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It gives me great pleasure to introduce the 11th edition of the South African Health
Review (SAHR) which has a special focus on Maternal, Child and Women’s Health.
As our democracy has matured, so too have editions of the SAHR - moving away from
providing only general commentary on health systems issues - to a more thematic and
focused approach in response to national and international health priorities.

This SAHR provides valuable policy and empirical information on key child health
challenges including child morbidity and mortality, health promotion and prevention
programmes, nutrition, HIV and infant feeding, chronic conditions and disabilities in
children. Women and maternal health issues covered include a review of mortality data,
cervical cancer, women’s mental health, maternal care and the impact of male sexuality
on the health of women and children.
The Review also contains core chapters providing updates on health legislation and
policy, financing of health, health information systems, and HIV and TB. The Health
Indicators chapter again provides the best available and most recent data on a range of
health, socio-economic and health service indicators as an important resource.

For E wor d

The 2006 Review, therefore, seeks to provide a South African perspective on prevailing
international public health issues, and in particular provides an opportunity to reflect
on progress to achieving the Millennium Development Goals many of which are linked
to maternal and child health. It also seeks to stimulate debate and critical discourse, to
provide a platform for assessing progress and to identify key gaps and opportunities for
future action that is realistic and sustainable.

On behalf of the Board of HST, I wish to extend our appreciation to all authors,
contributors and reviewers who have given of their time and expertise to the 2006
SAHR. We also acknowledge and thank the editorial team, the SAHR Editorial Board
who provided oversight and direction, and all HST staff who have participated in the
production of the SAHR.
We also extend our gratitude to the national Department of Health for providing access
to health information sources, and for comments and suggestions on various chapters.
Finally, the support of Atlantic Philanthropies in publishing this Review is gratefully
acknowledged.

T. Patrick Masobe

Chairperson of the Board of Trustees
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Overview

Core Health Issues
An overview of the context and environment within which maternal, child and
women’s health is provided is contained within the first six chapters. The 2006 Review
opens with an analysis and update of the current legislative and policy framework
and a reflection on the changing jurisprudential landscape. In the course of 2006, a
number of Bills including the Nursing Bill, the Health Professions Amendment Bill,
and the Tobacco Products Control Amendment Bill were tabled in Parliament. The
implementation of the National Health Act was initiated with meetings of some of
the governance structures provided for in the Act such as the National and Provincial
Consultative Health Fora. In addition some provinces are engaged in aligning their
provincial legislation with the national Act. However, generally implementation has
been slow and some aspects of the Act are marred by lack of clarity.

Prefac e

An important purpose of the South African Health Review (SAHR) is to serve as a
knowledge resource on the development of the national health system, and to contribute
to the assessment of the implementation of health policies. The Review seeks to reflect
on achievements made and challenges and gaps that impact on the transformation
and strengthening of the South African health system. In 1996, the SAHR posed the
question: “What has changed for the poor, rural woman or child who presents to the
clinic?” Ten years on, this 2006 Review attempts to answer that question in some depth
with a specific focus on Maternal, Child and Women’s Health.

Further concerns regarding the implementation of the Act are detailed in the chapter on
the General Agreement on Trade in Services (GATS) which points out that commitments
made by the former apartheid regime under the World Trade Organization’s GATS
have the potential to undermine the intention and implementation of the National
Health Act.
These challenges should not however detract from the major achievement of establishing
the overarching legislation required as a framework for the national health system.
Undoubtedly the range of legislative measures presently in place, if implemented
appropriately, are likely to make a significant impact on improving access to health care
services for all South Africans.
Health care financing remains one of the key functional areas for improving health system
performance. Financing public sector care is a major challenge in many countries in the
vii

developing world. South Africa is relatively fortunate
in that the proportion of external funding is relatively
limited, and the bulk of health sector funding comes
from the South African Treasury. In 2006, favourable
progressive public sector health care funding has been
recorded although inequities between public and private
sector funding remain a major policy concern. Public
sector health care financing was marked by improvement
in equity between provinces and spending in the
historically under-resourced provinces of Mpumalanga
and Limpopo has expanded. There is notable growth
in district health services funding (including HIV,
PHC, and Emergency Medical Services) and in the
upgrading of health infrastructure. These are positive
trends which bode well for the provision of improved
facilities and the delivery of a core PHC package.
Functional health management information systems
are essential for the planning and management of
effective health services and programmes. In addition,
monitoring and evaluation of the health system need
to be systematically connected with the routine health
information system.
South Africa has made considerable progress in
strengthening its health management information
systems. For example the District Health Information
System has successfully standardised routine PHC
information. However, there are still major challenges,
two important ones being the absence of an information
culture at all levels of the health system, and the lack
of optimal use of existing information by managers to
inform decision making.
The impact of HIV and TB on improving the health
of women and children cannot be overestimated. The
HIV and TB chapter confirms that as HIV prevalence
in South Africa has increased, so too has the proportion of women with TB, from 34.9% in 1995 to
43.5% in 2004. This increase is coupled with increasing
multi-drug resistant TB (MDR TB) and an emerging
extreme drug resistant TB (XDR TB) epidemic,
emphasising the importance of strengthening the health
system’s ability to diagnose, treat and care effectively for
patients. The chapter recommends implementation of
collaborative care that engages the interconnectedness
of these infections as a strategy to control the twin
epidemics.
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Without community participation, sustainable
improvements in the establishment of high quality
and appropriate service provision and the health of
vulnerable communities are likely to remain elusive.
This is especially so in light of the pervasiveness of the
HIV epidemic and the dependence of many upon home
based care. The last chapter of this section discusses the
findings of research conducted to better understand
how communities can be assisted in leveraging their
strengths and available resources in responding to HIV
and accessing services.

Maternal Child and Women Health:
General
Maternal and Child health is a global priority. Chapter
seven contextualises Maternal and Child health within
an international framework outlining national and
international initiatives, treaties and programmes
including the recent Millennium Development Goals,
which seek to address the health needs of women and
children. International data indicate that despite these
many commitments, the health of mothers and children
remains poor in most developing countries, including
South Africa. The latest national statistics reflect a
steady increase in infant and under-five mortality and
less than optimal maternal health status. The chapter
concludes that multi-sectoral responses are vital for
improving maternal and child health.
Traditionally, sexual and reproductive health services
including family planning have focused almost
exclusively on women. Yet many commentators have
emphasised that the knowledge, attitudes, behaviours
and health of men often play a critical role in determining
the reproductive health of women. Men’s involvement
in issues relating to sexual and reproductive health
services are analysed using both international and local
case studies in chapter nine. The authors conclude that
the involvement of men is crucial not only for protecting
their own health, but also the health of women and
children. Urgent programmes that will engage men in
preventing HIV and sexual violence are called for.
Increasingly the burden of disease in South Africa is
affected by the maturing HIV epidemic. In 2000,
the South African National Burden of Disease (SA
NBD) study found HIV to be the leading cause of
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death among adult men and women in the country.
This remains the case in 2006. In chapter eight,
available data on mortality and morbidity in children
and women are analysed. HIV- related diseases and
non HIV- related TB and pneumonia are the leading
causes of death among women. It is also estimated
that HIV has increased child mortality rates in South
Africa although data are not available to support these
estimates conclusively.

Child Health
Healthy children grow into healthy adults.
Recognising this, the global community has devised
numerous strategies in an attempt to improve the
health of children, including setting the Millennium
Development Goal to reduce under five child mortality
by two thirds. However progress has been slow in
developing countries.
The Review has devoted seven chapters to child health
covering a range of important health issues. Consent
laws delineating children’s access to health care are
reviewed in chapter 10, and specifically the implications
of children requiring the prior consent of a legally
competent third party in order to obtain health care
are analysed. The anticipated lowering of the age of
consent in the upcoming Children’s Act may increase
access to health care for children but is also likely to
add to challenges currently faced by health workers
in assessing maturity and understanding of children
seeking access to health care without the assistance of
an adult.
Chapter 11 focuses on childhood health promotion and
disease prevention activities in South Africa. The major
preventive interventions which include immunisation,
the Integrated Management of Childhood Illness
(IMCI) strategy, childhood infection prevention,
neonatal health and developmental screening, are
discussed. Achievements and challenges in the
implementation of these programmes over the past five
years are highlighted. Improvements in the delivery
of interventions are noted, including the meeting the
90 per cent under-one immunisation coverage goal,
the extension of IMCI services to all districts in the
country and the continued decline in notifiable diseases
in children. The failure to achieve targets in several of

the preventive interventions is attributed to systemic
factors such as staff constraints and the organisation of
service delivery.
Good nutrition is a key foundation of health and
development. Healthy children learn better and are
more likely to grow into productive adults and to break
the poverty and hunger cycle. Food security remains
a challenge for large numbers of South Africans
impacting profoundly on young South Africans, and
placing increased demands on the health system.
Child nutrition, currently being addressed through the
Integrated Nutrition Programme (INP), is discussed in
chapter 12. Targets have been met in the Baby-Friendly
Hospital Initiative; legislation relating to the mandatory
fortification of maize meal and wheat flour with
multiple micronutrients; mandatory iodization of salt;
and the provision of Road-to-Health Charts. However a
number of targets have yet to be met including coverage
of vitamin A through supplementation; legislation
relating to the protection of breastfeeding mothers in
the workplace; and reducing morbidity and mortality
in children from under-nutrition, over-nutrition and
HIV and TB.
HIV and infant feeding remains a contested field in
child health and is an area that starkly highlights
inequity. An HIV positive woman living in a
developed country is likely to have the resources to
choose replacement feeding as a means of eliminating
paediatric HIV. In South Africa where the resources
to ensure safe replacement feeding are often not
available to women, the complex risks and benefits of
breastfeeding versus replacement feeding have to be
carefully weighed. Postnatal transmission of HIV from
mother-to-child through breast milk remains a key
challenge despite the availability of replacement feeds
as part of the national PMTCT programme. Chapter
13 reviews the main infant feeding options for HIV
positive women and concludes that the key challenge is
to implement effective strategies to support women in
their infant feeding choices.
HIV is largely responsible for fuelling child mortality
and reversing gains made in child survival in the last
decade. The number of children receiving antiretroviral
therapy although relatively low is gradually increasing.
However, the management of HIV-infected children
ix

