIV
2008 9.0 13.1 14.4 14.8 16.8 18.2 17.2 19.8 15.6 14.8

2009 7.9 9.9 10.8 9.7 11.8 12.0 12.7 12.4 11.7 10.6

Total number of viral load tests submitted
2008 62 099 121 955 244 194 278 760 81 198 49 601 73 395 69 161 19 463 999 826

2009 87 589 142 006 298 645 344 257 96 780 48 078 91 391 89 280 22 266 1 220 292

Proportion of viral load tests with undetectable viral load
2008 80.3 49.8 59.7 57.3 62.8 59.6 57.2 55.5 54.9 58.8

2009 82.0 61.5 69.1 71.2 70.3 74.3 63.8 67.4 63.9 69.4

source:  Calculated from data in NICD surveillance (Communicable Diseases Surveillance Bulletin March 2010) and CCMT ART May 2010.
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Table 22:  HIV and AIDS indicators by province

EC FS GP KZN LP MP NC NW WC SA
AIDS orphans (maternal orphans <18 years)
2010 ASSA2003 214 946 112 165 347 935 549 060 137 460 160 624 15 009 131 167 59 926  1 674 359 a

AIDS sick (number of people with AIDS-defining conditions)
2010 ASSA2003 84 991 51 196 171 133 209 638 50 275 60 107 8 093 64 916 31 338  701 508 a

Antenatal client HIV 1st test positive rate
2005 DHIS 22.6 26.1 29.3 34.3 17.7 27.4 12.4 27.4  12.7  28.1 b

2006 DHIS 22.8 25.3 28.3 25.6 17.3 29.5 12.8 26.8 14.1  26.6 c

2007 DHIS 20.3 26.4 27.5 33.0 16.8 27.7 11.7 24.2 13.6  24.6 d

2008 DHIS 21.1 26.4 26.5 30.4 19.6 30.1 12.0 24.6 10.7  24.3 d

2009 DHIS 21.2 25.6 26.2 29.3 19.9 29.7 12.9 24.1 14.1  24.4 d

Antiretroviral coverage
2001 adults - - - - - - - - -  1.0 e

2002 adults - - - - - - - - -  2.1 e

2003 adults - - - - - - - - -  3.0 e

2004 adults - - - - - - - - -  4.9 e

2005 adults - - - - - - - - -  10.0 e

2006 adults - - - - - - - - -  19.1 e

2007 adults - - - - - - - - -  28.3 e

2008 adults 32.4 25.8 43.5 39.4 32.2 31.2 61.1 35.4 71.7  40.2 e

2007 total - - - - - - - - -  28.0 f

2009 total - - - - - - - - -  37.0 g

HIV incidence – HSRC
2005 HSRC age 15-49 - - - - - - - - -  2.0 h

2008 HSRC age 15-49 - - - - - - - - -  1.3 i

2008 HSRC female age 15-24 - - - - - - - - -  2.2 i

2008 HSRC female age 25-49 - - - - - - - - -  1.0 i

2008 HSRC male age 15-24 - - - - - - - - -  0.8 i

2008 HSRC male age 25-49 - - - - - - - - -  1.3 i

HIV incidence – ASSA
2006 ASSA2003 total population 1.3 1.5 1.3 1.7 0.9 1.4 0.8 1.3 0.6  1.2 j

2007 ASSA2003 total population 1.3 1.4 1.3 1.6 0.9 1.4 0.8 1.3 0.6  1.2 j

HIV prevalence (%) (age 15-49)
2002 HSRC 10.2 19.4 20.3 15.7 11.5 21.0 9.6 14.4 13.2  15.6 k

2005 HSRC 15.5 19.2 15.8 21.9 11.0 23.1 9.0 18.0 3.2  16.2 l

2008 HSRC 15.2 18.5 15.2 25.8 13.7 23.1 9.0 17.7 5.3  16.9 m

2005 ANC survey - - - - - - - - -  18.8 n

2008 EPP - - - - - - - - -  17.5 o

2006 ASSA2003 17.4 22.2 22.2 26.2 12.1 21.8 11.2 20.5 8.6  18.4 j

2007 ASSA2003 17.9 22.3 22.5 26.1 12.3 21.8 11.6 20.6 9.0  18.6 j

2008 ASSA2003 18.4 22.4 22.7 26.0 12.5 21.8 12.0 20.7 9.3  18.8 j

2009 ASSA2003 18.8 22.5 22.8 25.8 12.7 21.7 12.3 20.8 9.6  18.9 j

2010 ASSA2003 19.2 22.6 22.9 25.7 12.8 21.7 12.5 20.8 9.7  19.0 j

HIV prevalence (%) (antenatal)
2002 23.6 28.8 31.6 36.5 15.6 28.6 15.1 26.2 12.4  26.5 p

2003 27.1 30.1 29.6 37.5 17.5 32.6 16.7 29.9 13.1  27.9 p

2004 28.0 29.5 33.1 40.7 19.3 30.8 17.6 26.7 15.4  29.5 p

2005 29.5 30.3 32.4 39.1 21.5 34.8 18.5 31.8  15.7  30.2 p

2006 28.6 31.1 30.8 39.1 20.6 32.1 15.6 29.0 15.1  29.1 p

2007 28.8 31.5 30.5 38.7 20.4 34.6 16.5 30.6 15.3  29.4 p

2008 27.6 32.9 29.9 38.7 20.7 35.5 16.2 29.0 16.1  29.3 p

2002 age <20 - - - - - - - - -  14.8 p

2003 age <20 - - - - - - - - - 15.8 p

2004 age <20 - - - - - - - - - 16.1 p

2005 age <20 - - - - - - - - - 15.9 p

2006 age <20 - - - - - - - - -  13.7 p

2007 age <20 - - - - - - - - -  13.4 p

2008 age <20 - - - - - - - - -  14.1 p

2002 age 15-24 - - - - - - - - -  23.5 p

2003 age 15-24 - - - - - - - - -  24.8 p

2004 age 15-24 - - - - - - - - -  25.1 p
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EC FS GP KZN LP MP NC NW WC SA
2005 age 15-24 - - - - - - - - -  24.8 p

2006 age 15-24 - - - - - - - - -  23.1 p

2007 age 15-24 - - - - - - - - -  22.1 p

2008 age 15-24 - - - - - - - - -  21.7 p

2009 28.1 30.1 29.8 39.5 21.4 34.7 17.2 30. 16.9 29.4 p

2009 age <20 - - - - - - - - - 13.7 p

2009 age 15-24 - - - - - - - - - 21.7 p

HIV prevalence (%) (total population) – HSRC surveys
2002 HSRC >2 years 6.6 14.9 14.7 11.7 9.8 14.1 8.4 10.3 10.7  11.4 q

2005 HSRC >2 years 8.9 12.6 10.8 16.5 8.0 15.2 5.4 10.9 1.9  10.8 r

2008 HSRC >2 years 9.0 12.6 10.3 15.8 8.8 15.4 5.9 11.3 3.8  10.9 m

2002 HSRC age 15-24 9.2 8.7 11.6 7.2 5.6 11.7 11.8 8.3 11.2  9.3 s

2005 HSRC age 15-24 11.7 10.3 9.0 16.1 7.4 10.1 6.4 6.6 2.3  10.3 l

2008 HSRC age 15-24 6.6 3.8 10.1 15.3 3.9 13.5 3.9 6.3 3.0  8.7 m

2008 HSRC - - - - - - - - -  10.6 m

2008 HSRC age 0-4 - - - - - - - - -  3.3 t

2008 HSRC age 0-18 2.5 3.1 3.1 3.4 2.7 4.5 1.9 2.6 0.9  2.9 t

2008 HSRC age 2-18 - - - - - - - - -  3.0 t

2008 HSRC age 5-11 - - - - - - - - -  2.5 t

2008 HSRC age 12-14 - - - - - - - - -  1.1 t

2008 HSRC age 15-18 - - - - - - - - -  4.5 t

HIV prevalence (%) (total population) – labour force
2002 health workers - 9.6 - 17.1 - 19.6 - 19.7 -  15.7 u

2005 health workers - -  11.5 - - - - - - - v

2007 Legal services sector - - 13.6 23.7 - - - - 2.1  13.8 w

2007 Private security sector - - 17.8 22.8 - - - - 3.4  15.9 w

2008 HEAIDS academic staff 3.3 0.0 1.2 2.4 1.2 - - 1.2 0.2  1.5 x

2008 HEAIDS admin staff 6.0 2.9 4.3 9.2 4.3 - - 4.3 0.9  4.4 x

2008 HEAIDS service staff 10.7 14.1 11.9 20.3 11.9 - - 11.9 1.2  12.2 x

2008 HEAIDS students 6.4 5.3 2.2 6.1 2.2 - - 2.2 1.1  3.4 x

2008 HEAIDS students age 18-19 - - - - - - - - -  0.7 x

2008 HEAIDS students age 20-25 - - - - - - - - -  2.3 x

2008 HEAIDS students age 25+ - - - - - - - - -  8.3 x

2008 HEAIDS students female - - - - - - - - -  4.7 x

2008 HEAIDS students male - - - - - - - - -  2.0 x

HIV prevalence (%) (total population) – RHRU/loveLife survey
2003 age 15-24 12.8 10.0 9.2 14.1 4.8 11.7 6.7 9.9 6.8  10.2 y

HIV prevalence (%) (total population) –StatsSA
2005 StatsSA - - - - - - - - -  10.0 z

2006 StatsSA - - - - - - - - -  10.1 z

2007 StatsSA - - - - - - - - -  10.1 z

2008 StatsSA - - - - - - - - -  10.3 z

2009 StatsSA - - - - - - - - -  10.3 z

2010 StatsSA - - - - - - - - -  10.5 z

HIV prevalence (%) (total population) – ASSA
2006 ASSA2003 female 11.4 14.8 15.1 16.9 8.2 14.6 7.8 13.3 6.4  12.3 a

2006 ASSA2003 male 8.3 12.9 14.0 14.4 5.4 12.1 6.0 12.2 4.2  10.1 a

2007 ASSA2003 female - - - - - - - - -  12.7 a

2007 ASSA2003 male - - - - - - - - -  10.2 a

People living with HIV
2006 EPP - - - - - - - - -  5 410 000 p

2007 EPP - - - - - - - - -  5 270 000 p

2008 EPP - - - - - - - - -  5 300 000 p

Percentage of deaths due to AIDS
2001 StatsSA - - - - - - - - -  37.6 z

2002 29.5 43.1 43.6 51.7 34.2 50.5 21.6 40.7 13.1  39.8 aa

2002 StatsSA - - - - - - - - -  41.5 z

2003 StatsSA - - - - - - - - -  44.5 z

2004 StatsSA - - - - - - - - -  46.9 z

2005 StatsSA - - - - - - - - -  47.5 z

2006 StatsSA - - - - - - - - -  47.2 z
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EC FS GP KZN LP MP NC NW WC SA
2007 StatsSA - - - - - - - - -  46.2 z

2008 StatsSA - - - - - - - - -  44.1 z

2009 StatsSA - - - - - - - - -  42.1 z

2010 StatsSA - - - - - - - - -  43.0 z

Proportion of ANC clients tested for HIV
2005 DHIS 43.5 37.3 44.6 59.7 43.9 24.0 45.1 43.4 100.6  46.7 b

2006 DHIS 68.7 59.6 56.3 64.2 67.6 52.4 80.2 66.2 93.7  57.6 c

2007 DHIS 91.2 80.4 68.4 73.4 83.3 75.6 89.5 89.3 92.2  78.9 d

2008 DHIS 91.0 90.7 76.9 84.8 88.9 83.9 109.8 99.9 89.5  86.2 d

2009 DHIS 99.7 94.4 100.3 97.1 106.5 98.2 102.0 109.2 85.8  98.9 d

Proportion of adults newly eligible for ART who initiate treatment
2002 4.3 3.0 3.7 4.0 3.0 3.1 4.0 2.7 9.0  3.8 bb

2003 7.0 3.2 8.3 4.6 3.8 4.1 6.6 3.5 33.1  6.6 bb

2004 19.1 8.7 16.7 15.3 11.7 7.9 28.9 17.6 43.0  16.1 bb

2005 31.8 13.2 28.1 30.1 26.9 18.5 43.2 33.4 57.6  28.9 bb

2006 36.4 21.5 29.3 36.3 33.2 33.3 74.4 33.8 56.5  34.0 bb

2007 43.8 27.5 36.6 46.6 40.4 42.6 90.4 42.6 68.2  42.8 bb

Proportion of newly infected children who start ART
2002 1.2 1.4 2.1 1.6 0.8 1.3 1.5 1.3 20.1  2.1 bb

2003 2.3 1.7 6.9 2.2 1.2 1.8 3.9 1.6 36.8  3.9 bb

2004 7.7 4.9 14.8 7.4 4.6 3.0 27.2 6.9 51.1  9.4 bb

2005 13.1 11.7 31.1 20.8 9.0 12.2 51.8 18.9 58.5  20.8 bb

2006 18.6 19.5 28.3 26.4 13.2 20.4 79.6 35.0 86.2  26.5 bb

2007 26.8 22.1 46.0 30.6 35.9 29.4 96.1 50.7 96.9  36.9 bb

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a ASSA2003.
b DHIS. Data extracted June 2006. Value for WC obtained directly from prov-

ince and not included in calculation of national average. Published in District 
Health Barometer 2005/06. Health Systems Trust; 2006.

c DHIS. Value for WC obtained directly from province and not included in calcu-
lation of national average. Published in District Health Barometer 2007. Data 
extracted July 2007.

d DHIS. Data extracted June 2010. Data for financial (not calendar) years. The 
main reason for values above 100% in the Proportion of ANC clients tested for 
HIV is that some hospitals with practically no ANC 1st visits still test pregnant 
women for HIV (probably just before delivery).

e SAMJ 99(661-7). Estimates of number on ART from public sector programme 
reports, plus private sector and NGOs = 568 000 (adults + children). 
Estimated unmet need from Markov model of HIV progression = 760 000 
adults in 2008.

f Universal Access 2008. Based on estimated number of people receiving ART 
= 460 000 and estimated number in need of ART = 1.7 million.

g Universal Access 2010. Based on WHO 2010 guidelines for ART.
h PLoS one 2010 5(6). For 2002-2005.
i PLoS one 2010 5(6). For 2005-2008.
j ASSA 2003. Downloaded 2006-06-19.
k HIV Household Survey 2002. Male: 12.8% Female: 17.7% 
l HIV Household Survey 2008. Reporting data for 2005 survey.
m HIV Household Survey 2008.
n Antenatal Survey 2005.
o Antenatal Survey 2008. Using UNAIDS Spectrum and EPP models with ANC 

surveillance data.

p Antenatal Surveys 2002-9. Antenatal Survey 2008: An addendum with 
unweighted data was released by NDoH.

q HIV Household Survey 2002. 95% CI: 10.0-12.7 Prevalence estimates for the 
general population aged 2 years and older. See source document for details 
of methodology, limitations of the survey, and results that are of variable 
reliability due to sampling and other issues. Reported figures should also be 
viewed together with the confidence intervals to get a better understanding of 
the reliability of the estimates. The imprecision of estimates for WC, NC and 
LP is at the statistical borderline.

r HIV Household Survey 2005.
s HIV Household Survey 2008. Reporting data for 2002 survey.
t HIV Children 2008.
u HIV and AIDS Impact Health Sector.
v SAMJ 97(115-20). Health workers at Coronation and Helen Joseph hospitals. 

Prevalence also given for various categories including doctors (2.0%), Nurses 
(13.7%), females (12.0%), males (7.9%), by age groups and ethnic groups.

w HSRC Security Legal 2007.
x HEAIDS 2008-9. Data for GP,NW and LP are combined.
y HIV Youth 2003.
z StatsSA Mid-year Estimates. 2010 mid-year estimates. Note that figures for 

2001-2005 differ from those given in previous releases.
aa HIV Indicators 2002.
bb SA Child Gauge 2009/2010.  Analysis by Leigh Johnson. Derived from multiple 

sources.
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Table 23:  HIV and AIDS indicators by ethnic group

African Coloured Indian White Other All
HIV incidence
2005 total population adjusted 1.8 - - - 0.2  1.4 a

HIV prevalence (%) (total population)
2002 HSRC >2 years  12.9  6.1  1.6  6.2 -  11.4 b

2002 HSRC age 15-49 18.4 6.6 1.8 6.2 -  15.6 b

2003 age 15-24 11.8 3.8 0.9 2.0 -  10.2 c

2004 StatsSA age 15-49 16.0 6.8 2.7 5.6 -  15.2 d

2005 age 2+ 13.3 1.9 1.6 0.6 -  10.8 e

2008 HEAIDS students 5.6 0.8 0.3 0.3 -  3.4 f

2008 HSRC >2 years 13.6 1.7 0.3 0.3 -  10.9 g

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a SAMJ 97(194-9). Population 2 years and older. Based on the HSRC HIV 
Household Survey 2005. Adjustment formulas were recently reviewed and 
correct for both false long-term infections (sensitivity) and false recent infec-
tions (specificity) determined by the assay.

b HIV Household Survey 2002. 95% CI: 10.0-12.7 Prevalence estimates for the 
general population aged 2 years and older. See source document for details 
of methodology, limitations of the survey, and results that are of variable 
reliability due to sampling and other issues. Reported figures should also be 
viewed together with the confidence intervals to get a better understanding 
of the reliability of the estimates. The results for Whites and Indians have wide 
confidence intervals, largely due to a low response rate.

c HIV Youth 2003.
d StatsSA Mid-year Estimates. 
e HIV Household Survey 2005. Prevalence estimates for the general population 

aged 2 years and older.
f HEAIDS 2008-9.
g HIV Household Survey 2008.

Reproductive health

Contraception and sexual behaviour

Context Changes in sexual behaviour and contraceptive practice are inextricably linked with HIV prevention. However reviews have 
shown that knowledge alone is not enough to facilitate behaviour change, and reported sexual behaviour is an unreliable 
proxy for HIV and other STIs.

New data sources Nationally:
• National Communication Surveys – 2006 and 2009
• NYRBS 2008
• HIV Household Survey 2008 and report on children
• Several journal articles about HIV and risk behaviour 

Key issues and trends • Although exposure to HIV and AIDS communication programmes is high, knowledge of HIV prevention methods still 
needs attention.

• Although some improvement in risk behaviour of relevance to sexual health was shown in the NYRBS 2008, there is still 
much room for improvement.

The 2nd National Communication Survey on HIV and AIDS, 
which examined the effectiveness of 11 South African HIV and 
AIDS communication programmes, was conducted in 2009. 
This involved a representative sample of 9 728 people, aged 
between 16 and 55 years, from all 9 provinces. This survey 
showed that 90% of South Africans were reached by at least 
one of the 11 programmes. Knowledge of some HIV preven-
tion methods (such as condom use) was high, but for others 
(such as faithfulness, partner reduction and abstinence) it 
was lower. A high proportion of respondents (81%) knew 
that HIV can be transmitted through breastfeeding, but few 
(1.7%) knew that exclusive breastfeeding prevents mother-

to-child transmission. Knowledge of the role of male circum-
cision in reducing the risk of HIV infection was low (7.5%). 
Although, 44% of men aged 16-40 reported that they had 
been circumcised, it was not confirmed that this involved a 
full, surgical circumcision. Condom use was reported to be 
lowest in those in stable relationships (15% of those who were 
married; 25% of men and 29% of women living together) and 
highest by people with less stable relationships (74-83% of 
men and 56-66% of women casual partners, friends and one-
night encounters). Condom use increased in those exposed 
to communication programmes (33% in those not exposed, 
versus 50% in those exposed to all 11 programmes), after 
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Figure 18:  Percentage of adults reporting more than one sexual partner in the past 12 months, 2002, 2005 and 2008

source:  HIV Household Survey 2008.

adjusting for 15 socio-economic variables [NCS 2009]. 

A systematic, analytical review of 8 HIV prevention interven-
tions targeting youth in South Africa since 2000 was reported 
by Harrison et al. in 2010 [BMC Public Health. 10:102]. 
Although it was shown that “the effects of most interventions 
on reported sexual risk behaviour or biological outcomes 
were limited”, the review did identify a number of important 
lessons. These were summarised as: “address HIV social 
risk factors, such as gender, poverty and alcohol; target the 
structural and institutional context; work to change social 
norms; and engage schools in new ways, including participa-
tory learning”.

Evidence of decreased sexual risk behaviour among HIV-
infected urban and rural South Africans accessing ART was 
provided by a prospective cohort study among patients at 
Chris Hani Baragwanath Hospital (Gauteng) and Tintswalo 
Hospital (Mpumalanga) [AIDS 24(17):2687-96]. Of the 6 
263 HIV-infected patients recruited between June 2003 
and January 2010, 37.2% initiated ART during the study. 
Reductions in the proportion reporting unprotected sex visits 
(adjusted odds ratio 0.40; 95% CI: 0.34-0.46) and having more 
than one sex partner (adjusted OR 0.20; 95% CI: 0.14-0.29) 
were shown at visits following ART initiation compared to 
pre-ART visits. However both the National Communication 
Survey and the HIV Household Survey 2008 found high rates 
of concurrent partner behaviour, particularly among young 
people. The Communication Survey reported that around 
one-third of men aged 16-24 have had more than one partner 
in the past year, compared with 6-9% of women aged 16-24 
[NCS 2009]. In all three HIV household surveys statistically 
significant gender differences were found between percent-

ages of males and females who reported having had multiple 
sexual partnerships in the past 12 months (Figure 18). Such 
partnerships were between 4 to 7 times more common in 
males than females [HIV Household Survey 2008].

The 2nd National Youth Risk Behaviour Survey was also 
conducted in 2008 [NYRBS 2008]. A stratified, two-stage 
cluster sample design was used to obtain a nationally and 
provincially representative sample of learners from grades 
8-11. In addition, to ensure a sufficient sample of Indian 
learners, an “over sample” of this group was selected from 
21 schools where Indian learner enrolment was greater than 
50%. The “main sample” included responses from 10 270 
learners, and responses from 841 learners were included in 
the “Indian over-sample”. Of relevance to sexual behaviour, 
38% of learners reported ever having had sex. Of these, 
13% reporting their age of initiation of sexual activity as being 
under 14 years old, 41% had more than one past sexual 
partner, 52% had sex in the past three months, 16% had sex 
after consuming alcohol, 14% had sex after taking drugs, 31% 
practised consistent condom use, 19% had been pregnant or 
made someone pregnant and 65% had reported receiving 
HIV and AIDS education. Of those who reporting having 
sex, 7.0% used injectable contraceptives and 4.7% used oral 
contraceptives. In terms of comparison with the 2002 survey, 
the authors concluded that the data “suggest a move towards 
safer sexual behaviours”, but noted that “at least two thirds 
of the sexually active learners did not use condoms consist-
ently and a fifth reported being pregnant or making someone 
pregnant”. They suggested that “sexual education needs to 
be tailored to individual group needs and a concerted effort 
needs to be made to increase correct and consistent condom 
use as well as contraception use”.
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Table 24:  Contraception and sexual behaviour indicators by province

EC FS GP KZN LP MP NC NW WC SA
Age of first sex =<14 years (% having first had sex at age 14 or younger)
2002 age 15-24 7.7 0.9 6.3 4.9 5.5 4.9 3.6 2.5 6.0  5.0 a

2002 female age 15-24 - - - - - - - - -  5.3 a

2002 male age 15-24 - - - - - - - - -  13.1 a

2003 age 15-24 - - - - - - - - -  8.0 b

2003 female age 15-24 - - - - - - - - -  5.0 b

2003 male age 15-24 - - - - - - - - -  12.0 b

2005 age 15-24 6.7 7.8 10.2 4.5 10.1 10.1 4.6 12.7 10.4  8.4 a

2005 female age 15-24 - - - - - - - - -  5.1 a

2005 male age 15-24 - - - - - - - - -  11.9 a

2006 female age 20-30 - - - - - - - - -  3.3 c

2006 male age 20-30 - - - - - - - - -  14.3 c

2008 NYRBS 14.3 11.0 12.5 13.7 11.1 11.9 15.6 10.2 13.2  12.6 d

2008 NYRBS Grade 11 - - - - - - - - -  11.2 d

2008 NYRBS Grade 8 - - - - - - - - -  11.3 d

2008 NYRBS female - - - - - - - - -  4.3 d

2008 NYRBS male - - - - - - - - -  21.2 d

2008 age 15-24 7.8 9.6 7.8 4.9 11.2 15.0 7.3 8.5 9.3  8.5 a

2008 female age 15-24 - - - - - - - - -  5.9 a

2008 male age 15-24 - - - - - - - - -  11.3 a

Condom use at last sex
1998 female age 15-24 - - - - - - - - -  17 e

2002 age 15+ 32 35 32 27 28 24 17 27 21  27 a

2002 female age 15-24 - - - - - - - - -  46 f

2002 male age 15-24 - - - - - - - - -  57 f

2003 age 15-24 - - - - - - - - -  52 g

2003 female age 15-19 - - - - - - - - -  55 g

2003 female age 15-24 - - - - - - - - -  48 g

2003 male age 15-24 - - - - - - - - -  57 g

2003 female age 15-19 SADHS - - - - - - - - -  48 h

2003 female age 15-49 SADHS 31 28 35 47 27 27 20 33 24  33 h

2005 age 15+ 36 31 38 36 45 36 19 37 23  35 a

2005 female age 15-24 - - - - - - - - -  56 i

2005 male age 15-24 - - - - - - - - -  73 i

2006 NCS adults 73 69 59 56 58 63 65 70 50  61 j

2006 age 15-24 - - - - - - - - -  62 k

2006 age 20-30 CADRE - - - - - - - - -  62 l

2006 female age 20-30 CADRE - - - - - - - - -  54 l

2006 male age 20-30 CADRE - - - - - - - - -  70 l

2008 HEAIDS academic staff 24 18 19 25 19 - - 19 15  20 m

2008 HEAIDS admin staff 32 23 29 32 29 - - 29 22  28 m

2008 HEAIDS service staff 46 38 39 38 39 - - 39 28  39 m

2008 HEAIDS students 60 53 63 60 63 - - 63 56  60 m

2008 NYRBS 27 35 35 27 26 32 32 37 39  31 n

2008 NYRBS Grade 11 - - - - - - - - -  38 n

2008 NYRBS Grade 8 - - - - - - - - -  23 n

2008 NYRBS female - - - - - - - - -  33 n

2008 NYRBS male - - - - - - - - -  29 n

2008 age 15+ 70 65 58 66 68 70 53 62 49  62 a

2008 female age 12-18 - - - - - - - - -  84 o

2008 female age 15-24 - - - - - - - - -  73 a

2008 male age 12-18 - - - - - - - - -  92 o

2008 male age 15-24 - - - - - - - - -  87 a

Condom use at the last high-risk sex
2002 age 15-49 - - - - - - - - -  70.8 p

2003 female 15-49 39.9 43.5 50.6 57.4 36.2 40.1 35.4 43.0 37.7  45.7 q

2003 male 15-49 63.0 71.2 58.4 63.9 65.6 76.9 77.1 70.3 45.5  68.2 q

2005 age 15-49 - - - - - - - - -  76.3 p

2008 age 15-49 - - - - - - - - -  75.2 p
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EC FS GP KZN LP MP NC NW WC SA
Contraceptive prevalence rate (any method)
1998 sexually active 59.9 67.9 60.9 57.1 53.3 53.2 65.9 69.6 73.7  61.2 r

2003 sexually active 62.4 59.7 63.1 76.8 58.6 62.3 60.1 60.5 63.4  64.7 s

Ever had sex (%)
2002 NYRBS 44 47 47 37 42 41 45 35 38  41 t

2003 age 15-24 - - - - - - - - -  67 g

2003 female age 15-24 - - - - - - - - -  68 g

2003 male age 15-24 - - - - - - - - -  67 g

2005 age 15-24 - - - - - - - - -  58 i

2005 female age 15-24 - - - - - - - - -  62 i

2005 male age 15-24 - - - - - - - - -  54 i

2006 age 15-24 - - - - - - - - -  67 k

2008 HEAIDS students 80 66 67 66 67 - - 67 68  69 u

2008 HEAIDS students female - - - - - - - - -  70 u

2008 HEAIDS students male - - - - - - - - -  73 u

2008 NYRBS 41 37 37 38 36 36 33 39 37  38 v

2008 NYRBS Grade 11 - - - - - - - - -  52 v

2008 NYRBS Grade 8 - - - - - - - - -  25 v

2008 NYRBS female - - - - - - - - -  30 v

2008 NYRBS male - - - - - - - - -  45 v

HIV knowledge, people who know that a person can protect him / herself from HIV infection by condom
2003 female 66.6 73.8 74.0 66.4 61.7 79.9 74.3 75.0 73.5  70.9 s

2003 male 74.0 80.3 83.4 90.6 85.0 87.9 85.0 87.9 87.4  85.2 s

2005 - - - - - - - - -  89.0 w

2006 age 16-55 - - - - - - - - -  87.0 x

HIV knowledge: correct knowledge about prevention and rejection of major misconceptions
2005 age 15+ 44.3 33.3 38.1 49.0 51.3 27.9 28.9 22.5 37.8  40.2 a

2008 age 15+ 36.0 41.3 32.8 29.5 14.0 18.2 32.1 18.5 34.1  29.0 a

2008 age 15-24 - - - - - - - - -  28.7 a

2008 age 15-24 female - - - - - - - - -  27.0 a

2008 age 15-24 male - - - - - - - - -  30.4 a

Male circumcision (% of men who are circumcised)
2003 43.8 70.7 25.2 26.8 47.5 36.3 34.1 32.8 67.5  44.7 s

2006 age 16-40 - - - - - - - - -  44.0 y

2008 HSRC age 0-2 - - - - - - - - -  4.3 o

2008 HSRC age 15-18 - - - - - - - - -  21.7 o

Male condom distribution rate
2000 DHIS 6.1 4.2 - 2.6 5.0 3.8 1.9 4.9 4.3  4.3 z

2001 DHIS 6.8 5.3 - 6.5 8.1 6.5 3.4 5.5 5.9  6.4 z

2002 DHIS 7.4 5.2 - 6.4 8.8 7.3 3.5 4.8 8.3  6.9 z

2002 STI Baseline 9.1 5.7 6.1 5.8 9.0 10.0 7.5 6.7 8.1  7.2 aa

2003 DHIS 8.5 7.4 0.6 7.2 8.8 8.0 4.8 5.1 10.1  5.9 z

2004 DHIS 9.1 6.0 5.2 6.9 9.9 11.3 5.2 5.5 14.4  7.8 z

2005 DHIS 10.0 7.1 5.5 7.5 12.0 13.7 5.2 6.0 17.1  8.8 z

2006 DHIS 9.8 7.3 7.0 7.6 12.7 10.1 5.6 5.8 30.9  10.7 z

2007 DHIS 9.8 7.1 6.7 7.4 13.4 11.0 5.9 6.3 38.9  11.8 z

2008 DHIS 11.2 8.3 8.0 8.2 13.7 13.4 6.1 6.8 34.7  12.3 z

2009 DHIS 12.1 8.9 8.3 8.3 14.4 16.0 6.4 7.0 38.1  13.2 z

Male condoms distributed (thousands)
2002 18 085 35 116 56 645 15 978 18 095 11 802 1 142 18 415 14 294  189 572 bb

2003 27 330 13 910 82 395 44 175 34 135 20 153 2 116 17 575 28 228  270 017 bb

2005 - - - - - - - - -  413 243 cc

2006 21 169 13 536 129 000 - - - - - -  453 000 dd

2008 - - - - - - - - -  283 400 ee

2009 - - - - - - - - -  445 156 ff

Teenage pregnancy (percentage of women 15-19 who have ever been pregnant)
1998 ever pregnant 18.2 12.6 9.5 16.7 20.0 25.2 18.0 13.4 16.4  16.4 e

2002 NYRBS 12.5 15.9 13.3 21.8 29.8 27.1 9.3 17.1 12.0  19.1 gg

2003 ever pregnant 13.6 15.4 12.3 2.0 16.8 13.1 16.1 14.3 14.3  11.9 hh

2003 ever pregnant RHRU - - - - - - - - -  15.0 ii

2006 ever pregnant - - - - - - - - -  39.0 jj
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EC FS GP KZN LP MP NC NW WC SA
2008 NYRBS ever pregnant 30.9 20.3 19.4 25.8 28.6 24.5 24.2 17.9 15.3  24.4 kk

Women year protection rate
2002 DHIS 26.8 27.3 17.1 20.5 32.9 20.6 26.5 26.0 30.4  24.0 z

2003 DHIS 27.0 27.9 16.8 20.6 31.4 20.5 28.8 24.8 31.1  23.8 z

2004 DHIS 58.7 25.6 19.7 19.7 30.7 20.7 28.8 24.6 34.5  28.4 z

2005 DHIS 26.4 26.4 18.9 19.8 31.2 18.4 29.1 24.6 33.0  23.9 z

2006 DHIS 25.1 26.9 26.3 21.8 32.4 23.2 30.9 25.0 47.5  27.8 z

2007 DHIS 25.6 28.2 23.2 21.0 33.5 24.6 29.4 23.7 52.3  27.9 z

2008 DHIS 27.5 29.2 25.2 21.3 33.9 27.3 30.5 23.5 49.9  28.7 z

2009 DHIS 28.2 29.1 26.1 21.3 33.2 29.5 29.5 23.4 52.3  29.3 z

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a HIV Household Survey 2008. Also reporting data from 2002 and 2005 
surveys.

b HIV Youth 2003. Percentage of all surveyed. 59% had first sex when older 
than 14, and 33% reported never having had sex.

c CADRE Sexual Partnerships. Of all respondents in this age group, 79.8% said 
that they had ever had sex. Those who were unmarried and who had previ-
ously had sex were asked about their age at first sex. Of this group, 14.3% of 
males and 3.3% of females reported having first had sex at age 14 or younger, 
whilst over a third of males (43.8%) and a quarter of females (25.8%) reported 
first sex at the age of 16 or younger.

d NYRBS 2008. Learners in grades 8-11. Definition slightly different as “Had sex 
BEFORE the age of 14”.

e SADHS 1998.
f HIV Household Survey 2002.
g HIV Youth 2003.
h SADHS 2003 (Preliminary). Among women who had sexual intercourse in the 

12 months preceding the survey.
i HIV Household Survey 2005.
j NCS 2006 Provincial. Adults aged 15-65.
k Kaiser HIV Awareness.
l CADRE Sexual Partnerships.
m HEAIDS 2008-9. Data for GP,NW and LP are combined. Of all who had sex in 

the past year.
n NYRBS 2008. Learners in grades 8-11. Definition different: “Always use a 

condom during sex” (of those who ever had sex).
o HIV Children 2008.
p HIV Household Survey 2008. Among people who reported having more than 

one partner in the past 12 months.
q SADHS 2003. Amended according to errata received 2008 Aug.
r SADHS 1998. Sexually active in last 4 weeks.
s SADHS 2003.

t NYRBS 2002.
u HEAIDS 2008-9. Data for GP,NW and LP are combined.
v NYRBS 2008. Learners in grades 8-11.
w HIV Household Survey 2005. Note that only 67.2% knew that having fewer 

sexual partners can reduce the risk of HIV.
x NCS 2009.
y NCS 2009. 27% of men were circumcised before age 18.
z DHIS.
aa STI HIV Baseline Survey. Calculated from data on number of male condoms 

distributed, annualised.
bb LMIS.
cc DoH Annual Report 2005/06.
dd DoH Annual Report 2006/07. Provincial values from provincial annual reports 

downloaded/received from provinces.
ee DoH Annual Report 2008/09. Male condom distribution was affected by delays 

in the awarding of new tender by National Treasury, which impacted on the 
number of condoms available on a quarterly basis.

ff DoH Annual Report 2009/10.
gg NYRBS 2002. Of those learners who had ever had sex
hh SADHS 2003 (Preliminary). The estimates from this DHS are considered to 

be implausibly low and should not be used. Moultrie TA, McGrath N. Teenage 
fertility rates falling in South Africa. S Afr Med J 2007 Jun; 97(6): 442-443.

ii HIV Youth 2003. 33% of women age 15-19 who report ever having had 
sex reported ever having been pregnant, while 15% of all surveyed reported 
ever having been pregnant – the latter is more comparable to the SADHS 
indicator definition. The source includes more detailed data on pregnancy by 
age.

jj Kaiser HIV Awareness. Of those who are sexually active.
kk NYRBS 2008. Learners in grades 8-11. Of those who have ever had sex.
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Table 25:  Contraception and sexual behaviour indicators by ethnic group

African Coloured Indian White Other ALL
Age of first sex =<14 years (% having first had sex at age 14 or younger)
2003 age 15-24 9.0 5.0 5.0 4.0 -  8.0 a

2008 NYRBS 12.8 13.1 5.2 8.4 16.1  12.6 b

Condom use at last sex
2003 female age 15-49 
SADHS

36 21 9 26 -  33 c

2005 female age =>15  38  13  10  15 -  33 d

2005 male age =>15  44  22  35  17 -  38 d

2008 NYRBS 30 31 51 44 13  31 e

Condom use at the last high-risk sex
2003 female 15-49 46.2 34.8 42.8 58.2 -  45.7 f

2003 male 15-49 67.5 62.0 87.0 87.7 -  68.2 f

Contraceptive prevalence rate (any method)
1998 sexually active 57.6 68.4 80.1 74.9 -  61.2 g

2003 sexually active 62.2 70.0 75.2 80.9 -  64.7 h

Ever had sex (%)
2002 NYRBS 44 36 25 26 -  41 i

2003 age 15-24 71 58 43 43 -  67 j

2005 age 15-24 61 52 32 38 -  58 d

2008 HEAIDS students 
female

76 69 54 59 -  70 k

2008 HEAIDS students male 82 72 48 59 -  73 k

2008 NYRBS 39 32 17 23 39  38 l

Male circumcision (% of men who are circumcised)
2003 50.4 15.8 18.8 21.7 -  44.7 h

Teenage pregnancy
1998 ever pregnant 17.8 19.3 4.3 2.2 -  16.4 m

2002 NYRBS 20.8 10.7 27.1 5.8 -  19.1 n

2003 ever pregnant 12.5 11.7 2.2 2.4 -  11.9 o

2008 NYRBS ever pregnant 24.4 28.7 12.1 8.2 54.8  24.4 p

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a HIV Youth 2003. Percentage of all surveyed. 59% had first sex when older 
than 14, and 33% reported never having had sex.

b NYRBS 2008. Learners in grades 8-11. Definition slightly different as “Had sex 
BEFORE the age of 14”.

c SADHS 2003 (Preliminary). Among women 15-49 who had sexual intercourse 
in the 12 months preceding the survey.

d HIV Household Survey 2005.
e NYRBS 2008. Learners in grades 8-11. Definition different: “Always use a 

condom during sex” (of those who ever had sex).
f SADHS 2003. Amended according to errata received 2008 Aug.
g SADHS 1998. Sexually active in last 4 weeks.
h SADHS 2003.
i NYRBS 2002.
j HIV Youth 2003.
k HEAIDS 2008-9.
l NYRBS 2008. Learners in grades 8-11.
m SADHS 1998. Note that by age 19, the survey found that 35% of all teenagers 

have been pregnant or have had a child. 
n NYRBS 2002. Of those learners who had ever had sex
o SADHS 2003 (Preliminary). The estimates from this DHS are considered to 

be implausibly low and should not be used. Moultrie TA, McGrath N. Teenage 
fertility rates falling in South Africa. S Afr Med J 2007 Jun; 97(6): 442-443.

p NYRBS 2008. Learners in grades 8-11. Of those who have ever had sex.
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Maternal health

Context The South African MDG Report 2010 criticised the MDGs as “stand-alone goals, blurring the multi-sectoral links between all 
goals, targets and indicators, including the cross-cutting gender link”. In particular, the report stated that the “preoccupation 
with maternal health and gender disparities in education, without addressing their relationship to feminised poverty, gender 
biases in the economy, gendered violence and ideologies, could thwart gender equality, women’s empowerment and thus 
the achievement of all the goals”. The report stated that South Africa’s maternal mortality ratio had increased from 369 per 
100 000 live births in 2001 to 625 in 2007, making attainment of the 2015 target of 38 “unlikely”. Nonetheless, it recorded that 
the proportion of births attended by skilled health personnel had increased from 
76.6% in 2001 to 94.3% in 2009.

New data sources Nationally:
• Saving Mothers 2005-2007: Fourth report on Confidential Enquiries into Maternal Deaths in South Africa
• Effect of Human Immunodeficiency Virus Treatment on Maternal Mortality at a Tertiary Centre in South Africa 
• Dorrington and Bradshaw paper on Maternal mortality in South Africa

Internationally:
• The joint WHO/UNICEF/UNFPA/Wold Bank report: Trends in maternal mortality: 1990 to 2008 
• Building Momentum: Global progress toward reducing maternal and child mortality, published by the Institute for Health 

Metrics and Evaluation (IHME)
• Countdown to 2015 Decade report (2000-2010) with country profiles. Taking stock of maternal, newborn and child survival

Key issues and trends • Questions about the precise estimates of the maternal mortality ratio in South Africa persist, but there is consensus about 
the general trends, which are of concern.

The MDG process has focused considerable attention on the 
issue of maternal health, and in particular on the challenges 
of accurately determining measures such as the maternal 
mortality ratio (MMR). Maternal death is defined in the ICD-
10 system as “the death of a woman while pregnant or within 42 
days of termination of pregnancy, irrespective of the duration and 
site of the pregnancy, from any cause related to or aggravated 
by the pregnancy or its management but not from accidental or 
incidental causes”. 