still poses major challenges. Chapter 14 reviews current
paediatric HIV care and identifies key constraints
including low rates of infant diagnosis, lack of access to
cotrimoxazole prophylaxis, lack of sufficiently trained
health care personnel, inadequate facilities, complexity
of treatment recommendations, and drug regimens and
formulations.
Approximately twenty per cent of South African children are estimated to suffer from chronic conditions
such as congenital heart disease and neurological
conditions and need ongoing care. The chapter on
Chronic Conditions in Children analyses progress,
challenges and gaps in providing this care. Improved
implementation of services outlined in the 2002
Policy Framework of Non-Communicable Chronic
Conditions in Children is recommended in order to
improve the management of long term illnesses in
children.
The impact of different policies and legislation on
addressing the needs of children with disabilities is
discussed in chapter 16. The gap between policy and
implementation, for example, the lack of mechanisms
to monitor access to services and the lack of focus on
community level services are just some of the barriers
that perpetuate the exclusion of children with disabilities
from effective preventative, curative and rehabilitation
services.
The last chapter in this section focuses on the health of
older children in a school setting.
The role of school health services and indicators related
to its implementation are discussed and gaps in planning
and evaluation of health promotion programmes are
identified. One key recommendation is to develop
a planned and systematic approach to formulating
health interventions that address the determinants of
behaviours that are putting older children at risk.

Women’s Health
Chapters 18 to 21 address a few key women’s health
issues. Great strides have been made in improving
maternal care. Antenatal care attendance and deliveries
conducted by skilled health worker record high
percentages of 90 and 92 respectively. Despite these
achievements maternal deaths are on the increase,


mostly fuelled the HIV epidemic. Maternal care
strategies should therefore include screening for and
appropriate management of communicable diseases.
In addition postnatal care needs to be prioritised to
ensure that women and newborns are cared for beyond
delivery.
Chapter 19 notes that policies and guidelines supportive
of high quality treatment and care for HIV- infected
women are in place and access to PMTCT, VCT and
ART services has expanded. For many South African
HIV-infected women, decision making in regard to
pregnancy and childbirth is hampered by number of
factors including lack of information on contraception,
interactions between ART, drugs for treatment of
opportunistic infections and lack of knowledge
about their HIV status when they become pregnant.
The chapter recommends a number of strategies for
improving the situation.
Cervical cancer remains the most common cancer
among South African women. Constraints impacting
on the implementation of an effective screening
programme in South Africa, including a lack of
human resource and skills are discussed. Prevention
opportunities offered by the natural history of cancer
should be used to provide better preventative services
and the chapter points to the strategic opportunities
that exist for prevention at both primary and secondary
levels. SA’s screening policy and alternatives approaches
for cytology are discussed.
Mental health issues are usually low on the list of
priorities for health policy makers and planners. The
last chapter in this section provides an overview of
the women’s mental health. Key factors which impact
on mental health status of women including gender
violence, HIV infection, and poverty are discussed.
The chapter reviews the burden of the most disabling
mental conditions including unipolar depression
disorders, schizophrenia, alcohol dependence and panic
disorders. South African policies on women’s mental
health are also briefly reviewed, and recommendations
for policy, practice and research geared to improving
women’s mental health services in the country are
offered.
Lack of data has to some extent impeded the process
of transforming the health system - simply put “if you

P R E FAC E

can’t measure it you can’t change it”. In 2006, the depth
and breadth of information provided in the Health and
Related Indicators Chapter has extended the scope of
data available to decision makers and planners. New
developments include the increased accessibility of
disaggregated data at district level and greater coverage
of the Millennium Development Goals indicators.
However, quality of data, accessibility and inadequate
levels of disaggregation are challenges that still need to
be addressed.
So what has changed for the poor, rural woman or child
who presents to a clinic? In 1996, the ravages that would
be caused by the HIV epidemic, especially to women
and children, the slow progress in addressing poverty
and backlogs of the education system, the challenges of
translating policies into practice, and the impact of an
increasingly complex global environment on national
health systems, had not been fully anticipated. Many
chapters in this Review also highlight the impact of
HIV on health, and the constraints to delivering
appropriate care that are posed by a shortage of skilled
personnel.
However many chapters also bear testament to the
concerted and sustained efforts that have been made to
learn from international experience and to adopt best

practice. There is a sense that progress has been made
in creating the building blocks – legislation, financing
and health information systems – which are vital to the
provision of good quality care. There is also a sense
of sustained progress for components of a number of
programmes.
Perhaps more than anything else the impact of HIV
upon women and children highlights the necessity to
understand the health system as defined by the 1978
Alma Ata Charter. A health system is but only one
of many determinants of health outcomes, alongside
housing, water, nutrition and education, all of which
need to work together if the health of vulnerable
populations is to improve. And indeed many chapters
in this Review call for improved multi-sectoral
initiatives.
We hope that the South Africa Health Review will
provide a practical knowledge resource that can be
utilised by health policy makers and planners, health
workers and other stakeholders interested in health
systems development in tackling challenges associated
with provision of equitable health care delivery. We
also hope that it will stimulate and contribute to
constructive conversation in implementing a national
health agenda that is achievable and sustainable.

Petrida Ijumba and Ashnie Padarath
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1
I

n accordance with the State’s duty to realise the right of access to health care
services, it has adopted a wide range of legislative and other measures. Though
the pace at which these measures have been adopted has been challenged and

criticised by some, there is no doubt that the range of legislative measures presently in
place, if properly implemented, are likely to go a long way in ensuring access to health
care services, in developing a rights framework in respect thereof and ultimately in
holding institutions and individuals accountable for the delivery of efficient and quality
health care services for all South Africans.
This chapter discusses some of the key legislative developments over the past year,
provides an overview of current pending legislation and discusses some of the key
court challenges and legal debates relating to health legislation and policy in the South
African context.
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Introduction
The National Department of Health’s Strategic
Plan 2006/7 to 2008/91 lists the legislation that is
considered to be specifically within the Minister of
Health’s portfolio. The Acts mentioned are shown
in Table 1. Those that are still to be repealed as the
National Heath Act is brought into effect are listed.
Acts that deal with specific areas of policy or practice
or which create statutory and other bodies are listed in
date order. Only the principal Acts are listed. Many of
these Acts have been the subject of Amendment Acts
over the years. In some cases, the names of Acts have
been changed by such amendments.
Table 1:
Acts within the Minister of Health’s portfolio
Fundamental Act(s)

Specific policy areas

Statutory bodies

National Health Act (Act 61 of 2003)

Medicines and Related Substances Act
(Act 101 of 1965)

Pharmacy Act (Act 53 of 1974)

Acts to be repealed by the National
Health Act
✧ National Policy for Health Act (Act
116 of 1990)
✧ Health Act (Act 63 of 1977)
✧ Academic Health Centres Act (Act 86
of 1993)
✧ Human Tissue Act (Act 65 of 1983)

Foodstuffs, Cosmetics and Disinfectants
Act (Act 54 of 1972)

Health Professions Act (Act 56 of 1974)

Hazardous Substances Act (Act 15 of
1973)

Nursing Act (Act 50 of 1978)

Occupational Diseases in Mines and
Works Act (Act 78 of 1973)

Dental Technicians Act (Act 19 of 1979)

Source:

International Health Regulations Act (Act Allied Health Professions Act (Act 63 of
28 of 1974)
1982)
Tobacco Products Control Act (Act 83 of
1993)

South African Medical Research Council
Act (Act 58 of 1991)

Choice on Termination of Pregnancy Act
(Act 92 of 1996)

Medical Schemes Act (Act 131 of 1998)
Council for Medical Schemes Levy Act
(Act 58 of 2000)

Sterilisation Act (Act 44 of 1998)

National Health Laboratory Service Act
(Act 37 of 2000)

Mental Health Care Act (Act 17 of 2002)

Traditional Health Practitioners Act (Act
25 of 2004)

DoH, 2006.1,

In addition, as with all aspects of government, the
Constitution2 provides the guiding framework. More
than a decade has now elapsed since the constitutional
recognition of the right of access to health care services.
The last few years have witnessed the adoption of key
pieces of post-apartheid legislation aimed at giving
effect to this important constitutional right. This
chapter covers the developing legislative framework
at national level aimed at giving effect to the right as
well as the challenges to its implementation, as have
	



Acts passed since 1994 are accessible from
http://www.info.gov.za/documents/acts/index.htm
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been borne out by recent jurisprudence on the subject.
A large number of Regulations and rules relating to
health have been issued in the last year. These are
beyond the scope of this chapter, but remain crucial
elements of a transforming body of law. However,
certain Regulations have been delayed for considerable
periods of time. Notably, draft Regulations published
in terms of the Medicines Act in mid-2004 have yet to
be finalised.3

The Constitutional Framework
Section 27 of the Constitution reads as follows:
“Health care, food, water and social security
(1) Everyone has the right to have access to
(a) health care services, including reproductive
health care;

The Court noted that in assessing whether the State
has complied with its positive obligations, the ultimate
question will be whether the measures taken by the State
are “reasonable”. It formulated the test for establishing
reasonableness as follows:

“A court considering reasonableness will not
enquire whether other more desirable or
favourable measures could have been adopted,
or whether public money could have been better
spent. The question would be whether the
measures that have been adopted are reasonable.
It is necessary to recognize that a wide range of
possible measures could be adopted by the State to
meet its obligations. Many of these would meet the
requirement of reasonableness. Once it is shown
that measures do so, this requirement is met.”
(para 41)

The framework within which the right is protected has
been discussed in detail in the South African Health
Review (SAHR) 2003/20044 and will accordingly
not be repeated in this chapter. We do, however,
examine the standard of ‘reasonableness’ against which
legislation, policy, budgets and programmes within the
health sector fall to be assessed, and the related concept
of the ‘progressive realisation’ of rights.

The Court further observed that mere legislation
is not enough for the State to satisfy its obligations.
Legislation, according to the Court, has to be
supported by well-directed policies and programmes,
which must be reasonable both in their conception and
implementation, in order to ensure compliance with
State obligations (para 42). The Court’s reference to
“reasonable implementation” is a particularly positive
aspect of the judgment as is its specific reference to
the requirements for effective implementation. The
Court observed that effective implementation requires
at least adequate budgetary support by national
government and that it requires that it “plan, budget
and monitor the fulfilment of immediate needs and
the management of crises”. The Court interpreted the
result of a programme that is “effectively implemented”
to be that a “significant number” of desperate people in
need are afforded relief, “though not all of them need
receive it immediately” (para 68).

The Constitutional Court, in Government of the
Republic of South Africa and Others v Grootboom and
Others,5 established certain guidelines in respect of the
State’s constitutional duty to take “reasonable legislative
and other measures” to realise a range of socio-economic
rights. In the first instance, the Court observed that a
duty to take reasonable legislative and other measures
imposes positive obligations on the State and requires
the State to devise a comprehensive and workable plan
to meet its obligations under the subsection.

Although the Court acknowledged that the capacity
of institutions responsible for implementing a
given programme is relevant to the consideration
of reasonableness, it significantly recognised that
a reasonable programme must clearly allocate
responsibilities and tasks to the different spheres of
Government and ensure that the appropriate financial
and human resources are available (para 39). The Court
nevertheless observed that the availability of resources is
an important factor in determining what is reasonable

(b) sufficient food and water; and
(c) social security, including, if they are unable
to support themselves and their dependants,
appropriate social assistance.
(2) The state must take reasonable legislative and other
measures, within its available resources, to achieve
the progressive realisation of each of these rights.
(3) No one may be refused emergency medical
treatment.”



(para 46). It did, however, state that a reasonable part
of the national budget must be devoted to realising
the right in question, and the precise allocation is for
national government to decide in the first instance
(para 66).
Significantly, the Court also analysed the substantive
aspects of the reasonableness test in Grootboom.5 In
particular, it acknowledged that reasonable measures
required special regard for certain vulnerable groups.
It pointed out that if the measures, though statistically
successful, fail to respond to the needs of those most
desperate, they may not pass the test (para 44). It went
on to state that a programme that excludes a significant
segment of society cannot be said to be reasonable (para
43).
The Court also recognised the importance of the
realisation of socio-economic rights to the advancement
of race and gender equality and the evolution of a
society in which men and women are equally able to
achieve their full potential (para 23).
The landmark case that tested these concepts in relation
to health care services in particular was Minister
of Heath and Others v Treatment Action Campaign
and Others (No 2), in which the Court evaluated the
constitutionality of government’s policy decision not
to make antiretrovirals for the prevention of motherto-child transmission generally available to all women
attending public health establishments.6
The following key points can be distilled from the
above:
✦ The ultimate test against which legislative and
other measures are to be assessed is that of
reasonableness.
✦ Legislation, policies and programmes must
be reasonable both in their conception and
implementation.
✦ Reasonable measures require special regard for
certain vulnerable groups.
✦ A failure to respond to the needs of those most
desperate may not pass the test.
✦ The needs of women and children fall within the
purview of vulnerable groups.
Developments in the last year are assessed with this
framework in mind.


National Legislation
In her briefing to the National Assembly Portfolio
Committee in March 2005, the Minister laid out an
extensive legislative programme for the 2005 sessions.
While some of those Bills have yet to be tabled, progress
has been made with others. Each proposed Bill and
the progress made to date are listed in Table 2. Those
that have been passed or tabled are then dealt with in
more detail. First, progress with the implementation of
legislation already passed is tracked.
Table 2:
Minister’s briefing to the Portfolio Committee, 8 March
2005 – progress to date
Identity of Bill / Act

Status as at September 2006

Nursing Bill

Bill 26D of 2005 passed by
Parliament (dealt with as a
section 76 Bill); assented to by
the President in May 2006 and
designated as Act 33 of 2005; not
yet promulgated

Health Professions
Amendment Bill

Tabled April 2006 (Bill 10 of 2006)
as a section 75 Bill; hearings held
by the National Assembly Portfolio
Committee on Health and amended
Bill accepted

Tobacco Products
Control Amendment
Bill

Tabled September 2006 (Bill 24 of
2006) as a section 75 Bill

Medical Research
Council Amendment
Bill

Not yet tabled or published in draft
form

Medicines and
Related Substances
Amendment Bill

Not yet tabled or published in draft
form

Pharmacy
Amendment Bill

Not yet tabled or published in draft
form

Allied Health
Professions
Amendment Bill

Not yet tabled or published in draft
form

Foodstuffs, Cosmetics Tabled in October 2005 (Bill 35 of
and Disinfectants
2005) as a section 76 Bill; currently
Amendment Bill
before the National Council of
Provinces
South African Red
Cross Society and
Legal Protection of
Certain Emblems Bill

Tabled September 2006 (Bill 25 of
2006) as a section 75 Bill

Risk Equalisation
Fund Bill

Not yet tabled or published in draft
form

Other legislation of relevance to health has included the
2010 FIFA World Cup South Africa Special Measures
Bill (Bill 13 of 2006).
	

Details of the legislative process can be accessed at
http://www.pmg.org.za/parlinfo/sectionb3.htm
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The National Health Act (Act 61 of
2003)7
The SAHR 2005 reported in depth, on the content of
the National Health Act, noting that some sections, but
not all, had been brought into effect: “While this move
is significant, the impression has been created that
some real challenges still lie ahead and that much still
needs to be clarified. Draft Regulations, covering the
necessary detail that would allow those sections as yet
not promulgated to come into effect, were reported to
be almost ready to be published for public comment”.8
The direct link with the constitutional requirements
described above can be seen in section 3 of the Act,
which requires that “the national department, every
provincial department and every municipality” must
establish such health services as are required in terms of
the Act, and that “all health establishments and health
care providers in the public sector” must equitably
provide health services within the limits of available
resources. It has been noted that a fairly controversial
provision in Chapter 6 of the Act is that provided for
by section 36, which provides for certificates of need.
In terms thereof, a person may not establish or operate
a health establishment or health agency or provide
prescribed health services without being in possession
of a certificate of need. The objective of this provision
is clearly to ensure the equitable and fair distribution of
and access to health care services within the country.
In terms of section 39, the Minister is obliged (after
consultation with the National Health Council)
to make Regulations in respect of a number of key
aspects pertaining to certificates of need, including
the requirements for issue or renewal thereof. It is
thus unfortunate that more than a year since the
adoption of the National Health Act has now elapsed
and the provisions of Chapter 6, which are vital to the
development of an equitable health system, have still
not come into operation.
Where subordinate legislation is required (such as
Regulations), the implementation of the National Health
Act has been slow. No Regulations have been adopted
as yet under the National Health Act, nor have any been
published either in draft form or for public comment.
This is an area that falls to be carefully monitored by
individuals and groups working in the sector, as such
Regulations must, in terms of the National Health

Act, be published for comment at least three months
before their contemplated date of commencement.
Accordingly, the adoption of Regulations presents an
important opportunity for public participation aimed
at informing the content of such Regulations.
Where Regulations appear to be contemplated but are
not in place, the authorities have, however, indicated a
willingness to use such sections as are already in effect.
This was apparent during the debate surrounding
the management of a patient with extremely drug
resistant tuberculosis (XDR-TB), who had discharged
herself from a Gauteng hospital. The provincial health
authorities indicated that section 7 of the National
Health Act would have been invoked, if necessary.
Sections 7 to 9 of the National Health Act, which are
already in effect, provide for such treatment without
consent. The wording of section 9(1) would seem to
signal the intention to develop Regulations regarding
the details of information to be provided. Such
Regulations are not in place, nor have these provisions
been tested in law.
Inaugural meetings of some structures contemplated
in the Act (such as the National Consultative Health
Forum) have been held, but other important structural
elements remain slow to come to fruition (such as the
Office of Standards Compliance and the requisite
Inspectorates). As can be seen, this is also a feature of
other legislation, notably the Mental Health Care Act.