Deaths from “accidental or incidental” causes have histori-
cally been excluded from maternal mortality. These may be 
external causes such as road traffic injuries or natural causes 
such as cancer. However, in practice, it is often difficult to 
distinguish between incidental and indirect obstetric causes. To 
facilitate the identification of maternal deaths under circum-
stances where cause of death attribution is inadequate, ICD-
10 introduced the new category, pregnancy related death. This 
is defined as: the death of a woman while pregnant or within 
42 days of termination of pregnancy, irrespective of the cause 
of death. Thus pregnancy related mortality includes both the 
direct obstetric and indirect obstetric deaths (i.e. maternal 
mortality) as well as incidental deaths that occur during or 
just after pregnancy (which are assumed to be a fairly small 
proportion of the total pregnancy related deaths).

The maternal mortality ratio (MMR) is defined as “the number 
of maternal deaths in a population divided by the number of live 
births”. By contrast; the maternal mortality rate (MM Rate) is 
defined as “the number of maternal deaths in a population divided 
by the number of women of reproductive age”. Determining 
either measure of maternal mortality is challenging, as it is 
not easy to identify maternal deaths – relatively rare events 
– accurately. The South African Every Death Counts Writing 
Group has pointed out that South Africa is one of the few 
developing countries with a national confidential inquiry into 
maternal deaths [Lancet 371(1294-304)]. The Fourth Report 

on Confidential Enquiries into Maternal Deaths in South 
Africa 2005-2007 showed a 20.1% increase in the number of 
deaths reported in that triennium compared to the previous 
one (2002-2004) (Figure 19). The 5 most important causes of 
maternal death however remained the same: non-pregnancy 
related infections – mainly AIDS (43.7%), complications of 
hypertension (15.7%), obstetric haemorrhage (antepartum 
and postpartum haemorrhage; 12.4%), pregnancy-related 
sepsis (9.0%) and pre-existing maternal disease (6.0%). 
The report showed a significant decrease (14%) in the insti-
tutional MMR for complications of hypertension. Since the 
total number of deliveries for the whole of South Africa was 
not known, the institutional MMR was reported, using the 
number of deliveries recorded in the DHIS as the denomi-
nator. However, there was a significant increase (21%) in 
deaths due to non-pregnancy related infections. The inquiry’s 
assessors were of the opinion that 38.4% of the maternal 
deaths were “clearly avoidable within the health care system” 
(i.e. related to factors other than patient orientated factors). 
The most commonly identified patient orientated problems 
were non-attendance and delayed attendance at a health 
institutions. The major administrative problems identified 
were poor transport facilities, lack of health care facilities and 
lack of appropriately trained staff, whereas the most frequent 
health care provider avoidable factors were failure to follow 
standard protocols, poor problem recognition and initial 
assessment [Saving Mothers 2007].

Collation of figures from the Council for Medical Schemes 
and DHIS data on births born before arrival and in facilities 
indicates that nationally approximately 10% of births occur 
in private facilities, 84% in public facilities and about 6% 
outside of facilities. The HSRC survey found that 5% of births 
were at “home or other”, 18.2% were in clinics and 76.7% 
in hospitals [HIV Children 2008]. The survey did not distin-
guish between private and public sector facilities. However 
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Figure 19:  Number of maternal deaths reported (NCCEMD) by province, 1998-2007

source:  Saving Mothers 2007.

Figure 20:  MMR by level of care, 1998-2007

source:  Saving Mothers 2007.

research in 4 rural districts indicates that in these areas home 
births were high – 41% in EC (OR Tambo and Alfred Nzo) 
and 28% in KZN (Umkhanyakude, Zululand). Clearly there 
are areas of the country where home births are much more 
common than the national average suggests [S Afr J Clin Nutr 
23(1):21-27]. In addition, Graham and Newell estimated that 
in rural areas only between 20% and 66% of maternal deaths 
occur in health institutions [Saving Mothers 2007].

The effect of HIV on maternal mortality was further 
explored in a review of all maternal deaths at Charlotte 
Maxeke Johannesburg Academic Hospital (formerly called 
Johannesburg Hospital), a tertiary-level facility in Gauteng, 
from 2003 to 2007 [Obstet Gynecol 114(292-9)]. Of 108 
maternal deaths in the period, HIV laboratory results were 
available for 76 (70.4%), of which 59 (77.6%) were posi-
tive. The majority of deaths in HIV-infected women (41/59; 
69.5%) were considered to be related to their HIV disease, 
mostly due to tuberculosis (21/59; 35.6%) and pneumonia 
(12/59; 20.3%). The authors calculated the maternal mortality 
ratio in HIV-infected women during the period as 776/100 
000 (95% CI: 591-1 000/100 000), “6.2-fold higher (95% CI: 
3.6-11.4) than the maternal mortality ratio in HIV-negative 
women (124/100 000 live births, 95% CI: 72-199/100 000)”. 
The proportion of the total deaths attributable to HIV was 
estimated as 44.3% (95% CI: 30.8-54.8%). 

Dorrington and Bradshaw have addressed the many problems 
with determination of accurate maternal and pregnancy-
related mortality measures, drawing on data from the Census 
and surveys.2 They point out that vital registration in South 
Africa is “not yet of sufficient quality to provide accurate direct 
estimates of maternal mortality rates”. In addition, they note 
that South Africa is in the unique position of having included 
questions about pregnancy-related deaths in the Census 2001 
and the General Household Survey 2007. There had also been 
attempt to calculate an MM Rate, based on questions posed in 
the 1998 Demographic and Health Survey. In relation to the 
Confidential Inquiry data, they noted that only a few home 
deaths were reported and that no specific system existed 
to collect information about such deaths. Deaths associated 
with abortions might also have been missed, as such patients 
would not be managed in obstetric wards. Women who died 
in a health facility in the post-partum period might also not 
have been identified as having been pregnant in the 42 days 
preceding death. Overall, they argued that MMR estimates 
based on these data were likely to be an under-estimate 
of the true figure. Figure 21 shows the difference in MMRs 
reported from direct sources and the Confidential Inquiry. 
In essence, they conclude no accurate estimates will not be 
possible until the vital registration system is improved. The 
differences between estimates are also evident in compara-
tive graphic in the Every Death Counts report [Every Death 
Counts], updated by Dorrington and Bradshaw (Figure 22).

The Institute for Health Metrics and Evaluation (IHME) 
produced estimates of maternal deaths and the MMR for 
181 countries for 1980-2008, based on 2651 observations 
of maternal mortality [Lancet 375(1609-1623)]. On this 
basis, South Africa was rated at 125 in 2008 (from lowest to 
highest), with the MMR having increased from 120.7 in 1990 
to 236.8 in 2008 (Figure 23). In contrast, the joint WHO/
UNICEF/UNFPA/World Bank report: Trends in maternal 
mortality: 1990 to 2008 gave an estimated MMR for South 
Africa in 2008 at 410 per 100 000 live births, with uncertainty 

2 Dorrington R, Bradshaw D. Maternal mortality in South Africa – lessons from a 
case study in the use of deaths reported by households in censuses and surveys 
(forthcoming).
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Figure 22:  Various estimates of maternal mortality in South Africa

source:  Dorrington and Bradshaw forthcoming. 
Note: PRMR = Pregnancy-related mortality ratio

Figure 21:  Maternal and Pregnancy Related Mortality Ratios by year from vital registration and confidential enquiry, 1997-2007

source:  Dorrington and Bradshaw forthcoming.

bounds of 240 to 610. This report summarises the challenges 
involved in measuring maternal mortality and discusses the 
use and limitation of the estimates. It also includes a section 
comparing the methodology used by the WHO group and 
IHME, explaining how the reports produced differing esti-
mates despite both starting with essentially the same crude 
data sources for each country. At a global level the differences 
are not that huge, however in the case of South Africa there 
is a difference not only in the level of the estimate but the 
overall shape of the trends. The NSDA signed in October 
2010 seemed to acknowledge this uncertainty, stating the 
2009 baseline as 400-625 deaths per 100 000 live births. The 
2014/15 target was set at 100 per 100 000 live births, but the 
source of the data was still listed as the SADHS.

Hogan et al. [IHME Maternal and Child Mortality, Lancet 

375(1609-1623)] draw attention to the “important adverse 
effect of the HIV epidemic on the MMR, especially in east and 
southern Africa”. They also note that the “set of interventions 
for dealing with HIV infection in pregnant or post-partum 
women would include access to antiretroviral drugs, which is 
not part of the set of maternal health interventions targeting 
women who are HIV negative”. They further suggested 
that “[i]n countries with complete vital registration systems, 
including South Africa, the use of a checkbox to identify 
women who were pregnant at the time of death or within 
42 days before death could be a useful adjunct”, although 
this is already included in the South African death notification 
form. They also called for “[c]ontinued efforts at strength-
ening vital registration and the expansion of data collection 
for pregnancy-related mortality through household surveys 
and censuses”, and in particular for “continuing surveillance of 
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Figure 23: IHME trend estimates of MMR for South Africa, 1980-2010

source:  Lancet 375(1609-1623).
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all-cause adult female mortality”.

The high proportion of births attended by skilled health 
personnel claimed in the South Africa MDG 2010 reports 
seemed to be corroborated by the HSRC South African 
National HIV Prevalence, Incidence, Behaviour and 
Communication Survey, 2008 sub-report “The health of our 
children”, published in 2010 [HIV Children 2008]. Data from 
this survey showed that, of 1 605 children under 2 years of 
age, the overwhelming majority (94.3%) were delivered by a 
skilled attendant, two-thirds (66.7%) by a nurse or midwife 
and 27.6% by a medical practitioner. Almost all (97%) the 
mothers of these children reported that they had received 
antenatal care during their pregnancy and had been offered an 
HIV antibody test (95.5%). The quality of these services was 
therefore questioned.
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Table 26:  Maternal health indicators by province

EC FS GP KZN LP MP NC NW WC SA
ANC coverage
1998 94.7 94.8 94.8 94.4 94.1 94.0 93.3 94.1 91.7  94.2 a

2003 doctor or nurse/midwife 95.1 90.9 89.9 89.4 93.3 93.7 90.1 95.1 89.1  91.7 b

2008 HSRC - - - - - - - - -  97.1 c

2009 DHIS 89.1 83.9 128.8 100.0 99.0 102.9 93.4 98.7 93.4  101.8 d

ANC visits per client
2001 DHIS 3.4 4.3 3.2 5.0 3.9 3.8 4.2 4.1 4.8  4.0 e

2002 DHIS 3.5 4.4 3.1 4.4 3.9 3.7 4.1 4.1 4.8  3.9 e

2003 DHIS 3.6 4.6 3.5 4.1 4.0 3.6 4.3 3.9 4.7  3.9 e

2004 DHIS 3.4 4.7 3.8 2.5 4.0 3.4 4.5 5.7 5.3  4.1 e

2006 DHIS 3.4 4.3 3.5 3.5 4.2 3.8 4.5 3.8 4.9  3.8 e

2007 DHIS 3.3 4.2 3.3 3.6 3.8 3.7 4.7 3.9 4.6  3.7 e

2008 DHIS 3.0 4.3 3.4 3.7 3.5 3.6 4.6 4.0 4.3  3.6 e

2009 DHIS 3.0 4.3 3.4 3.7 3.4 3.4 4.5 3.7 4.6  3.6 e

Births assisted by trained health personnel
1998 74.6 88.0 94.0 82.6 78.5 76.0 90.3 88.3 96.1  84.4 f

2003 doctor 18.8 15.2 33.9 57.8 9.0 18.1 30.7 13.9 39.1  26.4 b

2003 doctor or nurse/midwife 83.6 91.7 95.2 91.1 87.6 92.5 94.3 93.3 91.0  91.2 b

2003 nurse/midwife 64.8 76.5 61.3 33.3 78.6 74.4 63.6 79.4 51.9  64.8 b

2003 rural - - - - - - - - -  85.1 b

2003 urban - - - - - - - - -  94.4 b

2008 doctor - - - - - - - - -  27.6 c

2008 doctor or nurse/midwife - - - - - - - - -  94.3 g

2008 nurse/midwife - - - - - - - - -  66.7 c

Caesarean section rate – public sector
2000 Public sector - -  15.0 - - - - - - - h

2002 12.6 14.4 20.4 22.8 13.1 13.6 19.6 6.8 23.5  - i

2003 DHIS 12.7 15.4 17.7 22.2 10.8 12.2 15.3 10.5 16.6  16.0 e

2004 DHIS 15.0 18.7 18.2 23.2 12.4 12.1 16.1 10.4 17.9  17.0 e

2005 DHIS 15.7 15.3 18.8 23.7 12.9 13.6 14.8 11.5 23.1  17.7 e

2006 DHIS 17.0 17.5 18.8 23.3 13.6 12.9 16.1 12.2 18.3  17.6 e

2007 DHIS 19.4 17.5 19.0 24.3 13.9 12.7 14.8 14.2 19.9  18.6 e

2008 DHIS 20.5 18.2 19.5 25.8 13.8 14.3 14.5 14.6 19.9  19.4 e

2009 DHIS 22.1 18.6 21.8 29.8 14.6 15.3 16.1 14.8 20.8  21.3 e

2001 District Hospitals - - - - - - - - -  14.0 j

2002 District Hospitals - - - - - - - - -  13.0 j

2003 District Hospitals - - - - - - - - -  13.0 j

2004 District Hospitals 7.3 11.4 12.8 17.4 13.0 12.4 10.7 9.3 17.1  13.0 k

2005 District Hospitals 8.2 10.7 14.4 19.2 13.7 13.1 9.1 10.4 18.6  13.9 k

2006 District Hospitals 9.6 11.6 13.6 21.0 15.4 13.0 8.8 12.7 19.5  15.0 k

2007 District Hospitals 11.4 11.8 14.1 21.0 15.8 12.5 8.8 14.1 20.7  15.6 k

2008 District Hospitals 12.0 12.1 15.5 22.5 14.7 14.1 9.7 13.4 20.4  16.1 k

Caesarean section rate – private sector
2005 Private sector - - - - - - - - -  61.9 l

Delivery rate in facility
2001 DHIS 57.5 78.6 - 84.3 80.0 71.8 - 66.1 75.1  74.3 e

2002 DHIS 64.1 78.9 - 78.9 79.2 66.0 - 67.9 68.0  72.8 e

2003 DHIS 69.3 78.6 79.7 73.8 71.8 64.3 97.4 66.2 83.2  74.3 e

2004 DHIS 89.1 72.4 84.7 83.5 86.2 70.7 101.7 76.9 81.7  82.6 e

2005 DHIS 93.3 85.6 83.8 85.3 97.5 70.2 87.9 72.7 64.7  83.1 e

2006 DHIS 65.0 80.0 79.3 77.9 84.6 81.9 91.6 72.6 92.4  78.4 e

2007 DHIS 66.9 77.9 102.9 75.6 91.8 91.6 86.2 72.3 89.6  83.3 e

2008 DHIS 69.3 78.1 108.0 80.1 97.6 95.6 90.1 76.2 97.5  87.8 e

2008 HSRC - - - - - - - - -  94.9 e

2009 DHIS 71.3 77.4 97.5 83.3 98.2 90.6 87.5 75.0 94.6  86.6 e

Maternal mortality ratio (MMR)
1990 IHME - - - - - - - - -  121 m

1990 WHO - - - - - - - - -  230 n

1995 WHO - - - - - - - - -  260 n

1998 NCCEMD 46 230 102 100 26 112 97 101 47  - o
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EC FS GP KZN LP MP NC NW WC SA
1998 SADHS - - - - - - - - -  150 f

1999 NCCEMD 74 184 97 116 58 115 111 87 43  - o

2000 CARe (Census 2001) - - - - - - - - -  575 p

2000 IHME - - - - - - - - -  155 m

2000 NCCEMD 101 220 117 117 82 200 174 180 62  - o

2000 WHO - - - - - - - - -  380 n

2000 WHO (2003 estimates) - - - - - - - - -  230 q

2001 NCCEMD 91 271 129 123 73 159 152 176 55  - o

2002 NCCEMD 102 224 141 119 77 169 239 136 75  - o

2003 NCCEMD 99 373 139 160 116 201 176 223 86  - o

2004 EDC - - - - - - - - -  147 r

2004 NCCEMD 146 364 168 154 111 140 254 200 99  - o

2005 Hill et al - - - - - - - - -  400 s

2005 NCCEMD 140 354 136 153 151 115 291 174 68  - o

2005 WHO - - - - - - - - -  440 n

2006 NCCEMD 132 334 148 188 168 151 308 144 60  - o

2007 NCCEMD 139 313 112 182 183 127 302 121 112  - o

2008 IHME - - - - - - - - -  237 m

2008 WHO - - - - - - - - -  410 n

Number of maternal deaths
1990 IHME estimate - - - - - - - - -  1 305 m

1998 NCCEMD 56 94 131 188 27 66 22 58 34  676 t

1999 NCCEMD 95 79 138 252 63 72 18 54 34  805 u

2000 IHME estimate - - - - - - - - -  1 718 m

2000 NCCEMD 120 96 171 238 88 128 29 115 50  1 035 u

2001 NCCEMD 103 119 184 245 71 97 23 106 42  990 v

2002 NCCEMD 113 100 213 238 72 98 38 80 60  1 012 w

2003 NCCEMD 112 171 205 275 108 120 28 135 67  1 221 w

2004 NCCEMD 145 161 251 209 101 75 40 111 80  1 173 w

2005 NCCEMD 149 150 222 268 181 74 53 105 81  1 263 w

2006 NCCEMD 154 170 257 354 199 108 53 100 53  1 448 w

2007 NCCEMD 160 164 190 339 211 87 58 84 73  1 366 w

2008 IHME estimate - - - - - - - - -  2 584 m

2008 WHO estimate - - - - - - - - -  4 500 n

PMDF (proportion maternal among deaths of females of reproductive age)
2008 WHO - - - - - - - - -  2.8 n

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a SADHS 1998. While antenatal care coverage is high among all groups of 
women, the type of provider varies considerably - e.g. in Eastern Cape and 
Limpopo almost all care is obtained from nurses, while in Gauteng, Western 
Cape and Northern Cape more than 40% of care is provided by doctors.

b SADHS 2003.
c HIV Children 2008.
d DHIS. Data extracted June 2010. Data for financial (not calendar) years.
e DHIS. Data extracted various years.
f SADHS 1998.
g HIV Children 2008. 4.7% of births attended by Traditional birth attendant and 

1% did not know about attendant at delivery.
h Saving Babies 2000. Data only available for perinatal care in public sector 

institutions.
i Saving Babies 2002.
j DHIS. Data from Hospital Minimum Data Set, reported in South African Health 

Review 2003/04
k DHB 2008/09. Data from DHIS. For financial year.
l Risk Equalisation Fund. Data from the REF Study 2005. Based on data obtained 

from 4 administrators (Discovery Health, Medscheme, Old Mutual Healthcare 
and Metropolitan Health Group) who provide services for about 4.2 million 
lives. Related article published: Rothberg AD, McLeod H. Private Sector 
Caesareans in Perspective. S Afr Med J, 2005; 95: 257-60.

m IHME Maternal and Child Mortality.
n Maternal Mortality 1990-2008.
o Saving Mothers 2007. Institutional MMR using live births from DHIS as denomi-

nator. Differences in completeness of reporting between provinces.

p CARe Mortality. The maternal mortality rate appears to be implausibly high at 
575 per 100 000 births, however, this is only 6.5% of all deaths in the 15-49 
age range which is well within the range of estimates from other sub-Saharan 
countries. On the other hand the high number could in part be attributable 
to the fact that a third of these deaths had age imputed, presumably on the 
basis of the cause of death, which might not have been universally correctly 
captured.

q Maternal Mortality in 2000. Range of uncertainty: 58-430.
r Lancet 371(1294-304). Based on Saving Mothers: Third Report on Confidential 

Enquiries into Maternal Deaths in South Africa, 2002-2004.
s Lancet 370(1311-19). Calculated based on a model using the Census 2001 data 

on pregnancy-related deaths. Range of uncertainty 270-530.
t Saving Mothers 2000.
u Saving Mothers 2001. There is a significant increase in reported deaths in some 

provinces when compared with 1999. It is not known whether this is just due 
to improved reporting or due to an actual increase in maternal deaths. There 
remains concern that in the EC and LP that there is still significant under-
reporting since the maternal deaths per 100 000 female population are much 
lower when compared to MP and KZN. All 4 provinces are similar and have 
similar problems, hence one would expect similar rates of maternal deaths.

v Saving Mothers 2003.
w Saving Mothers 2007.
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Figure 24 Number of ToPs reported by NDoH and DHIS by province, 1997-2009

Termination of pregnancy 

Context The Choice on Termination of Pregnancy Act is regarded as a key progressive measure enacted after the transition to 
democracy, but access to such services in state hospitals remains problematic.

New data sources • Current data available from NDoH are incomplete.
• DHIS also contains data on ToPs but this does not correspond with the NDoH data or the values reported in some 

provincial DoH annual reports.
• National Youth Risk Behaviour Survey 2008

Key issues and trends • Provincial and national health reports indicate a reduction in availability of facilities providing ToPs. Due to the 
discrepancies in the data sources, it is not clear the extent to which this has translated into declining service provision. 

• There is still evidence of a significant number of young women accessing illegal terminations of pregnancy, notably from 
traditional health practitioners. Whether this by choice or because of a lack of access at accredited state or private health 
facilities needs to be determined.

It appears that there are many challenges in the provision 
of ToP services. The NDoH reported that “the percentage 
of CHCs providing CTOP services decreased from 45% in 
2008/09 to 25% in 2009/10. The main challenge was the high 
turnover rate among nurses trained to provide first trimester 
termination of pregnancy.” [DoH Annual Report 2009/10]. 
KZN reported that only 37.5% of designated public health 
facilities offered ToP services in 2009/10, and have noted 
an increasing number of incomplete and septic abortions, 
suggesting that services are insufficient to meet the need, and 
also that community awareness and contraceptive services are 
inadequate in preventing unwanted pregnancies. The maternal 
death reports have also reflected an increase in the propor-
tion of deaths due to septic abortion [KZN Ann Rep 2008/9, 
KZN Ann Rep 2009/10]. Further problems were noted in the 
WC where “[t]his service is under tremendous pressure due 
to various reasons such as the inability of facilities to retain 
or attract staff willing to perform termination of pregnancies 
(TOP’s). This has resulted in unmanageable increases at facili-
ties where there is still staff willing to perform TOP’s. This 
has inadvertently resulted in reduced access to the service 
as is shown by the fact that almost 25.7% (3 665 / 14 257) 
of all TOP’s are in the second trimester. Two rural districts 
have even had to outsource this function to a private service 
provider in order to ensure access to the service.” [WC Ann 
Rep 2008/9, WC Ann Rep 2009/10].

Nationally, the reported proportion of ToPs in clients under 
18 years old is about 15% although this is based on data from 
only four provinces [NDoH]. The WC note with concern that 
21.4% of ToPs in that province are performed on teenage 
clients, and that improvement in use of contraceptive services 
would relieve pressure on the over-extended ToP services 
[WC Ann Rep 2008/9].

In the National Youth Risk Behaviour Survey 2008, learners 
were asked if they or their partner had had an abortion and 
about the place where the abortion took place. Nationally, 
8.2 % of learners reported an abortion. Abortion preva-
lence among those that have ever had sex was highest in the 
Northern Cape (13.6%) and lowest in KwaZulu-Natal (6.3%). 
Of those who reported an abortion, just over half (51.5%) 
reported that the abortion was performed at a hospital or 
clinic, and a fifth (20.5%) that it was performed by a tradi-
tional health practitioner/healer. The highest proportion of 
terminations stated to having been performed in a hospital or 
clinic was reported for the Free State (57.1%), whereas those 
in KwaZulu-Natal reported the highest proportion using a 
traditional health practitioner (28.3%) [NYRBS 2008].
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Table 27:  Termination of pregnancy indicators by province

EC FS GP KZN LP MP NC NW WC SA
TOP facilities functioning (%)
2000 Total 90.9 55.6 44.0 12.1 13.9 27.3 100.0 75.0 23.7  31.5 a

2003 Total 58.1 72.7 60.0 30.4 85.4 41.7 60.0 100.0 76.4  61.8 a

2007 CHCs - - - - - - - - -  45.0 b

2008 CHCs - - - - - - - - -  45.0 b

2009 CHCs - - - - - - - - -  25.0 c

TOPs (Terminations of Pregnancy)
2002  5 814 3 949 18 227 9 592 4 706 3 218 910 3 070 10 065  59 551 d

2003  6 819 4 952 29 021 11 015 4 236 2 206 779 2 011 10 513  71 552 d

2004  6 210 8 343 37 806 10 602 4 587 3 757 1 408 3 165 11 157  87 035 d

2005  10 034 8 890 33 727 12 706 4 357 1 346 1 305 2 336 15 149  89 850 d

2006  10 015 7 834 32 464 9 679 4 241 - 1 418 4 948 13 314  83 913 d

2007  - 7 142 21 844 3 883 6 506 - 1 734 1 377 13 959  56 442 d

2007 DHIS 11 522 8 666 9 639 5 511 10 862 1 870 2 006 4 900 14 451  69 427 e

2008 - 9 275 28 995 - 5 773 - 1 227 - 18 390  63 660 d

2008 DHIS 11 596 7 710 13 379 5 642 9 522 2 970 1 242 5 978 14 903  72 942 e

2009 - 6 641 32 814 - 5 024 - 1 266 - -  45 745 d

2009 DHIS 10 844 6 581 22 354 5 933 9 035 2 676 1 067 4 939 13 772  77 201 e

TOPs by gestational age (%)
2002 >12 wks - - - - - - - - -  22.3 d

2003 >12 wks - - - - - - - - -  18.3 d

2004 >12 wks - - - - - - - - -  20.5 d

2005 >12 wks - - - - - - - - -  19.3 d

2006 >12 wks - - - - - - - - -  19.6 d

2007 >12 wks - - - - - - - - -  19.1 d

2008 >12 wks - - - - - - - - -  18.1 d

2008 unknown - - - - - - - - -  5.1 d

2009 >12 wks - - - - - - - - -  13.5 d

2009 unknown - - - - - - - - -  13.7 d

TOPs by maternal age (%)
2002 <18 yrs - - - - - - - - -  6.8 d

2003 <18 yrs - - - - - - - - -  11.0 d

2004 <18 yrs - - - - - - - - -  10.6 d

2005 <18 yrs - - - - - - - - -  10.2 d

2006 <18 yrs - - - - - - - - -  11.9 d

2007 <18 yrs - - - - - - - - -  12.7 d

2008 <18 yrs - - - - - - - - -  13.5 d

2009 <18 yrs - - - - - - - - -  14.6 d

ToP rate (% of women who have had an abortion)
2008 NYRBS Grade 8-11 5.3 4.2 6.7 2.4 7.7 8.1 15.4 5.8 8.1  6.0 e

2008 NYRBS Grade 11 - - - - - - - - -  3.1 e

2008 NYRBS Grade 8 - - - - - - - - -  9.2 e

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a RRA 1997-2002.
b DoH Annual Report 2008/09. Target 50%
c DoH Annual Report 2009/10.
d DoH. Data spreadsheet received from DoH Directorate: Epidemiology and 

Surveillance August 2006 and July 2008. Data for 2006 and 2007 are incom-
plete. Data for 2008 and 2009 received Oct 2010. Based on data from only 4-5 
provinces.

e NYRBS 2008. Learners in grades 8-11. Of those who have ever had sex.
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Sexually transmitted infections 

Context The SA NBD study noted that sexually transmissible infections are “a significant threat – both as a common cause of 
infertility and adverse pregnancy outcomes, and as infections that increase the risk of HIV transmission”.
Much attention is being paid to the potential role of male medical circumcision, as a means of preventing the transmission of 
HIV and other sexually transmitted diseases.

New data sources • National Youth Risk Behaviour Survey 2008
• HSRC South African National HIV Prevalence, Incidence, Behaviour and Communication Survey, 2008 sub-report “The 

health of our children”
• District Health Information System (DHIS) updated STI indictors.

Key issues and trends • Trends from DHIS suggest a gradual decline in STI incidence, and although partner notification rates are high, partner 
treatment rates remain at only 21%.

In the National Youth Risk Behaviour Survey 2008, 4.4% of 
those sampled reported ever having had a sexually transmitted 
infection (STI). Of these just over half (55.0%) had received 
treatment for an STI. The highest proportion of learners who 
had had sex and had ever had an STI was reported in the 
Eastern Cape (7.0%), with the lowest in Gauteng (2.6%). 
The highest prevalence of treatment was also recorded in the 
Eastern Cape (66.2%), with the lowest in the Northern Cape 
(31.6%).

Some interesting data on circumcision were also gathered in 
the HSRC South African National HIV Prevalence, Incidence, 
Behaviour and Communication Survey, 2008 sub-report “The 
health of our children” [HIV Children 2008]. Parents and 

caregivers reported that 4.3% of male infants under two years 
of age were circumcised, compared to 21.7% of adolescents 
15-18 years of age. They were mainly circumcised when they 
were between 10 and 14 years of age (41.1%) and 15-18 years 
of age (31.3%) (Figure 25). Of the adolescents who were 
circumcised, the largest proportion reported having done so 
for traditional reasons (41.5%) rather than for prevention of 
HIV and other sexually transmitted infections (10.5%). Most 
were circumcised between the ages of 10 and 14 years of 
age (41.1%) or between 15 and 18 years of age (31.3%). 
Interestingly, the majority of circumcisions for young males 
were performed in hospitals (52.6%) (Figure 26). 

Table 28:  STI indicators by province

EC FS GP KZN LP MP NC NW WC SA
Incidence of STI treated
2000 DHIS 6.2 5.1 5.3 10.0 7.2 5.2 2.9 8.0 3.6  6.4 a

2001 DHIS 6.0 6.0 4.9 9.0 8.8 7.1 3.7 7.3 3.7  6.5 a

2002 DHIS 4.8 5.3 5.0 8.4 8.7 5.8 3.8 6.5 3.7  6.1 a

2002 STI Baseline 6.6 6.5 2.9 8.7 10.6 7.9 5.0 7.2 4.6  6.5 b

2003 DHIS 5.4 4.6 4.4 7.8 7.6 4.7 4.2 5.8 2.2  5.4 a

2004 DHIS 6.3 4.3 3.6 7.1 7.1 5.1 4.1 5.8 3.1  5.3 a

2005 DHIS 5.4 4.2 3.2 6.9 6.5 4.8 3.6 4.9 2.8  4.8 a

2006 DHIS 5.0 3.8 4.2 7.2 5.7 5.1 3.4 4.5 3.0  5.0 a

2007 DHIS 4.4 3.2 3.5 6.4 5.6 4.0 2.8 3.8 2.5  4.4 c

2008 DHIS 4.5 3.3 4.0 6.8 5.5 4.1 3.3 4.1 2.6  4.6 c

Male urethritis syndrome (MUS) rate
2007 DHIS 26.4 26.8 24.8 23.4 22.5 33.6 26.8 24.1 34.4  25.6 a

2008 DHIS 27.5 29.1 23.8 24.3 24.2 35.9 27.7 24.1 34.0  26.2 a

2009 DHIS 28.1 31.1 23.2 24.8 26.5 33.6 28.2 24.9 38.5  26.8 a

STI partner notification rate (%)
2007 DHIS 104.1 89.6 100.0 101.2 84.9 105.0 72.4 82.8 133.3  99.4 a

2008 DHIS 101.4 92.4 102.8 105.9 86.2 107.0 74.0 85.2 140.0  102.2 a

2009 DHIS 98.7 92.6 98.9 108.9 91.9 104.4 78.2 87.8 154.1  103.5 a

STI partner treatment rate (%)
2007 DHIS 25.1 21.5 22.8 21.1 20.8 24.2 22.3 24.8 17.3  22.1 a

2008 DHIS 22.3 21.9 21.8 20.3 20.6 25.2 21.1 27.2 20.0  21.7 a

2009 DHIS 22.4 22.9 20.7 18.4 20.7 26.3 19.2 26.2 24.9  21.2 a

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a DHIS. Data extracted in various years. The STI partner notification rate may be 
over 100% due to multiple partners being notified.

b STI HIV Baseline Survey. Indicator calculated from estimated number of STI 
clients from survey in July 2002, annualised.

c DHB 2008/09. Data from DHIS. For financial year.
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Figure 25: Distribution of age at which circumcision was 
performed, 2008

source:  HIV Children 2008.

Figure 26: Setting for circumcision of males 15-18 years of 
age, 2008

source:  HIV Children 2008.

Nutrition

Context The South African MDG report 2010 showed that the prevalence of underweight children under-five years of age had 
increased from 9.3% in 1994 to 10.2% in 2005, making achievement of the MDG target of 4.7% “unlikely”. It also noted that 
no data were available on the MDG indicator of the proportion of the population receiving below the minimum level of dietary 
energy. Although it was reported that 46.3% of children consumed below the minimum level of dietary energy in 1999, no 
data were available for later years.

New data sources Nationally:
• NYRBS 2008
• District Health Information System (DHIS) updated nutrition indicators

Internationally:
• Global prevalence of Vitamin A deficiency in populations at risk: 1995-2005 (WHO)
• Global Hunger Index 2010

Key issues and trends • South Africa faces both a problem of under-nutrition and over-nutrition, of stunting and wasting, as well as obesity, among 
the youth. 

• Physical inactivity has become a major public health problem.

Some data relevant to nutrition and physical activity were 
reported in the National Youth Risk Behaviour Survey 2008 
[NYRBS 2008]. Of the learners sampled, 13.1% suffered from 
stunting (low height for age), 8.4% were underweight (low 
weight for age) and 4.4% had wasting (low weight for height), 
19.7% were overweight, and 5.3% were obese. The report 
stated that the “high prevalence of stunting reflects the levels 
of poverty and underdevelopment especially in the African 
Black communities; while the rising prevalence of overweight 
suggests increased consumption of fatty foods and increased 
levels of physical inactivity”. Higher prevalence of under-
nutrition was accordingly reported in the Northern Cape, 
North West, Limpopo and Free State, while over-nutrition 
was more prevalent in the Western Cape, KwaZulu-Natal 
and Gauteng (Figure 27). 

Less than half of the learners (43.2%) reported having part-
icipated in sufficient levels of vigorous activity, and almost a 
third (29.3%) watched television or played computer games 
for more than 3 hours per day. Nationally, 39.2% of learners 
had eaten fast foods or ‘luxuries’ (the list included hamburgers, 

fried chicken, boerewors roll, hotdog, hot chips, ‘gatsby’, pies, 
vetkoek or polony roll) on 4 or more days during the week 
preceding the survey. 

The WHO published a report on the global prevalence of 
Vitamin A deficiency in populations at risk (1995-2005) in 
2009. Vitamin A deficiency was rated as a “mild” public health 
problem in South Africa [Global Vit A 1995-2005]. 

The Global Hunger Index (GHI) is a tool adapted by the 
International Food Policy Research Institute to compre-
hensively measure and track global hunger. The GHI incor-
porates three interlinked hunger-related indicators – the 
proportion of undernourished in the population, the preva-
lence of underweight in children, and the mortality rate of 
children offers a multidimensional overview of global hunger. 
According to this report, South Africa’s GHI remained the 
same in 2010 as in 1990, and compared to other countries in 
sub-Saharan Africa has a slightly worse GHI than is expected 
for the country’s Gross National Income per capita [Global 
Hunger Index 2010].
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Figure 27:  Wasting and obesity in high school learners by gender and province, 2008

source:  NYRBS 2008.

Table 29:  Nutrition indicators by province

EC FS GP KZN LP MP NC NW WC SA
Anaemia prevalence
1995 20.6 17.1 16.3 10.4 34.2 27.7 21.5 24.5 28.6  21.4 a

2005 age 1-5 years 30.0 27.6 25.6 21.8 34.4 21.3 5.0 28.2 41.2  28.9 b

Iodine deficiency
1998 children <100mcg/l rural  29.8 42.1 19.7 20.8 36.7 44.7 7.4 13.1 22.5 - c

1998 children <100mcg/l 
urban

 9.2 18.9 24.9 6.4 11.7 50.5 10.8 30.2 35.0 - c

2005 children <100mcg/l 28.8 10.8 21.3 11.7 15.8 20.3 0.0 25.2 17.7  19.2 b

Iron deficiency anaemia prevalence
1995 2.4 3.9 3.8 3.5 9.1 7.0 6.5 5.0 8.2  5.0 a

2005 age 1-5 years 8.4 16.1 10.4 11.3 13.8 11.6 - 8.7 12.0  11.3 b

Iron deficiency prevalence
1995 5.0 6.8 9.2 13.4 11.0 11.5 10.9 8.1 16.4  9.8 a

2005 age 1-5 years 10.2 40.3 17.8 18.8 21.2 17.0 12.5 18.8 20.3  19.7 b

Obesity (%)
1998 female 29.7 29.2 35.6 35.4 20.1 25.8 24.8 18.9 31.2  30.1 d

1998 male 10.1 8.1 10.2 10.4 6.2 7.5 7.6 5.5 13.1  9.3 d

2003 female 31.9 26.2 30.1 24.5 21.8 28.0 24.2 24.4 30.3  27.4 e

2003 male 8.8 8.6 9.7 9.0 4.6 6.0 5.4 4.8 14.5  8.8 e

2004 boys 6-13 years - - - - - - - - -  3.2 f

2004 girls 6-13 years - - - - - - - - -  4.9 f

2005 female 16-35 years 22.6 31.1 26.5 24.8 16.9 20.6 25.0 24.9 32.7  24.9 b
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EC FS GP KZN LP MP NC NW WC SA
2008 NYRBS 4.0 4.7 9.7 5.4 2.8 6.1 5.0 3.9 5.6  5.3 g

2008 NYRBS Grade 11 - - - - - - - - -  5.0 g

2008 NYRBS Grade 8 - - - - - - - - -  4.2 g

2008 NYRBS female - - - - - - - - -  7.2 g

2008 NYRBS male - - - - - - - - -  3.3 g

Overweight (%)
1998 female 25.7 26.0 26.6 27.4 24.0 24.9 24.9 25.8 25.9  26.1 d

1998 male 20.5 16.3 21.1 21.4 16.0 16.6 14.4 15.4 25.3  19.8 d

1999 age 1-9 years  7.9  6.4  5.6  6.5  3.7  16.7  4.4  0.9  5.2  6.0 h

2002 NYRBS 17.1 14.3 18.5 22.9 10.5 17.0 12.3 11.9 21.5  17.2 i

2003 female 28.2 23.3 28.2 33.0 24.2 25.9 21.6 25.1 25.9  27.5 e

2003 male 16.5 13.5 20.2 31.9 11.0 16.3 13.8 17.5 23.6  21.0 e

2004 boys 6-13 years - - - - - - - - -  10.8 j

2004 girls 6-13 years - - - - - - - - -  13.0 j

2005 age 1-9 years 6.1 1.4 6.4 6.3 2.4 3.4 - 4.9 3.3  4.8 b

2005 female 16-35 years 32.1 24.5 28.9 26.7 21.1 27.5 20.8 20.7 26.0  26.6 b

2008 NYRBS 17.3 16.3 22.4 25.5 13.5 21.6 17.9 15.7 19.9  19.7 g

2008 NYRBS Grade 11 - - - - - - - - -  21.4 g

2008 NYRBS Grade 8 - - - - - - - - -  17.0 g

2008 NYRBS female 26.7 20.8 26.4 38.8 19.6 31.0 23.9 22.4 27.4  27.8 g

2008 NYRBS male - - - - - - - - -  11.2 g

Stunting (%)
1994 age 6-71 months 28.8 28.7 11.5 15.6 34.2 20.4 22.8 24.7 11.6  22.9 a

1999 age 1-9 years 20.5 29.6 20.4 18.5 23.1 26.4 29.6 24.9 14.5  21.6 h

2003 under 5 years 28.5 32.9 26.5 13.3 26.6 22.2 37.1 24.0 34.7  27.4 k

2005 age 1-9 years 18.0 28.2 16.8 15.1 23.8 17.8 27.7 15.1 12.0  18.0 b

2008 NYRBS 17.5 14.7 13.2 11.7 12.8 11.3 19.4 12.3 9.7  13.1 g

2008 NYRBS Grade 11 - - - - - - - - -  12.6 g

2008 NYRBS Grade 8 - - - - - - - - -  14.4 g

2008 NYRBS female - - - - - - - - -  11.1 g

2008 NYRBS male - - - - - - - - -  15.2 g

Underweight (%)
1994 age 6-71 months - - - - - - - - -  9.3 a

1998 female 5.8 7.0 3.4 5.4 7.2 4.9 12.5 8.1 4.9  5.6 d

1998 male 11.5 18.8 9.7 11.1 19.7 16.9 23.1 17.5 5.8  12.9 d

1999 age 1-9 years  7.1  14.3  8.8  6.0  15.0  4.2  23.7  15.3  8.3  10.3 h

2002 NYRBS 7.7 9.5 7.4 7.2 12.1 8.2 14.3 14.2 6.0  9.0 i

2003 female 3.2 7.6 5.6 3.2 9.1 6.0 12.2 8.0 9.5  6.2 e

2003 male 10.9 18.0 14.3 4.1 19.5 16.4 25.7 19.8 9.2  12.5 e

2003 under 5 years 7.1 15.9 10.1 11.3 14.2 9.1 25.8 12.4 10.9  11.5 k

2005 age 1-9 years 7.8 14.1 6.4 5.0 12.3 10.9 38.3 12.4 8.2  9.3 b

2008 NYRBS 9.6 10.0 6.7 5.0 13.8 4.5 14.1 12.3 6.5  8.4 g

2008 NYRBS Grade 11 - - - - - - - - -  7.0 g

2008 NYRBS Grade 8 - - - - - - - - -  10.1 g

2008 NYRBS female - - - - - - - - -  4.9 g

2008 NYRBS male - - - - - - - - -  12.0 g

Vitamin A coverage children 12-59 months
2003 SADHS 57.7 45.8 32.3 42.3 44.6 46.6 49.4 30.2 29.6  39.4 l