Mental Health Care Act (Act 17 of
2002)9
The Mental Health Care Act was assented to on
28 October 2002 and came into operation on 15
December 2004. Regulations were first published
(under GN R1467 in GG 27117) on 15 December 2004
and subsequently corrected by Regulations published
on 11 February 2005 (GN R98 in GG 27236). Chapter
4 provides for the establishment of Mental Health
Review Boards. The Member of the Executive Council
(MEC) responsible for heath services in a province
must, after consultation with the head of the provincial
department concerned, establish a Review Board in
respect of every health establishment providing mental
health care, treatment and rehabilitation services in
	

Details of this meeting are accessible at
http://www.doh.gov.za/docs/misc/nhcf.html



that province. A degree of flexibility is provided for
as the Review Board may be established for a single,
a cluster or all health establishments providing mental
health care services in that province. The powers and
functions of the Review Board include, amongst a wide
range, considering appeals against decisions of the head
of a health establishment; making decisions with regard
to assisted or involuntary mental health care; treatment
and rehabilitation services and considering reviews and
making decisions on assisted or involuntary mental
health care users. It is therefore of concern to note
that the Strategic Plan of the Department of Health
2006/7 to 2008/9 reported that the implementation of
Mental Health Review Boards had been particularly
slow, as some provinces had been unable to muster the
resources required.1

The Nursing Act (Act 33 of 2005)10
The Nursing Act, unlike other Acts dealing with
statutory health councils, does not amend the Nursing
Act (Act 50 of 1978), but will, once brought into effect,
replace that Act in its entirety. The Act was assented
to by the President in May 2006, but has as yet not
been promulgated. No draft Regulations have yet been
published for comment.
Two aspects of the Act generated much debate during
the process of parliamentary hearings. The first related
to the manner in which the Nursing Council was to
be appointed. In the past, members of the Nursing
Council, like those of other statutory health councils,
have been either elected by nurses or appointed by the
Minister of Health. Citing the costs involved, the low
voter turnout in the previous elections, and the challenge
of transforming a council when the membership of the
profession was as yet not reflective of the demographics
of the country, the drafters of the Nursing Act replaced
this with a nomination and appointment system:
“Composition and dissolution of Council
5. (1) (a) The Council consists of not more than 25
members, of whom 14 must be registered in
terms of section 31(l)(a) and (b), appointed
by the Minister taking into account their
expertise in nursing education, nursing,
community health, primary health care,
occupational health and mental health.


(b) Of the 25 members –
(i) one person must be an officer of the
national department;
(ii) one person must have
knowledge of the law;

special

(iii) one person must have special
knowledge of financial matters;
(iv) one person must have
knowledge of pharmacy;

special

(v) one person must have
knowledge of education;

special

(vi) one person must have knowledge of
consumer affairs;
(vii) three persons
communities;

must

represent

(viii) one person must be registered in
terms of section 31(l)(c); and
(ix) one person must be registered in terms
of section 31(l)(d).
(2) (a) The members must be appointed by the
Minister on the basis of nominations made
by interested parties, after publication of a
notice in the Gazette inviting nominations
for new members.
(b) If the Minister receives no nomination or
an insufficient number of nominations
within the period specified in the
invitation, the Minister may appoint the
required number of persons who qualify
to be appointed in terms of subsection
(1).”
While it easy to see how the interests of various
categories of nurses, such as professional nurse
(registered in terms of section 31(1)(a)), midwives
(section 31(1)(b)), staff nurses (section 31(1)(c)) and
auxiliary nurses (section 31(1)(d)), were to be balanced,
the exact process whereby “interested parties” could
make nominations is not obvious. Considerable power
was vested in the Minister, not only to make a choice
between nominated members, but also to dissolve the
Council and to exercise the powers of the Council.
Section 5(7)(b) holds that “All the functions of the
Council are vested in the Minister until a new Council
is appointed”.
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Chapter 2 of the Act regulates education, training,
research and practice within the nursing profession.
Chapter 3 regulates the powers of the Council with
regard to unprofessional conduct. The Council is
given the power to conduct an inquiry into charges
of unprofessional conduct and may institute an
inquiry into any complaint, charge or allegation of
unprofessional conduct. Significantly, in the absence
of a complaint, charge or allegation, the Council may
institute an inquiry into any alleged unprofessional
conduct that comes to its notice – in other words the
Council may undertake an inquiry in the absence of
a formal complaint or charge. If the Council doubts
whether an inquiry should be held in connection with a
complaint, charge or allegation, it may consult with or
seek information from any person, including the person
against whom the complaint, charge or allegation has
been lodged, to determine whether an inquiry should
be held. The Act also regulates the procedure to be
adopted by the Council in respect of the inquiry.
The second section of the Act that elicited considerable
input related to the prescribing and dispensing
privileges afforded to professional nurses, midwives
and staff nurses. Instead of replacing section 38A of the
existing Act with a reference to the provisions outlined
in the Medicines and Related Substances Act (Act 101
of 1965), the drafters chose to retain both provisions:
“Special provisions relating to certain
nurses
56. (1) Despite the provisions of this Act or any other
law, the Council may register a person who is
registered in terms of section 3l(l)(a), (b) or (c)
to assess, diagnose, prescribe treatment, keep
and supply medication for prescribed illnesses
and health-related conditions, if such person –
(a) provides proof of completion of prescribed
qualification and training;
(b) pays the prescribed registration fee; and
(c) complies with subsection 6.
(2) The Council must issue a registration certificate
to a person who complies with the requirements
referred to in subsection (1).

(3) The registration certificate referred to in
subsection (2) is valid for a period of three
years.
(4) The Council may renew a registration certificate
referred to in subsection (2) subject to such
conditions as the Council may determine.
(5) A person registered in terms of subsection (1)
may
(a) acquire, use, possess or supply medicine
subject to the provisions of the Medicines
and Related Substances Act, 1965 (Act
No. 101 of 1965); and
(b) dispense medicines subject to the provisions
of the Medicines and Related Substances
Act, 1965.
(6) Despite the provisions of this Act, the said
Medicines and Related Substances Act, 1965,
the Pharmacy Act, 1974 (Act No. 53 of 1974),
and the Health Professions Act, 1974 (Act No.
56 of 1974), a nurse who is in the service of –
(a) the national department;
(b) a provincial department of health;
(c) a municipality; or
(d) an organisation performing any health
service designated by the Director-General
after consultation with the South African
Pharmacy Council referred to in section 2
of the Pharmacy Act, 1974, and who has
been authorised by the Director-General,
the head of such provincial department of
health, the medical officer of health of such
municipality or the medical practitioner
in charge of such organisation, as the case
may be, may in the course of such service
perform with reference to –
(i) the physical examination of any
person;
(ii) the diagnosing of any physical defect,
illness or deficiency in any person; or
(iii) the keeping of prescribed medicines
and their supply, administering
or prescribing on the prescribed
conditions; any act which the said


Director-General, head of provincial
department of health, medical officer
of health or medical practitioner, as the
case may be, may, after consultation
with the Council, determine in general
or in a particular case or in cases of a
particular nature, if the services of a
medical practitioner or pharmacist,
as the circumstances may require, are
not available.
(7) A person contemplated in subsection (1) is not
entitled to keep an open shop or pharmacy
(8) For the purpose of subsection (7) “open shop”
means a situation where the supply of medicines
and scheduled substances to the public is not
done by prescription by a person authorised
within the scope of practice concerned to
prescribe medicine.”
Quite how the apparent conflict between the sentiments
of section 56(5) and 56(6) will be resolved is not clear.
Confusing signals have also been sent to provincial
departments of health, which have variously been told
to ensure that all nurses who dispense complete the
supplementary training contemplated in the Medicines
Act and apply for a dispensing licence, or to continue
to use section 38A of the existing Nursing Act until the
new Act comes into effect.

Health Professions Amendment Bill
(Bill 10 of 2006)11
Although the principal Acts of other statutory health
councils had been identified for amendment, the
first of these to be tabled was the Health Professions
Amendment Bill, in April 2006.
As with the Nursing Act, the major debate in relation
to this Bill during the public participation process
revolved around the abolition of direct election by
those registered in terms of the Act of members of
the professional boards. The Bill proposed to replace
election of the majority of the members of each board
with appointment, after a process of nomination to the
Minister:

10

“13. Section 15 of the principal Act is hereby
amended:
(c) by the substitution in subsection (5) for paragraph
(a) of the following paragraph:
‘‘(a) the [majority] appointment of the members of a
professional board [to be elected] by the Minister on
the basis of nominations made by the members of the
health profession or professions involved;’’
The words in bold in square brackets would be deleted,
to be replaced by the underlined text.
Another controversial change involved replacing the
word “in” with the word “after” in relation to the
consultation process required before the Minister
makes Regulations relating to unprofessional conduct:
“52. Section 61 of the principal Act is hereby
amended –
(a) by the substitution in subsection (1) for the words
preceding paragraph (a) of the following words:
‘‘The Minister may, [in] after consultation with the
council, make Regulations relating to –’’ ”
The original wording had been the subject of
considerable debate in 1997, when the last substantive
amendments to the Acts creating the various statutory
health councils were passed. At the time it was felt that
the Minister should not be held hostage by a council,
for example by a wording to the effect that Regulations
could only be made “on the recommendation” of the
council. Equally, it was held that “after consultation”
implied that the council had little role to play, whereas
“in consultation” denoted a cooperative process. The
amendment proposed to this Act would mirror that
accepted in the new Nursing Act (Act 33 of 2005).
Despite opposition, it survived the first hurdle posed
by the Portfolio Committee and its hearings. It is thus
anticipated that similar provisions will be enacted
in relation to the elections and regulation-making
processes provided for in the Pharmacy Act, the Allied
Health Professions Act, and the Dental Technicians
Act. It remains to be seen whether similar attempts in
relation to the legal profession will survive challenges
that these constitute an unacceptable diminution of the
independence of the profession, and thus, potentially,
of the judiciary. Also controversial was the inclusion
in the grounds for disqualification from membership
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of the Council of anyone who was or who became
“a provincial or national office bearer or employee of
any party, organization or body of a political nature”.
Other grounds for dismissal added were acting “in a
manner that will prejudice the interests of the council”
and being “an office bearer of an organisation that has
a conflict of interest with the council”.
As with in the Nursing Act, this Amendment Bill
empowers the Minister to dissolve the Council under
certain circumstances. It also clearly establishes a
hierarchy of policy, as explained in the Memorandum:
“The Bill aims to –
(a) make clear and more comprehensive the objects
and functions of the council in order to ensure
that the objectives are achieved and are in line
with the national health policy determined by the
Minister”.
The Bill also addresses a number of technical issues
that have arisen, such as the need to exempt certain
persons from community service. At least one issue
identified in the Memorandum seems to have been
omitted from the Act – the promised provision that
would “accentuate the provisions of the Medicines and
Related Substances Act, 1965 (Act No. 101 of 1965)
in so far as this Act regulates the compounding and
dispensing of medicines and the prohibition of keeping
an open shop or pharmacy”.

Foodstuffs, Cosmetics and
Disinfectants Amendment Bill (Bill
35 of 2005)12
The Foodstuffs, Cosmetics and Disinfectants
Amendment Bill was tabled in late 2005 and is
currently before the National Council of Provinces.
As explained in the Memorandum to the Bill, it aims
to authorize medical practitioners, environmental
health practitioners and veterinarians to administer
certain provisions of the Act, as opposed to only health
inspectors employed by local authorities. While many
of the provisions of the Bill are of a purely technical
nature, two definitions have been corrected that have
wider relevance. These are now to read as follows:
✦ ‘cosmetic’ means any article, preparation or
substance (except a medicine as defined in the
Medicines and Related Substances Act, 1965 (Act

No. 101 of 1965) intended to be rubbed, poured,
sprinkled or sprayed on or otherwise applied to the
human body, including the epidermis, hair, teeth,
mucous membranes of the oral cavity, lips and
external genital organs, for purposes of cleansing,
perfuming, correcting body odours, conditioning,
beautifying, protecting, promoting attractiveness
or improving or altering the appearance, and
includes any part or ingredient of any such article
or substance.
✦ ‘foodstuff’ means any article or substance (except a
medicine as defined in the Medicines and Related
Substances Act, 1965 (Act No. 101 of 1965)
ordinarily eaten or drunk by a person or purporting
to be suitable, or manufactured or sold, for human
consumption, and includes any part or ingredient
of any such article or substance, or any substance
used or intended or destined to be used as a part or
ingredient of any such article or substance
The import of these definitions is that any substance
that fits the definition of a medicine, as stated in the
Medicines Act, cannot be claimed to be either a cosmetic
or a foodstuff. Products that exist at the boundaries
of these definitions, such as ‘cosmeceuticals’ and
‘nutriceuticals’ should thus be regulated as medicines,
if they fit the definition of a medicine. In terms of the
Medicines Act, a ‘medicine’ means “any substance or
mixture of substances used or purporting to be suitable
for use or manufactured or sold for use in:
✦ the diagnosis, treatment, mitigation, modification
or prevention of disease, abnormal physical or
mental state or the symptoms thereof in man; or
✦ restoring, correcting or modifying any somatic or
psychic or organic function in man, and includes
any veterinary medicine”.13

Tobacco Products Control
Amendment Bill (Bill 24 of 2006)14
The latest in a series of Tobacco Bills was tabled in
September 2006, and has elicited strong reactions from
a wide range of stakeholders. The stated intent of the
Bill is to “amend the Tobacco Products Control Act,
1993 (Act No. 83 of 1993) … to bring it in line with
the World Health Organization(WHO) Framework
Conventions on Tobacco Control, to which South
11

Africa is a signatory”. The Memorandum also states
that the Bill “intends to close loopholes that exist in
the current legislation. These loopholes are exploited
by the tobacco industry and make prosecutions for
contraventions of the Act very difficult”.
The most fundamental change is probably in the
definition of a ‘tobacco product’, which will now
read as follows: “‘tobacco product’ means a product
containing tobacco that is intended for human
consumption, and includes, but is not limited to, any
device, pipe, water pipe, papers, tubes, filters, portion
pouches or similar objects manufactured for use in
the consumption of tobacco”. The previous definition
included only products “manufactured from tobacco
and intended for use by smoking, inhalation, chewing,
sniffing or sucking”. Other definitions altered are those
for ‘organised activity’, ‘public place’ and ‘workplace’.
New definitions are introduced for ‘brand element’,
‘composition’, ‘emission’, ‘ingredient’, ‘manufacturer’
and ‘public conveyance’.
The prohibition on smoking in a public place has
been widened to include “any area within a prescribed
distance from a window of, ventilation inlet of, doorway
to or entrance into a public place”. In addition, smoking
may be prohibited by the Minister in “any prescribed
outdoor public place, or such portion of an outdoor
public place … where persons are likely to congregate
within close proximity of one another or where smoking
may pose a fire or other hazard”.
Much media attention has focused on the considerable
increases in the maximum fines that may be levied for
contraventions of the Act. Fines of up to R1 million
are to be provided for by the Amendment Bill. Failure
to comply with requirements to display the prescribed
signs in a public space may attract a fine not exceeding
R50 000, where before this was limited to R200.

South African Red Cross Society and
Legal Protection of Certain Emblems
Bill (Bill 25 of 2006)15
Also tabled in early September 2006, this Bill provides
for statutory recognition of the South African Red
Cross Society and its emblems (the red cross and the
red crescent, but not, as yet, the red crystal). The Bill
generally prohibits the use of these symbols by anyone
12

“not connected with the International Red Cross and
Red Crescent Movement or any body forming part
of that movement”, but allows for certain exceptions.
For example, the Minister of Defence may allow use
of such an emblem by the National Defence Force.
The Minister’s briefing in March 2005 indicated
that the Bill would “ensure there is no duplication of
services around rescue and disaster management”. Two
provisions in the Bill would seem to address this issue.
The Bill provides that “if so requested, the Society
may place its medical personnel and resources at the
disposal of the State”. Regulations are contemplated
which will prescribe how civilian persons are authorised
to employ an emblem during a time of armed conflict
or during times of peace. Such Regulations may not be
in conflict with the Act or International Conventions
(Geneva Convention for the Amelioration of the
Condition of the Wounded and Sick in Armed Forces
in the Field; Geneva Convention for the Amelioration
of the Condition of Wounded, Sick and Shipwrecked
Members of Armed Forces at Sea; Geneva Convention
relative to the Treatment of Prisoners of War; Geneva
Convention relative to the Protection of Civilian
Persons in Time of War).

Jurisprudence
Two challenges highlighted in the SAHR 2005
have been brought to some degree of finality in the
past year. These are the challenges to the medicine
pricing Regulations issued in terms of the Medicines
and Related Substances Act and to the Choice on
Termination of Pregnancy Act. A third issue, with
direct relevance to the reasonableness of actions taken
by a government department, has unfolded in relation
to prisoners’ access to antiretroviral treatment.

Minister of Health and Another v
New Clicks South Africa (Pty) Ltd
and Others16
The Medicines and Related Substances Act (“the
Medicines Act”) was first enacted in 1965. It has been
amended on no less than 15 different occasions since
then. From 1965 until 1997 the main focus of the
Medicines Act was ensuring the efficacy, safety and
quality of medicines. In 1997 measures were introduced

1
H E A LT H L E G I S L AT I O N A N D P O L I C Y

into the legislation directed towards making medicines
more affordable, in accordance with the State’s
constitutional obligation to provide everyone with
access to health care services. The newly introduced
measures made provision for controls to be introduced
in respect of the production, importation, distribution
and sales of medicines, the relaxation of certain patent
restrictions, the promotion where possible of generic
substitution of medicines, and the establishment of a
Pricing Committee to make recommendations for the
introduction of a pricing system for all medicines sold
in the Republic.
The SAHR 2005 outlined the early stages of the court
challenges to the pricing Regulations.8 Initially, two
legal challenges to these Regulations were launched,
and were heard simultaneously by a full bench of the
Cape High Court in June 2004. In August 2004 the
applications were dismissed, with one of the three judges
dissenting. An appeal was then heard by the Supreme
Court of Appeal on 30 November 2004. The Supreme
Court of Appeal ruled in favour of the applicants, and
declared the pricing Regulations invalid and of no force
and effect on 20 December 2004. The Minister then
appealed to the Constitutional Court. The judgment of
the Constitutional Court was delivered on 30 September
2005. This judgment is extensive (running into some
250 pages) and will accordingly not be discussed at any
great length. Two aspects are highlighted:
✦ The lawfulness of the pricing system provided for
in the Regulations; and
✦ The “appropriateness” of the dispensing fee for
pharmacists.
The lawfulness of the pricing system provided for in
the Regulations
The Regulations provided for a pricing system for
medicines and scheduled substances with the aim
of making medicines more affordable. The system
envisaged a “single exit price” (SEP) for the sale of each
medicine that was sold by a manufacturer or importer.
The SEP thus established became a fixed price at which
the manufacturer or importer had to sell the product.
However, the wholesalers and distributors were entitled
to a logistics fee for their services (to be paid by the
manufacturer or importer) and the pharmacists were
entitled to an “appropriate” dispensing fee for their