2005 NFCS 33.3 32.6 12.0 27.9 18.1 10.1 26.1 20.0 10.7  20.5 m

2006 DHIS 17.2 36.1 30.1 24.3 22.7 23.7 32.4 21.7 10.2  23.4 n

2007 DHIS 23.0 36.8 30.7 29.5 25.2 23.8 28.5 24.2 33.8  28.3 n

2008 DHIS 31.6 41.6 35.5 27.4 38.4 25.8 32.9 31.1 32.2  32.4 n

2009 DHIS 36.7 40.8 40.2 37.5 32.4 30.0 32.0 33.1 38.3  36.6 n

Vitamin A coverage infants 6-11 months
2002 DHIS 60.4 56.9 - - - - 51.6 18.4 -  27.9 n

2003 DHIS 79.8 76.8 - - 37.1 57.5 90.5 35.3 -  57.6 n

2004 DHIS 96.3 82.4 44.0 82.8 86.0 76.3 73.4 87.6 -  69.9 n

2006 DHIS 81.0 103.9 99.3 110.6 101.1 97.9 136.4 85.3 60.4  95.3 n

2007 DHIS 77.9 91.5 111.3 102.7 99.8 104.6 108.5 88.4 90.8  97.3 n

2008 DHIS 90.3 95.8 111.2 98.9 111.9 96.9 114.7 98.0 93.9  100.7 n

2009 DHIS 93.2 90.2 112.1 109.6 109.6 106.5 102.6 99.7 95.2  103.9 n
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EC FS GP KZN LP MP NC NW WC SA
Vitamin A deficiency
1995 31.1 26.8 23.5 38.0 43.5 33.0 18.5 32.0 21.0  33.3 a

2005 age 1-9 years 64.2 61.7 65.2 89.1 75.7 52.1 23.0 49.6 43.5  63.6 b

Waist-hip ratio (WHR) above cut-off (%)
1998 female 32.8 28.5 22.2 36.7 34.2 26.8 34.2 41.3 39.6  32.0 d

1998 male 5.3 6.5 6.5 10.2 6.8 3.9 5.8 8.9 8.7  7.4 d

2003 female 27.6 29.5 27.7 48.8 28.0 22.8 20.3 27.2 34.1  32.0 e

2003 male 4.7 3.6 9.3 7.4 4.3 3.2 3.7 3.5 6.8  6.4 e

Wasting (%)
1994 age 6-71 months 3.2 4.5 1.2 0.7 3.8 2.5 1.7 4.5 1.3  2.6 a

1999 age 1-9 years  1.8  3.4  1.2  4.3  7.5  2.8  9.6  5.7  0.9  3.7 h

2003 under 5 years 0.8 8.4 4.2 7.5 5.3 6.0 10.0 6.0 6.2  5.2 k

2005 age 1-9 years 4.1 2.8 3.3 1.3 4.4 7.5 19.1 3.2 11.5  4.5 b

2008 NYRBS 4.4 4.4 4.1 1.9 6.8 3.6 10.6 7.8 3.7  4.4 g

2008 NYRBS Grade 11 - - - - - - - - -  2.7 g

2008 NYRBS Grade 8 - - - - - - - - -  4.8 g

2008 NYRBS female - - - - - - - - -  2.3 g

2008 NYRBS male - - - - - - - - -  6.7 g

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a SAVACG Survey.
b Food Consumption Survey 2005.
c Iodine Deficiency 2000.
d SADHS 1998.
e SADHS 2003. Of respondents age 15 and above.
f SAMJ 96(439-44). Data collected during 2001-2004. Defined as the percentage 

classified as obese, with predicted Body Mass Index (BMI) =>30kg/m2 at 18 
years, according to curves developed by Cole et al. (Cole TJ, Bellizzi MC, Flega 
KM, Dietz WH. Establishing a standard definition for child overweight and 
obesity worldwide: international survey. BMJ 2000; 320: 1240-1243.)

g NYRBS 2008. Learners in grades 8-11.
h Food Consumption Survey 1999.
i NYRBS 2002.
j SAMJ 96(439-44). Data collected during 2001-2004. Defined as the percentage 

classified as overweight but not obese, with predicted Body Mass Index (BMI) 
=>25kg/m2 at 18 years, according to curves developed by Cole et al. (Cole 
TJ, Bellizzi MC, Flega KM, Dietz WH. Establishing a standard definition for 
child overweight and obesity worldwide: international survey. BMJ 2000; 320: 
1240-1243.)

k SADHS 2003. Measurements were restricted to those children under 5 years 
whose mother was interviewed. Thus orphans and other children who do not 
live with their biological mother were excluded.

l SADHS 2003. Percentage of children 6-59 months of age reported to have 
received vitamin A supplements in the 6 months preceding the survey.

m Food Consumption Survey 2005. A further 10.1% nationally were unsure 
whether Vitamin A supplements were received or not.

n DHIS. Data extracted over various years.
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Table 30:  Nutrition indicators by ethnic group

African Coloured Indian White Other ALL
Obesity (%)
1998 female 31.2 28.5 21.3 25.5 -  30.1 a

1998 male 7.8 9.2 9.0 20.1 -  9.3 a

2003 female 28.5 26.5 24.8 13.7 -  27.4 b

2003 male 7.1 14.9 10.9 23.0 -  8.8 b

2004 boys 6-13 years 2.1 3.0 - 4.3 -  3.2 c

2004 girls 6-13 years 4.7 4.8 - 7.8 -  4.9 c

2008 NYRBS 5.0 4.9 7.2 9.7 6.6  5.3 d

Overweight (%)
1998 female 25.9 25.3 27.3 27.4 -  26.1 a

1998 male 17.1 22.1 23.7 36.1 -  19.8 a

2002 NYRBS 16.6 13.0 25.3 23.4 -  17.2 e

2003 female 27.7 25.7 34.4 24.3 -  27.5 b

2003 male 20.1 21.3 33.7 25.1 -  21.0 b

2004 boys 6-13 years 7.6 8.7 - 15.4 -  10.8 f

2004 girls 6-13 years 12.3 10.7 - 15.5 -  13.0 f

2008 NYRBS 19.5 17.5 22.9 25.8 22.2  19.7 d

Stunting (%)
2003 under 5 years 27.0 37.4 13.1 7.0 -  27.4 g

2008 NYRBS 13.8 13.6 10.3 4.6 13.1  13.1 d

Underweight (%)
1998 female 4.9 9.9 15.6 2.9 -  5.6 a

1998 male 14.0 11.4 16.6 4.7 -  12.9 a

2002 NYRBS 9.5 10.6 4.8 1.9 -  9.0 e

2003 female 5.6 12.1 5.7 4.9 -  6.2 b

2003 male 13.3 11.5 10.1 4.9 -  12.5 b

2003 under 5 years 10.6 18.1 8.7 12.6 -  11.5 g

2008 NYRBS 8.6 9.4 11.5 4.5 5.4  8.4 d

Waist-hip ratio (WHR) above cut-off (%)
1998 female 33.3 36.2 23.2 20.4 -  32.0 a

1998 male 6.5 5.2 11.2 14.7 -  7.4 a

2003 female 31.9 36.1 33.5 24.0 -  32.0 b

2003 male 5.1 8.2 22.1 6.7 -  6.4 b

Wasting (%)
2003 under 5 years 5.0 7.5 9.1 2.2 -  5.2 g

2008 NYRBS 4.3 6.6 7.0 1.1 4.6  4.4 d

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a SADHS 1998.
b SADHS 2003. Of respondents age 15 and above.
c SAMJ 96(439-44). Data collected during 2001-2004. Defined as the percentage 

classified as obese, with predicted Body Mass Index (BMI) ≥30kg/m2 at 18 
years, according to curves developed by Cole et al. (Cole TJ, Bellizzi MC, Flega 
KM, Dietz WH. Establishing a standard definition for child overweight and 
obesity worldwide: international survey. BMJ 2000; 320: 1240-1243.)

d NYRBS 2008.
e NYRBS 2002.
f SAMJ 96(439-44). Data collected during 2001-2004. Defined as the percentage 

classified as overweight but not obese, with predicted Body Mass Index (BMI) 
≥25kg/m2 at 18 years, according to curves developed by Cole et al. (Cole 
TJ, Bellizzi MC, Flega KM, Dietz WH. Establishing a standard definition for 
child overweight and obesity worldwide: international survey. BMJ 2000; 320: 
1240-1243.)

g SADHS 2003.
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Child health

Context The South African MDG report 2010 showed that the country was “unlikely” to meet the MDG targets for under-five mortality 
rate (which had increased from 59 per 100 live births in 1998 to 104 in 2007) or infant mortality rate (which had barely 
changed from 54 per 100 live births in 2001 to 53 in 2007). However, it was though “likely” that the target of 100% of 1 year-
old children immunised against measles would be met, as this had improved from 68.5% in 2001 to 98.3% in 2009.

New data sources Nationally:
• Saving Babies 2006-7 – 6th report on perinatal care in South Africa (PPiP)
• Saving Children 2005-2007 – the 4th survey of child healthcare in South Africa (ChildPiP)
• 1st Report of the Committee on Morbidity and Mortality in Children under 5 Years (CoMMiC)
• National Perinatal Morbidity and Mortality Committee Report 2008 (NPNMMC)
• SA Child Gauge 2009/2010
• HSRC HIV Household Survey 2008 report on child health - in the absence of the SADHS which has still not taken place, 

this provides some important insight on key child health indicators beyond just HIV.
• National Institute for Communicable Diseases (NICD) surveillance reports (see infectious disease section)
• District Health Information System (DHIS)
• Childrens’ Institute. Child-headed households in South Africa.

Internationally:
• Levels and Trends in Child Mortality: Report 2010 

www.childmortality.org
• Global, regional, and national causes of child mortality in 2008 (Lancet)
• Children and AIDS: Fourth stocktaking report – UNICEF
• State of the World’s Children 2009 and 2010
• WHO, UNICEF, World Bank. State of the world’s vaccines and immunization, 3rd ed. Geneva, World Health Organization, 

2009.
• Building Momentum: Global progress toward reducing maternal and child mortality (IHME)
• Countdown to 2015 decade report (2000-10): taking stock of maternal, newborn, and child survival (Lancet)
• Childinfo.org Child Mortality Estimation (CME) tool
• UNICEF, WHO. Diarrhoea: Why children are still dying and what can be done
• WHO/UNICEF Review of National Immunization Coverage 1980-2008 available from  

http://www.childinfo.org/files/south_africa_1980_2008.pdf

Key issues and trends • The Child Gauge 2009/10 report provides a useful summary of the determinants of child health, as well as data on access 
to healthcare services

• Routine data from DHIS show scale up of vaccination coverage of the new vaccines per province.
• NICD surveillance data provides regularly updated information on laboratory cases for various childhood illnesses, which 

compensates in part for the deficiencies in notifiable disease data from DoH.
• There is an ongoing discrepancy in immunisation coverage, with DHIS consistently substantially higher than survey 

estimates; some explanations and data quality issues are applicable to both data sources.
• As with maternal mortality, there has been a plethora of international work and journal articles and modelling estimates 

of child mortality. Once again there are substantial differences between estimates from different organisations, and also 
to previously released estimates – sometimes due to influence of new empirical estimates and sometimes due to new 
methodological processes

Child mortality

The main focus of the MDGs is on under-five mortality, 
although it is also important to monitor the components of 
child mortality separately in order to focus interventions 
(Figure 28). 

Figure 28:  Definitions of mortality in children
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The Saving Babies 2006-2007 report – the 6th report on 
perinatal care in South Africa – was published in 2009 [Saving 
Babies 2006-7]. During the two-year period under review, 

659 809 births (representing 39.5% of all births in institu-
tions using the DHIS data as the denominator) and 25 060 
peri-natal deaths were recorded on the national Perinatal 
Problem Identification Programme (PPIP) database from 
244 PPIP sites. The report showed that the most important 
causes of perinatal deaths were labour-related complications 
(intrapartum asphyxia and birth trauma), responsible for 
17% of perinatal deaths, spontaneous preterm birth (23%) 
and placental disease (pre-eclampsia and placental abruption; 
23%). However, more effort was needed to investigate the 
large proportion of unexplained stillbirths (24%), most of 
which were macerated stillbirths and infants declared dead 
on admission to the health institution. As expected, pregnant 
women 17 years-old or less and pregnant women 35 years-
old or more suffered significantly higher perinatal mortality 
rates than women between the ages of 20 and 34 years. The 
majority of births (59%) in the period under review occurred 
in CHCs or district hospitals, as did the majority of perinatal 
deaths. Assessments by on-site PPIP reviewers showed that 
44% of the deaths due to labour-related complications were 
probably avoidable. The majority of these deaths occurred in 
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Figure 29:  U5MR estimate using loess regression with recommended data sources with adjustment for HIV

source:  Child Mortality 2010 IGME: CME tool available at http://www.childmortality.org, downloaded October 2010.

district hospitals, which also had the poorest quality of intra-
partum care. Administrative problems were also most preva-
lent in district hospitals, with avoidable mortality associated 
with a lack of facilities to resuscitate hypoxic or immature 
neonates. Although a breakdown of deaths by level of care 
was provided, this was no longer reported by province. A 
particular problem was noted with late neonatal deaths, which 
were believed to be seriously under-reported. In particular, 
it was believed that deaths at home or in transit to a health 
facility were frequently not reported. 

Data from 51 hospitals from all 9 provinces were presented in 
Saving Children 2005-2007 – the 4th survey of child healthcare 
in South Africa [Saving Children 2005-7]. Over the period 
under review, there were 121 368 admissions and 6 758 
deaths of children in these facilities, giving an overall in-hospital 
mortality rate (IHMR) of 5.6 per 100 admissions. Audit of 8 
060 deaths using the ChildPIP tool identified 17 215 modifi-
able factors, or 2.1 modifiable factors per death. The majority 
of modifiable factors were attributable to clinical personnel. 
The main causes of death identified were acute respiratory 
tract infection (including Pneumocystis pneumonia), diar-
rhoeal disease, sepsis and tuberculosis. Most deaths (63%) 
occurred in children under a year of age, and 33% occurred 
during the first 24 hours after admission. Critically, 64% of 
the children who died were malnourished, and 47% were 
eligible for antiretroviral therapy (ART), based on clinical HIV 
staging.

The 1st Report of the Committee on Morbidity and Mortality 
in Children under 5 Years (CoMMiC) was published in April 
2009 [CoMMiC 2009]. The Committee estimated that over 
60 000 children die each year between the ages of one month 
and five years. The national under-five mortality rate was 
estimated to be between 57.6 and 94.7 per 1 000 live births 
and the infant mortality rate between 42.5 and 59.1 per 1 
000 live births. The highest rates were estimated for the 
Eastern Cape, KwaZulu-Natal and Free State, and the lowest 
for the Western Cape, Gauteng and Northern Cape. The 
major causes of childhood death were identified as diarrhoeal 
disease, lower respiratory tract infections and perinatal condi-
tions, “with HIV and AIDS and malnutrition contributing as 
both primary and underlying causes”. It was emphasised that 
children “die both at home and in health facilities with many 
of the children who die at home having had prior contact with 
the health services”.

Globally, the Countdown to 2015 has resulted in a plethora 
of reports and publications [Lancet 375(2032-2044)]. In May 
2010, Black et al. published a systematic analysis of data on 
global, regional and national causes of child mortality as at 
2008 [Lancet 375(1969-87)]. These authors estimated that 
there had been an estimated 8.795 million deaths in children 
younger than 5 years worldwide in 2008, of which 5.970 
million (68%) were caused by infectious diseases, predomi-
nantly pneumonia (18%), diarrhoea (15%) and malaria (8%). 
Neonates accounted for 3.575 million deaths (41%), mostly 
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Figure 30: Countdown trends in U5MR and causes of under-five deaths in South Africa

source:  Countdown 2010.

Figure 31:  IHME estimates for U5MR in sub-saharan Africa 
(south) for 1990-2008 (forecasted to 2010)

source:  IHME Maternal and Child Mortality.

Note: BW=Botswana, LS=Lesotho, NA=Namibia, SZ=Swaziland, SA=South 
Africa, ZW=Zimbabwe

due to preterm birth complications (12%), birth asphyxia 
(9%), sepsis (6%) and pneumonia (4%). 

The United Nations Inter-agency Group for Child Mortality 
Estimation (IGME) provided the Levels and Trends in Child 
Mortality Report in 2010 [Child Mortality 2010 IGME]. The 
remit of this group was specifically “to advance the work on 
monitoring progress towards MDG 4 and to enhance country 
capacity to produce timely and properly assessed estimates 
of child mortality”. This report includes estimates for under-
5 mortality for South Africa, of 62 for both 1990 and 2009. 
The IGME seeks to compile all available national-level data on 
child mortality, including data from vital registration systems, 
population censuses, household surveys and sample registra-
tion systems. For each country a regression line is then fitted 
to the data points that meet data quality standards established 

by the IGME and extrapolated to a common reference year 
(Figure 29).

The Countdown country profile for South Africa, published 
in 2010, provided the following estimates – no progress in 
reducing under 5 mortality was seen, with the rate having 
moved from 56 per 1000 live births in 1990, to 73 in 2000 
and 67 in 2008 (Figure 30) [Countdown 2010]. 

The Institute for Health Metrics and Evaluation (IHME) also 
recently released revised estimates of child mortality for 187 
countries using revised methodologies, and suggesting a faster 
pace of improvement (at a global level) that previous esti-
mates. The IHME estimates for South Africa are the lowest 
of all the international groups, and as with maternal mortality 
have a different trend shape (Figure 31) [Lancet 375(1988-
2008), IHME Maternal and Child Mortality].

There is considerable uncertainty around the estimates of 
child mortality rates in South Africa because vital registration 
is incomplete; there has not been a reliable household survey 
collecting detailed birth history information since 1998; and 
the indirect method of estimating mortality from information 
on the survival of children reported by mothers is biased by 
the correlation of mortality of mothers and their children due 
to HIV and AIDS. In addition, there were data quality prob-
lems with both the 2003 SADHS and the 2001 Census [CARe 
Mortality, U5MR and IMR 2010 SA]. 

Darikwa analysed the 2007 Community Survey data correct-
ing for errors in the sex ratio, accounting for bias due to the 
impact of AIDS on maternal mortality as well as an adjustment 
for the increasing prevalence of HIV over time [Darikwa 2009]. 
Darikwa estimated the Infant Mortality Rate to be around 50 
and the Under-5 Mortality Rate to be around 75 per 1 000 live 
births in 2006. These estimates imply that the completeness 
of vital registration for children has increased considerably 
over the period 1997-2006, particularly since the year 2001. 
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Figure 32: U5MR estimates from adjusted vital registration compared to selected other data sources

source:  Compiled from multiple sources as listed in data table.

Applying the completeness adjustment implied by Darikwa to 
the vital registration data for the period 1997-2007 provides a 
trend in the mortality rates. Despite the increase in registered 
child deaths, there was more or less no change in mortality 
rates in this period [U5MR and IMR 2010 SA]. 

Table 31:  Child mortality and related indicators by province

EC FS GP KZN LP MP NC NW WC SA
Child mortality (deaths between 1-4 years per 1 000 live births)
1998 SADHS 20.5 19.0 9.3 23.6 15.7 17.3 14.3 14.0 9.0  15.4 a

2003 SADHS 11.6 21.1 9.4 3.0 10.1 12.3 10.6 15.3 13.6  15.8 b

Infant mortality rate (IMR) (deaths under 1 year per 1 000 live births)
2000 BoD 70.9 61.8 44.4 68.4 51.6 58.9 46.4 55.2 31.7  59.1 c

IMR – vital registration adjusted for completeness of reporting
1997 VR adjusted - - - - - - - - -  46.6 d

1998 VR adjusted - - - - - - - - -  52.7 d

1999 VR adjusted - - - - - - - - -  51.1 d

2000 VR adjusted - - - - - - - - -  49.9 d

2001 VR adjusted - - - - - - - - -  49.0 d

2002 VR adjusted - - - - - - - - -  50.1 d

2003 VR adjusted - - - - - - - - -  51.2 d

2004 VR adjusted - - - - - - - - -  49.0 d

2005 VR adjusted - - - - - - - - -  49.5 d

2006 VR adjusted - - - - - - - - -  50.0 d

2007 VR adjusted - - - - - - - - -  48.6 d

IMR – SADHS
1998 SADHS revised 61.2 53.0 36.3 52.1 37.2 47.3 41.8 42.0 30.0  45.0 e

1998 highest asset quintile - - - - - - - - -  17.0 f

1998 lowest asset quintile - - - - - - - - -  61.6 f

2003 SADHS 68.3 48.1 33.5 30.4 34.1 40.5 28.7 61.9 43.5  42.5 b

IMR – nationally modelled estimates
2006 ASSA2003 62.0 58.0 37.0 62.0 37.0 53.0 34.0 44.0 26.0  48.0 g

2007 ASSA2003 60.3 56.0 35.3 60.0 36.2 50.8 33.4 42.6 25.3  46.1 g

2008 ASSA2003 58.8 54.1 33.4 58.0 35.2 48.9 32.5 41.5 24.4  44.6 g

2009 ASSA2003 57.7 52.6 32.0 56.5 34.5 47.5 31.7 40.6 23.6  43.4 g

2010 ASSA2003 57.1 51.9 31.6 55.8 34.1 46.9 30.9 40.1 22.9  42.8 g

2001 StatsSA - - - - - - - - -  56.9 h

2002 StatsSA - - - - - - - - -  56.4 h

2003 StatsSA - - - - - - - - -  56.0 h

2004 StatsSA - - - - - - - - -  55.4 h

2005 StatsSA - - - - - - - - -  54.6 h

2006 StatsSA - - - - - - - - -  52.4 h
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EC FS GP KZN LP MP NC NW WC SA
2007 StatsSA - - - - - - - - -  51.3 h

2008 StatsSA - - - - - - - - -  49.3 h

2009 StatsSA - - - - - - - - -  48.2 h

2010 StatsSA - - - - - - - - -  46.9 h

IMR – international modelled estimates
1990 Inter-agency group - - - - - - - - -  48.0 i

2000 Inter-agency group - - - - - - - - -  54.3 i

2009 Inter-agency group - - - - - - - - -  43.0 i

Low birth weight rate (% live births <2500g)
1998 - - - - - - - - -  15.0 j

2002 PPIP 15.0 18.7 19.2 18.2 13.8 14.1 22.0 14.4 17.6  - k

2006 DHIS 9.6 14.3 0.6 9.2 7.8 7.8 24.5 11.9 16.6  8.9 l

2006 PPIP 13.0  13.6 16.3 12.8 13.8 14.5 21.0 12.4 18.1  15.5 m

2007 DHIS 12.0 14.3 13.6 12.3 6.4 9.3 17.8 12.4 14.9  12.0 l

2007 PPIP CHC - - - - - - - - -  9.0 n

2007 PPIP District Hospitals - - - - - - - - -  12.5 n

2007 PPIP National Central Hosp - - - - - - - - -  26.2 n

2007 PPIP Provincial Tertiary - - - - - - - - -  20.7 n

2007 PPIP Regional Hospitals - - - - - - - - -  15.3 n

2008 DHIS 12.3 15.4 13.3 11.3 9.8 7.5 18.4 13.1 14.8  12.2 l

2009 DHIS 12.8 15.2 11.5 11.8 10.8 8.6 18.2 13.9 14.6  12.3 l

Neonatal death rate (NNDR) (deaths <28 days old per 1 000 live births)
1998 SADHS 24.7 9.9 17.8 23.2 18.3 23.6 20.5 20.0 4.0  19.8 a

2003 SADHS 11.9 33.0 24.2 22.6 19.9 21.5 18.4 26.9 5.4  15.0 b

2002 PPIP 14.0 10.4 12.1 10.4 12.0 9.0 9.0 11.5 5.0  - k

2006 PPIP 11.3 17.4 9.4 8.8 11.2 12.3 13.9 12.4 9.5  13.6 m

2007 PPIP - - - - - - - - -  10.1 o

2006 DHIS 15.3 15.1 8.6 11.0 11.5 9.4 12.6 56.1 6.0  14.4 l

2007 DHIS 16.5 15.3 8.7 5.9 11.8 12.9 12.7 11.6 6.9  10.3 l

2008 DHIS 16.2 14.1 9.8 6.9 11.6 12.0 12.7 11.8 8.2  10.6 l

2009 DHIS 13.4 13.8 10.5 11.1 11.8 11.3 12.1 11.0 6.0  11.0 l

Neonatal death rate (NNDR) – modelled estimates
1990 IHME - - - - - - - - -  18.0 p

2000 IHME - - - - - - - - -  14.0 p

2008 IHME - - - - - - - - -  17.0 p

Number of under-5 deaths
1990 IHME estimate - - - - - - - - -  64 200 p

1990 Inter-agency group estimate - - - - - - - - -  66 000 i

2000 IHME estimate - - - - - - - - -  41 200 p

2008 IHME estimate - - - - - - - - -  61 854 p

2009 Inter-agency group estimate - - - - - - - - -  66 000 i

Perinatal care index (perinatal MR / LBWR)
2006 PPIP 2.00 - 1.60 2.10 1.90 2.00 1.40 2.70 1.78  1.80 m

2007 PPIP CHC - - - - - - - - -  0.90 n

2007 PPIP District Hospitals - - - - - - - - -  2.10 n

2007 PPIP National Central Hosp - - - - - - - - -  1.40 n

2007 PPIP Provincial Tertiary - - - - - - - - -  1.80 n

2007 PPIP Regional Hospitals - - - - - - - - -  2.00 n

Perinatal mortality rate (deaths <8 days old per 1 000 total births)
2000 Public sector - -  32.1 - - - - -  18.4  40.0 q

2006 PPIP =>500g 32.3  33.0 - 26.5 30.4 36.5 - 34.0 32.2  37.5 m

2007 PPIP =>500g - - - - - - - - -  38.0 r

2007 PPIP CHC - - - - - - - - -  13.4 r

2007 PPIP District Hospitals - - - - - - - - -  34.8 r

2007 PPIP National Central Hosp - - - - - - - - -  72.2 r

2007 PPIP Provincial Tertiary - - - - - - - - -  55.6 r

2007 PPIP Regional Hospitals - - - - - - - - -  42.8 r

2003 DHIS 44.0 44.4 36.1 50.7 45.0 43.7 45.4  - 23.1  38.4 l

2004 DHIS 42.4 51.8 32.0 41.3 38.5 41.0 42.9  - 26.6  38.2 l

2005 DHIS 49.2 39.7 32.2 40.3 35.4 46.1 32.6  - 25.4  34.9 l

2006 DHIS 40.3 37.6 27.4 35.5 32.7 31.2 38.1 36.8 25.2  33.1 l
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2007 DHIS 39.0 41.5 28.5 30.2 32.2 35.4 35.5 32.8 26.8  32.2 l

2008 DHIS 35.6 37.9 30.6 28.5 32.2 34.8 32.7 34.5 26.1  31.5 l

2009 DHIS 33.0 40.9 30.5 34.9 32.1 35.1 30.9 34.1 27.1  32.8 l

Post-neonatal mortality rate (deaths 28-365 days age per 1 000 live births)
1998 SADHS 36.5 26.9 18.5 28.9 18.9 23.6 21.3 16.8 4.4  25.6 a

2003 SADHS 56.4 15.1 9.3 7.8 14.2 18.9 10.3 35.0 38.1  27.5 b

1990 IHME - - - - - - - - -  26.0 p

2000 IHME - - - - - - - - -  16.0 p

2008 IHME - - - - - - - - -  25.0 p

Stillbirth rate (per 1 000 total births)
2001 DHIS 34.0 35.0 13.0 27.0 20.0 25.0 - 32.0 24.0  27.0 l

2002 DHIS 33.0 35.0 23.0 31.0 22.0 23.0 42.0 32.0 24.0  29.0 l

2003 DHIS 30.0 34.0 36.0 43.0 24.0 27.0 34.0 30.0 18.0  32.0 l

2004 DHIS 28.0 30.0 47.0 33.0 21.0 24.0 24.0 22.0 18.0  27.0 l

2005 DHIS 33.0 30.5 21.0 31.3 22.7 35.5 25.0  - 18.8  24.9 l

2006 DHIS 25.9 28.3 19.6 26.7 22.1 22.4 27.0 25.2 19.2  23.5 l

2007 DHIS 24.2 30.6 20.9 24.8 21.7 23.8 24.1 23.5 20.6  23.2 l

2008 DHIS 21.9 27.3 21.7 22.5 21.8 24.6 21.7 24.3 20.8  22.5 l

2009 DHIS 21.6 30.5 21.5 25.6 21.7 24.8 21.2 24.6 22.1  23.4 l

2003 District Hospitals - - - - - - - - -  31.0 s

2003 Regional Hospitals - - - - - - - - -  40.0 s

2003 National Central Hosp - - - - - - - - -  62.0 s

2006 PPIP 21.3 - 18.2 17.9 19.5 - 30.5 23.6 23.0  24.3 m

2007 PPIP - - - - - - - - -  24.4 n

2007 PPIP CHC - - - - - - - - -  10.1 n

2007 PPIP District Hospitals - - - - - - - - -  20.5 n

2007 PPIP National Central Hosp - - - - - - - - -  52.3 n

2007 PPIP Provincial Tertiary - - - - - - - - -  36.8 n

2007 PPIP Regional Hospitals - - - - - - - - -  26.7 n

Under 5 mortality rate (deaths under 5 years per 1 000 live births) 
2000 BoD 105.0 99.0 74.6 116.4 80.7 99.8 68.1 88.5 46.3  94.7 c

U5MR – vital registration adjusted for completeness of reporting
1997 VR adjusted - - - - - - - - -  63.9 d

1998 VR adjusted - - - - - - - - -  73.4 d

1999 VR adjusted - - - - - - - - -  72.5 d

2000 VR adjusted - - - - - - - - -  72.5 d

2001 VR adjusted - - - - - - - - -  72.9 d

2002 VR adjusted - - - - - - - - -  74.4 d

2003 VR adjusted - - - - - - - - -  76.1 d

2004 VR adjusted - - - - - - - - -  75.4 d

2005 VR adjusted - - - - - - - - -  74.6 d

2006 VR adjusted - - - - - - - - -  75.0 d

2007 VR adjusted - - - - - - - - -  71.8 d

U5MR – SADHS
1998 SADHS revised 80.5 72.0 45.3 74.5 52.3 63.7 55.5 56.0 39.0  61.0 e

1998 SADHS rural - - - - - - - - -  71.2 a

1998 SADHS urban - - - - - - - - -  43.2 a

2003 SADHS 79.1 68.2 42.6 33.2 43.9 52.2 39.1 76.3 56.5  57.6 b

U5MR – nationally modelled estimates
2002 ASSA2000 112.0 106.0 82.0 124.0 87.0 106.0 72.0 95.0 46.0  100.0 g

2006 ASSA2003 91.0 89.0 61.0 97.0 57.0 82.0 51.0 69.0 39.0  73.0 g

2007 ASSA2003 89.2 85.6 58.1 93.2 54.9 78.8 50.4 67.1 38.8  70.9 g

2008 ASSA2003 87.4 82.8 55.8 90.3 53.6 75.9 49.6 65.6 38.1  68.9 g

2009 ASSA2003 86.3 81.2 54.7 88.4 52.8 74.3 48.7 64.6 37.3  67.7 g

2010 ASSA2003 85.8 80.6 54.8 87.7 52.5 73.8 47.8 64.3 36.6  67.3 g

U5MR – international modelled estimates
1990 Countdown - - - - - - - - -  56.0 t

2000 Countdown - - - - - - - - -  73.0 t

2008 Countdown - - - - - - - - -  67.0 t

2005 Murray - - - - - - - - -  69.0 u

1990 IHME - - - - - - - - -  58.0 p
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2000 IHME - - - - - - - - -  37.0 p

2001 IHME - - - - - - - - -  39.1 p

2002 IHME - - - - - - - - -  43.0 p

2003 IHME - - - - - - - - -  47.3 p

2004 IHME - - - - - - - - -  51.4 p

2005 IHME - - - - - - - - -  55.6 p

2006 IHME - - - - - - - - -  57.4 p

2007 IHME - - - - - - - - -  57.1 p

2008 IHME - - - - - - - - -  56.0 p

2009 IHME - - - - - - - - -  53.4 p

2010 IHME - - - - - - - - -  50.9 p

1990 Inter-agency group - - - - - - - - -  62.0 i

2000 Inter-agency group - - - - - - - - -  77.4 i

2001 Inter-agency group - - - - - - - - -  79.5 i

2002 Inter-agency group - - - - - - - - -  80.4 i

2003 Inter-agency group - - - - - - - - -  80.8 i

2004 Inter-agency group - - - - - - - - -  80.1 i

2005 Inter-agency group - - - - - - - - -  78.5 i

2006 Inter-agency group - - - - - - - - -  74.6 i

2007 Inter-agency group - - - - - - - - -  69.4 i

2008 Inter-agency group - - - - - - - - -  65.3 i

2009 Inter-agency group - - - - - - - - -  62.0 i

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a SADHS 1998.
b SADHS 2003 (Preliminary). The estimates of child mortality rates from the 

SADHS are considered to be implausibly low. Bradshaw D, Dorrington R. 
Child mortality in South Africa Have we have lost touch. S Afr Med J 2007; 
97(8): 582-3.

c Burden of Disease Prov 2000.
d U5MR and IMR 2010 SA. Calculated by applying the completeness adjustment 

implied by Darikwa to vital registration data. Darikwa TB. Estimating the level 
and trends of child mortality in South Africa, 1996-2006. Thesis submitted 
in partial fulfilment of the Degree of Master of Philosophy in the Faculty of 
Commerce University of Cape Town; 2009.

e SAHR 2000 Ch4. Comparison of the provincial estimates from different 
sources revealed that the SADHS 1998 estimates for three provinces required 
some adjustment. Table 4 pg 99.

f World Development Report 2006. Based on SADHS 1998.
g ASSA 2003. Downloaded 2006-06-19
h StatsSA Mid-year Estimates. 2010 mid-year estimates.
i Child Mortality 2010 IGME.
j SWChildren 2006. Based on SADHS 1998 but adjusted since figure reported 

was 8.3% with birth weight unknown for one third of deliveries.
k Saving Babies 2002.
l DHIS. Data extracted over various years.
m Saving Babies 2003-2005. Data from Oct 2003 - Mar 2006.
n Saving Babies 2006-7.
o Saving Babies 2006-7. Neonatal deaths are not recorded properly at country 

level, both inside the health system and in the community, where deaths at 
home or in transit to a heath facility may not be registered, and this value from 
PPIP and ChildPIP is known to be an underestimate.

p IHME Maternal and Child Mortality.
q Saving Babies 2000. There is insufficient data to accurately calculate the national 

PNMR, however from existing data it is estimated that the rate is in the order 
of 40/1 000 births.

r Saving Babies 2006-7. Extrapolating data from PPIP sites to all institutional 
births.

s DHIS. Data from Hospital Minimum Data Set, reported in South African Health 
Review 2003/04.

t Lancet 375(2032-2044).
u Lancet 370(1040-54).
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Figure 33: Percentage of children in child-headed households and percentage of children who are double orphans, 2000-2007

source:  Child Households 2009.

Child health status and services

The extensive Child Gauge 2009/2010 report included a 
chapter which assessed basic health care services for children 
[SA Child Gauge 2009/2010]. It found that there were “signifi-
cant inequities in access to essential services for children 
between and within provinces, and between rural and urban 
areas”. It noted the “patchy implementation and supervision 
of the Integrated Management of Childhood Illness (IMCI), 
especially the household and community component that 
deploys community workers to promote the health of chil-
dren in homes and link them with local primary health care 
services”. In addition to issues of access, the Child Gauge 
emphasised that the quality of health service delivery varied 
widely, that health worker training and supervision were “not 
standard and comprehensive across the country”. Identified 
reasons for the dismal state of child health services included 
inequitable health care spending, poor leadership, poor 
accountability, poor fiscal discipline, limited child advocacy, 
poor performance and delivery, and an inability to translate 
policy to practice.

The Child Gauge 2009/2010 included analysis of data on 
orphans from the General Household Surveys. The 2008 
Survey indicates that there were approximately 3.95 million 
orphans in South Africa. This includes children without a living 
biological mother, father or both parents, and is equivalent 
to 21% of all children in South Africa. The total number of 
orphans has increased substantially, with nearly one million 
more orphaned children in 2008 than in 2002. The number of 
children who have lost both a mother and a father has more 

than doubled since 2002 (from approximately 350 000 to 
850 000). Roughly half of all orphans in South Africa are resi-
dent in KwaZulu-Natal and the Eastern Cape. These orphans 
account for 27% of the child population in each of these prov-
inces. The orphaning rate is also high in the Free State, where 
26% of children are orphans [SA Child Gauge 2009/2010].

The HSRC survey gives somewhat lower estimates of the 
number of orphans in 2008, with an overall rate of orphanhood 
of 16.8% of children under 18 whose biological mother, 
biological father or both parents have died [HIV Children 
2008].

Despite the widespread concern that AIDS-related mortality is 
resulting in a rapid increase in child-headed households, this is 
not supported by analysis of national surveys [SA Child Gauge 
2009/2010, Child Households 2009, AIDS Care 22(40-9)]. In 
2008, there were 100 000 children living in a total of 56 000 
child-only households across South Africa. This equates to 
0.5% of all children and 0.4% of all households. There has 
been no significant change in the proportion of children living 
in child-only households from 2002 to 2008 (Figure 33). Even 
before HIV and AIDS, South Africa had high levels of domestic 
fluidity – movement across extended family networks – and 
it is likely that orphaned children have been assimilated into 
these networks.