services. The result was that medicines would become
available to all consumers, other than the State,
wherever they were, and whoever they might be, and
from whatever source they were supplied, at the SEP
and a transparent and easily understood dispensing fee.
The pharmacies contended (amongst other contentions)
that the Regulations introduced a system of price
control that was not authorised by section 22G or any
other provision of the Medicines Act and was therefore
unlawful.
The Court unanimously held that section 22G of the
Medicines Act not only permitted, but in fact required,
price control measures to be made that affected all
parties in the distribution chain, based on the wording
of the relevant provisions of the Act and accordingly
held that there was no substance in the submission
that section 22G does not contemplate price control
measures.
An ‘appropriate dispensing fee’ for pharmacists
Section 22G(2)(b) of the Medicines Act authorised
the Minister, on the recommendation of the Pricing
Committee, to make Regulations ‘on an appropriate
dispensing fee to be charged by a pharmacist or by a
person licensed in terms of section 22C(1)(a) of the
Medicines Act’. It was contended by the pharmacies
that the dispensing fees thus prescribed were not
“appropriate” and that these Regulations were
accordingly invalid. The applicants (the Minister and
the chairperson of the Pricing Committee) contended
that Courts were ill-equipped to deal with economic
matters and ought not to sit in judgment on what were
essentially political decisions taken by the Executive in
making Regulations.
The majority of the Court (six judges) held that a Court
should not refrain from examining the lawfulness of
the dispensing fee simply because the decision as to
what it should be involved economic and political
considerations. The Court further held that the
purpose of section 22G of the Medicines Act, read in
the context of the Medicines Act as a whole, was to
enhance the accessibility and affordability of medicines.
This was an obligation of the State, which, in terms
of section 27 of the Constitution, was obliged to take
reasonable measures to enhance access to health care.
The Court further held that section 22G required the
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measures taken to achieve this end to be ‘appropriate’.
According to the Court, the cost of medicine was
relevant to accessibility, but it was not the only factor.
The medicine had to be available to those who required
it. Pharmacies were an essential component of the
distribution chain. If pharmacies went out of business,
the Court noted, accessibility to medicines would be
impaired. According to the Court, an appropriate fee
was thus one which at least struck a balance between
these requirements of cost and availability.
The Court reaffirmed that accountability, responsiveness and openness on the part of government were
foundational values of the Constitution. An allegation
had been made by professional organisations
representing pharmacists that the dispensing fee would
destroy the viability of pharmacies, and impair access
to health care. That allegation was supported by a
sufficient body of evidence to show that this was a real
possibility. In the circumstances, the Court held that
the applicants were under an obligation to explain how
they had satisfied themselves that this would not be the
result of the dispensing fee prescribed in the Regulations.
The Court observed that despite being the only persons
who could provide this information, they failed to do
so. Absent such explanation, the Court concluded that
there was sufficient evidence on record to show that the
dispensing fee was not appropriate (para 404).
The aspects of the judgment highlighted above
demonstrate three important issues in respect of
the State’s attempt to ensure access to affordable
medication:
✦ the Medicines Act requires the adoption of price
control measures;
✦ notwithstanding the fact that such price control
measures involved economic and policy issues, they
are still subject to review by a Court in terms of
whether they constitute “reasonable measures” in
terms of the Constitution; and
✦ the State bears the obligation of demonstrating
the appropriateness of a dispensing fee, and that
notwithstanding, in this matter, it had failed to
proffer any explanation in this regard. Accordingly,
the Court concluded that the evidence on record
was sufficient to show that the dispensing fee was
not appropriate.
14

The consequence of this judgment has been that
new Regulations have been published, making such
changes as were mandated by the Court. In addition,
opportunities for input on what would constitute a
‘reasonable’ dispensing fee were created and draft fees
published for comment. The Minister is expected to
publish the final regulations outlining the dispensing
fee in late September 2006. This process is, however,
not yet complete, as the Minister has indicated a
desire to cap the logistics fee. In addition, a process
of international bench-marking of medicine prices
is expected to be followed by the introduction of a
reference pricing system. The SEPs have not been
adjusted since 2004, when they were based on 2003
prices. A maximum allowable increase in the SEP is
also expected to be announced, as will be done annually
thereafter.
The entire medicine pricing system also rests on a
prohibition on certain marketing practices. Section 18A
of the Medicines and Related Substances Act13 states
that “no person shall supply any medicine according
to a bonus system, rebate system or any other incentive
scheme”. Once the pricing system is in place, strict
enforcement of this provision can be expected.

Doctors for Life International v
Speaker of the National Assembly and
Others17
The SAHR 2005 covered the challenge mounted by
the Christian Lawyers Association to the Choice on
Termination of Pregnancy Act.8 In what could be
seen as another attempt to secure the same outcome,
Doctors for Life International (DFL) applied directly
to the Constitutional Court in order to challenge the
constitutional validity of a number of health-related
Bills. The Bills involved were the Sterilisation
Amendment Bill, the Traditional Health Practitioners
Bill, the Choice on Termination of Pregnancy
Amendment Bill and the Dental Technicians
Amendment Bill. In its application, DFL argued that
the required public participation process had not been
followed in respect of these four Bills, and in particular
that the National Council of Provinces (NCOP) had
failed to allow for public hearings in the provinces. The
Court unanimously found that it was the only court
that could hear such an application. On the grounds
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that such a challenge could only be entertained in
respect of a Bill that had been passed and assented to by
the President, the court dismissed the challenge relating
to the Sterilisation Amendment Act (which was in Bill
form when the challenge was mounted). As the other
three Acts had been passed and signed into law when
the challenge was mounted, the Court held that it was
competent to grant relief and to declare these laws
invalid. In a judgment in which the majority of the
Court concurred, Ngcobo J confirmed that the NCOP
had an important role to play in the national law-making
process, and that there was an obligation on Parliament
to facilitate reasonable public involvement in that
process. Given the degree of public interest expressed in
the Traditional Health Practitioners Act and the Choice
on Termination of Pregnancy Amendment Act, he held
that the NCOP’s failure to hold public hearings, as was
contemplated in section 72(1)(a) of the Constitution,
was unreasonable. In contrast, as the degree of public
interest in the Dental Technicians Amendment Act
was of a far lower magnitude, the NCOP was not held
to have acted unreasonably in not inviting written
representations or holding public hearings. Accordingly,
the Traditional Health Practitioners Act and the Choice
on Termination of Pregnancy Amendment Act were
declared to be invalid, but the order of invalidity was
suspended for a period of 18 months. This would allow
Parliament to follow the processes contemplated by
the Constitution in respect of their adoption. It bears
mention that the judgment only bore relevance to the
Choice on Termination of Pregnancy Amendment Act.
The principal Act, which affords the right to choice in
respect of termination of pregnancy, is still intact and
not affected by this judgment.
While dissenting judgments pointed out that
compliance with every step of the legislative process,
including processes for public participation, were
desirable but could not be considered to be constitutional
requirements, the majority judgment has provided a
nuanced interpretation of such a requirement. In cases
where public interest in a piece of legislation is intense,
it would be unreasonable for the legislatures not to
provide opportunities for debate and deliberation. This
may well have considerable time implications, especially
where Bills are certified as section 76 Bills (ordinary
Bills that affect the provinces) but is nonetheless a
product of a democratic legislative process.

The Westville Prison Antiretroviral
Access Case18,
In May 2006, the Aids Law Project lodged an urgent
application in the Durban High Court seeking the
removal of all restrictions that were preventing 15
inmates at the Westville Prison in KwaZulu-Natal
from accessing the necessary antiretroviral treatment.
In July 2006, an interim execution order was issued
by Judge Pillay, compelling the prison to provide such
treatment. The Department of Correctional Services
(DCS) and the Westville Prison authorities were also
ordered to indicate, both to the prisoners and to the
court, how treatment access was to be effected. The
DCS then applied for leave to appeal against the judge’s
order. In his response to that application, Judge Pillay
made reference to the Grootboom case, citing Yacoob
J: “The formulation of a programme is only the first
stage in meeting the State’s obligation. The programme
must also be reasonably implemented. An otherwise
reasonable programme that is not implemented
reasonably will not constitute compliance with the
State’s obligations”. The application for leave to appeal
was rejected by Judge Nicholson in August 2006. In
addition to ordering the authorities to immediately
provide antiretroviral treatment to those prisoners in
need at Westville Prison, the judge made a very strong
statement about what he considered to be contempt of
court on the part of the government (referring to the
decision not to comply with the requirement to submit
a plan of action): “If the Government of the Republic of
South Africa has given such an instruction then we face
a grave constitutional crisis involving a serious threat
to the doctrine of the separation of powers. Should
that continue the members of the judiciary will have
to consider whether their oath of office requires them
to continue on the bench” (para 33). A new date was
set for the submission of the required plan of action
and this was subsequently met. An opportunity was,
however, created for the initial applicants to provide
comment on the plan, which they did. A number of
defects were identified.

	

Extensive material relating to this case can be accessed at http://
www.alp.org.za (accessed18 September 2006).

15

National Policies and Plans
Two policy areas have dominated debate in the past
year – the Human Resource Plan19 and the Health
Charter.
Chapter 7 of the National Health Act gives the Minister
of Health a mandate to take concrete steps to develop
and manage the national health system. Despite the
progress made by the Department of Health (DoH),
there is an overall shortage of health personnel as well
as inequitable distribution between urban and rural
areas and between the public and private sectors. The
national human resources plan for health seeks to
address these challenges.
The Plan is based on 11 core guiding principles which
include the following:
✦ Stewardship for health care lies with the national
DoH.
✦ South Africans must enjoy a reliable supply of
skilled and competent health professionals for selfsufficiency.
✦ Planning and development of human resources
linked to the needs and demands of the health
system must be strengthened.
✦ The optimal balance, equitable distribution and
use of skilled health professionals to promote access
to health services must be developed.
✦ Health workers must have the capacity and
appropriate skills to render accessible, appropriate
and high quality care at all levels.
✦ Work environments must be conducive to good
management practice in order to maximise the
potential for the health workforce to deliver good
quality health services.
✦ South Africa’s role in international health issues
contributing to leadership, scientific advances and
global health professions is critical.
✦ SA contribution, in the short to medium term, to
the global health market must be managed in such
a way that it contributes to the skills development
of health professionals.
✦ Mobilisation of funding to ensure successful
implementation of the Plan.
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✦ The DoH must ensure that it has the technical
expertise necessary to lead health workforce
planning.
✦ There must be reasonable remuneration of health
professionals and attractive working conditions to
enable them to regard the public health sector as
employer of choice.
Translating the Human Resource Plan from paper to
action will require considerable effort.
Another of the challenges facing the sector is the need
to advance transformation and to better coordinate
the efforts of the public and private health sectors. A
process of negotiating a Health Charter is underway
at present. The parties to the Health Charter desire to
facilitate and effect transformation of the health sector
in the following key areas: access to health services;
equity in health services; quality of health services, and
black economic empowerment. Considerable progress
has been made in moving from the initial draft Charter
document to a version more acceptable to the various
parties involved.20,21 The Revised Draft Health Charter
states that the parties agree to “create for South Africa a
health system that is coherent, patient-centred, efficient,
cost-effective and quality driven and which optimises
the utilisation of public and private sector resources
within the health system for the benefit of the entire
population”. A Charter Council is envisaged, perhaps
related in some way to the National Consultative
Health Forum.

Conclusion
In accordance with the State’s duty to realise the right
of access to health care services, it has adopted a wide
range of legislative and other measures. Though the pace
at which these measures have been adopted has been
challenged and criticised by some, there is no doubt
that the range of legislative measures presently in place,
if properly implemented, are likely to go a long way in
ensuring access to health care services, in developing
a rights framework in respect thereof and ultimately
in holding institutions and individuals accountable for
the delivery of efficient and quality health care services
for all South Africans.
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Act, conflict with legally binding commitments the former apartheid regime
negotiated under the World Trade Organization’s General Agreement on Trade

in Services. This trade treaty conflict threatens to undermine the legislation and, if left

unresolved, would make meeting the health needs of the majority of the population
more difficult. South Africa has several options for resolving this conflict in favour of
its health policy imperatives, but each entails risk. South Africa’s dilemma should serve
as a worldwide warning that health policy-makers, governments and citizens need to be
far more attentive to international treaties governing services and ongoing negotiations
to expand them. Hopefully, this increased awareness will spur action to ensure that
South African health policy initiatives can proceed without World Trade Organization’s
General Agreement on Trade in Services interference.

T h e G ATS a n d Sou t h A f r ic a’s
Nat iona l H e a lt h Ac t

I

mportant aspects of South Africa’s flagship health legislation, the National Health

Author
Scott Sincl air

Canadian Centre for Policy Alternatives

19

Introduction1
In July 2004, South Africa (SA) passed its long-awaited
National Health Act (Health Act).2 This legislation,
enacted after nearly a decade of debate, was designed to
rectify severe health inequities resulting from apartheid
and to combat mounting public health crises, including
the HIV pandemic.
Ten years earlier, negotiators in Geneva were concluding
the Uruguay Round trade negotiations that would
transform the General Agreement on Trade and Tariffs
(GATT) into the World Trade Organization (WTO).
These two events – a health policy initiative in a
developing country making the transition from a
racist regime to a multi-racial democracy and an
international trade treaty concluded in the corridors of
Geneva – might appear to be far-removed and unrelated.
Regrettably, in the era of globalisation, they are not.
Unlike its GATT predecessor, the new WTO is about
considerably more than reducing tariffs and other
border restrictions on trade in goods. Its agreements
restrict member governments’ role in regulating global
commerce, affecting diverse matters such as intellectual
property, standards-setting, and trade and investment
in services. These rules are enforced through a
binding dispute settlement system, backed up by trade
sanctions.
One of these new WTO agreements, the General
Agreement on Trade in Services (GATS) has been
described as “perhaps the most important single
development in the multilateral system since the
GATT itself came into effect in 1948.”3 The GATS
restricts government measures affecting international
commerce in services, including health services.
	

This chapter is based on a longer paper, commissioned by the South
African Municipal Workers’ Union (SAMWU): Scott Sinclair, “The
GATS and South Africa’s National Health Act: A Cautionary Tale”
first published by the Canadian Centre for Policy Alternatives
(http://www.policyalternatives.ca) in November 2005 and
re-published in South Africa by the Municipal Services Project
(http://www.queensu.ca/msp) in May 2006.
	 Annex 1 of the Marrakesh Agreement Establishing the World Trade
Organization includes fifteen multilateral agreements regulating
various aspects of trade in goods, services and intellectual property.
The GATS occurs in Annex 1B. World Trade Organization, The
Results of the Uruguay Round: The Legal Texts, Geneva, 1995.
	 The rules governing dispute settlement in the WTO are set out in
Annex 2 of the Marrakesh agreement, the Understanding on Rights
and Procedures Governing the Settlement of Disputes, in World
Trade Organization, The Results of the Uruguay Round: The Legal
Texts, Geneva, 1995.
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By doing so, it risks interfering with the ability of
countries to democratically develop their own health
care systems.
When the GATS was negotiated and ratified, there was
little debate in SA or elsewhere about its possible negative
impacts on health policy. Yet careful examination of
the relationship between South Africa’s new national
health legislation and the GATS confirms that these
threats are significant.

South Africa’s GATS
Commitments Covering Health
Services
GATS which came into force on January 1, 1995, is
a novel trade treaty. It aims to expand international
commerce by restricting government measures that
impede the ability of foreign companies and investors
to profit by supplying services, including health
services. Once a national government agrees to cover a
particular service sector under the GATS, this “specific
commitment” binds all future governments, under
threat of punitive trade sanctions.
The scope of the GATS is very broad. It applies to all
government measures affecting trade in services. No
service sector is excluded a ‘priori’. The treaty covers
measures taken by all levels of government – central,
regional and local. The GATS also defines ‘trade in
services’ broadly to include not just cross-border trade
- where a supplier located in one country provides a
service to a consumer located in another – but also
any other way in which companies or individuals can
supply services internationally, including through
foreign investments.
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Box 1:
The four GATS “modes of supply”

Cross-border services trade (mode 1) is the mode
closest to the conventional meaning of international
trade. It includes, for example, a radiologist located
in a foreign country analysing an x-ray or scan and
providing a diagnosis for a patient located in South
Africa.
Consumption abroad (mode 2) includes ‘medical
tourism’, for example where a foreigner travels to
South Africa to undergo surgery.
Commercial presence (mode 3) includes all forms of
foreign direct investment; such as a European health
care corporation establishing or investing in a South
African hospital or clinic.
Movement of natural persons (mode 4) is the mode
which covers persons travelling internationally to
provide services; for example, when South African
health professionals go abroad temporarily to work
in other countries.
Obviously, the GATS covers an extraordinary range of
health service activities. It restricts (at least in principle)
almost any government measure affecting such services.
In the health sector, where public provision and
government regulation play such a central and essential
role, this broad coverage is raising concern with policymakers and the public.

The Limits of GATS Flexibility
Importantly, the strongest provisions of the GATS apply
only to those sectors that governments specifically agree
to cover. This coverage is spelled out in each country’s
‘schedule,’ a special annex that lists the sectors or subsectors that each country has agreed to cover.
In theory, each government has the ability to list only
those sectors or sub-sectors it wishes, to choose which
modes of trade it wants to cover in its GATS schedule,
and to put conditions (referred to as limitations) on the
commitments it makes. This latitude in scheduling
is the main source of what is often referred to as the
flexibility of the GATS.
	 Certain GATS rules – the key one being the Most-Favoured Nation
treatment article – are unconditional (or “top-down”) and apply
across-the-board to all sectors irrespective of whether commitments
have been taken.

In practice, GATS flexibility evaporates once specific
commitments are made. Governments have just
one opportunity, at the time they make the original
commitment, to schedule limitations that protect
policy measures in covered sectors. In trade jargon,
governments must ‘list or lose’ any non-conforming
measures in these committed sectors. Moreover, once
any national government makes a GATS commitment,
it binds all future governments.
This is the predicament in which the current South
African government finds itself today with regard to
health services. Specific commitments covering health
services negotiated under the apartheid regime could
interfere with the ability of the new government to
address current health policy priorities.

How Health Services are Classified
under the GATS
As recently as June 2005, a senior South African
trade negotiator insisted that SA has made no GATS
commitments covering health services. Examining
South Africa’s GATS schedule, however, clearly reveals
otherwise. The misguided rationale for trade officials’
claim that the country’s schedule does not cover health
services hinges on the peculiar way that health services
were classified by trade negotiators during the Uruguay
Round talks.
SA, like most other WTO member governments,
followed the classification system set out in two
documents – the Services Sectoral Classification List
(or W-120)4 prepared by the GATT secretariat during
the Uruguay Round negotiations, and the United
Nations’ Provisional Central Product Classification
(or provisional CPC). The W-120 is a rudimentary
classification system, and to provide more detail and
legal certainty, it is cross-referenced to the provisional
CPC.