The HSRC survey confirmed the expected finding that HIV-
positive children are hospitalised more frequently than HIV-
negative children (17% compared to 4.7% hospitalised in the 
12 months prior to the study) [HIV Children 2008]. 
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Table 32:  Child health indicators by province

EC FS GP KZN LP MP NC NW WC SA
Children under 5 years weighing rate
2001 DHIS 75.3 74.9 63.7 59.5 61.6 77.7 0.6 - 54.2  62.8 a

2002 DHIS 77.1 77.5 69.1 70.3 69.6 84.4 37.9 - 48.1  67.7 a

2003 DHIS 76.8 75.6 70.5 79.9 78.2 77.2 68.3 - 60.0  74.4 a

2004 DHIS 74.1 75.5 71.9 82.1 75.8 60.3 70.3 24.0 60.2  66.0 a

2006 DHIS 77.4 79.9 81.3 85.0 82.8 83.5 79.4 66.8 67.0  79.0 a

2007 DHIS 79.3 85.7 82.7 81.2 78.2 84.7 77.2 79.1 67.3  79.5 a

2008 DHIS 83.6 85.2 85.6 81.8 76.2 87.9 80.1 86.4 69.2  81.3 a

2009 DHIS 82.4 85.0 85.7 75.4 79.0 89.2 82.9 88.2 68.9  80.5 a

Diarrhoea incidence under 5 years (per 1 000)
1998 SADHS derived 275.6 197.5 204.0 386.3 316.8 351.5 225.7 264.7 214.8  286.4 b

2000 DHIS - 71.8 66.1 173.3 180.0 120.1 - 272.5 91.5  144.8 c

2007 DHIS 96.7 80.4 54.2 206.7 203.8 97.8 172.2 120.8 123.4  131.9 a

2008 DHIS 111.5 74.6 61.0 201.8 215.0 96.4 155.0 109.3 149.8  136.1 a

2009 DHIS 110.9 70.3 65.2 199.3 185.2 76.9 145.3 110.9 126.1  128.3 a

Exclusive breastfeeding rate
1998 <6 months - - - - - - - - -  6.8 d

2003 <6 months - - - - - - - - -  8.3 e

2008 <6 months - - - - - - - - -  25.7 f

Not gaining weight under 5 years rate (%)
2001 DHIS 2.8 4.4 - - 2.0 1.9 3.1 - 0.7  2.2 a

2002 DHIS 2.5 5.3 - - 1.6 1.9 4.0 - 0.7  2.1 a

2003 DHIS 2.4 4.5 - - 1.2 2.1 3.7 - 0.8  1.9 a

2004 DHIS 2.0 3.5 0.8 1.4 1.2 2.5 3.5 3.7 1.2  2.2 a

2005 DHIS 1.3 3.3 0.7 1.5 0.9 1.4 3.3 2.4 0.8  1.4 a

2006 DHIS 1.1 3.6 0.7 1.3 0.9 1.2 2.8 1.5 1.2  1.2 a

2007 DHIS 1.1 3.1 0.7 1.3 0.9 1.0 2.5 1.3 2.2  1.3 a

2008 DHIS 0.8 2.8 0.6 1.1 1.0 0.9 3.6 1.3 2.4  1.2 a

2009 DHIS 0.7 2.4 0.5 1.3 0.9 1.0 2.6 1.1 2.9  1.2 a

Number of orphans
2005 double (GHS) 116 909 66 722 64 475 199 623 55 274 37 395 7 514 60 723 17 718  626 362 g

2005 maternal (GHS) 118 254 38 867 40 746 137 379 66 404 39 558 9 720 41 373 20 686  512 987 g

2005 paternal (GHS) 561 361 161 261 195 376 527 641 307 974 170 440 26 925 171 914 98 264  2 221 156 g

2005 total (GHS) 796 525 266 850 300 598 864 643 429 652 247 393 44 159 274 018 136 667  3 360 505 g

2006 double (GHS) 141 000 65 000 47 000 218 000 59 000 53 000 10 000 58 000 17 000  668 000 h

2006 maternal (GHS) 113 000 41 000 76 000 156 000 79 000 57 000 11 000 50 000 37 000  619 000 h

2006 paternal (GHS) 562 000 178 000 269 000 605 000 344 000 176 000 31 000 172 000 143 000  2 481 000 h

2006 total (GHS) 816 000 284 000 392 000 978 000 481 000 286 000 52 000 281 000 198 000  3 768 000 h

2008 double (GHS) 160 000 78 000 102 000 258 000 70 000 83 000 18 000 72 000 19 000  859 000 i

2008 maternal (GHS) 128 000 49 000 62 000 175 000 63 000 58 000 11 000 40 000 37 000  624 000 i

2008 paternal (GHS) 449 000 146 000 330 000 660 000 326 000 193 000 52 000 182 000 130 000  2 468 000 i

2008 total (GHS) 737 000 273 000 494 000 1 093 000 459 000 334 000 81 000 294 000 186 000  3 951 000 i

2008 double (HSRC) - - - - - - - - -  419 000 j

2008 maternal (HSRC) - - - - - - - - -  713 000 j

2008 paternal (HSRC) - - - - - - - - -  1 899 000 j

2008 total (HSRC) - - - - - - - - -  3 032 000 j

2008 maternal/double (HSRC) - - - - - - - - -  1 132 000 j

2008 maternal/double (GHS) - - - - - - - - -  1 483 000 i

2006 maternal/double ASSA2003 225 618 102 737 277 109 480 004 136 752 143 919 17 160 114 628 77 739  1 542 201 k

2007 maternal/double ASSA2003 245 266 113 491 316 291 531 029 150 665 158 778 18 656 127 728 84 295  1 708 032 k

2008 maternal/double ASSA2003 264 241 123 341 353 040 576 531 164 144 171 845 20 197 140 151 91 216  1 862 672 k

2009 maternal/double ASSA2003 282 000 131 966 386 035 615 360 176 797 182 792 21 760 151 544 98 399  2 001 479 k

2010 maternal/double ASSA2003 298 255 139 276 414 971 647 284 188 501 191 617 23 308 161 720 105 694  2 123 286 k

Orphanhood (%)
2002 total (2-18 years) - - - - - - - - -  15.6 j

2005 total (2-18 years) - - - - - - - - -  14.4 j

2008 total (2-18 years) (HSRC) - - - - - - - - -  19.3 j
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2008 double (HSRC) - - - - - - - - -  2.3 j

2008 maternal (HSRC) - - - - - - - - -  3.9 j

2008 paternal (HSRC) - - - - - - - - -  10.5 j

2008 maternal/double (HSRC) 6.0 9.2 7.4 6.2 3.9 8.1 4.4 5.7 4.6  6.2 j

2008 maternal/double (GHS) 10.4 12.2 4.8 10.6 5.6 9.4 6.7 8.7 3.2  7.9 i

2008 total (HSRC) - - - - - - - - -  16.8 j

2008 total (GHS) 26.6 26.1 14.4 26.7 19.2 22.1 18.9 22.8 10.5  21.0 i

Pneumonia incidence rate under 5 years
2007 DHIS 53.9 111.6 53.7 158.6 65.1 55.1 121.5 93.5 91.5  90.8 a

2008 DHIS 67.4 109.8 59.0 166.9 62.9 58.8 118.3 103.4 86.9  95.6 a

2009 DHIS 67.0 109.9 59.9 181.6 60.8 55.5 115.9 109.1 82.9  98.4 a

Severe malnutrition under 5 years incidence (per 1 000)
2006 DHIS 5.9 4.2 2.6 10.1 3.6 4.5 9.8 7.3 3.2  5.7 a

2007 DHIS 5.2 4.2 3.2 7.4 3.2 4.3 6.5 9.5 3.8  5.2 a

2008 DHIS 4.8 4.5 3.9 7.2 3.2 4.3 5.1 11.4 4.6  5.4 a

2009 DHIS 5.1 5.8 2.9 8.0 4.0 5.4 5.6 7.0 5.8  5.5 a

Weighing coverage (annualised)
2001 DHIS 66.4 50.2 34.9 50.8 62.9 52.2 0.5 - 68.1  52.9 a

2002 DHIS 63.3 53.7 37.5 60.5 82.1 55.5 33.9 - 69.2  59.2 a

2003 DHIS 65.9 54.1 37.9 67.5 93.0 63.2 66.5 - 72.1  64.4 a

2004 DHIS 58.8 54.2 38.2 69.0 87.4 56.5 74.8 33.4 74.0  60.7 a

2006 DHIS 57.5 58.2 53.6 67.7 92.0 76.7 70.0 57.8 68.3  65.9 a

2007 DHIS 61.4 58.5 60.1 65.5 89.9 83.2 75.8 67.1 66.2  68.1 a

2008 DHIS 71.1 65.4 70.1 69.7 97.6 90.6 80.2 77.9 73.2  75.7 a

2009 DHIS 79.0 66.3 75.4 71.5 103.0 91.3 82.2 87.1 74.1  79.7 a

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a DHIS. Data extracted over various years.
b DHIS. Data calculated from percentage of children with diarrhoea in previous 

2 weeks reported in SADHS 1998 to approximate an annual incidence. Data 
extracted by Calle Hedberg Dec 2001.

c DHIS. This refers to the number of children seeking treatment for diarrhoea 
from PHC facilities. This is about half the number of cases expected based on 
the number of cases reported in the SADHS 1998 survey to have experienced 
diarrhoea in the 2 weeks prior to the survey. Data extracted January 2003.

d SADHS 2003. Quoting SADHS 1998.
e SADHS 2003.
f HIV Children 2008.
g SA Child Gauge 2006. Based on GHS 2005, Statistics South Africa.
h SA Child Gauge 2007/08. Based on GHS 2006; StatsSA. This equates to 21% 

of all children in South Africa having lost one or both parents.
i SA Child Gauge 2009/2010.
j HIV Children 2008. Among children 0-18 years of age.
k HIV Indicators 2006. Children whose mother has died, regardless of whether 

or not father has died. i.e. maternal plus double orphans.
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Immunisation

Two new vaccines were introduced into the Expanded 
Programme on Immunisation (EPI) schedule to protect chil-
dren against rotavirus and pneumococcal diseases, which are 
among the leading causes of child mortality [SAPJ 2010]. Table 
33 shows the immunisation schedule in place since April 2009. 
Coverage rates of 22.8% for the pneumococcal vaccine and 
34.6% for the rotavirus vaccine were reported for 2009/10 
[DoH Annual Report 2009/10. Routine data on selected 
immunisation coverage indicators from DHIS are shown in 
Figure 34 [DHIS].

Table 33:  Expanded programme on immunisation schedule from April 2009

Age of child Vaccines needed
At birth BCG - Bacilles Calmette Guerin

OPV (0) - Oral Polio vaccine

6 weeks OPV (1) - Oral Polio vaccine

RV (1) - Rotavirus vaccine

DTaP-IPV/Hib (1) - Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined

Hep B (1) - Hepatitis B vaccine

PCV7 (1) - Pneumococcal Conjugated vaccine

10 weeks DTaP-IPV/Hib (2) - Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined

Hep B (2) - Hepatitis B vaccine

14 weeks RV (2) - Rotavirus vaccine

DTaP-IPV/Hib (3) - Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined

Hep B (3) - Hepatitis B vaccine

PCV7 (2) - Pneumococcal Conjugated vaccine

9 months Measles vaccine (1)

PCV7 (3) - Pneumococcal Conjugated vaccine

18 months DTaP-IPV/Hib (4) - Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined

Measles Vaccine (2)

6 years Td vaccine - Tetanus and reduced strength of diphtheria vaccine

12 years Td vaccine - Tetanus and reduced strength of diphtheria vaccine

The HSRC Household survey conducted in 2008 also included 
questions about the vaccination status of children. Of particular 
interest was the low level of measles immunisation reported 
(64.8%), substantially lower than the DHIS value of 93.7% 
for 2008/09. The implications of this low level of vaccination 
can clearly be seen in the measles case data published by the 
NICD in October 2010 (Figure 35).

It is widely recognised that in many countries there is substantial 
deviation in the data on immunisation coverage from routine 
data sources compared to survey and other data sources, and 
South Africa is no exception [Bull World Health Organ 87(535-
41), Lancet 372(2031-46)]. Earlier data from the SADHS and 
recent data from the HSRC Household Survey indicate that 
survey estimates of immunisation coverage across several 
antigens are substantially lower than DHIS data (Figure 36). 
Although survey data are often considered to be the ‘gold 
standard’, both the SADHS and HSRC surveys are based on 
small sample sizes for the target age group, and since other 

studies have shown substantial heterogeneity in coverage it is 
possible that the samples are not sufficiently representative. 
The HSRC survey also presents anomalous results. It reports 
different coverage rates for DTP3 and Hib3, which are 
administered as part of a combination vaccine. It also reports 
lower coverage for DTP3 than measles, which is unlikely 
since coverage tends to drop with vaccines administered at 
older ages. Survey data assess coverage through inspection 
of immunisation cards and/or recall of the parent/guardian 
among children 12-23 months old, whereas DHIS is based on 
administered doses of vaccine at the relevant age of adminis-
tration; different age groups and methodologies. Routine data 
(DHIS) is plagued by the documented under-count of children 
in official population estimates. In addition, the delivery of 
immunisation to an unknown number of immigrants, who are 
not included in the population denominator, further inflates 
the coverage in some provinces. Despite the uncertainty 
over the true coverage suggested by DHIS, there is remark-
able stability in the 10-year trends in the numerator (vaccine 
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source:  DHIS, extracted June 2010.

Figure 34: Trends in selected immunisation coverage indicators, Apr 2007 – Mar 2010

source:  NICD surveillance. Adapted from NICD Communique October 2010.

Figure 35: Measles IgM positive results per province, Jan 2009 – Oct 2010
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Figure 36: Comparison of immunisation coverage and drop-out rates, DHIS and HSRC HIV Household Survey, 2008

source:  DHIS, HIV Children 2008.

Note:  There are data quality issues and biases with both the survey and routine data estimates of coverage, including different methods of measurement, and the 
unknown extent of the under-count in the population-based denominator for the routine data.

Figure 37:  Monthly trends in severe diarrhoea cases, admissions and deaths by province, Jan 2007 – Mar 2010

source:  DHIS.
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Figure 38: Number of samples tested for rotavirus and 
detection rate by week, Apr 2009 – Oct 2010

source:  NICD Rotavirus surveillance http://www.nicd.ac.za/

Note:  Specimens from patients hospitalised with acute diarrhoea at 5 sentinel 
sites in 4 provinces 

doses administered across antigens), although there appears 
to be some over counting, and some campaign data errone-
ously included in routine immunisation data. Comparison of 
doses administered to vaccine doses procured show a differ-
ence of about 10%, which is quite a plausible wastage factor.3 
Further research (including routine data verification) is clearly 
needed to describe all these issues and improve the utility of 
immunisation data for both planning and monitoring of health 
service delivery, since immunisation is often used as a proxy 
for general health systems performance.

The discrepancy between routine and survey coverage esti-
mates may be important when evaluating the impact of the 
rotavirus vaccine, since actual coverage may not be as high as 
expected. A systematic review of the efficacy and effective-
ness of rotavirus vaccine suggests that approximately 39% of 
the global diarrhoea deaths in children aged 5 years and under 
may be attributable to rotavirus infection, and the vaccine 
was estimated to be 74% effective in reducing the fraction of 
deaths attributable to rotavirus [Int J Epidemiol 39(i56-62)]. 
Research in Mexico, Malawi and South Africa has shown a 
decline in diarrhoea-related deaths, suggesting the beneficial 
effect of the vaccine [N Engl J Med 362(289-98), N Engl J Med 
362(299-305)]. It is too early to detect an impact from routine 
data, however Figure 37 gives an indication of the baseline 
burden of severe diarrhoea and deaths due to diarrhoea, 
showing the seasonal trends with the greatest incidence in 
summer. The NICD rotavirus surveillance gives updated 
information on the number of laboratory tested samples for 
rotavirus and the detection rate by week (Figure 38).

3 Personal communication: C. Hedberg, Nov 3, 2010.
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Table 34:  Immunisation indicators by province

EC FS GP KZN LP MP NC NW WC SA
BCG coverage
2007 DHIS 63.0 92.5 126.0 81.8 98.3 98.2 89.7 77.4 85.2  90.2 a

2008 DHIS 67.6 93.4 134.9 86.7 103.5 102.6 98.0 82.0 84.4  95.2 a

2008 HSRC - - - - - - - - -  85.5 b

2009 DHIS 70.6 92.3 126.0 79.1 107.3 89.2 85.7 82.1 84.1  91.9 a

DTP3 coverage
2007 DHIS 83.8 91.4 123.1 96.3 106.4 117.2 103.4 91.3 110.3  102.3 a

2008 DHIS 93.0 94.2 139.3 101.4 115.9 116.9 102.9 97.3 115.8  110.0 a

2008 HSRC - - - - - - - - -  62.6 b

2009 DHIS 87.8 78.5 121.5 95.3 118.6 107.7 111.7 92.4 95.7  101.7 a

Immunisation coverage of children 12-23 months (%)
1998 52.6 67.8 72.4 49.5 74.9 67.2 80.8 60.6 64.2  63.4 c

2003 - - - - - - - - -  54.7 d

Immunisation coverage of children <1 year
2000 DHIS 60.8 67.7 63.9 50.1 61.0 66.8 72.3 85.7 79.4  63.7 a

2001 DHIS 75.8 81.3 73.8 84.5 81.1 79.0 86.3 80.5 78.9  79.5 a

2002 DHIS 81.1 82.0 77.1 84.2 87.3 75.3 87.3 72.0 82.2  80.9 a

2003 DHIS 85.9 80.5 75.2 85.7 82.3 73.3 95.6 73.8 85.7  81.1 a

2004 DHIS 91.3 82.7 79.3 85.8 83.5 74.3 100.9 75.9 85.3  83.1 a

2005 DHIS 103.0 90.1 84.4 97.3 91.2 76.2 102.2 81.0 87.3  90.2 a

2006 DHIS 73.2 87.5 91.8 83.3 83.7 82.0 98.0 71.4 98.4  84.0 a

2007 DHIS 78.7 79.4 103.9 79.2 83.1 88.4 88.8 86.6 99.9  87.0 a

2008 DHIS 82.1 83.9 113.1 83.1 91.1 83.2 91.7 83.5 102.1  91.1 a

2009 DHIS 90.7 86.6 115.4 84.9 99.2 92.2 92.3 86.2 102.5  95.5 a

Immunisation drop out rate (DTP1-3)
2001 DHIS 8.5 8.7 6.9 6.3 6.5 2.8 10.9 6.7 6.3  6.8 a

2002 DHIS 10.5 6.4 6.5 9.1 6.0 5.5 0.5 3.5 6.0  7.1 a

2003 DHIS 6.5 6.3 6.1 7.7 3.0 6.4 -0.2 4.5 3.2  5.6 a

2004 DHIS 10.2 5.5 6.9 9.1 7.8 6.2 1.3 7.2 5.9  7.7 a

2005 DHIS 6.3 2.5 3.6 5.5 3.8 2.9 5.2 5.9 5.7  4.7 a

2006 DHIS 5.1 3.9 1.8 5.5 4.2 2.0 0.8 5.0 5.4  4.1 a

2007 DHIS 4.9 2.5 4.3 4.9 2.6 1.2 4.2 3.8 6.5  4.2 a

2008 DHIS 2.4 4.1 1.0 3.2 3.1 1.7 4.8 2.8 6.1  2.8 a

2008 HSRC - - - - - - - - -  10.2 b

2009 DHIS 1.5 1.8 6.5 4.2 3.2 -0.9 -1.3 -3.3 5.5  3.5 a

Immunisation drop out rate (measles 1 to 2)
2001 DHIS 22.0 11.0 21.5 10.7 16.7 14.2 14.1 20.1 14.5  16.4 a

2002 DHIS 19.4 14.3 19.5 4.7 13.2 7.0 11.3 19.0 8.6  12.8 a

2003 DHIS 17.4 13.9 16.5 11.4 10.9 8.3 9.5 14.8 7.9  12.8 a

2004 DHIS 24.9 13.7 16.3 13.3 15.1 11.9 11.0 14.3 9.0  15.2 a

2005 DHIS 25.8 18.6 19.1 20.6 21.9 19.8 15.0 21.0 10.7  20.0 a

2006 DHIS 21.0 11.8 11.3 12.4 19.2 15.3 9.8 15.7 13.8  14.7 a

2007 DHIS 22.8 14.6 20.8 17.1 17.1 17.5 12.1 29.3 19.6  19.5 a

2008 DHIS 14.4 12.6 20.1 13.8 12.7 16.3 12.0 20.2 21.4  16.3 a

2009 DHIS -4.2 10.4 13.5 7.7 3.6 12.3 7.7 15.5 19.5  8.9 a

Measles 1st dose coverage (annualised)
1990 MDG - - - - - - - - -  79.0 e

2002 DHIS 69.0 87.0 87.0 98.0 70.0 87.0 94.0 77.0 71.0  82.0 a

2003 DHIS 91.7 82.0 75.8 89.3 84.3 77.3 100.5 79.0 87.1  84.1 a

2004 DHIS 94.4 84.1 79.9 88.3 84.4 78.1 102.5 78.1 86.5  85.0 a

2005 DHIS 109.2 91.3 85.1 96.0 92.9 81.0 105.4 85.3 88.8  92.0 a

2006 DHIS 75.2 88.5 93.3 85.8 84.6 84.7 99.8 73.2 100.5  85.8 a

2007 DHIS 75.9 80.2 105.4 83.8 84.6 90.3 91.5 85.5 102.3  88.5 a

2008 DHIS 85.7 84.9 114.5 86.3 93.2 89.6 93.7 82.8 105.5  93.7 a

2008 HSRC - - - - - - - - -  64.8 b

2009 DHIS 94.0 88.3 120.1 87.3 103.3 96.8 92.2 88.5 105.4  98.8 a

OPV 3 coverage
2001 DHIS 93.7 89.2 77.5 100.7 94.5 102.4 90.8 100.6 86.2  92.6 a

2002 DHIS 95.3 88.7 80.7 98.5 99.7 95.0 104.7 94.5 90.8  93.1 a

2003 DHIS 104.7 91.0 81.0 99.6 100.4 86.9 113.9 92.0 102.5  95.2 a
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EC FS GP KZN LP MP NC NW WC SA
2004 DHIS 108.0 96.9 84.4 100.1 105.2 83.5 110.0 112.6 92.4  99.2 a

2007 DHIS 86.3 93.1 123.5 96.3 105.9 118.1 103.2 106.4 110.6  103.9 a

2008 DHIS 94.9 97.5 139.3 101.2 118.1 118.5 103.9 96.6 115.4  110.8 a

2008 HSRC - - - - - - - - -  67.2 b

2009 DHIS 85.4 77.3 92.9 92.8 87.0 75.8 76.5 83.2 62.6  84.9 a

PCV7 3rd dose coverage (annualised)
2009 DHIS 13.0 10.0 30.5 25.4 33.2 22.8 25.4 23.6 15.0  23.1 a

RV 2nd dose coverage (annualised)
2009 DHIS 24.3 12.1 47.2 40.7 42.8 38.5 33.0 28.4 19.4  34.7 a

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a DHIS. Data extracted for various years.
b HIV Children 2008. Based on combined analysis of examination of clinic card 

and recall/history.
c SADHS 1998. Percentage with health cards seen by interviewer and percentage 

who have received each vaccine by the time of the survey.
d SADHS 2003. Estimates for several provinces are unreliable due to small 

sample sizes at this level.
e Millennium Development Goals. Data downloaded 2005-07-29.
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Non-communicable and chronic diseases of lifestyle

Context Although chronic, non-communicable diseases are often assumed to be neglected in terms of the MDGs, one of the targets 
is to increase life expectancy at birth for males and females.

New data sources Nationally:
• NYRBS 2008
• IMSA NHI Policy Brief: The Impact of Chronic Disease on a Future NHI
• IMSA NHI Policy Brief: The Impact of Cancer on a Future NHI
• Mediscor Medicines Review 2009
• DHIS (cervical cancer screening)
• Journals:

- Lancet series on Health in South Africa: The burden of non-communicable diseases in SA
- Utilisation and outcomes of cervical cancer prevention services among HIV-infected women in Cape Town

Internationally:
• Assessing Cost-Effectiveness in Prevention (ACE-Prevention) – University of Queensland Report. Includes a lot of 

material and several other journal articles focussing on selected areas of intervention 
http://www.sph.uq.edu.au/bodce-ace-prevention

• Globalization and Health: Tackling Africa’s chronic disease burden: from the local to the global
• Lancet series on Diabetes (June 2010)
•  Lancet series on chronic diseases and development (Nov 2010) http://www.lancet.com/series/chronic-diseases-and-

development
• American Guidelines on Physical Activity
• WHO. Mental health and development: targeting people with mental health conditions as a vulnerable group 
• Global Cancer Facts and Figures: 2007
• GLOBOCAN 2002 and 2008

Key issues and trends Regular sources of data on chronic diseases are limited, despite the fact that the combined evidence suggests a large and 
growing burden due to these diseases, due to changes in risk factors as well as population ageing. The NSDA has called for 
data on two new elements, to be collected by DHIS:
• Hypertension high risk cases incidence rate 
• Diabetes high risk cases incidence rate.

cost-effective interventions would be applicable to many 
countries. Items with the largest impact on population health 
included:

taxation of tobacco, alcohol and unhealthy foods;

mandatory limit on salt in bread, cereals and margarine;

improving the efficiency of blood pressure and choles-
terol-lowering drugs using an absolute risk approach and 
generic drugs.

There is still a paucity of nationally-representative data on 
chronic diseases in South Africa. It is not clear to what extent 
data from private medical schemes is representative of the 
country, but data from the Risk Equalisation Fund have been 
used to provide some insight to the age and disease profile 
due to chronic diseases (Figure 39). Extrapolation of this 
data to the entire population shows the expected magnitude 
of chronic diseases, illustrating the effect that ageing of the 
population may have on the chronic disease burden (Figure 
40) [NHI Policy Brief 3].

Against the background of an ageing population, the high 
prevalence of chronic and multiple diseases is an increasingly 
important driver of medicine expenditure. Data on medicine 
expenditure in the public sector are not readily available, 
however a review of private sector data showed that the “top 
five therapeutic groups ... remained the same, representing 
31.1% of total expenditure. They are anti-hypertensives, 
cytostatics, hypolipidaemic agents, anti-depressants and 
gastric acid reducers.” [Mediscor Medicines Review 2009].

➢

➢

➢

In the Lancet Health in South Africa series, Mayosi et al. noted 
that “South Africa is in the midst of a profound health transition 
that is characterised by a quadruple burden of communicable, 
non-communicable, perinatal and maternal, and injury-related 
disorders” [Lancet Health in SA4]. They pointed out that 
“[n]on-communicable diseases are emerging in both rural and 
urban areas, most prominently in poor people living in urban 
settings, and are resulting in increasing pressure on acute and 
chronic health-care services” and that “[t]he rising burden of 
non-communicable diseases is shown by an increasing number 
of deaths from diabetes, chronic kidney disease, and cancer 
of the prostate and cervix, and by the increasing proportion 
of disability-adjusted life years attributed to neuropsychiatric 
disorders”. Data on the challenges of diabetes care in sub-
Saharan Africa were also published in Lancet in 2010 [Lancet 
375(2254-66)]. A South African study, which modelled the 
effect of HIV and AIDS for the years 1995 and 2010, showed 
that the total number of people with diabetes and the number 
with diagnosed diabetes (patient load) increases irrespec-
tive of the expected effect of HIV and AIDS on population 
growth rates and any change (no change, increase) in diabetes 
prevalence. Since this analysis did not take into consideration 
the potential effect of antiretroviral treatment on survival or 
possible growth in diabetes incidence, the estimate is likely to 
be conservative.

Vos et al. did an extensive assessment of cost-effectiveness 
of preventive interventions, many of which are applicable to 
non-communicable diseases [ACE-Prevention]. Although the 
study is specific to Australia, it is likely that many of the most 
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Figure 39:  Number of people expected to have combinations of multiple chronic conditions in medical schemes, 2009

source:  NHI Policy Brief 3: The Impact of Chronic Disease on a Future NHI.
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source:  NYRBS 2008.

Notes:  “Made one or more suicide attempts” is defined as during the 6 months preceding the survey. “Made a suicide attempt requiring medical treatment” is expressed 
as the percentage of those who made one or more suicide attempts during the 6 months preceding the survey.

Figure 41:  Percentage of high school learners who reported suicide-related behaviours by province, 2008

Figure 40: Estimated numbers with treated chronic disease, 1985-2025

source:  NHI Policy Brief 3: The Impact of Chronic Disease on a Future NHI.

Note:  Assumed that the overall level of chronic diseases determined from the REF can be applied to the future population structure of the country as a whole.

Mental health

The WHO publication “Mental health and development: 
targeting people with mental health conditions as a vulnerable 
group” looks at each of the MDGs in turn and describes how 
mental health impacts on most of them. The health, social 
and economic impact of poor mental health is pervasive and 
far reaching, leading to poverty, high unemployment rates, 
poor educational and health outcomes, among others [Mental 
Health 2010]. Burns commented that despite progressive 
mental health legislation in South Africa, substantial barriers 
to financing and development of mental health services exist. 
A review of services in KwaZulu-Natal indicated that the 

province had only 25% of the acute psychiatric beds and 
psychiatrists required to comply with national norms [SAMJ 
100(662-6)].

The 2008 National Youth Risk Behaviour Survey provides 
some sobering data on the prevalence of suicide-related 
behaviours. In the six months preceeding the survey a quarter 
of learners (24%) reported having experienced feelings of 
sadness or hopelessness, 21% had considered suicide and 
21% had attempted suicide; 29% of those who attempted 
suicide required medical treatment [NYRBS 2008].
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Figure 42:  Expected incidence of cancers (%) in South Africa, 2009

source:  GLOBOCAN 2002 as quoted in NHI Policy Brief 5.

Note:  Of 74 431 expected cases for all sites except skin. 
GLOBOCAN 2008 was released after this Policy Brief was published. Available from http://globocan.
iarc.fr/. 
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Farmer et al. published a call to action in Lancet on “Expansion 
of cancer care and control in countries of low and middle 
income” [Lancet 376(1186-93)]. They warn that for many 
cancers outcomes will depend greatly on whether key risk 
factors such as smoking, low awareness and early screening 
can be addressed. Without substantially increased preven-
tion, through strong anti-tobacco campaigns and vaccination 
against human papillomavirus (HPV) and hepatitis B virus, and 
a focus on early detection, growth of the cancer burden in 
these countries could make treatment virtually unaffordable 
in the long term. The American Cancer Society publication 
“Global Cancer Facts and Figures: 2007” provides an over-
view of the situation in all regions of the world, including some 
trends from particular countries [Global Cancer 2007]. 

In South Africa the National Cancer Registry has not produced 
any reports since 2001, leaving vital registration data on cause 
of death as the only national source of the impact of cancer. 

The IMSA NHI Policy Brief on the impact of cancer on a 
future NHI provides a thorough analysis of cancer data for 

South Africa. It reports that a useful international source of 
comparative cancer data is CANCERMondial, managed by 
the WHO International Agency for Research on Cancer, 
which provides access to information on the occurrence of 
cancer worldwide. Within this data source, GLOBOCAN 
2008 provides the most recent estimates of the cancer inci-
dence, mortality and prevalence, by sex and cancer site for 
all countries in the world. The estimates for South Africa are 
based on National Cancer Registry data but with a correction 
applied by the researchers because of known under-reporting 
problems (Figure 42) [NHI Policy Brief 5].

The expected growth and ageing of the population has a signifi-
cant effect on the future burden of cancer. Modelling reported 
in the NHI Policy Brief estimated that in 1994 the number of 
people in SA diagnosed with cancer for all sites except skin 
was 53 310. By 2009 the annual incidence is 74 431 and by 
2025 the incidence could be 93 060 cases (Table 35) [NHI 
Policy Brief 5]. Despite this burden, it is interesting that the 
only reference to cancer in the NDoH Annual Report relates 
to cervical cancer screening [DoH Annual Report 2009/10].
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Table 35:  Expected incidence of cancer by site of cancer, 1994-2025

Site or Type of cancer 1994 2000 2005 2009 2015 2020 2025
Oral cavity 1 761 2 054 2 297 2 467 2 700 2 902 3 090

Nasopharynx  273  320  355  379  411  438  462

Other pharynx  263  303  338  365  402  430  454

Oesophagus 3 512 4 086 4 578 4 938 5 447 5 878 6 277

Stomach 1 621 1 889 2 112 2 269 2 506 2 718 2 925

Colon and rectum 2 855 3 333 3 739 4 034 4 501 4 924 5 337

Liver 1 109 1 288 1 434 1 538 1 687 1 812 1 929

Pancreas  436  507  572  623  699  764  823

Larynx  882 1 021 1 141 1 228 1 348 1 450 1 544

Lung 3 929 4 559 5 110 5 514 6 106 6 628 7 127

Melanoma of skin 1 430 1 679 1 872 2 000 2 183 2 342 2 495

Kaposi’s sarcoma 3 293 3 847 4 163 4 323 4 525 5 658 4 767

Breast 5 361 6 385 7 233 7 859 8 676 9 291 9 805

Cervix uteri 5 950 7 073 7 963 8 598 9 363 9 884 10 287

Corpus uteri  528  622  706  780  897  993 1 074

Ovary etc.  828  978 1 105 1 203 1 341 1 446 1 532

Prostate 4 503 5 074 5 622 6 017 6 711 7 371 8 076

Testis  160  188  203  211  222  229  236

Kidney etc.  645  732  802  854  922  977 1 026

Bladder 1 788 2 066 2 310 2 483 2 760 3 017 3 278

Brain, nervous system  509  583  636  670  714  748  778

Thyroid  508  602  670  710  757  792  823

Non-Hodgkin Lymphoma 1 218 1 410 1 555 1 654 1 790 1 900 2 001

Hodgkin lymphoma  371  432  468  486  507  521  533

Multiple myeloma  475  553  621  674  749  811  868

Leukemia 1 042 1 181 1 278 1 342 1 427 1 493 1 550

All sites but skin 53 310 62 146 69 335 74 431 81 617 87 566 93 060

source:  NHI Policy Brief 5, using GLOBOCAN 2002 with ASSA2003 population projections.

Note:  GLOBOCAN 2008 was released after this Policy Brief was published. Available from http://globocan.iarc.fr/. 

The leading causes of death due to cancer from vital registra-
tion are shown in Table 36 and the age standardised rates 
of incidence and mortality from GLOBOCAN 2008 in Figure 
43.

In HIV-infected women, the risk of developing squamous 
intraepithelial lesions is increased, and the annual incidence of 
human papillomavirus (HPV)-associated cervical intraepithe-
lial neoplasia (CIN) is 4 - 5 times greater than in the general 
population, making cervical cancer screening even more 
crucial. Neoplasia appears in younger women and progresses 
to cancer more quickly in the presence of HIV. At the national 
level, routine data from DHIS indicate that in 2009/10 nearly 
50% cervical cancer screening coverage was achieved, with 
respect to the NDoH guidelines to screen every woman over 

age 30 once in every ten years [DHIS, NIDS]. A Cape Town 
audit of outcomes of cervical cancer screening and preven-
tion services for HIV-positive women showed much lower 
service levels in this high risk population: “The proportion of 
women undergoing at least one Pap smear at HIV primary 
health clinics after HIV diagnosis was low (13.1%). Women 
referred for colposcopy tended to be HIV-positive and over 
the age of 30 years, and in most (70.2%) cytological exami-
nation revealed high-grade cervical dysplasia. HIV-positive 
women treated with excision for precancerous lesions of the 
cervix were significantly more likely than their HIV-negative 
counterparts to undergo incomplete excision, experience 
persistent cervical disease after treatment, and be lost to 
follow-up.” [SAMJ 100(39-44)]. 
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Figure 43: Age standardised rates of incidence and mortality per 100 000 males and females for most frequent cancers, 2008

source:  CancerMondial: GLOBOCAN 2008.

Table 36:  Leading causes of cancer deaths in males and females (%) by type of cancer as underlying cause of death, by 
province, 2007

Males

ICD-10 Type of cancer EC FS GP KZN LP MP NC NW WC SA
C34 Malignant neoplasm of bronchus and lung 20.16 14.46 15.23 16.27 11.61 12.48 23.19 15.01 28.01 18.65

C61 Malignant neoplasm of prostate 10.71 12.70 14.14 9.25 19.69 16.45 14.96 17.87 11.53 12.89

C15 Malignant neoplasm of oesophagus 18.68 12.52 7.67 10.62 14.61 13.93 10.08 14.66 6.42 10.97

C80 Malignant neoplasm without specification of site 7.66 8.47 7.84 7.39 4.46 6.00 5.04 6.30 8.10 7.40

C22 Malignant neoplasm of liver and intrahepatic bile ducts 6.92 6.44 5.21 6.45 10.88 7.08 3.53 5.84 3.79 5.83

C18 Malignant neoplasm of colon 3.71 3.00 5.92 4.55 3.94 3.60 2.86 2.29 4.91 4.45

C16 Malignant neoplasm of stomach 4.14 3.88 3.77 3.79 3.01 3.96 4.37 2.18 5.97 4.20

C25 Malignant neoplasm of pancreas 3.28 3.70 4.88 3.91 2.28 2.88 3.19 2.86 3.62 3.74

C46 Kaposi’s sarcoma 2.19 3.00 2.71 5.38 2.80 6.48 2.52 4.93 0.70 2.94

C85 Other and unspecified types of non-Hodgkin’s lymphoma 1.41 3.53 3.29 3.79 2.07 2.76 3.03 2.29 2.44 2.77

C67 Malignant neoplasm of bladder 1.29 1.68 2.30 2.46 1.87 2.04 1.85 2.41 2.33 2.09

C32 Malignant neoplasm of larynx 1.64 3.44 1.29 1.82 2.38 1.80 2.52 3.55 1.63 1.88

Females

ICD-10 Type of cancer EC FS GP KZN LP MP NC NW WC SA
C50 Malignant neoplasm of breast 13.22 13.65 18.88 15.21 16.01 13.55 14.07 19.02 17.77 16.28

C53 Malignant neoplasm of cervix uteri 14.24 21.56 12.70 18.21 27.14 26.06 16.35 21.12 7.26 15.64

C34 Malignant neoplasm of bronchus and lung 9.14 7.72 7.69 6.68 2.02 5.51 11.98 5.37 17.00 8.96

C80 Malignant neoplasm without specification of site 6.12 8.10 8.61 7.95 5.34 5.17 4.94 6.88 7.83 7.36

C15 Malignant neoplasm of oesophagus 19.35 4.90 3.22 7.37 7.08 4.59 7.41 6.18 4.42 7.24

C22 Malignant neoplasm of liver and intrahepatic bile ducts 4.57 3.95 3.14 3.61 7.27 5.28 3.80 2.92 3.48 3.94

C18 Malignant neoplasm of colon 2.94 3.67 4.42 3.03 3.13 3.44 4.18 3.73 5.42 3.93

C25 Malignant neoplasm of pancreas 3.35 3.77 4.57 3.22 2.48 2.76 3.23 2.22 4.22 3.65

C55 Malignant neoplasm of ovary 2.33 3.01 4.70 3.11 3.59 2.99 4.18 4.08 3.55 3.55

C16 Malignant neoplasm of stomach 3.10 2.92 2.27 2.53 2.58 3.10 2.85 2.10 4.32 2.92

C46 Kaposi’s sarcoma 2.12 3.48 2.04 4.19 3.59 4.94 1.33 3.97 0.80 2.61

C85 Other and unspecified types of non-Hodgkin’s lymphoma 1.59 2.45 3.19 2.42 1.29 2.30 1.33 2.10 2.64 2.39

source:  Calculated from StatsSA Causes of Death 2007, extracted by Ria Laubscher, Biostatistics, MRC.
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Table 37:  Chronic disease indicators by province

EC FS GP KZN LP MP NC NW WC SA
Asthma prevalence (per 1 000)
2003 female 15+ - - - - - - - - -  44.0 a

2003 male 15+ - - - - - - - - -  30.0 a

2007 female total - - - - - - - - -  16.3 b

2007 male total - - - - - - - - -  15.8 b

Cervical cancer screening coverage
2007 DHIS 24.8 34.9 40.1 39.3 38.8 32.0 30.4 36.4 38.6  36.3 c

2008 DHIS 30.1 38.8 46.6 51.1 52.8 40.9 30.2 51.3 52.9  45.8 c

2009 DHIS 34.0 40.3 45.8 47.1 63.8 51.7 35.0 47.7 57.5  47.6 c

Cervical cancer screening effective coverage
2003  - - - - - - - - -  23.2 d

2003 age 25-34 - - - - - - - - -  27.7 d

2003 age 35-44 - - - - - - - - -  28.5 d

2003 age 45-54 - - - - - - - - -  13.3 d

2003 age 55-64 - - - - - - - - -  14.0 d

2003 wealth quintile 5 (wealthiest) - - - - - - - - -  40.9 d

2003 wealth quintile 1 (poorest) - - - - - - - - -  12.8 d

Diabetes prevalence (per 1 000)
2000 age 30+ - - - - - - - - -  55.0 e

2000 age 30-44 - - - - - - - - -  14.0 e

2000 age 45-59 - - - - - - - - -  87.0 e

2000 age 60-69 - - - - - - - - -  126.0 e

2000 age 70-79 - - - - - - - - -  131.0 e

2000 age 80+ - - - - - - - - -  138.0 e

2003 female 15+ - - - - - - - - -  39.0 a

2003 male 15+ - - - - - - - - -  26.0 a

2007 private sector all females - - - - - - - - -  10.1 b

2007 private sector all males - - - - - - - - -  14.8 b

2007 private sector female 60-64 - - - - - - - - -  36.8 b

2007 private sector male 60-64 - - - - - - - - -  58.8 b

Hyperlipidaemia prevalence (per 1 000)
2000 age 30+ - - - - - - - - -  476.0 f

2003 female 15+ - - - - - - - - -  21.0 a

2003 male 15+ - - - - - - - - -  20.0 a

2007 female total - - - - - - - - -  19.0 b

2007 male total - - - - - - - - -  29.6 b

Hypertension prevalence (per 1 000)
1998 female (mod-sev) 142.0 155.0 131.0 147.0 66.0 85.0 170.0 162.0 142.0  132.0 g

1998 male (mod-sev) 125.0 145.0 117.0 111.0 64.0 62.0 142.0 118.0 109.0  110.0 g

SADHS 2003 – self-reported
2003 female 15+ 221.0 265.0 212.0 112.0 145.0 149.0 252.0 209.0 232.0  188.0 h

2003 male 15+ 92.0 133.0 92.0 62.0 66.0 31.0 141.0 92.0 148.0  88.0 h

SADHS 2003 - measured
2003 female 15+ 192.0 239.0 207.0 129.0 110.0 148.0 279.0 187.0 214.0  179.0 i

2003 male 15+ 109.0 116.0 173.0 97.0 54.0 62.0 177.0 112.0 183.0  125.0 i

REF study
2007 female total - - - - - - - - -  58.9 b

2007 male total - - - - - - - - -  50.3 b

Prevalence of mental disorders (%)
2004  - - - - - - - - -  16.5 j

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

studies to derive estimates of national prevalence of exposure to high total 
cholesterol in adults aged 30 years and older. Prevalence was calculated for the 
proportion with serum cholesterol values above 5mmol/l (converted to a rate 
per 1 000 for comparability).

g SADHS 1998. All SADHS figures converted from % to per 1 000. Based on 
hypertension measured (not self-reported).

 mod-sev = Moderate and severe hypertension.
h SADHS 2003 (Preliminary). Defined in source as percentage of respondents 

age 15 and above who were told by a doctor nurse or health worker at a clinic 
or hospital that they have this condition. All SADHS figures converted from % 
to per 1 000.

i SADHS 2003. 
j SASH 2002-4. 12-month prevalence.

a SADHS 2003 (Preliminary). SADHS figures converted from % to per 1 000. 
Data for adults 15 years and older.

b Risk Equalisation Fund. Data from the REF study 2005 - prevalence estimates 
for 2007.

c DHIS. 
d PLoS Med 2008 17;5(6). Extracted from supplementary data. Percentage of 

eligible women (aged 25 to 64) who report that they have had a pelvic exam 
and Pap smear in the past three years.

e Comparative Risk Assessment. The prevalence of diabetes was estimated 
as a weighted average of the results from selected studies to represent 
subpopulations.

f Comparative Risk Assessment. This article used data from nine community 
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Figure 44: Trends in cigarette consumption in relation to the real price per pack, 1961-2010

source:  Personal communication: C. van Walbeek, April 2010.

Behaviour and awareness

Context Although much attention in the past has been paid to tobacco and drugs of abuse, there is increasing awareness of the 
health and social burdens associated with alcohol abuse in South Africa.

New data sources Nationally:
• National Youth Risk Behaviour Survey 2008
• SACENDU – South African Community Epidemiology Network on Drug Use

Internationally:
• World Drug Report 2010 – United Nations Office on Drugs and Crime

Key issues and trends • The National Youth Risk Behaviour Survey 2008 provided in depth coverage of the prevalence of key risk behaviours 
affecting the country’s youth.

• Two of the 5 key strategies to reduce the burden of disease suggested by the Overview of Health and Health care in 
South Africa 1994-2010 by Harrison are relevant here:
- “Take the lead in implementing a comprehensive national programme to prevent alcohol abuse”
- “Continue to strengthen policy instruments that help prevent non-communicable diseases”

In addition to risk behaviours related to sex and to chronic 
diseases (diet and exercise), the National Youth Risk Behaviour 
Survey 2008 also reported on behaviours related to injury and 
trauma (violence and traffic safety), and behaviours related to 
mental health, in particular relating to suicidal related behav-
iours, substance abuse, tobacco use, alcohol use, the use of 
illegal and other drugs and substance use on school property 
[NYRBS 2008]. Fifteen percent of learners reported carrying 
weapons. Over a third of the learners (38%) reported that, 
in the month preceding the survey, they had been driven by 
someone who had been drinking alcohol. Almost a third (30%) 
reported ever having smoked tobacco and 13% reported 
ever having smoked marijuana (dagga). Half (50%) reported 
ever having drunk alcohol and more than a third (35%) had 
consumed alcohol in the month preceding the survey, with 
29% having engaged in binge drinking in the time period. 

The most recent South African Community Epidemiology 
Network on Drug Use (SACENDU) update (from June 2010) 
showed that alcohol remained the dominant substance of 
abuse across all treatment sites [SACENDU]. 

Anti-tobacco legislation is considered one of the ten most 
effective strategies [Health in SA 1994-2010]. Together with 
legislation, increasing taxation on cigarettes has contributed 
to the decline in smoking prevalence suggested by various 
surveys and consumption data collated by van Walbeek 
(Figure 44).

The World Drug Report 2010, issued by the United Nations 
Office on Drugs and Crime, drew attention to South Africa’s 
role as a conduit for drugs of abuse entering Europe, but 
also as a source of illicit manufacture of amphetamine-type 
stimulants (ATS) [World Drug Report 2010]. These refer 
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to a group of synthetic substances comprised of ampheta-
mine-group (primarily amphetamine, methamphetamine and 
methcathinone) and ecstasy-group substances (MDMA and 
its analogues). South Africa-based manufacture was reported 
to be predominately methamphetamine (‘tik’) and methcathi-
none. Noting that “experts from Africa report that cocaine 
use has increased in many parts of the continent”, the report 
pointed out that data from SACENDU confirmed this trend. 

Table 38:  Health risk behaviour and awareness indicators by province

EC FS GP KZN LP MP NC NW WC SA
Alcohol dependence (%)
1998 female 10.9 11.9 10.4 6.9 6.1 11.5 18.5 11.5 11.7  9.9 a

1998 male 33.7 34.4 23.7 22.5 23.7 38.2 38.6 24.8 27.6  27.6 a

2003 female 9.1 13.2 4.8 1.9 9.4 2.7 18.8 9.7 9.6  6.9 b

2003 male 35.9 27.7 14.6 11.4 23.1 18.1 38.0 34.5 31.0  21.4 b

Currently drink alcohol (%)
1998 female 16.2 24.4 20.6 11.4 8.6 14.1 23.2 17.0 24.1  16.9 a

1998 male 47.4 56.0 49.5 39.7 28.3 45.8 48.4 46.6 43.5  44.6 a

2003 female 10.5 21.0 21.0 3.6 11.3 8.3 29.3 18.2 28.8  15.5 b

2003 male 42.5 45.9 48.4 14.1 33.6 41.0 51.8 52.5 55.1  39.1 b

2008 NYRBS 25.8 39.6 48.1 30.6 26.0 31.1 45.6 38.8 53.0  34.9 c

2008 NYRBS Grade 11 - - - - - - - - -  41.3 c

2008 NYRBS Grade 8 - - - - - - - - -  25.7 c

2008 NYRBS female - - - - - - - - -  29.5 c

2008 NYRBS male - - - - - - - - -  40.5 c

Ever drank alcohol (%)
1998 female 22.3 31.6 32.4 17.9 15.7 21.0 34.4 23.7 40.1  25.7 a

1998 male 60.1 66.5 59.1 54.4 45.1 62.1 63.4 57.5 61.4  58.1 a

2002 NYRBS 45.4 58.7 62.1 38.8 36.5 52.4 71.5 53.4 63.5  49.1 d

2003 female 18.1 27.5 27.8 6.6 17.2 12.3 39.1 21.5 39.2  21.6 b

2003 male 58.8 52.5 56.6 22.2 45.7 43.2 61.4 57.9 70.3  48.5 b

2008 NYRBS 36.2 58.7 65.1 46.4 38.6 41.6 57.2 58.7 71.0  49.6 c

2008 NYRBS Grade 11 - - - - - - - - -  59.0 c

2008 NYRBS Grade 8 - - - - - - - - -  38.7 c

2008 NYRBS female - - - - - - - - -  45.1 c

2008 NYRBS male - - - - - - - - -  54.4 c

Ever smoked cigarettes (%)
1999 youth - - - - - - - - -  46.7 e

2002 NYRBS 27.5 40.4 41.4 18.2 21.6 35.2 38.4 31.5 51.1  30.5 d

2002 youth - - - - - - - - -  37.6 e

2003 female 15+ 18.1 36.2 26.2 10.5 21.9 18.9 50.2 31.2 39.6  24.5 f

2003 male 15+ 54.4 49.7 49.2 25.4 41.8 44.0 63.4 48.1 62.2  44.9 f

2008 NYRBS 22.2 33.0 40.5 24.5 21.7 23.1 33.8 30.8 54.8  29.5 c

2008 NYRBS Grade 11 - - - - - - - - -  30.6 c

2008 NYRBS Grade 8 - - - - - - - - -  24.9 c

2008 NYRBS female - - - - - - - - -  22.4 c

2008 NYRBS male - - - - - - - - -  36.8 c

Ever used drugs (%)
2008 cannabis (dagga) 9.6 10.6 14.2 10.7 12.6 11.1 15.7 12.5 24.5  12.7 c

2008 cocaine 6.1 3.7 6.3 5.8 9.9 7.3 10.4 4.3 6.5  6.7 c

2008 heroin 7.3 3.7 4.4 4.7 10.2 6.8 10.2 4.0 5.7  6.2 c

2008 inhalants 11.2 8.1 11.7 14.8 13.9 11.1 13.0 7.2 11.9  12.2 g

2008 mandrax 7.3 4.1 7.0 6.2 8.2 7.1 16.2 7.7 10.4  7.4 c

Frequent smokers (%)
1999 youth - - - - - - - - -  10.1 e

2002 youth - - - - - - - - -  5.8 e

2008 NYRBS 5.5 5.5 8.3 4.1 3.3 3.0 7.9 6.4 14.6  5.8 c
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EC FS GP KZN LP MP NC NW WC SA
2008 NYRBS Grade 11 - - - - - - - - -  7.3 c

2008 NYRBS Grade 8 - - - - - - - - -  3.9 c

2008 NYRBS female - - - - - - - - -  3.1 c

2008 NYRBS male - - - - - - - - -  8.6 c

Number of admissions for alcohol and other drug abuse
2006 Jul-Dec 645 - 3 295 921 - 539 - - 2 798  8 771 h

2007 Jul-Dec 608 - 3 053 943 - - - - 3 058  8 924 i

2008 Jul-Dec 612 - 3 158 1 537 - - - - 2 807  9 479 j

2009 Jul-Dec 648 - 2 646 1 138 - - - - 2 642  8 217 k

Percentage participating in insufficient physical activity
2002 youth 41.5 31.9 31.2 42.3 35.5 32.6 46.2 33.2 41.7  37.5 d

2002 youth - female 45.9 38.4 37.9 46.5 40.7 35.5 58.3 37.9 49.1  43.0 d

2002 youth - male 35.3 24.4 23.8 37.0 28.6 29.0 26.2 28.0 30.8  30.5 d

2003 female 15+ 76.3 92.0 85.9 94.0 69.9 79.5 95.0 94.2 92.5  86.0 l

2003 male 15+ 58.7 83.3 82.0 85.4 59.2 66.2 84.3 75.1 78.1  76.4 l

2003 men WHS - - - - - - - - -  43.0 m

2003 women WHS - - - - - - - - -  46.6 m

2008 NYRBS 45.4 30.2 39.0 43.6 36.8 44.4 48.6 35.2 51.6  41.5 c

2008 NYRBS Grade 11 - - - - - - - - -  45.9 c

2008 NYRBS Grade 8 - - - - - - - - -  46.7 c

2008 NYRBS female - - - - - - - - -  46.2 c

2008 NYRBS male - - - - - - - - -  36.7 c

Prevalence of smoking (%)
1993 AMPS - - - - - - - - -  32.6 n

1998 SADHS - - - - - - - - -  24.0 a

1998 SADHS female 10.8 10.9 12.2 4.8 1.8 6.3 31.0 7.6 29.4  10.7 a

1998 SADHS male 45.9 44.0 42.4 38.1 29.2 40.0 57.7 45.3 48.9  42.3 a

1999 GYTS youth 27.8 32.9 35.6 30.0 28.5 26.9 35.1 36.7 44.8  32.5 o

1999 GYTS youth - female 21.3 28.9 33.0 22.1 23.9 19.3 30.4 29.1 40.0  26.5 o

1999 GYTS youth - male 33.0 37.1 38.0 37.2 30.0 33.8 39.2 44.5 48.2  38.0 o

2000 AMPS - - - - - - - - -  27.1 n

2000 AMPS female - - - - - - - - -  11.7 n

2000 AMPS male - - - - - - - - -  44.0 n

2002 GYTS youth 28.4 31.2 35.8 25.3 17.4 22.7 31.4 24.1 42.4  27.6 p

2002 GYTS youth - female 21.1 26.0 28.0 19.2 14.3 15.3 24.2 17.6 38.4  21.6 p

2002 GYTS youth - male 37.3 36.5 44.1 32.6 20.7 29.9 38.5 30.8 46.9  34.3 p

2003 SADHS female 15+ 8.9 11.7 9.4 4.2 3.8 4.0 35.0 7.3 28.7  10.2 b

2003 SADHS female 15-19 - - - - - - - - - 5.4 b

2003 SADHS male 15+ 43.9 40.6 38.5 21.0 24.9 33.4 51.4 37.6 49.8  35.1 b

2003 SADHS male 15-19 - - - - - - - - - 16.0 b

2003 female 18+ WHS - - - - - - - - -  10.2 q

2003 male 18+ WHS - - - - - - - - -  36.0 q

2003 total 18+ WHS - - - - - - - - -  22.4 q

2008 NYRBS 16.8 22.1 26.7 18.2 17.3 17.4 27.0 19.9 36.7  21.0 c

2008 NYRBS Grade 11 - - - - - - - - -  19.9 c

2008 NYRBS Grade 8 - - - - - - - - -  19.4 c

2008 NYRBS female - - - - - - - - -  15.8 c

2008 NYRBS male - - - - - - - - -  26.4 c

Primary drug of abuse as % of all drugs of abuse
2008 alcohol 44.0 - 48.0 48.0 - - - -  28.0 - r

2008 cannabis 17.0 - 22.0 16.0 - - - -  14.0 - r

2008 cocaine 12.0 - 9.0 6.0 - - - -  6.0 - r

2008 heroin 6.0 - 6.0 24.0 - - - -  13.0 - r

2008 mandrax 9.0 - 2.0 1.0 - - - -  3.0 - r

2008 methamphetamine 5.0 - 0.3 0.0 - - - -  35.0 - r

2009 alcohol 50.0 - 47.0 47.0 - - - -  29.0 - s

2009 cannabis 16.0 - 28.0 28.0 - - - -  17.0 - s

2009 cocaine 7.0 - 5.0 6.0 - - - -  2.0 - s

2009 heroin 4.0 - 12.0 17.0 - - - -  12.0 - s



306S A H R 2 0 1 0

EC FS GP KZN LP MP NC NW WC SA
2009 mandrax 6.0 - 2.0 1.0 - - - -  3.0 - s

2009 methamphetamine 7.0 - 1.0 0.1 - - - -  36.0 - s

Risky drinking (%) - weekends
1998 female 29.4 36.2 47.6 45.4 29.6 42.1 21.9 46.5 33.0  32.0 a

1998 male 27.2 31.2 36.7 40.6 33.2 42.2 23.3 48.5 30.9  32.3 a

2003 female 32.8 33.5 23.7 17.4 13.4 18.2 38.7 24.2 27.0  25.4 b

2003 male 21.7 20.8 26.8 27.3 10.0 16.4 37.5 15.8 22.7  22.5 b

Smoking age of initiation <10 years
1999 youth 17.5 21.9 12.7 28.9 21.6 18.3 18.2 11.4 14.7  18.5 v

2002 NYRBS 6.0 7.0 6.3 4.9 4.9 9.2 9.2 7.1 7.5  6.2 d

2002 youth 15.5 11.1 14.4 23.8 14.0 16.8 10.6 14.5 16.7  16.2 e

2008 NYRBS 4.5 6.1 8.9 7.0 4.9 5.9 9.1 6.3 11.4  6.8 c

2008 NYRBS Grade 11 - - - - - - - - -  5.7 c

2008 NYRBS Grade 8 - - - - - - - - -  7.2 c

2008 NYRBS female - - - - - - - - -  4.6 c

2008 NYRBS male - - - - - - - - -  9.0 c

Watch TV more than 3 hours per day
2002 youth 17.2 25.4 34.1 23.2 21.4 30.3 25.6 22.9 31.2  25.2 d

2002 youth - female 19.1 28.1 39.1 28.2 21.7 29.7 23.2 22.1 34.5  27.5 d

2002 youth - male 14.6 22.3 28.4 16.9 21.0 31.0 29.8 23.7 26.6  22.2 d

2008 NYRBS 24.8 32.8 33.9 29.2 27.9 31.8 26.3 30.8 26.7  29.3 c

2008 NYRBS Grade 11 - - - - - - - - -  33.5 c

2008 NYRBS Grade 8 - - - - - - - - -  27.1 c

2008 NYRBS female - - - - - - - - -  29.4 c

2008 NYRBS male - - - - - - - - -  29.3 c

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a SADHS 1998.
b SADHS 2003.
c NYRBS 2008. Learners in grades 8-11.
d NYRBS 2002.
e GYTS 2002.
f SADHS 2003. Any tobacco products.
g NYRBS 2008. Learners in grades 8-11. Examples of inhalants include glue, 

aerosols, paint thinners, petrol or benzene.
h SACENDU. Update 15 May 2007. The total figure includes 572 patients from 

FS, NW and NC combined.
i SACENDU. Update 27 May 2008. The total figure includes 602 patients 

from MP and LP (Northern Region) and 657 from FS, NW and NC combined 
(Central Region).

j SACENDU. Update 29 May 2009. Data for Jul-Dec 2008. The total figure 
includes patients from MP and LP (Northern Region) and from FS, NW and 
NC combined (Central Region).

k SACENDU. Update June 2010. Data for Jul-Dec 2009. The total figure 
includes patients from MP and LP (Northern Region) and from FS, NW and 
NC combined (Central Region).

l SADHS 2003. Inactive or minimally active.
m Am J Prev Med 34(486-94). The definition of physical inactivity used is too long 

to include here and is described in the source.
n SAMJ 92(468-72).
o GYTS 1999. Students in grades 8-10 currently using any tobacco product.
p GYTS 2002. The definition of current smokers used in this source was: 

Percentage of people who smoked on one or more of the 30 days preceding 
the survey. These data are for use of any tobacco product.

q WHO Global Infobase. Based on World Health Survey 2003.
r SACENDU. Update 29 May 2009. Data for Jul-Dec 2008.
s SACENDU. Update June 2010. Data for Jul-Dec 2009.



21Health and Related Indicators

307S A H R 2 0 1 0

Table 39:  Health risk behaviour and awareness indicators by ethnic group

African Coloured Indian White Other ALL
Alcohol dependence (%)
1998 female 9.6 18.4 1.7 6.1 -  9.9 a

1998 male 29.4 33.6 20.1 9.9 -  27.6 a

2003 female 6.6 14.0 2.7 1.7 -  6.9 b

2003 male 21.6 31.2 11.0 10.0 -  21.4 b

Currently drink alcohol (%)
1998 female 12.3 23.7 9.0 50.5 -  16.9 a

1998 male 41.4 44.7 37.3 71.0 -  44.6 a

2003 female 11.4 27.7 24.4 50.9 -  15.5 b

2003 male 35.2 52.3 50.3 69.9 -  39.1 b

2008 NYRBS 31.8 48.7 34.8 56.4 39.1  34.9 c

Ever drank alcohol (%)
1998 female 18.8 40.6 69.8 14.9 -  25.7 a

1998 male 53.4 63.6 64.7 84.9 -  58.1 a

2002 NYRBS 44.0 66.0 39.7 86.0 -  49.1 d

2003 female 16.4 40.2 37.7 58.6 -  21.6 b

2003 male 44.2 68.0 66.3 74.5 -  48.5 b

2008 NYRBS 45.5 67.0 62.6 75.9 47.3  49.6 c

Ever smoked cigarettes (%)
2002 NYRBS 23.9 56.6 47.4 66.7 -  30.5 d

2003 female 15+ 20.2 52.5 24.1 37.5 -  24.5 e

2003 male 15+ 41.8 60.7 56.0 67.4 -  44.9 e

2008 NYRBS 24.4 54.4 50.6 53.4 27.1  29.5 c

Ever used drugs (%)
2008 cannabis (dagga) 11.2 23.2 18.1 15.7 21.9  12.7 c

2008 cocaine 6.4 7.8 5.8 7.6 16.2  6.7 c

2008 heroin 6.1 7.4 3.1 5.3 12.7  6.2 c

2008 inhalants 11.5 12.2 11.0 16.9 25.7  12.2 f

2008 mandrax 6.5 12.9 4.7 8.7 22.6  7.4 c

Frequent smokers (%)
2008 NYRBS 4.2 13.1 13.0 16.0 6.0  5.8 c

Percentage participating in insufficient physical activity
2002 youth - female 42.4 56.8 36.0 37.0 -  43.0 d

2002 youth - male 31.1 32.5 30.1 19.9 -  30.5 d

2003 female 15+ 85.3 91.6 83.0 89.2 -  86.0 g

2003 male 15+ 75.4 81.1 76.6 83.5 -  76.4 g

2008 NYRBS 46.5 50.9 55.1 27.2 51.2  41.5 c

Prevalence of smoking (%)
2000 AMPS 22.7 48.7 28.2 36.6 -  27.1 h

2003 SADHS female 15+ 5.2 41.8 13.1 27.3 -  10.2 b

2003 SADHS male 15+ 32.8 52.1 55.5 35.7 -  35.1 b

2008 NYRBS 17.9 35.9 26.5 34.4 25.9  21.0 c

Smoking age of initiation <10 years
2002 NYRBS 5.1 9.5 10.0 13.5 -  6.2 d

2008 NYRBS 5.5 12.7 10.9 12.5 5.0  6.8 c

Watch TV more than 3 hours per day
2002 youth 24.7 29.6 29.0 20.4 -  25.2 d

2002 youth - female 26.9 33.2 30.3 19.9 -  27.5 d

2002 youth - male 21.9 25.4 27.6 20.9 -  22.2 d

2008 NYRBS 30.0 27.4 17.6 29.0 21.3  29.3 c

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a SADHS 1998.
b SADHS 2003.
c NYRBS 2008. Learners in grades 8-11.
d NYRBS 2002.
e SADHS 2003. Any tobacco products.
f NYRBS 2008. Learners in grades 8-11. Examples of inhalants include glue, 

aerosols, paint thinners, petrol or benzene.
g SADHS 2003. Inactive or minimally active.
h SAMJ 92(468-72).
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source:  Calculated from various reports of the Road Traffic Management Corporation and StatsSA Mid-year population estimates.

Note:  Evidence from cause of death data indicates that for some provinces such as FS, MP a high proportion of deaths involve people who reside elsewhere, thereby 
inflating their fatality rates which are calculated based on the provincial population size.

Figure 45: National and provincial trends in road accident fatalities per 100 000 population, 1985-2009

Injuries

Context Seedat et al. reported that: “Violence and injuries are the second leading cause of death and lost disability-adjusted life 
years in South Africa. The overall injury death rate of 157.8 per 100 000 population is nearly twice the global average, and 
the rate of homicide of women by intimate partners is six times the global average”.

New data sources Nationally:
• Road Traffic Management Corporation data on road accidents
• StatsSA Road Traffic Accident Deaths in SA 2001-2006: Evidence from death notification 
• National Youth Risk Behaviour Survey 2008
• Journal articles:

- Violence and injuries in South Africa: prioritising an agenda for prevention (Lancet)
- Local-level mortality surveillance in resource-limited settings: a case study of Cape Town highlights disparities in 

health 
- Fatal injuries among urban children in South Africa: risk distribution and potential for reduction

Internationally:
• WHO Global Status Report on Road Safety 2009

Key issues and trends • The RTMC reports provide a rich source of data in addition to the number of fatal accidents reported here. The time 
series estimates for road accident fatalities from this source have been recalculated using the most recent reports and 
updated population estimates.

• One of the key limitations in death notification data is the high proportion of ill-defined causes, a large proportion of which 
are likely due to road accidents. Thus road accident death rates per 100 000 reported by StatsSA are only about one third 
of those reported by the RTMC.

The Lancet health in South Africa series included a paper 
entitled “Violence and injuries in South Africa: prioritising 
an agenda for prevention” by Seedat et al. [Lancet Health in 
SA5]. These authors noted that violence and injuries were 
the second leading cause of death and lost disability-adjusted 
life years in South Africa. They linked “widespread poverty, 
unemployment, and income inequality; patriarchal notions 
of masculinity that valourise toughness, risk-taking, and 
defence of honour; exposure to abuse in childhood and weak 

parenting; access to firearms; widespread alcohol misuse; 
and weaknesses in the mechanisms of law enforcement” to 
the level of violence. The NYRBS confirms high proportions 
of learners carrying weapons, belonging to gangs and having 
been threatened or injured by someone with a weapon 
[NYRBS 2008].
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Figure 46: Top five causes of fatal injury in children 0-14 years in six cities, 2001-2003

source:  Bull World Health Organ 88(267-72).

The StatsSA report Road Traffic Accident Deaths in South 
Africa, 2001-2006: Evidence from death notification was 
published in 2009 [StatsSA Road Deaths]. Crude road traffic 
accident death rates changed little over time, from 9.9 per 
100 000 population in 2001 to 11.8 per 100 000 population in 
2006. The road traffic accident death rate was highest in the 
age group 35-49 years, and was more than twice as high in 
males than in females. The highest road traffic accident death 
rate was recorded in Limpopo, and the lowest in Gauteng. 
As expected, road traffic accident deaths were highest in 
December and lowest in January and February. The Road 
Traffic Management Corporation Road Traffic Report for 
the Calendar Year 2009 showed that the 76.2% of fatalities 
were male, with most fatalities in the 16-64 year age group. 
Most crashes continue to occur over the weekend and peak 
between 7-11pm. Human factors were considered to have 
contributed to 83% of fatal crashes, road factors to 8% and 
vehicle factors to 9% [Road Accidents 2009]. Long term 
trends in road accident fatalities have remained relatively 
static, although there is quite a lot of variation between prov-
inces (Figure 45).

Alarming data from the National Youth Risk Behaviour Survey 
confirm that high levels of unsafe behaviour contribute to the 
burden of traffic injuries. For example, over a third of the 
learners (38%) reported that in the past month, they had 
been driven by someone who had been drinking alcohol and 
18% reported that they had walked alongside a road after 
drinking. Over 25% of learners drove after drinking alcohol 
themselves. An overwhelming majority of adolescents are not 
complying with the legal requirements of always using seat 
belts. 

In 2010, Burrows et al. published injury surveillance data 
from the National Injury Mortality Surveillance System 2001-
2003 for six major South African cities [Bull World Health 
Organ 88(267-72)]. They showed that the “leading causes 

of fatal injury in childhood included road traffic injuries 
– among vehicle passengers and especially among pedestrians 
– drowning, burns and, in some cities, firearm injuries”, as 
shown in Figure 46.

Globally, the WHO report “Global status report on road 
safety: time for action” was published in 2009 and includes a 
useful summary profile of each country [Global Road Safety 
2009]. The data on South Africa provided in this report were 
those from the 2007 Road Traffic Management Corporation 
report. Local data can, however be put in the context of 
these global figures: “Low-income and middle-income coun-
tries have higher road traffic fatality rates (21.5 and 19.5 per 
100 000 population, respectively) than high-income countries 
(10.3 per 100 000). Over 90% of the world’s fatalities on the 
roads occur in low-income and middle-income countries, 
which have only 48% of the world’s registered vehicles”. 
South Africa’s fatality rates are higher than the norm for 
middle-income countries.
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Table 40:  Injury indicators by province

EC FS GP KZN LP MP NC NW WC SA

Always wear a seat belt when driven by someone else (%)

2008 NYRBS 12.8 16.2 18.4 13.6 18.5 17.5 13.6 16.2 11.6  15.5 a

2008 NYRBS Grade 11 - - - - - - - - -  16.2 a

2008 NYRBS Grade 8 - - - - - - - - -  17.2 a

2008 NYRBS female - - - - - - - - -  14.7 a

2008 NYRBS male - - - - - - - - -  16.4 a

Drove after drinking alcohol

2008 NYRBS 19.3 22.0 27.1 26.7 31.8 31.3 26.2 23.6 21.4  25.9 a

2008 NYRBS Grade 11 - - - - - - - - -  25.3 a

2008 NYRBS Grade 8 - - - - - - - - -  29.4 a

2008 NYRBS female - - - - - - - - -  18.0 a

2008 NYRBS male - - - - - - - - -  29.2 a

Road accident fatalities per 100 000 population

2001 12.6 37.3 27.6 26.9 9.3 34.2 25.4 26.6 34.6  24.9 b

2002 15.8 39.2 27.2 26.4 17.0 36.7 31.5 32.4 33.4  26.8 b

2003 17.5 34.3 26.4 26.3 20.8 33.5 31.9 34.4 32.3  26.7 b

2004 19.0 34.7 26.1 26.9 20.9 38.1 31.8 34.8 31.5  27.3 b

2005 20.7 36.3 28.9 28.8 25.5 42.3 32.4 37.8 33.3  29.9 b

2006 26.4 42.8 33.1 29.0 24.8 42.4 37.3 39.6 33.9  32.2 b

2007 24.5 40.1 30.8 23.9 26.1 50.4 34.8 40.0 33.2  30.8 c

2008 22.2 31.4 24.2 25.3 25.8 52.1 31.2 37.0 30.2  28.4 c

2009 22.9 34.4 22.6 27.1 27.8 46.7 30.7 35.6 25.0  27.8 c

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a NYRBS 2008. Learners in grades 8-11.
b Arrive Alive. Vehicles_in_Crashes_2001_2008.xls. Ratios updated in 2010 

using new StatsSA mid-year population time series estimates.
c Road Accidents 2009. Ratios updated in 2010 using new StatsSA mid-year 

population time series estimates.
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source:  SA Child Gauge 2009/2010, based on GHS data.

Note:  Children are defined as people aged 0-17 years.

Figure 47:  Proportion of children living far from the nearest clinic, 2002 and 2008

Health services indicators

Health facilities

Context The proposed implementation of National Health Insurance has prompted an extensive review of available data on health 
facilities in both the public and private sectors. 

New data sources Nationally:
• SA Child Gauge 2009/2010
• StatsSA General Household Survey 2008 and 2009
• HSRC Household Survey 2008 report on child health
• Econex Health Reform Notes
• Econex NHI Notes
• IMSA NHI Policy Briefs
• Journal articles

- Primary health care facility infrastructure and services and the nutritional status of children in 4 rural districts.
Key issues and trends • Despite the need for comprehensive information on health facilities for planning implementation of the NHI there has been 

no facilities survey or audit for several years.
• Various surveys and research indicate that affordability, access to facilities and quality of care remain inadequate in the 

public sector.

The survey of PHC facilities has not been conducted since 
2003. The NDoH Annual Report 2009/2010 reported that, 
during that year, the Office of Standards Compliance had 
produced a revised set of organisational standards “which was 
approved by the National Health Council and used as the basis 
for piloting the facility assessment tools”. In a pilot phase, the 
performance of 31 health facilities was assessed against the 
revised core standards. It was also reported that “[q]uality 
improvement projects were developed by 1 112 health facili-
ties, focusing on the six priority areas, namely: patient safety, 
cleanliness, infection control, staff attitudes, waiting times 
and drug supply”. However, no data from these efforts were 
made available. Both the “Core Standards and Measures” and 
the “Project Monitoring” are new components of the DHIS 
CORE module. The NSDA has set a target of 25% of all 
health facilities being accredited per annum.

Research studies such as the assessment of PHC facility 
infrastructure and services in 4 rural districts by Schoeman 
et al. however confirm the general perception of problems in 
the public sector [S Afr J Clin Nutr 23(1):21-27]. They found 
that half of the facilities were in a bad condition because of 

poor maintenance, vandalism and theft. Only 20% (EC) and 
25% (KZN) had access to safe drinking water, and 20% (EC) 
and 5% (KZN) had operational telephones. Infrastructural 
problems, insufficient resources and the existence of cultural 
practices (such as enemas, use of traditional medicine, oppo-
sition to immunisation) were indicated among the key aspects 
influencing the quality of services delivered.

An indirect source of commentary on the perceived opera-
tional status of health facilities is provided by the annual 
StatsSA General Household Survey, which includes questions 
on health-seeking behaviour and experiences [StatsSA GHS 
2009]. In 2009, the most frequently used health facility amongst 
the sampled households was a public clinic (59.0%) followed 
by a private medical practitioner (25.3%) and a public hospital. 
Almost all households (91.7%) used the nearest facility of its 
kind. Those who did not use the nearest facility cited their 
reasons as being excessive waiting times (33.8%), non-avail-
ability of medicines (15.9%), rude/uncaring staff or being 
turned away by staff (10.7%). Higher levels of satisfaction 
were reported for private healthcare facilities (92.4% of users 
were very satisfied with the services they received) than for 
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public healthcare (54.3%) across all provinces. By provinces, 
the lowest levels of satisfaction with public healthcare were 
reported by respondents in the Free State, North West and 
Mpumalanga. The NSDA target is that the percentage of users 
satisfied with the service received at a public sector health 
facility should improve from the 87.5% claimed for 2009 to 
90% in 2014/15. Two sources for these figures are stated: 
the StatsSA GHS and patient satisfaction surveys conducted 
by the NDoH. It is not clear how differences in the results 
from such surveys would be reconciled.

The Child Gauge reported four in every 10 children live far 
from their nearest primary health care facility based on data 
from the General Household Surveys (Figure 47). Distance 
was measured through a proxy indicator: length of time trav-
elled to reach the nearest clinic, by whatever form of transport 
is usually used. That meant that in 2008 7.6 million children 
needed to travel more than 30 minutes to reach the nearest 
clinic. There was considerable variation between provinces, 
with around 50% of children in the Eastern Cape, KwaZulu-
Natal and Limpopo not having a clinic within 30 minutes 
travel, but much lower rates in the largely metropolitan prov-
inces of Gauteng (27%) and the Western Cape (16%). The 
situation has deteriorated between 2002 and 2008. This may 
be related to in-migration of children, and a backlog in health 
infrastructure to provide services to an expanding population. 
[SA Child Gauge 2009/2010]. 

Provincial health workshops conducted in provinces in 2010 
by Black Sash, UCT Health Economics Unit and Health-e4 

have highlighted the enormous challenge that lack of afford-
able and accessible transport presents, particularly for conti-
nuity of care and treatment in HIV and other chronic diseases, 
as evidenced in several research studies [Trop Med Int Health 
15(70-5), East Afr J Public Health 5(154-6)].

The HSRC Household survey noted that although utilisation 
of health care services was high among children, with nearly 
90% having visited a public or private clinic the last time they 
were sick, more than 20% were hospitalised for an average 
duration of 6.9 days [HIV Children 2008]. This may indicate a 

4 Lack of transport hampering treatment success (http://www.health-e.org.
za/news/artical.php?uid=20032977) and WC public health care expensive for 
the rural poor (http://www.health-e.org.za/news/artical.php?uid=20032979

failure of the PHC system to prevent and adequately manage 
diseases. This survey also recorded low levels of use of tradi-
tional healers (Table 41).

The IMSA NHI Policy Briefs and the Econex NHI Notes and 
Health Reform Notes provide an extensive analysis of what 
is known about the public and private sector infrastructure, 
access, affordability, quality, demand and utilisation of serv-
ices. The quality and perceptions of poor quality of public 
health services may also help explain why a considerable share 
of the very poorest households are paying for consultations 
with private providers when public healthcare is available free 
of charge. Health Reform Note 1 on “The Role of Primary 
Healthcare in Health Reform” reports on a quality metric 
used in an evaluation of the quality of the health systems of 48 
developed and developing countries. The metric was compiled 
using a rich set of variables including perceived health status, 
life expectancy, immunisations, prevalence of a selected 
number of diseases, obesity and smoking and a number of 
mortality indicators, the WHO health system responsiveness 
score and TB treatment success rate (under DOTS) [Econex 
Health Reform Note 1]. The metric showed vast differences 
between the public and private sectors in South Africa.

Utilisation of PHC services has increased gradually over the 
past ten years for both children and adults (Figure 48) but 
remains below the NSDA target of 3.5 visits per person per 
year. Utilisation also varies considerably between districts 
from 1.6 visits per person in Metsweding (GP) to 4.2 in Eden 
(WC) [DHB 2008/09]. Updated estimates of the number of 
useable beds per 1 000 population show that there are about 
2.4 beds per 1 000 total population, with about 3.7 per 1 000 
medical scheme beneficiaries and 2.2 per 1 000 uninsured 
population (Figure 49). Trends suggest declining ratios of beds 
per population in both sectors, although some of the varia-
tions may be due to differences in exactly which categories 
of facilities (such as state-aided facilities) were included by 
different data sources over time. These calculations also do 
not take account of use of the private sector by the uninsured 
population or vice versa, as the GHS show this to be relatively 
low for hospital use (Figure 50).

In the 2009 GHS the question about use of the public and 
private sector by people was asked differently to previous 

Table 41:  Health care utilisation by children under 2 years in the 12 months prior to the study, 2008

Facility Percentage who visited health care 
provider [95% CI]

Average mean number of times visited 
provider [95% CI]

Hospital  23.8 [20.1-28.0]  1.9 [1.7-2.2]

Public outpatient clinic  66.9  [62.8-70.9]  3.9 [3.7-4.2]

Private outpatient clinic (GP)  22.6 [18.7-27.0]  3.0 [2.5-3.5]

Pharmacist  12.5 [9.4-16.3]  2.4 [2.1-2.7]

Traditional healer  5.6 [3.7-8.4]  1.8 [1.6-1.9]

source:  HIV Children 2008.

Note:  The same child might have visited more than one type of facility within the year.
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surveys. Households (rather than individuals) were asked 
whether at least one person in the household belonged to a 
medical scheme, and what the USUAL place of consultation 
was (rather than where they actually consulted during their 
last illness) [StatsSA GHS 2009]. The survey results showed 

Figure 48: Trends in PHC utilisation overall, under five years and older than five, 2000-200

source:  DHIS.

Figure 49:  Beds per 1 000 population by province and sector, 1998-2009

that 82.8% of households with some medical cover and 
13.9% of households with no insurance usually consult the 
private sector (Table 42).

source:  Author calculations using multiple sources.

Note:  Some of the variations may be due to differences in exactly which categories of facilities (such as state-aided facilities) were included by different data sources 
over time.
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Figure 50: Place of consultation by those with illness or injury, by age group and medical scheme insurance, 2008

source:  Analysis by Heather McLeod based on GHS 2008.
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Table 42:  Place usually consulted by households, by medical insurance cover of household, 2009

Place usually consulted At least one person 
belongs to a medical  

aid scheme

No medical scheme 
cover in household  

or unknown

Total

Public sector Hospital 4.4 12.3 10.4

Clinic 12.2 73.4 58.8

Other 0.7 0.3 0.4

Public sector total 17.3 86.1 69.9

Private sector Hospital 7.8 0.6 2.3

Clinic 3.5 0.7 1.3

Private doctor/specialist 70.1 11.2 25.3

Traditional healer 0.1 0.2 0.2

Spiritual healer’s workplace/church 0.1 0.4 0.3

Pharmacy/chemist 0.4 0.5 0.4

Health facility provided by employer 0.3 0.1 0.2

Alternative medicine, e.g. homoeopath 0.1 0.0 0.0

Other in private sector 0.1 0.0 0.0

Do not know 0.0 0.0 0.0

Unspecified 0.1 0.3 0.2

Private sector total 82.7 13.9 30.2

Total Total 100.0 100.0 100.0

source:  Calculated from StatsSA GHS 2009. Sub-totals may not add up due to rounding.

Table 43:  Health facilities indicators by province

EC FS GP KZN LP MP NC NW WC SA
Average length of stay (ALOS)
2001 District Hospitals 5.8 3.0 4.6 4.9 5.2 3.1 3.5 3.7 2.2  4.0 a

2003 District Hospitals 5.8 3.2 4.1 6.9 5.4 3.0 3.2 3.5 3.0  4.2 a

2006 District Hospitals 5.9 3.1 3.2 5.6 4.4 4.3 2.6 3.8 3.2  4.4 b

2007 District Hospitals 5.6 3.1 3.4 5.7 4.4 4.6 2.0 4.0 3.3  4.4 b

2008 District Hospitals 5.3 3.1 3.5 5.6 4.2 4.7 2.1 3.7 3.2  4.3 b

2006 DHIS 7.3 5.1 5.2 6.2 5.9 4.5 2.9 6.1 5.7  5.7 c

2007 DHIS 7.3 4.9 5.2 6.2 5.8 4.8 3.2 5.9 5.9  5.8 c

2008 DHIS 7.2 4.9 5.2 5.8 5.5 5.0 3.2 5.4 5.4  5.5 c

2009 DHIS 7.1 4.9 5.2 6.3 5.6 4.6 3.4 5.3 4.9  5.6 c

Number of beds
1998 Private sector 1 207 827 10 049 3 371 273 627 288 928 3 338  20 908 d

2004 Private sector 3 394 2 631 17 081 3 932 340 1 231 1 013 1 538 4 670  35 830 e

2007 Private sector 1 488 2 016 13 648 3 827 455 1 021 325 1 832 4 222  28 834 f

2008 Private sector 1 488 2 119 13 454 3 865 454 1 058 335 2 165 4 042  28 980 f

1998 Public sector - - - - - - - - -  107 634 g

2004 Public sector 16 570 5 046 16 211 27 014 12 198 4 949 1 618 7 026 9 515  100 147 h

2005 Public sector 13 421 4 970 15 317 23 833 8 431 5 040 1 988 4 849 10 021  87 870 i

2007 Public sector 13 942 4 939 16 192 24 025 8 181 5 079 1 937 4 690 10 297  89 282 i

2008 Public sector 14 586 5 003 16 626 23 504 7 894 5 080 2 052 4 576 10 493  89 814 i

2009 Public sector 14 546 4 958 16 816 23 142 7 866 5 169 1 958 4 507 9 958  88 920 i

2009 District Hospitals 5 916 1 497 2 225 8 522 4 026 2 768 817 1 246 2 188  29 205 i

2009 Regional Hospitals 575 1 765 6 178 6 995 1 564 938 659 1 868 2 438  22 980 i

2009 Provincial Tertiary 3 703 - - 1 268 952 595 - - -  6 518 i

2009 National Central Hospitals - 790 6 053 807 - - - - 1 468  9 118 i

Number of health facilities
1998 Private total 14 7 66 27 2 5 4 10 27  162 j

1998 Provincial-aided hosp - - - - - - - - -  43 g

1998 Public hosp total - - - - - - - - -  343 g

1999 Private total 18 11 85 28 2 8 3 9 36  200 k

2001 District Hospitals 63 24 7 40 32 18 21 15 27  247 l

2001 Regional Hospitals 8 6 12 9 5 5 1 4 10  60 l
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EC FS GP KZN LP MP NC NW WC SA
2001 Provincial Tertiary Hosp 1 1 0 1 2 1 0 0 0  6 l

2001 National Central Hosp 0 1 4 2 0 0 0 0 3  10 l

2001 Specialised Hospitals 11 1 5 8 3 1 3 2 18  52 l

2001 Public hosp total 83 33 28 60 42 25 25 21 58  375 l

2008 Private hosp total 14 14 81 32 7 8 4 17 34  211 m

2009 District Hospitals 62 24 11 39 30 23 17 14 31  251 c

2009 Regional Hospitals 2 5 11 12 5 3 1 4 9  52 c

2009 Provincial Tertiary 7 - - 3 2 2 - - -  14 c

2009 National Central Hospitals - 2 4 1 - - - - 3  10 c

2009 Specialised Hospitals 19 1 5 20 4 5 3 2 15  74 c

2009 Public hosp total 90 32 31 75 41 33 21 20 58  401 c

PHC facilities with one or more nurses trained in IMCI
2003 22 68 38 42 53 81 - 41 12  37 n

2006 - - - - - - - - -  71 o

2009 - - - - - - - - -  74 p

Useable bed utilisation (occupancy) rate (BUR)
2001 District Hospitals 52 43 62 64 56 39 60 72 65  57 a

2002 District Hospitals 55 67 63 58 60 56 73 64 65  62 a

2003 District Hospitals - 65 62 49 60 55 57 73 65  68 a

2006 District Hospitals 63 67 66 64 67 64 66 58 80  65 b

2007 District Hospitals 65 68 64 61 64 70 66 58 81  65 b

2008 District Hospitals 69 68 60 62 68 74 67 61 80  67 b

2006 DHIS 65 71 76 67 69 67 64 66 84  71 c

2007 DHIS 70 72 73 64 66 67 58 67 83  70 c

2008 DHIS 70 70 75 65 69 67 56 69 82  70 c

2009 DHIS 70 69 75 66 69 59 50 68 83  70 c

Useable beds per 1 000 population
2003 District Hospitals 1.3 1.0 0.2 1.2 1.3 0.7 1.3 1.0 0.5  1.0 a

2003 Regional Hospitals 0.7 0.8 1.0 1.0 0.7 0.5 0.6 0.7 0.5  0.8 a

2003 Specialised Hospitals 0.8 0.6 0.4 0.9 0.4 0.2 0.4 0.5 1.4  0.7 a

2003 National Central Hosp 0.0 0.4 1.0 0.3 0.0 0.0 0.0 0.0 1.0  0.3 a

2003 Public sector 2.8 2.9 2.7 3.5 2.4 1.4 2.3 2.3 3.4  2.8 a

2008 Public sector 2.5 2.0 2.2 2.6 1.7 1.6 2.1 1.5 2.6  2.2 q

2008 Private sector 2.1 4.9 4.9 3.4 1.0 2.2 2.1 5.1 3.1  3.7 r

2008 Total population 2.4 2.5 2.9 2.6 1.6 1.7 2.1 2.0 2.8  2.4 s

2009 District Hospitals 1.0 0.6 0.3 0.9 0.8 0.9 0.8 0.4 0.5  0.7 t

2009 Regional Hospitals 0.1 0.7 0.8 0.8 0.3 0.3 0.7 0.6 0.6  0.6 u

2009 Public sector 2.5 2.1 2.2 2.5 1.6 1.7 2.0 1.5 2.5  2.2 q

2009 Total population - - - - - - - - -  2.5 v

Utilisation rate PHC
2007 DHIS 2.5 2.1 1.6 2.2 2.6 2.1 2.9 2.3 2.6  2.2 c

2008 DHIS 2.7 2.2 1.8 2.4 2.8 2.2 3.1 2.5 2.8  2.4 c

2009 DHIS 2.8 2.2 1.8 2.5 2.9 2.2 3.0 2.5 2.9  2.5 c

Utilisation rate PHC <5 years
2007 DHIS 3.9 3.3 3.4 3.9 5.6 4.6 4.6 4.1 4.6  4.1 c

2008 DHIS 4.3 3.7 3.8 4.1 6.2 4.8 4.7 4.3 4.9  4.5 c

2009 DHIS 4.7 3.7 4.1 4.5 6.2 4.8 4.6 4.7 5.1  4.7 c

Utilisation rate PHC =>5 years
2007 DHIS 2.3 1.9 1.4 1.9 2.3 1.8 2.7 2.1 2.4  2.0 c

2008 DHIS 2.5 2.1 1.6 2.1 2.4 1.9 2.9 2.3 2.6  2.1 c

2009 DHIS 2.6 2.1 1.6 2.3 2.5 1.9 2.8 2.2 2.7  2.2 c

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a DHIS. Data from Hospital Minimum Data Set, reported in South African Health 
Review 2003/04.

b DHB 2008/09. Data from DHIS. For financial year.
c DHIS. Data extracted over various years.
d SAHR 1998 Ch13. Based on membership of the Hospital Association of South 

Africa. Virtually all private hospitals with inpatient treatment facilities are 
members of HASA. Table 5 pg 148.

e Hospital Yearbook 2004. Includes private and aided hospitals.
f Hospitals Direct Database.
g SAHR 1999 Ch9. Figure 1 pg 104.
h Hospital Yearbook 2004. In addition there are 9 175 beds in Institutions 

licenced under the Mental Disorder Act, 4 526 in Mining clinics & hospitals and 
3 787 in TB hospitals nationally that are not included in this total.

i DHIS. Useable beds.
j SAHR 1998 Ch13. Based on membership of the Hospital Association of South 

Africa. Virtually all private hospitals with inpatient treatment facilities are 
members of HASA. The figure quoted may therefore not include all day clinics 
or stand-alone operating facilities. Table 5 pg 148.

k National Health Accounts Private 2001. Hospitals and Day Clinics. 
l Fiscal Review 2001. Table 4.14 pg 54.
m Hospitals Direct Database.
n DoH. Routinely collected audit data from IMCI coordinators.
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o DoH Annual Report 2006/07.
p DoH Annual Report 2009/10. Defined as percentage of facilities with 60% or 

more of health workers trained in IMCI.
q DHIS. Calculated from DHIS useable beds for all types of public sector hospi-

tals, per 1 000 uninsured population (calculated from StatsSA GHS medical 
schemes coverage and mid-year population estimates).

r Hospitals Direct Database. Calculated from Wilbury & Claymore data on beds, 
per 1000 population with medical scheme cover from StatsSA GHS.

s Calculated from total public + private sector beds per 1 000 total population 
(StatsSA mid-year estimates).

t DHIS. Calculated from DHIS useable beds for district hospitals, per 1 000 
uninsured population (calculated from StatsSA GHS medical schemes coverage 
and mid-year population estimates).

u DHIS. Calculated from DHIS useable beds for regional hospitals, per 1 000 
uninsured population (calculated from StatsSA GHS medical schemes coverage 
and mid-year population estimates).

v Econex Health Reform Note 4.
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Health personnel

Context Human Resources are the single most expensive component of health care delivery costs, and are key to enabling countries 
to meet their health systems objectives, including the health-related Millennium Development Goals. Understanding where 
the gaps are is key, and yet reliable data on all stages of the workforce lifecycle is still lacking. The proposed National Health 
Insurance has prompted investigation of the range and quality of data sources and a surge in publications on HR in the past 
two years has elucidated some issues. This has not however solved some of the structural deficiencies in the underlying 
data sources.

New data sources Nationally:
• PERSAL 2009 and 2010
• NDoH data on community service professionals for 2010
• Data from the health professional councils 

Note that 2010 data for HPCSA has large numbers under ‘unknown’, so many provincial totals appear to decrease even 
though the national total increases.

• HEARD report: Human resources for health: A needs and gaps analysis of HRH in South Africa
• HSRC study on “A multiple source identification and verification of scarce and critical skills in the South African labour 

market”
- Wildschut – Shortage of Nurses in South Africa: Relative or absolute?
- The shortage of Medical Doctors in South Africa

• Econex NHI Note 4: Supply Constraints and Health Reform Note 7: Updated GP and Specialist Numbers for SA

Internationally:
• Handbook on M&E of Human Resources for Health with special applications for low- and middle-income countries.

Key issues and trends • Note that this chapter and the online database only include SELECTED categories of health professionals and are thus 
not comprehensive of all cadres of health workers – exclusion of some categories should not be taken to imply that the 
data do not exist – users should please consult the original sources if further details or breakdowns are required. Some 
sources may also have more detail on age and gender breakdowns which are not included here for space reasons.

• With revised population and medical scheme coverage data, the ratios of health professionals to populations have been 
recalculated back to 2002 and may therefore differ from values previously published.

• Interpretation of information on vacancies from PERSAL should be made with caution since there are no norms in place 
for the required number of posts by profession, and thus fluctuations in the number of posts may not be well matched to 
actual need.

• The new cadre of clinical associates appear for the first time in the HPCSA data source.
• New work on estimates of public / private split of health professionals, and some of the issues with the data sources has 

been done by Econex.
• Detailed reviews of the production, distribution and retention of selected health professions have been published.

The NSDA provided a typically vague target in relation to 
human resources. For a goal stated as “Improved access to 
Human Resources for Health”, the 2009 baseline was listed 
as “Human Resources for Health (HRH) Plan produced”. The 
2014/15 target was stated as “Revised HRH Plan produced, 
which reflects an appropriate skills mix between health 
professionals”, with progress being tracked by means of quar-
terly progress reports issued by the NDoH. 

The Handbook on M&E of Human Resources for Health 
provides a comprehensive reference for monitoring and 
evaluation of HRH. The framework for defining the health 
workforce provides a useful context to the current debates 
around defining how many health professionals are actually 
available within the health system (Table 44) [HRH M&E].

Table 44:  Framework for defining the health workforce

Individual’s training, occupation and 
place of work

Working in the health industry Working in a non-health industry or
unemployed/inactive

Training in health and employed in a health 
occupation

A. For example, physicians, nurses, midwives 
working in healthcare facilities

C.  For example, nurses working for private 
companies, pharmacists working at retail 
outlets

Training in health but not employed in a health 
occupation

A.  For example, medically trained managers of 
healthcare facilities

C.  For example, medically trained university 
lecturers, unemployed nurses

Training in a non-health field or no
formal training

B.  For example, economists, clerks, gardeners 
working in healthcare facilities

D.  For example, primary school teachers, 
garage mechanics, bank accountants

source:  HRH M&E.

Note:  Three categories of workers relevant for health workforce analysis can be 
distinguished:

 A = those with health vocational education and training working in the 
health services industry;

 B = those with training in a non-health field (or with no formal training) 
working in the health services industry;

 C = those with health training who are either working in a non-health-
care–related industry, or who are currently unemployed or not active in 
the labour market.

 The sum of the three elements A, B and C provides the total potential 
health workforce available.

 D = all non-health workers, that is, those workers without training for a 
health occupation and not working in the health industry.
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In South Africa, the ‘envelope’ of all health professionals 
potentially available to work in the health system is given 
by the registers of the various councils such as the Health 
Professions Council of SA (HPCSA), the South African 
Nursing Council (SANC) and the South African Pharmacy 
Council (SAPC). However these registers include profes-
sionals who are retired, overseas, working part-time, working 
in other sectors or not working at all. In general the registers 
do not have reliable information on how many people fall 
into these categories, or on the proportion working in the 
public / private sectors, or on the distribution working part-
time or across sectors. Other areas that have been poorly 
documented are the number and distribution of community 
health workers, allied health professionals and traditional 
healers. The Traditional Healers Organisation claims to have 
records on about 29 133 traditional health practitioners, of 
which 75% are women living in rural areas.5 There does not 
appear to be updated data readily available since the chapter 
on Traditional and Complementary Medicine by Gqaleni et al 
which reported over 184 477 traditional healers of all catego-
ries in 2007 [SAHR 2007 Ch12].

PERSAL includes information on all public sector health 
workers, and data on the number of filled and vacant posts 
for a selection of health professionals is included in this 
chapter by province and race group. Although this data 
source has many deficiencies, there is potential for more in-
depth analysis of the underlying detailed data, and yet none 
of the new research publications on HR appear to have gone 
beyond the aggregated provincial data. Data on community 
service professionals (who form part of the PERSAL totals) 
are provided by the NDoH.

Information on HR in the private sector has been largely absent 
for many years. Econex have made use of claims data from 
some of the larger medical schemes administrators, together 
with triangulation from other sources, to produce updated 
estimates for 2 main categories of health professionals, nurses 
and medical practitioners [Econex NHI Note 4, Econex Health 
Reform Note 7]. Econex estimated that in 2008 there were 
approximately 40 000 nurses in the private sector [Econex 
NHI Note 4]. They further estimated 6 775 medical practi-
tioners and 5 410 medical specialists in the private sector in 
2010 [Econex Health Reform Note 7]. Although there is still 
some controversy about the assumptions and the absolute 
numbers, this information does provide a clearer picture of 
the public / private distribution of these human resources. 

Historically HR distribution per population indicators have 
been calculated using the estimated population dependent 
on each sector, i.e. public sector personnel per uninsured 
population vs. private sector personnel per medical scheme 

5 Personal communication, Phesile Maseko, Oct 2010. http://www.traditional-
health.org.za/.

beneficiaries. As discussed in the Econex notes these simplifi-
cations do distort the indicators where there is significant use 
of the private sector by uninsured people (or vice versa), as 
tends to occur with visits at the first contact level.

Two reports investigated the perceived shortage of nurses 
and medical practitioners in South Africa. These form part 
of the HSRC study “A multiple source identification and 
verification of scarce and critical skills in the South African 
labour market” commissioned by the Department of Labour 
[Shortage Nurses 2008, Shortage Doctors 2008]. In addi-
tion a report by HEARD entitled “HRH: A needs and gaps 
analysis of HRH in South Africa” reviewed many data sources 
[HEARD HRH 2009]. The HEARD report concluded that 
“[t]he current production rate and growth rate of HRH does 
not appear sufficient to alleviate South Africa’s HRH crisis. 
Approximately 1600 students are enrolled annually within 
401 nursing education institutions and 8 medical schools in 
South Africa. In terms of the growth rate in HRH registrations 
with professional bodies, professional nurses have the lowest 
growth rate of 1.8%, followed by pharmacists (2.3%) and 
medical practitioners (2.5%). South Africa’s HRH crisis will be 
exacerbated by the impact of HIV and AIDS on HRH, migra-
tion of HRH, and the ageing nurse population”. The report 
also noted that there had been a 12.4% decline in enrolled 
nurse graduates from public training institutions between 
1998 and 2008. At the same time, there had been a seven-fold 
increase in enrolled nurses graduating from private nursing 
colleges. Attrition rates were also noted as being high, with 
65% of professional nurses trained between 1997-2005 not 
appearing on the SANC register at the time of the study. This 
study also showed that the profile of enrollments and medical 
practitioner graduates was “considerably closer to the demo-
graphic profile of the country than previously”. More than half 
of all medical graduates were now female. Nonetheless, it was 
considered unlikely that the needed growth in the number 
of medical graduates would be achieved. In particular, this 
report pointed to a “lack of planning to increase the number 
and/or capacity of medical schools”.

In July 2010 WHO provided global policy recommendations 
on “increasing access to health workers in remote and rural 
areas through improved retention”. The recommendations 
focus on education, regulatory mechanisms, financial incen-
tives, and personal and professional support. A local survey by 
de Vries et al. of final-year medical students about their career 
plans and the influences on those plans, confirmed some of 
the recommendations. For example: “Students who grew up 
in rural areas or small towns were less likely than those of 
city origin to plan to work abroad, and more likely to work in 
rural areas after specialising. They were also less likely to plan 
to spend most of their careers in the private sector. Selecting 
and training more students of rural origin may therefore tend 
to correct the future maldistribution of doctors in rural versus 
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Figure 51:  Trends in selected public sector health professionals per 100 000 uninsured population by province, 2000-2010

source: Calculated from PERSAL, StatsSA mid-year population estimates and GHS medical scheme coverage.

Note:  Ratios updated in 2010 with release of updated StatsSA mid-year population time series and GHS 2002-2009 revision.



21Health and Related Indicators

321S A H R 2 0 1 0

source:  PERSAL.

Figure 52:  Trends in the number of selected health professionals working in the public sector by race, 2001-2010

urban areas, and to improve retention in the South African 
public health sector.” [SAMJ 100(227-8)]. A study on the rela-
tive importance of human resource policy interventions and 
individual characteristics, indicated that there is substantial 
diversity of preferences [Bull World Health Organ 88(350-
6)]. This study confirmed that both financial and non-finan-
cial incentives are effective in motivating nurses to move to 
rural and remote areas, and that a package of interventions 

is more effective than a single strategy. However, it also 
showed that different countries require completely different 
combinations of human resource policies. Furthermore, it is 
likely that nurses, medical practitioners and other categories 
of health workers will respond differently to a particular set 
of incentives.
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Table 45:  Number of health personnel practising by sector, and registered with applicable professional council, by province

EC FS GP KZN LP MP NC NW WC SA
Number of clinical associates registered
2009 Registered with HPCSA - - 4 - - 1 - - -  5 a

2010 Registered with HPCSA - - 5 - - 1 - - -  10 a

Number of dental practitioners
2008 Public sector 71 60 215 69 76 83 26 41 121  762 b

2009 Public sector 91 59 200 71 82 94 21 39 118  775 b

2010 Public sector 96 62 215 84 95 74 25 40 79  770 b

Number of dental practitioners registered
2008 Registered with HPCSA 262 183 2 066 682 171 226 75 161 1 138  5 110 a

2009 Registered with HPCSA 277 173 2 104 692 140 390 77 98 1 188  5 265 a

2010 Registered with HPCSA 249 154 1 910 629 128 356 68 84 1 076  5 320 a

Number of dental specialists
2008 Public sector 0 0 23 5 1 2 0 0 1  32 b

2009 Public sector 1 - 35 8 1 2 - - 2  49 b

2010 Public sector 0 - 54 8 0 36 - 1 22  121 b

Number of dental therapists
2008 Public sector 6 4 24 32 49 15 2 14 3  149 b

2009 Public sector 6 3 30 30 56 16 2 15 3  161 b

2010 Public sector 8 2 39 25 63 19 10 16 3  185 b

Number of dental therapists registered
2008 Registered with HPCSA 11 20 143 149 54 31 7 37 3  455 a

2009 Registered with HPCSA 13 18 143 169 42 82 7 17 3  494 a

2010 Registered with HPCSA 7 15 132 159 38 66 7 17 3  492 a

Number of enrolled nurses
2008 Public sector 2 059 425 3 581 9 710 2 729 1 186 208 773 2 035  22 707 b

2009 Public sector 2 186 433 3 865 9 356 2 753 1 345 179 800 2 121  23 039 b

2010 Public sector 2 377 435 4 975 9 232 2 732 1 414 188 774 2 188  24 316 b

Number of enrolled nurses registered
2008 Registered with SANC 2 746 1 506 11 061 15 824 3 199 1 774 435 2 187 4 954  43 686 c

2009 Registered with SANC 3 117 1 703 12 042 17 401 3 705 2 043 468 2 362 5 237  48 078 c

Number of environmental health practitioners
2008 Public sector 148 56 42 186 221 90 21 41 8  814 b

2009 Public sector 148 47 69 174 146 104 14 24 9  737 b

2010 Public sector 128 51 111 171 156 126 11 30 9  795 b

Number of environmental health practitioners registered
2008 Registered with HPCSA 247 169 683 589 261 153 95 81 450  2 731 a

2009 Registered with HPCSA 259 170 683 582 196 271 81 66 435  2 748 a

2010 Registered with HPCSA 223 138 612 501 180 258 75 56 421  2 842 a

Number of medical practitioners
2008 Public sector 1 157 609 2 196 3 044 883 567 275 498 1 418  10 653 b

2009 Public sector 1 230 605 2 132 3 082 899 667 294 544 1 419  10 878 b

2010 Public sector 1 323 577 2 480 3 058 962 709 321 480 1 392  11 309 b

2010 Private sector - - - - - - - - -  6 775 d

Number of medical practitioners (including specialists) registered
2008 Registered with HPCSA 2 242 1 714 12 290 5 845 1 193 1 141 449 965 7 396  34 687 a

2009 Registered with HPCSA 2 381 1 750 12 332 6 113 975 1 966 458 680 7 648  35 707 a

2010 Registered with HPCSA 2 149 1 559 11 524 5 670 937 1 819 403 631 7 086  36 912 a

Number of medical researchers
2008 Public sector 0 7 14 13 5 0 1 0 29  100 b

2009 Public sector - 9 18 14 4 0 1 7 37  121 b

2010 Public sector - 9 18 12 4 1 1 - 28  107 b

Number of medical specialists
2008 Public sector 159 386 1 530 545 88 49 22 47 1 193  4 026 b

2009 Public sector 186 370 1 719 549 103 46 21 50 1 261  4 311 b

2010 Public sector 240 370 1 721 588 107 62 20 49 1 279  4 442 b

2010 Private sector - - - - - - - - -  5 410 d

Number of nursing assistants
2008 Public sector 4 927 2 418 5 475 6 776 4 805 2 126 758 2 728 4 017  34 030 b

2009 Public sector 5 164 2 324 5 620 6 486 4 690 2 198 771 2 735 3 926  33 914 b

2010 Public sector 5 369 2 230 6 877 6 123 4 524 2 103 759 2 730 4 143  34 858 b
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EC FS GP KZN LP MP NC NW WC SA
Number of nursing assistants registered
2008 Registered with SANC 5 669 3 013 16 110 11 380 7 676 3 355 1 314 4 586 8 039  61 142 c

2009 Registered with SANC 5 913 2 924 16 353 11 391 8 055 3 608 1 323 4 738 8 135  62 440 c

Number of occupational therapists
2008 Public sector 65 79 167 131 107 67 20 44 105  785 b

2009 Public sector 82 61 157 126 100 71 28 35 146  806 b

2010 Public sector 80 71 171 119 113 55 40 38 151  838 b

Number of occupational therapists registered
2008 Registered with HPCSA 136 248 1 139 367 120 133 57 81 856  3 174 a

2009 Registered with HPCSA 155 253 1 163 395 86 234 59 51 893  3 325 a

2010 Registered with HPCSA 141 232 1 085 347 86 221 49 49 829  3 508 a

Number of pharmacists
2008 Public sector 189 98 291 438 228 125 44 109 324  1 853 b

2009 Public sector 207 93 280 409 215 122 57 112 331  1 835 b

2010 Public sector 252 112 751 401 297 266 89 130 660  2 966 b

Number of pharmacists registered
2008 Registered with SAPC 963 502 4 573 1 784 414 453 133 608 2 049  11 905 e

2010 Registered with SAPC 775 381 2 917 1 502 344 455 137 443 1 479  12 218 e

Number of physiotherapists
2008 Public sector 65 59 176 256 82 63 39 40 123  903 b

2009 Public sector 98 73 180 232 101 57 49 36 120  946 b

2010 Public sector 110 75 199 231 115 60 56 34 129  1 009 b

Number of physiotherapists registered
2008 Registered with HPCSA 233 287 2 011 754 172 187 70 148 1 355  5 314 a

2009 Registered with HPCSA 256 294 2 033 784 141 349 74 91 1 463  5 582 a

2010 Registered with HPCSA 240 267 1 831 732 137 311 72 85 1 355  5 777 a

Number of professional nurses
2008 Public sector 7 386 2 485 7 663 11 973 6 471 3 184 1 193 2 862 4 615  47 834 b

2009 Public sector 7 761 1 894 8 462 12 123 6 843 3 505 1 217 3 140 4 394  49 341 b

2010 Public sector 8 287 1 868 9 393 12 463 7 243 3 732 1 258 3 321 4 399  51 966 b

Number of professional nurses registered
2008 Registered with SANC 13 227 7 289 28 186 22 468 8 372 5 303 2 071 7 047 14 015  107 978 c

2009 Registered with SANC 13 697 7 397 29 022 23 391 8 626 5 422 2 074 7 351 14 319  111 299 c

Number of psychologists
2008 Public sector 43 25 161 67 43 11 4 14 65  433 b

2009 Public sector 52 32 166 67 42 14 6 17 75  471 b

2010 Public sector 56 32 176 68 50 18 9 15 74  498 b

Number of psychologists registered
2008 Registered with HPCSA 358 243 3 182 722 107 133 41 203 1 369  6 498 a

2009 Registered with HPCSA 395 255 3 237 753 96 230 40 167 1 447  6 767 a

2010 Registered with HPCSA 362 238 3 136 709 102 234 40 152 1 388  7 037 a

Number of pupil auxiliary nurses registered
2008 Registered with SANC 127 173 2 464 1 065 424 116 143 154 392  5 058 c

2009 Registered with SANC 150 99 1 703 862 223 85 120 80 431  3 753 c

Number of pupil nurses registered
2008 Registered with SANC 644 233 4 255 4 711 304 221 0 28 783  11 179 c

2009 Registered with SANC 911 354 4 936 5 094 450 248 0 53 1 006  13 052 c

Number of radiographers
2008 Public sector 293 164 478 484 149 74 41 54 401  2 141 b

2009 Public sector 306 171 531 456 160 76 39 59 398  2 196 b

2010 Public sector 359 167 560 455 144 91 57 66 401  2 301 b

Number of radiographers registered
2008 Registered with HPCSA 429 429 1 999 1 056 181 182 99 176 1 152  5 760 a

2009 Registered with HPCSA 470 440 2 044 1 107 133 363 95 126 1 186  6 015 a

2010 Registered with HPCSA 447 380 1 866 1 013 110 324 87 107 1 076  6 215 a

Number of student nurses
2008 Public sector 1 448 22 3 837 2 107 821 588 43 897 0  9 763 b

2009 Public sector 1 738 4 4 375 2 197 815 513 15 1 025 0  10 682 b

2010 Public sector 1 273 2 4 916 2 272 789 689 4 961 -  10 906 b

Number of student nurses registered
2008 Registered with SANC 3 004 996 4 000 2 801 1 753 426 290 1 429 1 758  16 457 c
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EC FS GP KZN LP MP NC NW WC SA
2009 Registered with SANC 2 876 1 020 4 395 2 904 1 712 773 173 1 503 1 811  17 167 c

Percentage of Medical Practitioner posts vacant
2008 Public sector 40.1 33.8 29.4 36.7 35.4 51.3 60.2 21.3 17.4  34.9 b

2009 Public sector 44.1 38.2 25.3 35.1 33.1 44.7 54.5 17.2 23.0  34.0 b

2010 Public sector 37.9 42.5 31.1 37.2 84.0 43.0 56.0 24.6 28.1  49.0 b

Percentage of Professional Nurse posts vacant
2008 Public sector 53.6 51.6 34.4 39.6 43.7 29.8 25.3 13.2 31.0  40.3 b

2009 Public sector 69.1 48.2 11.1 21.7 21.7 27.2 33.5 6.4 36.2  37.9 b

2010 Public sector 66.8 47.4 15.5 26.0 68.3 26.6 33.6 11.8 34.1  46.3 b

Percentage of health professional posts vacant
2008 Public sector 48.0 50.7 28.1 33.3 42.1 37.6 36.3 11.6 23.3  35.7 b

2009 Public sector 61.4 48.7 11.8 25.8 22.2 37.2 41.0 7.0 31.7  33.9 b

2010 Public sector 58.5 48.7 16.3 29.5 69.5 34.5 42.1 11.7 29.0  42.5 b

Total number of health professional posts
2008 Public sector (filled) 18 016 6 897 25 873 35 836 16 758 8 230 2 697 8 162 14 458  136 985 b

2009 Public sector (filled) 19 256 6 178 27 839 35 380 17 010 8 830 2 714 8 638 14 360  140 262 b

2010 Public sector (filled) 19 958 6 063 32 656 35 310 17 394 9 455 2 848 8 685 14 957  147 387 b

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a HPCSA. Total for South Africa includes professionals with REGION indicated 
as ‘Foreign’. Note that the number on the register includes professionals who 
are retired, overseas, working part-time, working in other sectors or not 
working at all.

b PERSAL. Figure for South Africa includes the sum of the provinces plus staff at 
national DoH. Data for Environmental Health Practitioners only include those 
employed by provincial government. Note that for provinces such as GP and 
WC a substantial number may be employed by local government.

c SANC. Note that the number on the register includes professionals who are 
retired, overseas, working part-time, working in other sectors or not working 
at all.

d Econex Health Reform Note 7. Based on medical scheme industry estimates 
of doctors visited by members and subsequently reimbursed by schemes. 
Source also provides adjusted estimates of public and private sector doctors to 
account for doctors working across both sectors.

e SAPC. National total includes pharmacists in Namibia and for whom the 
provincial allocation is undefined. The total for South Africa in 2010 includes 
3 785 pharmacists for which province was unknown. While some of these 
may be overseas, the number is much higher than in previous years and thus 
the provincial breakdown should be interpreted with caution. Note that the 
number on the register includes professionals who are retired, overseas, 
working part-time, working in other sectors or not working at all.

Table 46:  Public and private sector health personnel per 100 000 uninsured population

EC FS GP KZN LP MP NC NW WC SA
Dental practitioners per 100 000 population
2009 Public sector 1.54 2.48 2.59 0.78 1.72 3.01 2.16 1.31 2.96  1.89 a

2010 Public sector 1.63 2.59 2.73 0.91 1.98 2.35 2.56 1.33 1.94  1.86 a

Dental specialists per 100 000 population
2009 Public sector 0.02 - 0.45 0.09 0.02 0.06 - - 0.05  0.12 a

2010 Public sector 0.00 - 0.69 0.09 0.00 1.14 - 0.03 0.54  0.29 a

Dental therapists per 100 000 population
2009 Public sector 0.10 0.13 0.39 0.33 1.17 0.51 0.21 0.50 0.08  0.39 a

2010 Public sector 0.14 0.08 0.50 0.27 1.31 0.60 1.02 0.53 0.07  0.45 a

Enrolled nurses per 100 000 population
2009 Public sector 37.1 18.2 50.0 102.3 57.7 43.0 18.4 26.9 53.1  56.2 a

2010 Public sector 40.3 18.2 63.2 100.1 57.0 44.9 19.3 25.8 53.8  58.8 a

Environmental health practitioners per 100 000 population
2009 Public sector 2.51 1.97 0.89 1.90 3.06 3.33 1.44 0.81 0.23  1.80 a

2010 Public sector 2.17 2.13 1.41 1.85 3.26 4.00 1.13 1.00 0.22  1.92 a

Medical practitioners per 100 000 population
2009 Public sector 20.9 25.4 27.6 33.7 18.8 21.3 30.3 18.3 35.5  26.5 a

2010 Public sector 22.4 24.1 31.5 33.2 20.1 22.5 32.9 16.0 34.2  27.3 a

2010 Public sector adjusted - - - - - - - - -  35.0 b

2010 Private sector - - - - - - - - -  37.0 b

Medical researchers per 100 000 population
2009 Public sector 0.00 0.38 0.23 0.15 0.08 0.00 0.10 0.24 0.93  0.30 a

2010 Public sector - 0.38 0.23 0.13 0.08 0.03 0.10 - 0.69  0.26 a

Medical specialists per 100 000 population
2009 Public sector 3.2 15.5 22.2 6.0 2.2 1.5 2.2 1.7 31.6  10.5 a

2010 Public sector 4.1 15.5 21.9 6.4 2.2 2.0 2.1 1.6 31.5  10.7 a

2010 Public sector adjusted - - - - - - - - -  10.0 c

2010 Private sector - - - - - - - - -  57.0 c

Nursing assistants per 100 000 population
2009 Public sector 87.6 97.7 72.7 70.9 98.3 70.3 79.5 91.9 98.3  82.8 a
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EC FS GP KZN LP MP NC NW WC SA
2010 Public sector 91.0 93.2 87.3 66.4 94.4 66.8 77.8 91.1 101.9  84.2 a

Occupational therapists per 100 000 population
2009 Public sector 1.4 2.6 2.0 1.4 2.1 2.3 2.9 1.2 3.7  2.0 a

2010 Public sector 1.4 3.0 2.2 1.3 2.4 1.7 4.1 1.3 3.7  2.0 a

Pharmacists per 100 000 population
2009 Public sector 3.5 3.9 3.6 4.5 4.5 3.9 5.9 3.8 8.3  4.5 a

2010 Public sector 4.3 4.7 9.5 4.3 6.2 8.4 9.1 4.3 16.2  7.2 a

Physiotherapists per 100 000 population
2009 Public sector 1.66 3.07 2.33 2.54 2.12 1.82 5.05 1.21 3.01  2.31 a

2010 Public sector 1.86 3.13 2.53 2.50 2.40 1.90 5.74 1.13 3.17  2.44 a

Professional nurses per 100 000 population
2009 Public sector 131.7 79.6 109.5 132.6 143.4 112.1 125.4 105.5 110.0  120.4 a

2010 Public sector 140.5 78.1 119.3 135.1 151.1 118.5 129.0 110.8 108.2  125.6 a

Psychologists per 100 000 population
2009 Public sector 0.88 1.34 2.15 0.73 0.88 0.45 0.62 0.57 1.88  1.15 a

2010 Public sector 0.95 1.34 2.23 0.74 1.04 0.57 0.92 0.50 1.82  1.20 a

Radiographers per 100 000 population
2009 Public sector 5.2 7.2 6.9 5.0 3.4 2.4 4.0 2.0 10.0  5.4 a

2010 Public sector 6.1 7.0 7.1 4.9 3.0 2.9 5.8 2.2 9.9  5.6 a

Student nurses per 100 000 population
2009 Public sector 29.5 0.2 56.6 24.0 17.1 16.4 1.5 34.4 0.0  26.1 a

2010 Public sector 21.6 0.1 62.4 24.6 16.5 21.9 0.4 32.1 -  26.4 a

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a Calculated from PERSAL, StatsSA mid-year population estimates and GHS 
medical scheme coverage.

 Ratios updated in 2010 with release of updated StatsSA mid-year population 
time series and GHS 2002-2009 revision.

 Data on Environmental Health Practitioners (EHPs) only include EHPs 
employed by provincial government. Note that for provinces such as GP and 
WC a substantial number may be employed by local government.

b Econex Health Reform Note 7. Based on evidence that at least 36.9% of 
population utilise private medical services for PHC, and thus the population 
served by the private sector medical practitioners is greater than the number 
of medical scheme beneficiaries.

c Econex Health Reform Note 7. Based on evidence that about 15% of patients 
seeing private specialists are not medical scheme beneficiaries.
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Table 47:  Number of health personnel by ethnic group

African Coloured Indian White Other ALL
Number of clinical associates registered
2009 Registered with HPCSA 3 - - 1 1  5 a

2010 Registered with HPCSA 7 - - 2 1  10 a

Number of dental practitioners
2008 Public sector 324 76 139 223 -  762 b

2009 Public sector 352 87 142 194 -  775 b

2010 Public sector 380 74 144 172 -  770 b

Number of dental practitioners registered
2008 Registered with HPCSA 504 111 656 1 785 2 054  5 110 a

2009 Registered with HPCSA 572 140 725 1 870 1 958  5 265 a

2010 Registered with HPCSA 631 166 797 1 910 1 816  5 320 a

Number of dental specialists
2008 Public sector 12 0 8 12 -  32 b

2009 Public sector 13 1 12 23 -  49 b

2010 Public sector 36 9 28 48 -  121 b

Number of dental therapists
2008 Public sector 132 0 14 3 -  149 b

2009 Public sector 144 1 15 1 -  161 b

2010 Public sector 164 5 14 2 -  185 b

Number of dental therapists registered
2008 Registered with HPCSA 196 2 80 31 146  455 a

2009 Registered with HPCSA 222 2 92 34 144  494 a

2010 Registered with HPCSA 242 1 98 30 121  492 a

Number of enrolled nurses
2008 Public sector 19 389 2 321 426 571 -  22 707 b

2009 Public sector 19 779 2 329 406 525 -  23 039 b

2010 Public sector 21 071 2 339 393 513 -  24 316 b

Number of environmental health practitioners
2008 Public sector 746 19 17 32 -  814 b

2009 Public sector 669 22 15 31 -  737 b

2010 Public sector 735 14 17 29 -  795 b

Number of environmental health practitioners registered
2008 Registered with HPCSA 1 075 101 57 442 1 056  2 731 a

2009 Registered with HPCSA 1 170 122 67 426 963  2 748 a

2010 Registered with HPCSA 1 355 139 75 408 865  2 842 a

Number of medical practitioners
2008 Public sector 4 646 522 1 920 3 565 -  10 653 b

2009 Public sector 4 990 528 1 897 3 463 -  10 878 b

2010 Public sector 5 410 573 1 900 3 426 -  11 309 b

Number of medical practitioners (including specialists) registered
2008 Registered with HPCSA 5 564 521 4 467 15 744 8 391  34 687 a

2009 Registered with HPCSA 6 200 605 4 722 16 170 8 010  35 707 a

2010 Registered with HPCSA 7 140 727 5 014 16 560 7 471  36 912 a

Number of medical researchers
2008 Public sector 32 4 20 44 -  100 b

2009 Public sector 41 7 20 53 -  121 b

2010 Public sector 40 6 15 46 -  107 b

Number of medical specialists
2008 Public sector 828 174 770 2 254 -  4 026 b

2009 Public sector 978 201 819 2 313 -  4 311 b

2010 Public sector 1 066 221 858 2 297 -  4 442 b

Number of nursing assistants
2008 Public sector 28 555 4 157 296 1 022 -  34 030 b

2009 Public sector 28 727 3 967 275 945 -  33 914 b

2010 Public sector 29 818 3 912 244 884 -  34 858 b

Number of occupational therapists
2008 Public sector 285 75 82 343 -  785 b

2009 Public sector 296 110 78 322 -  806 b

2010 Public sector 300 122 72 344 -  838 b
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African Coloured Indian White Other ALL
Number of occupational therapists registered
2008 Registered with HPCSA 310 127 202 1 964 571  3 174 a

2009 Registered with HPCSA 352 146 226 2 054 547  3 325 a

2010 Registered with HPCSA 410 172 242 2 178 506  3 508 a

Number of pharmacists
2008 Public sector 700 144 383 626 -  1 853 b

2009 Public sector 700 145 372 618 -  1 835 b

2010 Public sector 1 552 407 360 647 -  2 966 b

Number of pharmacists registered
2008 Registered with SAPC 1 302 347 1 895 7 864 -  11 905 d

2010 Registered with SAPC 1 567 381 2 035 7 850  385  12 218 d

Number of physiotherapists
2008 Public sector 342 112 139 310 -  903 b

2009 Public sector 366 141 134 305 -  946 b

2010 Public sector 397 168 144 300 -  1 009 b

Number of physiotherapists registered
2008 Registered with HPCSA 515 217 419 2 784 1 379  5 314 a

2009 Registered with HPCSA 608 291 445 2 916 1 322  5 582 a

2010 Registered with HPCSA 699 343 487 3 023 1 225  5 777 a

Number of professional nurses
2008 Public sector 39 105 4 844 1 210 2 675 -  47 834 b

2009 Public sector 40 810 4 811 1 220 2 500 -  49 341 b

2010 Public sector 43 304 4 987 1 247 2 428 -  51 966 b

Number of psychologists
2008 Public sector 144 26 37 226 -  433 b

2009 Public sector 149 22 29 271 -  471 b

2010 Public sector 174 30 37 257 -  498 b

Number of psychologists registered
2008 Registered with HPCSA 441 150 307 3 454 2 146  6 498 a

2009 Registered with HPCSA 520 175 342 3 681 2 049  6 767 a

2010 Registered with HPCSA 605 211 380 3 924 1 917  7 037 a

Number of radiographers
2008 Public sector 1 071 398 245 427 -  2 141 b

2009 Public sector 1 129 392 240 435 -  2 196 b

2010 Public sector 1 218 395 247 441 -  2 301 b

Number of radiographers registered
2008 Registered with HPCSA 854 289 414 1 694 2 509  5 760 a

2009 Registered with HPCSA 1 001 342 467 1 840 2 365  6 015 a

2010 Registered with HPCSA 1 192 418 514 1 968 2 123  6 215 a

Number of student nurses
2008 Public sector 8 835 331 286 311 -  9 763 b

2009 Public sector 9 774 312 307 289 -  10 682 b

2010 Public sector 10 028 297 312 269 -  10 906 b

Total number of health professional posts
2008 Public sector (filled) 105 146 13 203 5 992 12 644 -  136 985 b

2010 Public sector (filled) 115 693 13 559 6 032 12 103 -  147 387 b

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a HPCSA. Total for South Africa includes professionals with REGION indicated 
as ‘Foreign’.

b PERSAL. Figure for South Africa includes the sum of the provinces plus staff at 
national DoH. Data for Environmental Health Practitioners only include those 
employed by provincial government. Note that for provinces such as GP and 
WC a substantial number may be employed by local government.

c Econex Health Reform Note 7. Based on medical scheme industry estimates 
of doctors visited by members and subsequently reimbursed by schemes. 
Source also provides adjusted estimates of public and private sector doctors to 
account for doctors working across both sectors.

d SAPC. 
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Table 48:  Number of community service professionals

EC FS GP KZN LP MP NC NW WC SA
Number of CS clinical psychologists
2008 13 1 38 21 8 8 0 4 9  121

2010 11 6 58 18 6 2 3 5 10  126

Number of CS dentists
2008 16 23 20 25 12 29 13 16 15  199

2009 15 17 20 29 13 28 7 10 15  182

2010 20 25 19 35 24 47 10 16 15  233

Number of CS dieticians
2008 18 13 36 17 16 19 7 17 9  155

2010 15 15 36 31 30 18 9 4 10  175

Number of CS doctors
2008 48 29 33 43 19 19 22 14 36  295

2009 153 48 169 164 122 137 66 100 141  1 168

2010 160 47 215 214 98 91 65 105 155  1 197

Number of CS environmental health practitioners
2008 24 24 13 59 44 9 9 23 16  226

2010 17 25 25 54 28 26 8 17 5  220

Number of CS nurses
2008 237 72 591 226 206 86 11 184 272  1 950

2010 478 167 741 255 201 217 70 210 265  2 655

Number of CS occupational therapists
2008 24 23 60 49 14 39 11 20 12  254

2010 26 27 59 48 31 19 18 9 18  262

Number of CS pharmacists
2008 40 38 59 57 42 61 26 39 53  457

2009 37 39 47 52 50 50 32 46 50  447

2010 28 23 45 43 52 29 18 30 45  344

Number of CS physiotherapists
2008 22 19 69 69 18 35 23 14 23  297

2010 39 24 71 62 34 26 23 12 23  323

Number of CS radiographers
2008 35 20 92 69 24 8 10 7 43  309

2010 24 16 104 50 19 13 20 8 45  303

Number of CS speech therapists
2008 6 8 41 41 13 28 12 8 4  163

2010 8 8 52 32 12 15 12 6 8  156

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

source: DoH. The national figure also includes CSPs allocated to SA Military Health Services - SAMHS and Department of Correctional Services - DCS and is 
therefore greater than the sum of provincial figures. Only some 2009 data could be obtained from DoH.
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Health financing
Context The proposed NHI has dominated health financing debates in this period, and resulted in a vast amount of new analyses 

and literature as researchers, economics and policy makers try to understand the existing situation, predict what the future 
requirements might be and how to finance these. This has highlighted once again, not only the disparities between the 
sectors, but the lack of common systems and indeed information systems across the sectors in many cases. This makes 
it difficult to compare resources and efficiency, or even to quantify the total demand and supply side issues for the total 
population. Consequently there are widely divergent views from different researchers, compounded by the lack of detail 
from government on what the proposed system will cover. Although a further ANC discussion document was released in 
September 2010, no report has yet been issued by the Ministerial task team and no Green or White Paper has yet been 
developed.

New data sources • IMSA National Health Insurance Library: variety of policy briefs, models and documentation http://www.imsa.org.za/
national_health_insurance.html

• Econex NHI Notes series and Health Reform Notes series.
• Fiscal Review 2009
• Medical Schemes Annual Reports 2008-9 and 2009-10
• StatsSA General Household Survey – revised and reweighted 2002-2009 data including medical schemes coverage
• Updated provincial expenditure data and cost per patient day equivalents at provincial and district level.
• IST reports – national and provincial
• SHIELD (Strategies for Health Insurance for Equity in Less Developed Countries) Policy Brief 1 and SHIELD Work 

Package 5 Report: Modelling the estimated resource requirements of alternative health care financing reforms in South 
Africa

• National household survey on prerequisites for national health insurance
• Set of HEU information Sheets on Health Care Financing http://heu-uct.org.za/

- Public sector health care spending in South Africa
- Medical schemes’ spending in South Africa
- The Public-Private Health Sector Mix in South Africa
- Who pays for health care in South Africa?
- Who benefits from health care in South Africa.

Key issues and trends • The amount spent on health services in the public sector is increasing, but evidence of chronic mismanagement, plus 
unfunded mandates such as OSD coupled with increased utilisation and burden of disease have resulted in major 
overspending and poor overall health system outcomes despite the increased funding.

• Research to inform the NHI process has resulted in greater availability of information about the public and private sectors, 
but much more remains to be done.

• Reliable disaggregated information on medical scheme insurance coverage is needed on a regular basis to inform 
planning and evaluation.

The Strategies for Health Insurance for Equity in Less 
Developed Countries (SHIELD) project considered the 
question: “What resources do we need for a universal health 
system in South Africa and what are the design implications?” 
[SHIELD Policy Brief 1]. The project evaluated existing ineq-
uities, explored who benefitted from which aspects of health 
care, and then focused on the feasibility and sustainability of 
alternative health financing reforms. The ‘best guess’ estimate 
obtained from this process indicated that, in order to achieve 
universal coverage, public spending on health care would 
need to grow from its current level of just over 4% of Gross 
Domestic Product (GDP) to about 6.4%.

To inform some of the work on NHI, McIntyre et al. 
conducted a national household survey to explore public 
perceptions of the changes in the public health system consid-
ered necessary to ensure acceptability and sustainability of an 
NHI [SAMJ 99(725-9)]. They reported that public concerns 
about the quality of public sector services related primarily 
to patient-provider engagements (empathic staff attitudes, 
communication and confidentiality issues), cleanliness of 
facilities and medicines availability. Only 57% of respondents 
who had been admitted to a public hospital within the past 
year believed that patients were “usually treated with respect 
and dignity”. There were concerns about the affordability of 
medical schemes and how the profit motive affected private 
providers’ behaviour. Interestingly, 43% of respondents were 

concerned that private providers may provide unnecessary 
care in order to make money.

Econex has produced a series of NHI Notes and Health 
Reform Notes covering supply and demand side issues, HR 
resources, rationing, burden of disease, cancer costs, accredi-
tation, provider payment systems and integration of public 
and private sectors.

Innovative Medicines South Africa (IMSA) have funded and 
made available 14 National Health Insurance Policy Briefs, 
exploring the population structure and the price of health 
care by age and gender, the public-private mix of health care, 
chronic disease burden (including HIV and cancer), costing of 
services, risk pooling and cross-subsidies, affordability, legal 
and design considerations, administrative costs and finally a 
review of the most recent NHI proposals [NHI Policy Brief 
14].

The three ANC proposals to date have all relied heavily 
on the work by Ataguba and McIntyre on the financing and 
benefit incidence across income groups. There was however 
an important critique of the methodology used by Theron 
et al. These authors found that, once the methodology was 
corrected, there was already significant cross subsidies from 
rich to poor in the South African health system, with the 
richest quintile providing 82.3% of financing and receiving 
36.0% of benefits. The lowest income quintile provided 1.0% 
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source:  Medical Schemes 2009-10.

Figure 53: Proportion of health care benefits paid in medical schemes, 2009

of the financing and received 12.5% of benefits. Further work 
on this issue has been done by van der Berg and also by van 
den Heever [NHI Policy Brief 14]. 

A comparison of trends in per capita expenditure needs to 
take into account the very different age profiles in the public 
and private sector, as well as how these have changed over 
time. Essentially the public sector has a much younger profile 
and with higher mortality and high fertility, and has tended 
to become younger over time. The voluntary private sector 
has tended to become older with time and the introduction 
of GEMS has altered the mix of men and women as more 
working women, such as nurses and teachers, were included 
[NHI Policy Brief 14]. In addition the input costs paid by the 
private sector are very different, as is the range of services 
provided.

While there is no doubt that resources are skewed between the 
private and public sectors, the magnitude of such imbalances 
appears to be much less than previously believed according 
to recent analyses. The amount spent by the State on health 
services per person in the public sector is now shown

 

to be 
R2 500 per beneficiary per annum (pbpa), compared to R1 
730 pbpa for the medical scheme subsidy. This has reversed 
from earlier estimates in 2005 when the State spent more 
per head on private sector subsidies than on public sector 
delivery. It reflects the impact of National Treasury reform of 
the tax subsidy for private healthcare since 2006 [NHI Policy 
Brief 14].

Private sector financing

The major issues facing the private sector are covered in 
the annual reports of the Council for Medical Schemes 
(CMS) [Medical Schemes 2008-9, Medical Schemes 2009-
10]. The average increases in contribution rates since 2002 
have continued to exceed the consumer price index (CPI). 
Total scheme expenditure on healthcare benefits increased 
by 17.9% to R76.3 billion in 2009. Expenditure on private 
hospitals increased by 18.1% to R28.0 billion compared with 
a 28.1% increase on provincial hospitals to R289 million. Total 
non-healthcare expenditure (i.e. administration fees, fees for 
managed healthcare, broker fees, impaired receivables, and 
commercial reinsurance) rose by 11.1% to R10.8 billion in 
2009. By 2009, expenditure on private hospitals increased 
in real terms by 109.3% compared to 2000, accounting for 
36.7% of all benefits in 2009 compared to 29.9% of benefits 
in 2000. Expenditure on medicines increased by 10.3% in 
real terms from 2000 to 2009, but decreased from 27% of 
benefits in 2000 to 17% of benefits from 2005-9 (Figure 53).

The increases in total expenditure reported by CMS do not 
of course take into account the growth in medical schemes 
beneficiaries (about 2.5% between 2008/09 and 2009/10), 
increases in utilisation (6.1% increase in hospital days) and 
growing burden of disease (increase in number with hyper-
tension, hyperlipidaemia, diabetes and other conditions per 
1 000 beneficiaries). In a media statement commenting on the 
CMS report the Hospital Association of South Africa (HASA) 
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source:  Calculated from CMS Annual Reports, StatsSA GHSs and StatSA mid-year population estimates (time series as revised in 2010).

Figure 54: Medical aid coverage from CMS data and GHS, 2002-2009

note that the 14.5% increase per beneficiary on private 
hospitals is thus equivalent to the total average increase in all 
claims per beneficiary.6 They also note that the phenomenon 
of young and healthy people choosing to remain uninsured 
affects the risk pool and increases the average claims costs for 
those who are insured.

The number of beneficiaries who visited general practitioners 
(GPs) at least once in 2009 was 739.9 per 1 000, and only 8.8 
per 1 000 beneficiaries visited private nurses. Average utilisa-
tion of services per beneficiary per annum included 3.0 visits 
to GPs, 0.5 visits to dentist and 281 admissions to private 
hospitals (per 1 000 beneficiaries) per year.

A study commissioned by CMS has revealed that a substan-
tial portion of claims for prescribed minimum benefit (PMB) 
conditions were being paid from personal medical savings 
accounts, or on an out-of-pocket basis or not at all. The CMS 
identified extensive, systemic non-compliance with PMB 
legislation by medical schemes [Medical Schemes 2009-10].

Understanding the structure, trends and factors associated 
with medical scheme coverage have taken on even greater 
importance with the proposed NHI. Accurate, disaggregated

6 Hospital Association of South Africa (HASA) Media Statement, 10 September 
2010

Table 49:  Income and social security status by medical scheme coverage, 2008

Income and Social Security Status

Health Insurance Status No earnings 

%

No earnings 
but receiving 
Social Grant 

%

Earning below 
Tax Threshold 

%

Don’t know 
earnings / 

Refuse 
%

Earning above 
Tax Threshold

%

Total 

%

Medical Scheme 48.1 5.7 7.3 5.2 33.6 100.0

None or Unknown 50.0 28.2 16.4 1.1 4.3 100.0

Medical Scheme as percent 
of Total 15.4 3.7 7.7 47.3 59.5 15.9

source:  NHI Policy Brief 9 based on analysis of StatsSA GHS 2008.

estimates of coverage are also important to estimate the 
size of the uninsured population, as this is a denominator 
for several calculations related to resource allocation in the 
public sector. It is therefore of concern that the GHS surveys 
conducted by StatsSA no longer provide this information at 
district level. Of further concern is that for the 3 years (2005-
2007) when district-level estimates were available, there was 
a marked decrease in the provincial estimates for GP and 
WC, and indeed an under-estimate at the national level when 
compared to the CMS ‘gold standard’ of the exact number of 
medical scheme beneficiaries [NHI Policy Brief 2]. Since the 
provincial breakdown of medical scheme beneficiaries is done 
primarily on the basis of the location of the principal member, 
it is more useful to use the GHS provincial estimates for calcu-
lating the uninsured population by province, and therefore it is 
important that the two data sources correspond (Figure 54).

Some detailed analysis of the GHS 2008 data shows interesting 
patterns in the age-gender distribution of coverage with a 
clear distinction between the Western Cape and Gauteng 
compared to the other provinces (Figure 55), and also that a 
surprising number of insured people reported no income or 
only income from social grants (Table 49).
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source:  Personal communication, Heather McLeod, Sep 2010. Based on StatsSA GHS 2008.

Figure 55:  Medical scheme coverage by age and gender, 2008
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Public sector financing

The Intergovernmental Fiscal Review reported that spending 
in the public sector increased by 16.7% annually between 
2005/06 and 2008/09. On a real per capita basis, health 
spending was projected to increase by an average annual 
4.8% between 2005/06 and 2011/12 [Fiscal Review 2009]. 
Analysis of non-hospital PHC expenditure per capita from 
2001/02 to 2009/10 showed a 7.0% average annual growth 
in expenditure in real terms (Table 56), and 3.6% average 
annual growth in real terms on non-hospital PHC expenditure 
per visit (Table 58). Thus some of the increase in funding had 
been absorbed by population growth and increased utilisation, 
as well as the increased burden of disease, especially related 
to HIV and TB. Although there was a reduction in inequity 
between provinces in expenditure per capita (on non-hospital 
PHC), in the past 5 years there has not been any further 
convergence noted (Figure 59).

There was more than R2 billion over-spending on personnel 
due to employment of additional personnel as well as inad-
equate provision for the implementation of the occupational 
specific dispensation (OSD), increased roll out of HIV services 
and treatment, change in PMTCT protocols and operational 
budgets for new facilities. However under-spending has 
occurred on capital projects, reflecting ongoing weakness in 

planning and contract management [Fiscal Review 2009, IST 
Reports 2009]. The IST reports estimated the deficit to be at 
least R7.5 billion as at April 2009.

It is also clear from the extensive investigations published 
in the reports of the Integrated Support Teams (Review of 
health overspending and macro-assessment of the public 
health system in South Africa) that bloated bureaucracy, 
poor financial management and inadequate monitoring were 
resulting in poor value for the amount of money spent by the 
public health sector [IST Reports 2009]. 

In 2009/10 provincial health expenditure on health amounted 
to R90 billion with R38 billion on District Health Services, 
R20 billion on Provincial Hospital Services and R13 billion on 
Central Hospital Services (Table 50) with a trend of increasing 
proportional expenditure on District Health Services, particu-
larly in KZN (Figure 56). Within District Health Services, 
District Hospitals consumed the greatest share of expendi-
ture at nearly R16 billion, followed by clinics and CHCs (Table 
51, Figure 57). Figure 58 shows the rapid increase, even when 
adjusted for inflation, of expenditure on human resources 
(compensation of employees), as well as growth in expendi-
ture on laboratory and drug costs.

Table 50:  Provincial health expenditure by programme (Rand million), 2009/10

Programme EC FS GP KZN LP MP NC NW WC SA
1.   Administration 639 206 458 291 204 295 114 229 267 2 702

2.   District Health Services 5 582 2 077 5 098 9 848 4 941 3 060 1 018 2 607 3 733 37 963

3.   Emergency Health Services 486 265 601 782 307 187 135 187 530 3 479

4.   Provincial Hospital Services 3 354 1 331 4 488 5 090 1 137 681 557 1 216 2 501 20 355

5.   Central Hospital Services 528 963 5 733 2 139 810 626 134 2 347 13 282

6.   Health Sciences and Training 523 127 562 793 344 195 40 187 195 2 966

7.   Health Care Support Services 57 78 149 1 658 638 75 11 116 223 3 005

8.   Health Facilities Management 936 262 1 413 1 378 666 640 343 453 611 6 704

Other -25 -11 0 0 -36

Total 12 105 5 284 18 491 21 979 9 047 5 759 2 217 5 130 10 407 90 419

source: National Treasury (BAS) and NW province.
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Figure 56: Trends in real expenditure by budget programme by province, 2001/02 and 2005/06-2009/10

source:  National Treasury (BAS) and NW province.

Note: Data for 2001/02 only analysed for Programme 2: District Health Services.

Table 51:  Provincial health expenditure on district health services (Rand million), 2009/10

Sub-programme EC FS GP KZN LP MP NC NW WC SA
2.1   District Management 440 57 331 122 362 202 46 185 212 1 957

2.2   Community Health Clinics 1 208 452 1 103 1 906 1 182 532 211 566 760 7 920

2.3   Community Health Centres 548 49 785 554 208 346 114 442 814 3 859

2.4   Community-based Services 291 320 599 99 159 4 130 1 601

2.5   Other Community Services 34 495 229 47 95 0 901

2.6   HIV and AIDS 479 345 1 037 1 535 414 347 149 532 384 5 220

2.7   Nutrition 51 11 31 91 19 11 3 9 19 245

2.8   Coroner Services 58 33 89 97 2 19 23 0 321

2.9   District Hospitals 2 474 811 1 122 4 949 2 366 1 622 429 744 1 312 15 830

2.   Other 7 103 110

Total District Health Services 5 582 2 077 5 098 9 848 4 941 3 060 1 018 2 607 3 733 37 963

source: National Treasury (BAS) and NW province.
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Figure 57:  Real expenditure on district health services by sub-programme and province (plus LG expenditure on PHC), 2005/06-
2009/10

source:  National Treasury (BAS) and NW province.

Figure 58: Trends in real expenditure (and % of total) by selected budget programmes by main expense items, 2005/06-
2009/10

source:  National Treasury (BAS) and NW province.
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Figure 59:  Public sector non-hospital PHC expenditure per capita (uninsured population), real 2009/10 prices

source:  National Treasury (BAS) and NW province, StatsSA mid-year population estimates and GHS medical schemes coverage.

Note:  It is acknowledged that up to 14% of the uninsured population may use private sector PHC services, and approximately 12% of households with medical insur-
ance may use public sector clinics [GHS 2009], but this is not taken into account in the calculation of this indicator.

Table 52:  Health financing indicators by province

EC FS GP KZN LP MP NC NW WC SA
Claims ratio
2007 - - - - - - - - -  86.4 a

2008 - - - - - - - - -  86.9 b

2009 - - - - - - - - -  89.3 c

Health as percentage of total expenditure
2005 - - - - - - - - -  12.3 d

2007 - - - - - - - - -  12.5 d

2008 - - - - - - - - -  12.8 d

2009 - - - - - - - - -  12.1 d

Health expenditure % of GDP
2005 Private sector - - - - - - - - -  5.2 e

2005 Public sector - - - - - - - - -  3.4 e

2005 Total - - - - - - - - -  8.7 e

2007 Private sector - - - - - - - - -  5.1 e

2007 Public sector - - - - - - - - -  3.4 e

2007 Total - - - - - - - - -  8.5 e

2008 Private sector - - - - - - - - -  5.0 e

2008 Public sector - - - - - - - - -  3.7 e

2008 Total - - - - - - - - -  8.7 e

2009 Private sector - - - - - - - - -  5.2 e

2009 Public sector - - - - - - - - -  3.7 e

2009 Total - - - - - - - - -  8.9 e

Medical aid beneficiaries
2007 656 647 352 942 2 779 211 1 165 135 329 699 516 532 159 989 397 213 1 236 475  7 605 236 f

2008 677 478 366 361 2 841 334 1 204 274 365 910 544 333 166 519 425 398 1 265 471  7 874 826 f

2009 690 619 379 930 2 909 955 1 233 940 379 429 553 501 168 711 440 911 1 294 986  8 068 505 g

Medical aid coverage
1998 NHA 8.0 18.0 40.0 13.0 8.0 14.0 21.0 14.0 28.0  18.6 h
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EC FS GP KZN LP MP NC NW WC SA
1998 OHS - - - - - - - - -  14.1 i

1998 med schemes - - - - - - - - -  16.6 j

1999 OHS 10.2 14.8 26.9 12.7 8.7 14.2 19.1 13.0 29.4  16.4 k

1999 med schemes - - - - - - - - -  16.2 j

2000 med schemes - - - - - - - - -  16.2 l

2001 med schemes - - - - - - - - -  15.7 l

2002 GHS 9.1 14.6 27.0 11.3 7.4 11.5 16.4 12.8 25.0  15.6 m

2002 med schemes - - - - - - - - -  15.3 l

2003 GHS 9.6 14.3 25.9 10.3 6.6 11.4 13.5 12.8 24.1  15.0 m

2003 med schemes - - - - - - - - -  15.0 n

2004 GHS 10.0 14.6 27.3 9.7 6.8 10.6 13.5 10.8 24.7  15.1 m

2004 med schemes 9.1 11.3 26.9 10.4 5.5 13.1 13.8 9.5 24.6  14.8 o

2005 GHS 10.1 13.7 22.3 10.1 7.3 10.1 13.3 12.4 22.2  14.0 m

2005 med schemes 9.1 11.5 26.0 10.4 5.1 13.4 12.9 10.1 22.5  14.5 p

2006 GHS 10.4 15.0 21.9 10.0 7.0 10.9 11.9 14.6 18.6  13.8 m

2006 med schemes 9.3 12.0 26.0 10.8 5.9 14.0 13.3 10.9 22.8  14.9 q

2007 GHS 10.8 16.1 21.4 10.8 7.9 10.8 13.1 11.4 22.6  14.4 m

2007 med schemes 9.9 12.3 27.4 11.4 6.4 14.6 14.1 11.7 24.0  15.8 r

2008 GHS 10.9 15.1 26.6 11.0 8.4 13.3 14.2 12.4 24.5  16.0 m

2008 med schemes 9.9 12.3 27.4 11.4 6.4 14.6 14.1 11.7 24.0  15.8 r

2009 GHS 11.4 18.0 26.6 12.5 8.7 13.3 15.4 13.7 25.5  16.9 m

2009 med schemes 10.4 13.1 27.6 11.8 7.3 15.3 14.7 12.8 24.2  16.4 s

Pensioner ratio
2007 - - - - - - - - -  6.1 b

2008 - - - - - - - - -  6.2 b

2009 - - - - - - - - -  6.5 c

Per capita expenditure (non-hospital PHC, nominal prices)
2001 107 91 225 147 100 60 132 173 284  152 t

2005 231 232 250 219 187 162 216 258 312  231 u

2006 249 246 281 238 206 194 263 286 342  255 u

2007 284 242 309 293 282 243 355 317 402  301 u

2008 397 306 372 338 383 289 393 385 465  370 u

2009 440 369 480 367 454 347 433 438 566  434 u

Per capita health expenditure (public sector – expenditure per uninsured person, nominal prices)
2004 /05 Public 827 1 133 1 284 1 029 803 798 1 103 772 1 505  1 028 v

2005 /06 Public 955 1 238 1 496 1 211 915 944 1 415 878 1 670  1 191 v

2006 /07 Public 1 142 1 307 1 605 1 366 1 038 1 066 1 792 1 041 1 766  1 347 v

2007 /08 Public 1 290 1 395 1 681 1 508 1 195 1 162 1 571 1 226 1 933  1 440 v

2008 /09 Public - - - - - - - - -  2 058 d

2009 /10 Public 2 055 2 220 2 392 2 404 1 895 1 843 2 285 1 724 2 606  2 206 w

Per capita health expenditure (private sector – average benefits per beneficiary per annum, nominal prices)
2004 Private total - - - - - - - - -  6 012 x

2005 Private total - - - - - - - - -  6 767 x

2006 Private total - - - - - - - - -  7 346 x

2007 Private total - - - - - - - - -  7 680 x

2008 Private total - - - - - - - - -  8 395 x

2009 Private total - - - - - - - - -  9 605 y

Ratio of private to public sector per capita health expenditure
2005 /06 - - - - - - - - -  5.9 d

2006 /07 - - - - - - - - -  5.8 d

2007 /08 - - - - - - - - -  5.7 d

2008 /09 - - - - - - - - -  5.6 d

2009 /10 - - - - - - - - -  5.4 d

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a Medical Schemes 2007-8.
b Medical Schemes 2008-9.
c Medical Schemes 2009-10.
d Fiscal Review 2009.

e Fiscal Review 2009. Out-of-pocket expenditure on health is included in the 
private sector expenditure as a percentage of GDP, in addition to medical 
schemes expenditure.

f Medical Schemes 2008-9.  Data are collected primarily on the basis of the loca-
tion of principal members.
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g Medical Schemes 2009-10. SA total includes 16 523 beneficiaries outside SA. 
Provincial numbers are calculated primarily on the basis of the location of prin-
cipal members.

h National Health Accounts Public 2000. Calculated from Total population and 
population without medical scheme members published in National Health 
Accounts.

i StatsSA OHS 1995-9. Quoting October Household Survey 1998.
j Medical Schemes 1999. Calculated from total number of beneficiaries (regis-

tered and exempt schemes) divided by total population. 
k Fiscal Review 2001. 
l Medical Schemes 2002-3. Calculated from total number of beneficiaries (regis-

tered and exempt schemes) divided by total population. 
m StatsSA GHS 2009. Data revised and reweighted according to Dec 2006 

provincial boundaries and updated population estimates.
n Medical Schemes 2003-4. Calculated from total number of beneficiaries 

divided by total population. 
o Medical Schemes 2004-5. The data on the provincial breakdown of beneficiaries 

were collected primarily on the basis of the location of principal members.
p Medical Schemes 2005-6. Calculated from total number of beneficiaries 

divided by total population. 

q Medical Schemes 2006-7. Calculated from total number of beneficiaries 
divided by total population. 

r Medical Schemes 2008-9. Calculated from total number of beneficiaries 
divided by total population.

s Medical Schemes 2009-10. Calculated from total number of beneficiaries 
divided by total population.

t SAHR 2010 Indicators chapter. Nominal (2001/02) prices. Based on this 
source with revised uninsured denominator data: SAHR 2003/04 Ch20: 
Blecher M, Thomas S. Health care financing. In: Ijumba P, Day C, Ntuli A, 
editors. South African Health Review 2003/04. Durban: Health Systems 
Trust; 2004.

u SAHR 2010 Indicators chapter. Nominal prices for each financial year.
v Fiscal Review 2007. Medium term estimates
w Calculated from expenditure (National Treasury, NW) per uninsured 

population (GHS medical scheme coverage and NDoH/HISP population 
estimates for 2010).

x Medical Schemes 2004-5, 2005-6, 2006-7, 2007-8, 2008-9. Calculated 
from average benefits paid per beneficiary per month x 12.

y Medical Schemes 2009-10. Total benefits per beneficiary per annum.

Table 53:  Medical scheme coverage by ethnic group

African Coloured Indian White Other All
Medical scheme coverage
1996 OHS 10.0 21.7 29.5 68.8 -  18.1 a

1998 OHS 6.3 19.7 24.0 63.3 -  14.1 b

1999 OHS 8.4 21.3 28.9 67.8 -  16.4 c

2004 GHS 7.2 18.4 36.0 69.7 - 15.1 d

2005 GHS 7.1 18.1 32.4 64.2 -  14.0 d

2006 GHS 7.2 16.1 29.1 63.1 -  13.8 d

2007 GHS 7.3 18.9 31.2 66.1 -  14.4 d

2008 GHS 8.4 21.6 39.3 68.5 -  16.0 d

2009 GHS 9.0 21.4 42.7 74.4 -  16.9 d

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

a StatsSA OHS 1995-9. Quoting October Household Survey 1996.
b StatsSA OHS 1995-9. Quoting October Household Survey 1998.
c Fiscal Review 2001. Quoting October Household Survey 1999.
d StatsSA GHS 2004-2009. Data revised and reweighted according to Dec 2006 

provincial boundaries and updated population estimates.

District health financing indicators

The District Health Barometer [DHB 2008/09] includes an in-
depth assessment of various public health expenditure indica-
tors, focussing on PHC. Selected indicators are included here 
and are updated to 2009/10.

Non-hospital per capita expenditure on primary healthcare 
(non-hospital PCE) measures the amount of money which 
each district spends annually per person without medical 
insurance, excluding expenditure on hospitals and specific 
sub-programmes (Table 54). In 2009/10 an average of R434 
was spent per uninsured person on non-hospital PHC (Table 
55). Since 2001/02 there has been an average annual growth 
rate of 7.2% per annum in real terms in non-hospital PHC 
expenditure per capita (uninsured) (Table 56). The general 
trend shows that equity between districts has been improving, 
with the ratio between the highest and lowest expenditure 
reducing from 9.3 in 2001/02 to 3.0 in 2007/08. However 
since then the difference between the highest and lowest 
expenditure per capita at district level has been increasing 
again (Table 57). 

PHC (non-hospital) expenditure per patient visit measures 
the average cost of a patient visit to a primary care facility 
such as a clinic, CHC, satellite or mobile clinic (Table 58). 
The real (inflation-adjusted) increase in cost per PHC visit has 
been much less, reflecting the increase in utilisation of PHC 
services, and perhaps higher unit costs due to a change in the 
burden of disease and expanded treatment options. Although 
this is an indicator of efficiency of service delivery, very low 
costs per visit suggest inadequate treatment provision.

Cost per Patient Day Equivalent (PDE) is an indicator of 
hospital efficiency. It measures the average cost per patient 
per day seen at a particular level of hospital. Patient day 
equivalents combine the number of inpatients, plus ½ the 
number of day patients plus 1/3 of emergency room or outpa-
tient visits. Ideally case mix information should be available for 
each hospital to interpret whether the cost per PDE indicates 
efficient management, since different types of diseases and 
procedures consume very different levels of resources. Table 
59 shows the inflation-adjusted trends in cost per PDE by 
province for each level of care.
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Methodology

The expenditure on non-hospital PHC per capita was calcu-
lated from various sources. Provincial expenditure on five sub-
programmes under District Health Services (Table 54) was 
obtained from the Basic Accounting System (BAS) database 
of National Treasury. North West Province uses a different 
system and data were obtained directly from the province. 
All expenditure was coded by district where possible using 
information in the database. Expenditure which could not be 
allocated to a specific district was subsequently allocated to 
all districts within the relevant province in proportion to the 
total population share of each district. Net local government 
expenditure on health services per district was added. This 
total expenditure on PHC per district was then divided by 
the uninsured population to obtain expenditure per capita. It 
is acknowledged that up to 14% of the uninsured population 
may use private sector PHC services, and approximately 12% 
of households with medical insurance may use public sector 
clinics [GHS 2009], but this is not taken into account in the 
calculation of this indicator. The figures for each year have 
been adjusted to take the effect of inflation into account and 
are presented in real 2009/10 prices.

Cost per PHC visit was calculated using the same expenditure 
as above, divided by the number of PHC visits from DHIS. Cost 
per patient day equivalent (PDE) was calculated from the total 
cost per facility, divided by the number of PDEs from DHIS. It 
is acknowledged that several hospitals deliver multiple levels 
of services; however for the purposes of this analysis, each 
facility was included according to the OrgUnitType (basic 

classification, usually reflecting level of care) in DHIS. For 
District Hospitals only expenditure recorded under PR2 was 
included in the calculations. However for other level hospitals 
expenditure in all budget programmes was included.

data quality issues

As in previous years, it was noted that expenditure was still not 
clearly allocated to districts for some provinces, suggesting that 
financial management of health departments is still not taking 
place with a focus at district level. There were also still issues 
with expenditure for cross-border areas, and expenditure 
being allocated to regions rather than individual districts. The 
time series population estimates at district level were revised 
in 2010, and thus all population denominators were updated. 
It was also noted that there was a fair amount of variability 
in the estimates of the uninsured population at district level 
from the General Household surveys, and this also affected 
the denominator for this indicator. Thus for these calculations 
the 3-year average (2005-2007) of medical scheme coverage 
was used to calculate uninsured populations for 2005 to 
2007, to reduce fluctuations due to sampling error. Since 
2007, the GHS has not provided indicators below provincial 
level, and thus medical scheme coverage for 2008 and 2009 
were extrapolated based on the growth rate of provincial 
coverage and the district proportions of beneficiaries from 
2005-2007. Comparison of the GHS and Council for Medical 
schemes data indicated that for 2005-2007 the GHS under-
estimated medical scheme coverage, particularly in Gauteng 
and Western Cape, which resulted in an over-estimate of the 
uninsured population denominator for these areas.

Table 54:  Budget programme structure for provincial health expenditure

Programmes Sub-programmes

PR1 Administration

PR2 District Health Services

N
on

-h
os

pi
ta

l  
P

H
C

District management
Community health clinic services
Community health centres 
Community-based services
Other community services

+ net Local Government 
expenditure on PHC

HIV and AIDS
Nutrition
District Hospitals
Coroner Services
Others

PR3 Emergency Medical Service

PR4 Provincial Hospital Services

PR5 Central Hospital Services

PR6 Health Sciences and Training

PR7 Health Care Support Services

PR8 Health Facilities Management

Other
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Table 56:  Trends in non-hospital PHC expenditure by district, 2001/02 and 2005/06 - 2009/10 (real 2009/10 prices)

Average Annual  
Real Growth

District 2001/02 2005/06 2006/07 2007/08 2008/09 2009/10 2001/02-2009/10
EC DC10 Cacadu 110.2 258.4 282.2 388.2 488.0 551.0 22.3

DC12 Amatole 210.5 347.8 349.1 367.1 485.0 475.6 10.7

DC13 Chris Hani 178.8 344.2 356.2 385.7 527.8 534.3 14.7

DC14 Ukhahlamba 73.8 251.6 267.0 276.3 411.5 473.5 26.1

DC15 O.R.Tambo 135.3 267.7 270.4 276.0 304.8 328.5 11.7

DC44 Alfred Nzo 163.0 325.8 355.2 361.3 365.1 384.9 11.3

NMA Nelson Mandela Bay Metro 280.1 311.0 322.2 317.8 452.9 475.1 6.8

FS DC16 Xhariep 194.0 425.7 440.3 437.2 501.0 559.2 14.1

DC17 Motheo 204.7 345.4 381.3 323.9 408.2 442.0 10.1

DC18 Lejweleputswa 158.3 272.0 262.7 243.7 258.2 304.5 8.5

DC19 Thabo Mofutsanyane 95.5 280.9 275.9 249.8 281.2 310.0 15.9

DC20 Fezile Dabi 148.7 328.6 303.4 291.4 327.1 398.9 13.1

GP DC42 Sedibeng 240.6 284.0 279.4 305.4 355.5 409.1 6.9

DC46 Metsweding 181.1 301.1 216.0 376.2 565.3 578.2 15.6

DC48 West Rand 297.0 432.7 372.8 363.1 324.9 478.3 6.1

EKU Ekurhuleni 485.4 309.2 346.1 306.4 289.6 465.9 -0.5

JHB City of Johannesburg 421.8 360.0 373.6 409.8 468.8 483.6 1.7

TSH City of Tshwane 242.0 314.6 379.1 377.4 437.7 516.6 9.9

KZN DC21 Ugu 235.9 259.6 261.5 302.8 323.2 215.8 -1.1

DC22 uMgungundlovu 315.4 283.8 291.4 312.8 332.0 329.9 0.6

DC23 Uthukela 194.3 210.7 227.4 298.9 274.2 277.3 4.5

DC24 Umzinyathi 187.3 246.3 272.2 290.7 348.7 371.6 8.9

DC25 Amajuba 204.4 235.5 260.7 298.2 342.7 368.8 7.7

DC26 Zululand 215.3 268.2 274.9 329.2 348.9 358.9 6.6

DC27 Umkhanyakude 223.6 348.4 371.3 376.9 385.0 400.9 7.6

DC28 Uthungulu 214.4 283.1 270.7 303.2 322.6 360.8 6.7

DC29 iLembe 178.5 268.4 279.3 368.7 364.3 383.5 10.0

DC43 Sisonke 135.7 210.1 228.6 279.2 343.1 361.2 13.0

ETH eThekwini 307.5 356.9 365.5 405.8 416.4 432.3 4.4

LP DC33 Mopani 222.4 291.7 307.5 358.0 411.5 466.8 9.7

DC34 Vhembe 186.2 300.2 266.1 366.2 404.4 446.6 11.6

DC35 Capricorn 114.4 221.1 246.5 302.8 499.3 546.9 21.6

DC36 Waterberg 200.5 253.9 265.7 363.9 408.8 437.8 10.3

DC47 Greater Sekhukhune 132.7 176.7 221.8 270.0 302.2 349.6 12.9

MP DC30 Gert Sibande 61.2 181.8 233.8 247.2 266.1 307.1 22.3

DC31 Nkangala 68.2 218.9 252.9 271.0 300.2 319.8 21.3

DC32 Ehlanzeni 146.0 233.7 249.5 316.4 339.7 389.1 13.0

NC DC45 John Taolo Gaetsewe 209.4 322.0 336.7 426.7 371.6 389.5 8.1

DC6 Namakwa 401.9 524.8 599.3 730.4 755.8 811.8 9.2

DC7 Pixley ka Seme 248.1 309.3 366.4 459.6 503.7 488.1 8.8

DC8 Siyanda 150.3 146.4 175.1 249.1 236.3 260.8 7.1

DC9 Frances Baard 196.7 271.6 334.4 396.8 416.0 423.7 10.1

NW DC37 Bojanala Platinum 231.2 296.4 355.0 336.4 344.7 361.8 5.8

DC38 Ngaka Modiri Molema 225.8 369.1 410.6 454.8 524.0 534.2 11.4

DC39 Dr Ruth Segomotsi Mompati 573.0 529.1 424.2 442.5 507.0 571.1 0.0

DC40 Dr Kenneth Kaunda 268.4 282.3 287.2 298.8 339.6 377.8 4.4

WC CPT City of Cape Town 557.0 450.4 464.4 499.2 531.6 596.2 0.9

DC1 West Coast 384.8 440.3 520.0 485.1 420.6 492.8 3.1

DC2 Cape Winelands 306.0 329.8 336.5 379.4 440.2 490.5 6.1

DC3 Overberg 314.6 251.0 276.6 332.7 439.7 494.6 5.8

DC4 Eden 324.3 394.9 399.4 463.5 408.9 529.8 6.3

DC5 Central Karoo 414.1 380.6 397.6 609.5 671.9 766.0 8.0

SA 253.3 308.3 323.9 352.5 394.3 433.6 7.0

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

Calculated from BAS expenditure data (Vulindlela) and NW province financial data. Local government data on PHC obtained from National Treasury. Values adjusted for 
inflation to real 2009/10 prices. Uninsured population denominators estimated from DHIS (revised population time series from 2001-2016 released in 2010) and medical 
schemes coverage from StatsSA GHS 2005, 2006, 2007 and 2009 (calculations to extrapolate district-level coverage after 2007). 2001/02 expenditure from SAHR 2003/04 
Ch20. Values adjusted for inflation to real prices.
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Table 57:  Equity in district-level PHC expenditure per capita, 2001-2009 (real 2009/10 prices)

2001/02 2005/06 2006/07 2007/08 2008/09 2009/10

SA average 253.3 308.3 323.9 352.5 394.3 433.6

           

Max 573.0 529.1 599.3 730.4 755.8 811.8

Min 61.2 146.4 175.1 243.7 236.3 215.8

Ratio (max/min) 9.4 3.6 3.4 3.0 3.2 3.8

Table 58:  Non-hospital PHC expenditure per visit by district, 2001/02 and 2005/06 - 2009/10 (real 2009/10 prices)

Average Annual  
Real Growth

District 2001/02 2005/06 2006/07 2007/08 2008/09 2009/10 2001/02-2009/10
EC DC10 35.1 70.2 74.3 99.9 115.6 142.7 19.2

DC12 87.7 130.8 129.5 128.3 169.1 161.2 7.9

DC13 84.4 127.8 127.6 139.4 168.9 158.8 8.2

DC14 44.9 132.1 130.7 129.7 178.3 194.1 20.1

DC15 86.3 129.0 127.6 127.2 127.9 119.4 4.1

DC44 73.4 140.8 151.2 209.0 182.9 172.6 11.3

NMA 69.2 69.8 71.9 75.7 100.0 102.1 5.0

FS DC16 68.7 158.9 170.5 151.9 160.2 176.7 12.5

DC17 84.1 141.8 157.0 130.8 146.3 153.3 7.8

DC18 75.4 131.3 130.0 120.9 113.3 125.1 6.5

DC19 40.8 107.8 104.8 98.4 100.9 112.8 13.6

DC20 60.0 118.0 110.5 110.0 118.2 139.5 11.1

GP DC42 116.2 143.1 126.1 149.2 152.8 162.4 4.3

DC46 131.4 168.6 101.3 227.3 252.5 212.0 6.2

DC48 191.5 254.7 191.5 159.1 111.5 145.2 -3.4

EKU 277.5 185.3 179.5 170.6 143.4 207.5 -3.6

JHB 222.7 165.1 165.3 189.1 193.0 192.8 -1.8

TSH 145.9 91.5 94.8 170.5 168.9 188.7 3.3

KZN DC21 103.0 117.9 111.0 121.9 121.3 75.1 -3.9

DC22 142.9 111.7 106.5 113.2 109.8 101.5 -4.2

DC23 107.4 117.5 117.9 148.5 136.1 124.3 1.8

DC24 90.9 125.6 133.2 128.4 134.0 138.0 5.4

DC25 93.2 105.4 112.3 138.9 155.0 154.9 6.6

DC26 119.7 133.7 125.0 140.3 139.4 147.1 2.6

DC27 99.3 152.4 151.8 152.4 141.0 131.8 3.6

DC28 91.1 119.5 113.5 129.2 125.4 128.7 4.4

DC29 101.8 120.2 116.5 140.2 121.2 125.6 2.7

DC43 71.7 116.0 118.3 152.6 167.6 160.4 10.6

ETH 156.2 150.1 141.2 155.3 139.8 131.6 -2.1

LP DC33 74.1 79.8 81.2 104.4 119.4 139.8 8.3

DC34 57.9 68.4 62.0 91.9 100.9 115.2 9.0

DC35 65.9 108.4 108.3 129.9 182.5 171.1 12.7

DC36 96.1 112.9 122.6 167.4 173.9 174.6 7.7

DC47 82.7 106.5 120.6 140.3 126.8 143.0 7.1

MP DC30 34.5 80.5 104.1 118.2 120.0 141.4 19.3

DC31 39.8 104.3 114.9 133.7 144.0 141.7 17.2

DC32 64.1 82.2 88.9 113.5 111.5 131.0 9.4

NC DC45 62.8 105.9 136.3 140.9 119.7 126.2 9.1

DC6 110.4 149.3 186.1 173.9 162.2 169.5 5.5

DC7 78.1 86.0 90.2 112.4 114.0 124.2 6.0

DC8 61.1 53.2 60.6 86.3 74.8 79.9 3.4

DC9 82.1 88.8 96.8 123.7 124.3 122.7 5.2

Calculated from BAS expenditure data (Vulindlela) and NW province financial data. 
Local government data on PHC obtained from National Treasury. Values adjusted 
for inflation to real 2009/10 prices. Uninsured population denominators estimated 
from DHIS (revised population time series from 2001-2016 released in 2010) and 
medical schemes coverage from StatsSA GHS 2005, 2006, 2007 and 2009 (calcula-
tions to extrapolate district-level coverage after 2007). 2001/02 expenditure from 
SAHR 2003/04 Ch20. Values adjusted for inflation to real prices.
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NW DC37 72.3 104.9 140.7 149.5 143.0 144.9 9.1

DC38 80.3 116.8 134.6 153.6 163.4 164.9 9.4

DC39 162.1 162.3 136.9 132.7 139.3 171.6 0.7

DC40 138.4 96.4 98.5 119.9 137.8 150.8 1.1

WC CPT 160.4 130.6 150.1 166.7 152.0 153.1 -0.6

DC1 90.8 109.5 124.5 114.8 98.1 117.7 3.3

DC2 95.1 113.0 108.8 115.1 121.8 133.7 4.3

DC3 90.3 72.6 82.5 99.0 112.7 116.4 3.2

DC4 87.7 100.8 105.7 115.0 90.6 123.7 4.4

DC5 86.9 74.4 78.8 128.2 142.5 160.8 8.0

EC Total 76.1 112.6 113.2 119.7 140.3 145.6 8.5

FS Total 64.5 125.8 127.5 116.6 121.8 135.8 9.7

GP Total 208.9 148.5 142.2 175.6 160.2 191.5 -1.1

KZN Total 119.8 130.9 126.4 140.8 134.9 136.8 1.7

LP Total 70.6 86.3 87.5 115.3 132.0 146.7 9.6

MP Total 50.8 87.6 99.5 119.9 121.6 136.8 13.2

NC Total 76.9 91.9 103.6 124.1 116.4 119.4 5.7

NW Total 100.8 115.2 128.5 141.2 141.7 151.9 5.3

WC Total 134.0 119.6 132.4 144.4 133.6 150.8 1.5

SA 109.6 118.0 120.6 136.8 139.2 145.7 3.6

Footnotes (indicator definitions from page 346 and bibliography of reference sources from page 354)

Calculated from BAS expenditure data (Vulindlela) and NW province financial data. Local government data on PHC obtained from National Treasury. Values 
adjusted for inflation to real 2009/10 prices. Number of PHC visits from DHIS. 2001/02 expenditure from SAHR 2003/04 Ch20.

Table 59:  Cost per patient day equivalent by hospital level, 
2005/06 - 2009/10 (real 2009/10 prices)

2005/06 2006/07 2007/08 2008/09 2009/10
District Hospitals (PR2: District Health Services only included)
EC 954 1 029 1 038 1 073 1 225

FS 1 142 1 159 1 098 1 297 1 504

GP 1 217 1 284 1 346 1 352 1 442

KZN 976 925 1 089 1 163 1 181

LP 1 201 1 232 1 318 1 286 1 463

MP 1 317 1 358 1 194 1 288 1 585

NC 1 440 1 049 1 237 1 209 1 346

NW 1 098 1 147 1 333 1 348 1 536

WC 838 736 1 090 1 134 1 330

SA 1 064 1 068 1 156 1 207 1 340

Regional Hospitals
EC 1 186 1 035 1 186 1 363

FS 1 543 1 539 1 728 1 927

GP 1 363 1 496 1 298 1 366

KZN 1 319 1 526 1 485 1 674

LP 1 450 1 625 1 586 1 816

MP 1 278 1 350 1 419 1 788

NC 2 186 2 555 3 522 3 511

NW 1 303 1 478

WC 2 012 1 653 1 794 1 963

SA 1 423 1 536 1 508 1 665

Provincial Tertiary Hospitals
EC 1 706 1 653 1 563 2 104

KZN 1 887 2 176 2 514 2 707

LP 1 619 1 878 1 779 2 064

MP 2 269 2 086 2 199 2 560

SA 1 787 1 831 1 830 2 251

National Central Hospitals
FS 3 468 3 620 3 852 4 010

GP 2 219 2 325 2 124 2 488

KZN 5 400 5 410 5 759 5 145

WC 2 717 2 679 3 365 3 871

SA 2 601 2 680 2 705 3 027

2005/06 2006/07 2007/08 2008/09 2009/10
Specialised Chronic Hospitals
KZN 938 1 184 1 140 1 126

WC 384 310 244 371

SA 706 751 975 1 029

Specialised Hospitals
EC 892 846 826 844

GP 938 1 117 1 159 1 357

KZN 1 175 1 461 1 294 2 580

MP 484 525 485 1 157

WC 1 226 1 529 1 648 1 585

SA 943 1 108 1 164 1 387

Specialised Psychiatric Hospitals
EC 740 540 608 726

FS 420 640 702 740

KZN 447 464 531 688

LP 381 478 575 692

NC 4 737 6 801

NW 602 613

WC 632 641 676 775

SA 571 615 610 711

Specialised TB Hospitals
EC 440 411 516 616

KZN 574 722 883 927

LP 1 723 678 2 647 1 282

MP 835 559 741 1 715

NC 1 347 756 250 345

WC 502 425 503 649

SA 535 548 670 775

Footnotes (indicator definitions from page 346 and bibliography of refer-
ence sources from page 354)

Calculated from BAS expenditure data (Vulindlela) and NW province financial data. 
Values adjusted for inflation to real 2009/10 prices. Patient Day Equivalents from 
DHIS.
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International indicators
The Human Development Index (HDI) is a measure of well-being developed by the United Nations Development Programme 
(UNDP) and reported in the UNDP’s annual Human Development Reports. The HDI comprises three components: an ‘educa-
tional attainment index’ constructed out of adult literacy rates and gross school enrolment rates; a ‘life expectancy index’ 
derived from data on life expectancy at birth; and an index of GDP per capita taking into account purchasing power. 

Table 60:  Selected international indicators for Southern African Development Community (SADC) member states
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GDP per capita (PPP US$)
2007 5 385 13 604 298 1 541 932 11 296 761 802 5 155 4 789 1 208 9 757 1 358 -

Human development index
2007 0.564 0.694 0.389 0.514 0.543 0.804 0.493 0.402 0.686 0.572 0.530 0.683 0.481 -

Human development index rank
2007 143 125 176 156 145 81 160 172 128 142 151 129 164 -

source: Human Development Report 2009. 

Note:  Human Development Report 2010 was released after finalisation of this chapter. Available from: http://hdr.undp.org/en/reports/global/hdr2010/
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Indicator definitions 
Type Indicator Definition

D
em

og
ra

ph
ic Age dependency ratio The ratio of the combined child population (0-14 years) and the aged population (65 years and over) - persons in the dependent 

ages - to every 100 people of the intermediate age population (15-65 years) - economically active ages.

Aging index Ratio of the number of people 65+ to the number under 15 years. 
i.e. a value of 16 means there are 16 people aged 65 and over for every 100 under 15 years of age

Calculated as ([65+/0-14]*100)

Average household size Average number of people living in each household where household is defined as a person, or a group of persons, who occupy 
a common dwelling (or part of it) for at least four days a week and who provide themselves jointly with food and other essentials 
for living. In other words, they live together as a unit. People who occupy the same dwelling, but who do not share food or other 
essentials, are enumerated as separate households. 

Crude death rate (deaths per 1000 
population)

Number of deaths in a year per 1 000 population.

Total fertility rate The average number of children that a woman gives birth to in her lifetime, assuming that the prevailing rates remain unchanged.

Po
pu

la
tio

n Annual population growth rate The rate at which the population is increasing or decreasing in a given year expressed as a percentage of the base population 
size. It takes into consideration all the components of population growth, namely births, deaths and migration.

Population Total number of people.

Population % by province Proportion of South African population in each province (calculated from population per province and population for whole of 
South Africa).

Population % by ethnic group Proportion of South African population in each ethnic group (calculated from population per ethnic group and population for 
whole of South Africa).

Population % composition Percentage of the population by various categories - e.g.  
Percentage of South African population under age of 15 years 
Percentage of South African population over age of 60 years 
Percentage of South African population female.

Public sector dependent population This is an adjustment of the total population to the number assumed to be dependent on services in the public health sector 
based on medical scheme (health insurance) coverage.

It is calculated by subtracting the number of people with medical scheme cover (determined from medical scheme membership 
reports, or surveys indicating percentage of population on medical schemes) from the total population.

D
is

tr
ib

ut
io

n Area (square km) Land area covered by geographic entity.

Area as a % of total area of South Africa Area of province divided by total area of country (South Africa).

Population density (people per km2) Number of people per square kilometre.

So
ci

o-
Ec

on
om

ic GDP per capita (PPP US$) Gross Domestic Product (GDP) - the total output of goods and services for final use produced by an economy, by both residents 
and non-residents, regardless of the allocation to domestic and foreign claims. It does not include deductions for depreciation of 
physical capital or depletion and degradation of natural resources.
Purchasing Power Parity (PPP) - A rate of exchange that accounts for price differences across countries allowing international 
comparisons of real output and incomes. At the PPP US$ rate, PPP US$1 has the same purchasing power in the domestic 
economy as $1 has in the United States. 

Human development index The HDI is a summary measure of human development. It measures the average achievements in a country in three basic 
dimensions of human development:
•   A long and healthy life, as measured by life expectancy at birth
•   Knowledge, as measured by the adult literacy rate (with two-thirds weight) and the combined primary, secondary and tertiary 

gross enrolment ratio (with one-third weight)
•   A decent standard of living, as measured by GDP per capita (PPP US$).
Caution: Calculation of HDI is an evolving methodology, and comparisons should not be made between years (when methods 
might have varied) but can be made between countries, as issued by the same source. 
A high value for the HDI represents better human development.

Human development index rank Rank from 1 to end given to each country according to value of HDI. 
Value of 1 represents the best (highest) human development index.

Poverty prevalence Proportion of people/households living in poverty. Depending on the poverty line and the methodology used there are various 
estimates of the extent of poverty, therefore caution should be observed in comparing estimates from different sources, and 
comparative reliability can be assessed from the rank order correlation between different sets of estimates.

See also http://www.treasury.gov.za/povertyline/ for additional work being done on development of a poverty index.

Ed
uc

at
io

n Education level: percentage of 
population 20 years and older with no 
schooling

Percentage of people in a given age group who have received a particular level of education. 
Data are presented for the percentage of population aged 20 years and above with no schooling.

Em
pl

oy
m

en
t Unemployment rate (official definition) The official definition of the unemployed is that they are those people within the economically active population (aged 15-65) 

who  
(a) did not have a job or business during the 7 days prior to the interview,  
(b) want to work and are available to work within two weeks of the interview, and  
(c) have taken active steps to look for work or to start some form of self-employment in the 4 weeks prior to the interview. 
Note that the census produces lower estimates of labour force participation because there are less prompts to identify employed 
people, and the Labour Force Survey provides the official labour market statistics.
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Type Indicator Definition
H

ou
se

ho
ld

 F
ac

ili
tie

s Drinking Water System (Blue Drop) 
Performance Rating

Composite score measuring compliance of water suppliers with water quality management requirements. Includes 
microbiological, chemical and physical compliance criteria.

Percentage of households by type of 
housing

Percentage of households that are categorised as formal, informal, traditional or other.

Percentage of households using 
electricity for cooking

Percentage of households using electricity as their main energy source for cooking.

Percentage of households with access 
to piped water

Includes households with piped water in dwelling, piped water inside yard or piped water on a community stand (< 200m away 
or further).

Percentage of households with no toilet Percentage of households that have no toilet of any kind.

Percentage of households with refuse 
removal

Percentage of households that have refuse removal by the local authority at least once a week.

Percentage of households with 
telephone (telephone in dwelling or cell 
phone)

Percentage of households with a telephone in the dwelling or a cellular telephone.

M
or

ta
lit

y Adult mortality (45q15) The probability of dying between the ages of 15 and 60 years of age (percentage of 15 year olds who die before 60th birthday).

Life expectancy at birth The average number of additional years a person could expect to live if current mortality trends were to continue for the rest of 
that person’s life. (Most commonly cited as life expectancy at birth.)

C
hi

ld
 m

or
ta

lit
y 

an
d 

re
la

te
d Child mortality  The number of children aged 12 months to 5 years (i.e. to the end of the 4th year) who die in a year, per 1 000 live births.

Infant mortality rate  The number of children less than one year old who die in a year, per 1 000 live births during that year.

Low birth weight rate  Percentage of live births under 2 500g.

Neonatal death rate (NNDR)  Number of deaths within the first 28 days of life, in a year, per 1 000 live births during that year. 
Also called Neonatal Mortality Rate (NNMR).

DoH Objective (HGOI): Reduce the neonatal mortality rate from 20% to 14% by 2005.

Number of under-5 deaths The estimated number of deaths in children younger than 5 years.

Perinatal care index  Perinatal mortality rate divided by the Low birth weight rate.

The Perinatal Care Index is a quality of care index that has been validated as a true measure of the quality of care; the higher 
the index the poorer the care. The values should be below 1 for CHCs and below 2 for all hospitals.

Perinatal mortality rate  The number of perinatal deaths per 1 000 births. The perinatal period starts as the beginning of foetal viability (28 weeks 
gestation or 1 000g) and ends at the end of the 7th day after delivery. Perinatal deaths are the sum of stillbirths plus early 
neonatal deaths. These are divided by total births (live births plus stillbirths).

Note that the current WHO definition of PNMR is different from the definition used in South Africa, being the number of deaths 
from 24 weeks gestation/500g to 28 days neonatal life. As from the Saving Babies 2003-2005 report, reporting has been 
brought into line with the international standard of reporting according to all births =>500g.

Post-neonatal mortality rate  Number of deaths occurring between 28 and 365 days after birth per 1 000 live births in the same period.

Stillbirth rate  Number of stillbirths per 1 000 total births.

Under 5 mortality rate  The number of children under 5 years who die in a year, per 1 000 live births during the year. 
It is a combination of the infant mortality rate, plus the age 1-4 mortality rate.

D
is

ab
ili

ty Cataract surgery rate  Number of cataract surgeries done per year per 1 million public sector dependent population.

Prevalence of disability (%) Percentage of people reporting moderate to severe disability in a survey where disability is defined as a limitation in one or more 
activities of daily living (seeing, hearing, communication, moving, getting around, daily life activities, learning, intellectual and 
emotional).

The definition of disability used in each Census and other surveys is not comparable.

In
fe

ct
io

us
 

D
is

ea
se Reported cases of (disease) The number of cases of (disease) reported to the Department of Health, or submitted to NICD laboratories. 

Reported cases of (disease) (per 
100 000)

The number of cases of (disease) reported to the Department of Health per 100 000 population (for the relevant year). 

Reported deaths from (disease) The number of deaths from (disease) reported to the Department of Health. 

Syphilis prevalence rate (%) (antenatal) Percentage of women surveyed testing positive for syphilis.

Tu
be

rc
ul

os
is

 (T
B) Case detection rate: new Sm+ (DOTS) Percentage of new Smear positive TB cases detected under DOTS.

Case detection rate: new Sm+ (whole 
country)

Percentage of new Smear positive TB cases detected (DOTS and non-DOTS cases combined). 
As DOTS coverage increases the estimates converge to the same value.

DOTS population coverage (%) Percentage of population falling within administrative areas where the DOTS TB control strategy is used.

DOTS treatment success, (%) Percentage of TB cases cured under DOTS.

HIV prevalence in TB incident cases Percentage of new TB cases that are HIV positive.

Incidence of TB (all types) (per 100 000) Estimated number of cases of tuberculosis (all types) per 100 000 population (for the year). 
Adjusted for estimated under-reporting of TB cases and other factors.

Incidence of TB (PTB new Sm+) (per 
100 000)

Estimated number of cases of tuberculosis (pulmonary TB, new smear positive cases) per 100 000 population (for the year). 
Adjusted for estimated under-reporting of TB cases and other factors.

Prevalence (%) of multidrug resistance 
among new TB cases

Estimated percentage of new cases of TB which are multidrug resistant.

Tuberculosis death rate per 100 000 Number of deaths due to tuberculosis (all types) reported per 100 000 population (for the year). 
Note that the estimates calculated from the StatsSA cause of death data are not corrected for underreporting or ill-defined 
coding, and are thus an underestimate of mortality due to TB.

Tuberculosis prevalence rate per 
100 000 population

Number of people with TB (all types) per 100 000 population.
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Type Indicator Definition
C

as
e 

fin
di

ng Bacteriological coverage rate The bacteriological coverage rate reflects the percentage of cases of PTB for which sputum microscopy results were available. 
As such, it reflects both the availability of laboratory services and compliance with the national TB guidelines which stress the 
use of sputum microscopy in the diagnosis of PTB. 

Proportion of extra-pulmonary TB Number of extra-pulmonary TB cases divided by total number of TB cases. 
HIV-infected individuals are more likely to suffer from extra-pulmonary TB. The rising proportion of extra-pulmonary TB reflects 
the effect of the HIV epidemic on patterns of TB infection.

Reported cases of TB (all types) Number of cases of tuberculosis (all types) reported to the DoH for the year.

Reported cases of TB (all types) (per 
100 000)

Number of cases of tuberculosis (all types) reported to the Department of Health per 100 000 population (for the year).

Reported cases of TB (new Sm+) Number of cases of tuberculosis (new smear positive) reported to the DoH for the year.

Reported cases of TB (PTB new Sm+) 
(per 100 000)

Number of cases of tuberculosis (pulmonary TB, new smear positive cases) reported to the Department of Health per 100 000 
population (for the year).

Reported cases of TB (PTB) Number of cases of tuberculosis (Pulmonary TB) reported to the DoH for the year.

Retreatment ratio Number of Sm+ retreatment cases divided by the number of Sm+ cases (new + retreatment) expressed as a percentage. 
High interruption rates contribute to high retreatment ratios.

Smear positivity (percentage of new PTB 
cases which are Sm+)

Number of new smear positive PTB cases divided by number of new PTB cases.

C
as

e 
ho

ld
in

g Cure rate (new Sm+ cases) Percentage of patients who are proven to be cured using smear microscopy at the end of treatment.

The cure rate for new smear positive patients is regarded as the key indicator in high-burden countries. South Africa is working 
towards achieving the accepted WHO target of an 85% cure rate for new smear positive cases.

Interruption (defaulter) rate (new Sm+ 
cases)

Percentage of patients who do not complete their course of treatment (of new smear positive patients). 
Also called percentage of patients who defaulted treatment.

Smear conversion rate (new Sm+ cases) Percentage of new smear positive PTB cases who are smear negative after two months of anti-TB treatment and are therefore 
no longer infectious.

Numerator: Number of new PTB cases who were Sm+ before starting treatment but show a Sm- after 2 months treatment. 
Denominator: Total number of new Sm+ cases registered during specified time.

Successful completion rate (new Sm+) Percentage of patients who are cured plus those who complete treatment but without laboratory proof of cure, of new smear 
positive patients)

M
al

ar
ia Case fatality rate: malaria Number of deaths divided by number of cases expressed as a percentage. 

The national target is to maintain a CFR below 0.5%.

Reported cases of malaria The number of cases of malaria reported to the Department of Health.

Reported cases of malaria (per 100 000) The number of cases of malaria reported to the Department of Health per 100 000 population (for the relevant year). Also known 
as incidence of malaria.

Reported deaths from malaria The number of deaths from malaria reported to the Department of Health or recorded in vital registration (ICD-10 codes B50-
B54).

H
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S AIDS orphans  Number of children under 18 years who have lost either a mother (maternal orphan), a father (paternal orphan) or both parents 
(a double orphan) due to HIV and AIDS.

AIDS sick (number of people with AIDS-
defining conditions)

Number of people estimated to be living with AIDS defining conditions.

Antenatal client HIV 1st test positive rate Antenatal clients tested HIV positive as a proportion of antenatal clients tested for HIV for the first time during the current 
pregnancy.

Similar to HIV prevalence (antenatal), except that as more people may already know their status, over time it does not 
necessarily provide a representative value for all antenatal clients.

Antiretroviral coverage The number of patients receiving ART, divided by the number needing treatment.

HIV incidence The HIV incidence rate is the percentage of people who are uninfected at the beginning of the period who will become infected 
over the twelve months.

It refers to the annual diagnosis rate, or the number of new cases of HIV diagnosed each year.  
(The term ‘prevalence’ refers to the estimated population of people who have HIV at any given time.)

HIV prevalence (%) (age 15-49) Percentage of population (age 15-49) estimated to be HIV positive. 

HIV prevalence (%) (antenatal) Percentage of women surveyed testing positive for HIV.

HIV prevalence (%) (total population) Percentage of population estimated to be HIV positive. 

People living with HIV The number of people who are HIV+.

Percentage of deaths due to AIDS Percentage of total deaths attributed to AIDS related causes.

Proportion of adults newly eligible for 
ART who initiate treatment

This indicator is defined as the proportion of HIV-infected adults progressing to AIDS in a particular year who initiate 
antiretroviral treatment (ART). 

It is calculated as the number of adults starting ART in a particular year, divided by the number of new adult AIDS cases over the 
same year.

Proportion of ANC clients tested for HIV Proportion of women coming for their first antenatal visit who are tested for HIV.

Proportion of newly infected children 
who start ART

This indicator is defined as the proportion of newly infected children starting antiretroviral treatment (ART). 
It is calculated as the number of children starting in a particular year, divided by the estimated number of new paediatric HIV 
infections over the same year..

ST
Is Incidence of STI treated The percentage of people 15 years and older that have been treated for a new episode of an STI (annualised).

Male urethritis syndrome (MUS) rate Male urethritis syndrome cases as a percentage of all new STI episodes treated.

STI partner notification rate (%) Number of STI partner notification slips issues divided by number of STIs treated, new episode, expressed as a percentage.

STI partner treatment rate (%) Number of STI partners treated new divided by number of STI treated new episode, expressed as a percentage.
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ur Age of first sex <= 14 years Percentage of people surveyed (of various age groups) who report having first had sexual intercourse at age 14 years or 

younger.

Condom use at last sex Percentage of those, who reported ever having had sex, who used a condom the last time they had sex. Note that the precise 
definition of this indicator varies between surveys.

Condom use at the last high-risk sex Percentage who say they used a condom the last time they had sex with a non-marital/non-cohabiting partner, of those who 
were sexually active in the last 12 months.

Contraceptive prevalence rate (any 
method)

Percentage of women of reproductive age (15-49) who are using (or whose partner is using) a modern contraceptive method. 
Contraceptive methods include female and male sterilisation, injectable and oral hormones, intrauterine devices, diaphragms, 
spermicides and condoms, natural family planning and lactational amenorrhoea.

The data from Demographic Health Surveys is based on women surveyed. Data are often reported only for women who are 
sexually active (in a marital or consensual union).

Ever had sex (%) Percentage of people who report that they have ever had sexual intercourse.

HIV knowledge, people who know that a 
person can protect him / herself from HIV 
infection by condom

HIV knowledge, people aged 15-24 who know that a person can protect him / herself from HIV infection by consistent use of a 
condom.

HIV knowledge: correct knowledge 
about prevention and rejection of major 
misconceptions

The percentage of people who correctly answer a composite measure of accurate knowledge of two questions related to HIV 
prevention in combination with rejecting four myths and misconceptions about the disease. 

The two questions on prevention of HIV transmission were ‘To prevent HIV infection, a condom must be used for every 
round of sex’ and ‘One can reduce the risk of HIV by having fewer sexual partners’ while the four questions about myths and 
misconceptions were ‘There is a cure for AIDS’, ‘AIDS is caused by witchcraft’, ‘HIV causes AIDS’, and ‘AIDS is cured by having 
sex with a virgin’.

Male circumcision (% of men who are 
circumcised)

The percentage of men (15-59 years, unless otherwise specified) who have been circumcised.

Male condom distribution rate The number of male condoms distributed (to patients at the facility or through other channels) per male 15 years and older.

Numerator: Male condoms distributed 
Denominator: Male target population 15 years and older.

Male condoms distributed (thousands) Number of male condoms distributed.Data should be interpreted with caution depending on what distribution channel it is for 
- i.e. condoms distributed by national to provinces, or number distributed through PHC facilities (since some condoms are 
distributed to provinces, that are then distributed through several channels including PHC facilities).

Teenage pregnancy Percentage of women aged 15-19 who are mothers or who have ever been pregnant. The percentage of women who are mothers 
at the time of the survey is a more restrictive definition.
Note that some of the surveys report this indicator as the percentage who have ever been pregnant of those WHO HAVE EVER 
HAD SEX. This is a different denominator to that used by the Demographic and Health Surveys, and the data can therefore not 
be directly compared.

Women year protection rate The rate at which couples (specifically women) are protected against pregnancy.

M
at
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l h
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lth ANC coverage Proportion of pregnant women receiving some antenatal care. 
DHIS data source: Estimated from the number of first ANC visits divided by the expected number of pregnant women. 
SADHS data source: Percentage of women surveyed who reported receiving some antenatal care from a nurse, midwife or 
doctor during the five years preceding the survey.

ANC visits per client The total number of antenatal visits over the number of first antenatal visits (equivalent to number of antenatal clients).

Births assisted by trained health 
personnel

Percentage of women who gave birth in the 5 years preceding the survey who reported receiving medical assistance at delivery 
from either a doctor, a nurse or a midwife.

Caesarean section rate Percentage of births that are by caesarean section.

Also called the Caesarean delivery rate (Hospital Minimum Data Set, District Health Information System Database) - defined as 
Caesarean deliveries x 100 divided by Total Deliveries.

Delivery rate in facility The percentage of deliveries taking place in health facilities under supervision of trained personnel. (The number of children 
under one year, factorised by 1.07 due to infant mortality, is used as an estimated proxy denominator for expected deliveries.)

Maternal mortality ratio (MMR) The number of women who die as a result of childbearing, during the pregnancy or within 42 days of delivery or termination of 
pregnancy in one year, per 100 000 live births during that year.

For the estimates from NCCEMD: 
The confidential enquiry into maternal deaths system is not set up to determine the maternal mortality ratio (MMR) for a country. 
Live birth data was obtained from the DHIS. It must to be noted that the confidential enquiry system is not designed for 
calculating ratios and rates. It is dependent on reporting; the more complete the reporting the more accurate the estimates of 
the MMR. Provinces like the Free State and the Western Cape with good information systems reflect more accurate institutional 
MMRs. Comparisons between provinces cannot be made with respect to mortality ratios. Provinces, like the Free State, with 
good reporting systems, will have higher mortality ratios than provinces that report poorly. Comparison within the province is 
more interpretable, but will also be confounded by the adequacy of reporting.

Number of maternal deaths The number of women who die as a result of childbearing, during the pregnancy or within 42 days of delivery or termination of 
pregnancy in one year. 

In the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision (ICD-10) WHO defines 
maternal death as: 
The death of a woman while pregnant or within 42 days of termination of pregnancy, 
irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its 
management but not from accidental or incidental causes.

Note that the system of Confidential Enquiries into maternal deaths (NCCEMD) only captures INSTITUTIONAL deaths, and thus 
is known to miss deaths occurring at home.

PMDF (proportion maternal among 
deaths of females of reproductive age)

An alternative measure of maternal mortality, the proportion of deaths among females of reproductive age (PMDF) that are due 
to maternal causes, is calculated as the 
number of maternal deaths divided by the total deaths among females aged 15-49 years.
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Type Indicator Definition
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cy TOP facilities functioning (%) Percentage of designated TOP facilities that are functioning.

ToP rate (%) Percentage of women who have had an abortion.

TOPs (Terminations of Pregnancy) The number of terminations of pregnancy. 

TOPs by gestational age (%) Percentage of total terminations of pregnancy for various gestational ages.

TOPs by maternal age (%) Percentage of total terminations of pregnancy for various maternal ages.

N
ut

rit
io

n Anaemia prevalence Proportion of children with Hb <11g/dl.

Iodine deficiency Proportion of children with urinary iodine concentration < 100mcg/litre 

Iron deficiency anaemia prevalence Proportion of children with Hb <11g/dl and ferritin <12mcg/l.

Iron deficiency prevalence Proportion of children with ferritin <12mcg/l.

Obesity (%) Proportion of people with a body mass index (BMI) (body mass in kg divided by the square of the height in m) equal to or more 
than 30kg/m2.

Overweight (%) Children: Proportion of children with weight for height over 2 standard deviations from the norm (reference population median). 
Adults: Proportion of people with body mass index (BMI) of 25-29.9 kg/m2. BMI is weight in kg divided by the square of height 
in m.

Stunting (%) Proportion of children with height for age under 2 standard deviations from the norm (reference population median).

Underweight (%) Children: Proportion of children with weight for age under 2 standard deviations from the norm (reference population median).  
Adults: Proportion of people with body mass index (BMI) <18.5 kg/m2. BMI is weight in kg divided by the square of height in m.

Vitamin A coverage children 12-59 
months

Proportion of children 12-60 months receiving vitamin A 200 000 units.

Vitamin A coverage infants 6-11 months Proportion of infants 6-11 months receiving vitamin A 100 000 units.

Vitamin A deficiency Proportion of children with serum retinol <20μg/dl.

Waist-hip ratio (WHR) above cut-off (%) Proportion of people with the ratio of waist / hip circumference >= 1.0 (for men) or >=0.85 (for women). Body Mass Index 
does provide an index for obesity, but has limitations in predicting risk for cardiovascular events. Research has indicated that 
measurement of WHR enables prediction of cardiovascular risk (Am Heart J 2005 Jan 149: 54-60.)

Wasting (%) Proportion of children with weight for height under 2 standard deviations from the norm (reference population median).

C
hi

ld
 H

ea
lth Children under 5 years weighing rate The proportion of PHC headcount under 5 years that were weighed.

Monitoring whether the policy of weighing all children seen at least once a month is being adhered to.

Diarrhoea incidence under 5 years (per 
1 000)

The number of children under 5 years with diarrhoea per 1 000 population under 5 years per year.
Diarrhoea is formally defined as 3 or more watery stools in 24 hours, but any episode diagnosed and/or treated as diarrhoea 
after an interview with the adult accompanying the child should be counted.

Exclusive breastfeeding rate Proportion of living children receiving only breast milk from birth to various ages.

Not gaining weight under 5 years 
rate (%)

The proportion of children weighed who had an episode of growth faltering/failure during the period.

Number of orphans Number of children under 18 years whose biological mother, biological father or both parents have died.

Different kinds of orphans are defined as: 
maternal orphans - a child whose mother has died, or whose living status is not known, but whose father is alive. 
paternal orphans - a child whose father has died, or whose living status is not known, but whose mother is alive. 
double/dual orphan - a child whose mother and father have both died, or whereabouts are unknown.

Orphanhood (%) Percentage of children under 18 years whose biological mother, biological father or both parents have died

Pneumonia incidence rate under 5 years The number of children under 5 years diagnosed with pneumonia, per 1 000 children in the catchment population. This indicator 
was called Lower Respiratory Tract Infection (LRTI) incidence rate, due to incorrect interpretation of LRTI.

Severe malnutrition under 5 years 
incidence (per 1 000)

The number of children who weigh below 60% Expected Weight for Age (new cases that month) per 1 000 children in the target 
population.

Weighing coverage (annualised) The children <5 years actually weighed during the reporting period as a percentage of the total number of expected weighings 
in the target population. Expected weighings are defined as one weighing per month (12 per year) for children under 1 year, one 
weighing every second month for 1 year old children (6 per year), and 2 weighings per year for children 2-4 years (24 weighings 
in total over 5 years).
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n BCG coverage The proportion of expected live born babies that received BCG under 1 year of age (note: usually given right after birth)

DTP3 coverage The proportion of children who received their third DTP-Hib doses (normally at 14 weeks)  
From 2009 when the immunisation schedule changed, this is defined as: 
The proportion of children under 1 year who received their DTaP-IPV/Hib (Pentaxim) 3rd dose, normally at 14 weeks 
- annualised.

Immunisation coverage of children 12-23 
months (%)

Proportion of children aged 12 to 23 months who had received BCG, 3 doses of DTP and polio, and Measles vaccine, but not 
necessarily Hepatitis B.

Immunisation coverage of children <1 
year

Proportion of children under 1 year who are fully immunised. Calculated from the number of children fully immunised (defined as 
first visit where all required vaccinations are completed) divided by the population <1 year.

Immunisation drop out rate (DTP1-3) The proportion of children who dropped out of the immunisation schedule between the first dose (normally at 6 weeks) and the 
third dose (normally at 14 weeks). The DTP-Hib/Pentaxim numbers are used for this purpose.

Immunisation drop out rate (measles 
1 to 2)

The proportion of children who dropped out of the immunisation schedule between the first (normally at 9 months) and second 
(normally at 18 months) measles dose. 

Measles 1st dose coverage (annualised) The proportion of children who received their 1st measles dose (normally at 9 months) - annualised. 
Equivalent to MDG indicator ‘Proportion of 1 year-old children immunised against measles’.

OPV 3 coverage The proportion of children under 1 immunised with OPV dose 3.

PCV7 3rd dose coverage (annualised) The proportion of children who received their third PCV7 dose (around 9 months) - annualised.

RV 2nd dose coverage (annualised) The proportion of children who received their second RV dose (around 14 weeks) - annualised.
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Type Indicator Definition
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s Asthma prevalence (per 1 000) Number of people with asthma per 1 000 people in the target population.

Data for the private sector are based on the number of people being TREATED for this condition.

Data for the total population from SADHS are based on the number of adults 15 years and older who were told by a doctor, nurse 
or health worker that they have a chronic health condition.

Cervical cancer screening coverage Women 30 years and older with a cervical (pap) smear done for screening purposes according to the national policy of 
screening all women in this age category every 10 years, as the proportion of all women 30 years and older in the target 
population.

Cervical cancer screening effective 
coverage

Percentage of eligible women (aged 25 to 64) who report that they have had a pelvic exam and Pap smear in the past three 
years. 

Diabetes prevalence (per 1 000) Number of people with diabetes per 1 000 people in the target population.

Hyperlipidaemia prevalence (per 1 000) Number of people with hyperlipidaemia per 1 000 people in the target population. 
Data for the private sector are based on the number of people being TREATED for this condition. 
Data for the total population from SADHS are based on the number of adults 15 years and older who were told by a doctor, nurse 
or health worker that they have a chronic health condition.

Hypertension prevalence (per 1 000) Number of people with hypertension per 1 000 people in the target population. 
Data for the private sector are based on the number of people being TREATED for this condition. 
In the SADHS 1998, the prevalence of hypertension reported here is classified as follows:  
Moderate and severe hypertension: BP equal to or above 160/95 mmHg or taking hypertension medication  
Any hypertension: BP equal to or above 140/90 mmHg or taking hypertension medication.

In the SADHS 2003, the self-reported (SR) prevalence of hypertension was defined as percentage of respondents age 15 and 
above who were told by a doctor nurse or health worker at a clinic or hospital that they have this condition. 
The measured prevalence of hypertension was defined as those with BP equal or above 140/90 mmHg and/or taking anti-
hypertensive medication. 
Note that the SADHS 2003 results for hypertension are considered to be unrealistically low, with a possible explanation of poor 
fieldwork measurement of BP.

SADHS data have been converted from a percentage to the rate per 1 000 population.

Prevalence of mental disorders Percentage of the population suffering from any common mental disorders.
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s Alcohol dependence (%) Percentage of people who show signs of alcohol dependence. Alcohol dependence is identified using four screening questions 

that indirectly inquire about alcohol use (CAGE questionnaire). An affirmative answer to two or more questions is classified 
as alcohol dependence.CAGE questions are:C - Has anyone ever felt you should Cut down on your drinking?A - Have people 
Annoyed you by criticizing your drinking? G - Have you ever felt Guilty about your drinking? E - Have you ever had a drink first 
thing in the morning (Eye-opener) to steady your nerves or to get rid of a hangover?

Currently drink alcohol (%) Percentage of people who currently drink alcohol.

Ever drank alcohol (%) Percentage of people who ever drank alcohol.

Ever smoked cigarettes (%) Percentage of people who have ever smoked a cigarette, even one or two puffs.

Ever used drugs (%) Percentage of people who have ever used drugs.

Frequent smokers (%) Percentage of people who smoked (cigarettes) on 20 or more days of the past 30 days.

Number of admissions for alcohol and 
other drug abuse

Number of patients admitted for treatment by treatment centres who are part of the SACENDU Project sentinel surveillance 
system.

Percentage participating in insufficient 
physical activity

Proportion of those surveyed who did not participate in either vigorous or moderate physical activity that would have been 
sufficient to gain any health benefit, in the 7 days preceding the survey.

Vigorous activity is defined as activities for 20 or more minutes on 3 or more of the 7 days preceding the survey such as soccer, 
netball, rugby or basketball. Moderate activity is defined as 30 or more minutes on 5 or more of the 7 days preceding the survey 
such as fast walking, slow bicycling, skating, mopping or sweeping floors.

Prevalence of smoking (%) Proportion of population who currently smoke. This indicator is also known as ‘Current smokers (%)’Note that the indicator may 
be given just for cigarettes or for other tobacco products.

Primary drug of abuse as % of all drugs 
of abuse

Percentage breakdown of the primary drug of abuse reported by patients admitted to treatment centres that are part of the 
SACENDU sentinel surveillance system.

Note that poly-substance abuse is high, with 34% of patients in treatment centres in Gauteng and 55% in Cape Town reporting 
more than one substance of abuse.

Risky drinking (%) - weekends Proportion of current drinkers of alcohol who engage in risky drinking at the weekend, defined as >=5 drinks per day (males) or 
>=3 drinks per day (females).

In the SADHS 2003 this was defined as the percentage of adult drinkers 15 years and above who drink at hazardous or harmful 
levels based on past 7 day drinking report. 
Hazardous levels are defined as 4-6 standard drinks per day and harmful drinking as in excess of 6 drinks per day for men. For 
women the comparable amounts are 2-4 (hazardous) and more than 4 (harmful).

Smoking age of initiation <10 years Proportion of people who first smoked cigarettes before age 10 years (of those who have ever smoked).

Watch TV more than 3 hours per day Proportion of those surveyed (who have access to a TV, video or computer games) who spent 3 hours or more watching TV or 
playing video/computer games during an average school day.

In
ju

rie
s Always wear a seat belt when driven by 

someone else (%)
Proportion of people who always wear a seat belt when driven in a car by someone else.

Drove after drinking alcohol Proportion of people who drove after drinking alcohol (in the month preceding the survey, of those who indicated they drive a 
vehicle.

Road accident fatalities per 100 000 
population

Number of fatalities due to road accidents per 100 000 population.
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s Average length of stay (ALOS) Average duration of patient stay in health facility.
Numerator: Inpatient days + 1/2 Day patients
Denominator: Discharges + Deaths + Transfers out + Day patients

Number of beds

Number of health facilities

PHC facilities with one or more nurses 
trained in IMCI

Proportion of PHC facilities (excluding mobile and satellite clinics) with one or more nurses training in Integrated Management of 
Childhood Illness (IMCI).

Useable bed utilisation (occupancy) 
rate (BUR)

Measure of the occupancy of the beds available for use.

Numerator: (Inpatient days + 1/2 Day patients) x 100 
Denominator: Useable beds x days in period.

Useable beds per 1 000 population The number of useable beds divided by the population x 1 000. Where this is calculated for public health sector beds, the 
population used is the public sector dependent (uninsured) population.

Note: data may be given for financial years rather than calendar years. 

Utilisation rate PHC Number of visits per person to PHC health facilities per year. Calculated from PHC headcount divided by total population.

Utilisation rate PHC <5 years Number of visits per person <5 years to PHC health facilities per year. Calculated from PHC headcount <5 years divided by 
population <5 years.

Utilisation rate PHC =>5 years Number of visits per person =>5 years to PHC health facilities per year. Calculated from PHC headcount =>5 years divided by 
population =>5 years.
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el Number of (health professionals) 

registered
Number of this category of health professional registered with the relevant professional council. This number includes those 
working in the public or private sector as well as those registered but not working or overseas.
Description of selected categories:
•  An enrolled nurse (EN) or sometimes called a staff nurse, is an individual who has completed a two year programme, usually 

at a nursing college or exited after completing two years of the university four year programme. This person is educated and 
competent to practice basic nursing.

•  An enrolled nursing auxiliary (ENA) or sometimes called an assistant nurse (AN), which is an individual who has completed 
a year programme or a similar course at college, or exited after completing the first year of the university four year 
programme. This person is educated and competent to practice elementary nursing.

•  A professional nurse (PN) or registered nurse (RN) (and sometimes called a sister), is an individual who has completed a 
four year programme at university or a nursing College. This person is educated and competent to practice comprehensive 
nursing and midwifery.

•  A pupil auxiliary is an individual on one year or similar nursing course at a public or private nursing institution.
•  A pupil nurse is an individual on a two year nursing programme at a public or private nursing institution.
•  A student nurse is a person who is in the process of training either on a four year nursing programme at Nursing College or 

University.

Number of (health professionals) Number of this category of health professional working in the specified sector.

Percentage of health professional posts 
vacant

Percentage of all health sector (professional) posts that are vacant. Note that for data prior to 2002, data is not available by 
occupational category, so there is no way of knowing in which occupations the greatest shortages exist.

Total number of health professional 
posts

Total number of health sector posts (health professional categories) including dental, medical, nursing, pharmacy, occupational 
therapy, physiotherapy, radiography and psychology professions. Data from 2002 also includes environmental health 
professionals. Note that older data from PERSAL also included some vacant posts for each profession. Newer data has most of 
the vacant posts identified, and therefore the number of posts primarily reflects filled posts.
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e Number of CS (health professionals) Number of community service (health professionals). For each cadre.
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population
Ratio of the number of personnel to the population (per 100 000).

Note that the measure of the number of personnel may differ for the public and private sectors and also that the population may 
be adjusted to be the population assumed to be dependent on that sector.



21Health and Related Indicators

353S A H R 2 0 1 0

Type Indicator Definition
H

ea
lth

 F
in

an
ci

ng Claims ratio Proportion of member contributions that has been utilised for the payment of benefits claimed by members of medical schemes, 
as opposed to allocation of contributions for non-health benefits and the building of reserves.

Health as percentage of total 
expenditure

Proportion of total (government) expenditure on health.

Data are often reported for financial years, which may not correspond to calendar years. The year reported is the one with the 
most months in the given reporting period.

Provinces with central hospitals have a higher share.

Health expenditure % of GDP Proportion of national Gross Domestic Product that is spent on healthcare.

Medical aid beneficiaries Number of medical aid (scheme) beneficiaries, as reported by the Medical Schemes Council.

Medical aid coverage Proportion of population covered by medical schemes.

From the 2002 GHS, StatsSA exclude missing values and unknown values from the totals used as denominators for the 
calculation of percentages (revised data released in 2010 with GHS 2009).

Pensioner ratio Proportion of members of medical schemes who are 65 years or older, in registered medical schemes.

Per capita expenditure  
(non-hospital PHC)

Amount spent on non-hospital PHC services by the public sector per person without medical aid coverage (in Rands).

Includes provincial expenditure from sub-programmes 2.1-2.5 (District management, Community health clinics, Community 
health centres, Community-based services and Other community services) under District Health Services, plus net Local 
government expenditure on health services.  
Expenditure is divided by the population without medical aid coverage.

Expenditure may be given in nominal terms (prices for the year of expenditure) or real terms (inflation adjusted prices to a 
particular base year).

Per capita health expenditure Amount spent on health per person (in Rands)

For the public sector, this is often calculated for the population without medical aid coverage (public sector dependent 
population). For the private sector this is usually calculated for the number of medical schemes beneficiaries.

Note that attention should be given to the notes for each data item, since financial indicators are affected by inflation, and 
expenditure may be reported according to currency value for a particular year to facilitate comparison of real differences.

Ratio of private to public sector per 
capita health expenditure

Total private per capita expenditure divided by total public sector per capita expenditure. 
Public health sector expenditure is divided by the population covered (public sector dependent population)  
Private sector is total medical scheme expenditure divided by number of beneficiaries.

Where expressed as a single figure, is private/public per capita expenditure. i.e. for 2002/03 private expenditure per person is 
about 7.1 times higher than public sector expenditure per person.
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