	

	

The flexibility of the GATS is limited in other ways. The GATS is
part of the WTO “single undertaking”, meaning that governments
had no choice but to be part of the GATS if they are WTO
members. Governments also face strong negotiating pressure to
make further GATS commitments. Indeed, the treaty mandates
successive rounds of negotiations to broaden and deepen GATS
coverage (GATS article XIX).
One of South Africa’s services negotiators made this comment in
a meeting with international non-governmental organisations (at
which the author was present) in Geneva on June 29, 2005.
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As explained on the WTO web site, the W-120 classifies
hospital, residential health facilities, and ambulance
services under Section 8, ‘Health-related and social
services.’

“The sector includes hospital services, services
delivered under the direction of medical doctors
chiefly to in-patients aimed at curing, reactivating
and / or maintaining the health status; other
human health services, ambulance services,
residential health facilities services other than
hospital services; social services with or without
accommodation. The definition of health-related
and social services does not include medical
and dental services, veterinary services and the
services provided by nurses, midwives etc., which
have been grouped separately under professional
services.” 5
As this description notes, a range of important health
services are classified separately, under Section 1,
Business Professional Services.
While SA did not make GATS commitments under
section 8, Health-related and social services, it made
extensive GATS commitments covering health services
classified under Section 1, Professional services.
The more detailed description provided in the UN
provisional CPC [See Box 2], which classifies both
hospital and professional medical services under
“health and social services,” reveals that almost all
human health services delivered outside of hospitals
by doctors, dentists, nurses, midwives and other health
professionals – are clearly covered by South Africa’s
1994 GATS commitments. Even certain specialised
health services delivered in hospitals (through outpatient clinics or day surgery) are covered if they do
not involve an overnight stay.,6

Box 2:
Human Health Services covered in South Africa
schedule

General medical services (Sub-class 93121)
“Services consisting in the prevention, diagnosis
and treatment by doctors of medicine of physical
and / or mental diseases of a general nature, such as
consultations, injections (limited and / or periodical),
physical check-ups, etc. These services are not limited
to specified or particular conditions, diseases or
anatomical regions. They can be provided in general
practitioners’ practices, and also delivered by outpatient clinics, attached to firms, schools, etc.”
Specialised medical services (Sub-class 93122)
“Diagnosis and treatment services by doctors of
medicine of diseases of a specific nature, delivered in
a specialists’ practice or health institution (including
hospital in- / out-patient clinics).
These services are defined as those limited to specific
or particular conditions, diseases or anatomical
regions (except dental services), such as medical
services for the following: nervous system; eye; ear,
nose and throat; respiratory system; circulatory
system; digestive system; hepatobiliary system and
pancreas; musculoskeletal system connected tissues;
skin, subcutaneous tissue and breast; endocrine,
nutritional and metabolic diseases and disorders;
kidney and urinary tract; male reproductive system;
female reproductive system; pregnancy, childbirth
and puerperium; newborns and other neonates;
blood and bloodforming organs; myeloproliferative
disorders; infectious and parasitic diseases; mental
diseases and disorders; substance use and substance
induced organic mental disorders; injuries,
poisonings and toxic effects of drugs; burns; factors
influencing health status and other contacts with
health services (e.g. rehabilitation, aftercare, etc.).”
Exclusion: “Services of medical laboratories are
classified in subclass 93199 (Other human health
services).

	

22

An explanatory note in the provisional CPC describes medical and
dental services as “Services chiefly aimed at preventing, diagnosing
and treating illness through consultation by individual patients
without institutional nursing, except nursing provided by hospital
out-patient clinics (for a part of the day).”

	 This means that “services of medical laboratories” are excluded from
sub-class 93122 and therefore are not covered by South Africa’s
GATS commitments.
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Dental services (Sub-class 93123)
“Diagnosis and treatment services of diseases affecting
the patient’s teeth or aberrations in the cavity of
the mouth, and services aimed at the prevention of
development of dental diseases, including dental
surgery even when given in hospitals to in-patients.
These dental services can be delivered in health
clinics, such as those attached to schools, firms,
homes for the aged, etc., as well as in own consulting
and operating rooms. It concerns services in the
field of general dentistry, such as routine dental
examinations, preventive dental care, treatment of
caries, etc.; orthodontic services, e.g. treatment of
protruding teeth, crossbite, overbite, etc.; services
in the field of oral surgery; other specialized dental
services, e.g. in the field of periodontics, paedodontics,
endodontics and reconstruction.”
Deliveries and related services, nursing services,
physiotherapeutic and para-medical services (Subclass 93191)
“Services such as supervision during pregnancy and
childbirth and the supervision of the mother after
birth. Services in the field of nursing (without
admission) care, advice and prevention for patients
at home, the provision of maternity care, children’s
hygienics, etc. Physiotherapy and para-medical
services are services in the field of physiotherapy,
ergotherapy, occupational therapy, speech therapy,
homeopathy, acupuncture, nutrition instructions,
etc.” For more detail see Figure 1.
Source:

UN, 2006.6

From a public policy standpoint, it is irrelevant whether
the covered sectors fall under the heading “professional
services” (as in the W-120) or under the heading ‘health
and social services’ (as in the provisional CPC). What
matters is that a wide range of human health services
have been covered and that government measures
affecting these covered services, including the Health
Act, are now restricted by the GATS.

South Africa’s National Health
Act
The Health Act has been described as “the fundamental
piece of health legislation that will shape the future
of the South African health system (emphasis in
the original)”.8 The legislation aims to remedy past
injustices by, among other things, creating a more
uniform and egalitarian national health care system. It
is the current government’s chief legislative response to
continuing health care challenges in a country where
the social and economic costs of the worsening HIV
pandemic have greatly exacerbated the structural
problems inherited from the apartheid era and scarce
health resources are still disproportionately directed to
rich, urban, and White citizens.

Health Policy Challenges
The constitutional protection of the right to health has
been justly celebrated as a cornerstone of the new South
African democracy. The South African constitution
enshrines access to health services as a human right.9
Yet, the challenges that the South African government
and society face in giving effect to these rights are
daunting.
A 1997 White Paper on Health prepared by the newlyelected government portrayed the serious inequalities
and inefficiencies of the health care system inherited
from the apartheid regime:

“In 1992-93, South Africa spent approximately
8.5% of GDP on health services, both public and
private. This represents a very high level of spending
for a country at South Africa’s level of development.
However, the distribution of resources is highly
inequitable and wasteful. A small proportion of
the population benefits disproportionately from
services rendered by the private sector, which
are comparable to those offered in more affluent
countries. At the same time, the majority of the
South African population has very limited access
to any form of services.” 1 0
Today, apartheid’s racial segregation of hospitals and
clinics has been dismantled. Yet, despite renewed
public investment, severe inequalities based on race,
gender and economic status persist. A July 2005 official
23

document sounds much like the earlier White Paper as
it describes a public-private system that misallocates
scarce health resources:

“There is a small minority of South Africans,
(between 15 and 20 per cent of the population)
who have a high degree of access to health services
and a large majority (between 75 and 80 per
cent of the population) who have limited access to
health services. According to the latest figures, the
state spends some R33.2 billion on health care for
38 million people while the private sector spends
some R43 billion servicing 7 million people.” 1 1
Moreover, the HIV epidemic has greatly exacerbated
the structural problems inherited from the apartheid
era. It “worsens – on a daily basis – the circumstances
that give rise to the need for the transformation of
the health care system … exacerbates poverty and
inequality, and places unsustainable pressure on health
establishments”.12

Achieving a more Uniform and
Egalitarian Health System
The Health Act was passed by Parliament in late 2003,
assented to by the President in July 2004 and promulgated in April 2005, bringing most sections of the
Act into effect on May 2, 2005. As noted in the 2005
South African Health Review, however, significant
sections of the act ‘have not yet come into effect,
pending the development of suitable Regulations’.8
The Health Act is intended, among other goals, ‘to
remedy the inequities of the past in the distribution of
health care and to create a national health system that
is patient-centred and for the good of all’.
The legislation has a strong redistributive bent. Among
its primary objectives are:
✦ “the progressive realisation of the right of the
people of South Africa to have access to health care
services;”
✦ “the fundamental goal of equity;” and
✦ “to provide uniformity in respect of health services
across the nation.”2
The ‘certificate of need,’ described in section 6 of the
Act, is the main policy instrument for achieving greater
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uniformity and equality in the health care system. It is
also ‘in all likelihood, the most controversial’ aspect of
the Act.8 Draft regulations enabling section 6 to come
into effect have still not been published.
As discussed below, potential conflicts between
certificates of need and South Africa’s pre-existing
GATS commitments may explain, at least in part,
the government’s reticence in moving ahead with
implementing this key element of the Health Act.

Conflicts between the National
Health Act and the GATS
The conflicts between South Africa’s health legislation
and the GATS are substantial. In general, public
planning policies that allocate health resources more
equitably between urban and rural areas, between rich
and poor people, and between public and private sectors
conflict with GATS prohibitions against limiting the
numbers or activities of private sector service providers.

Certificates of Need
In particular, the ‘certificate of need’ conflicts with the
GATS Market Access rule (Article XVI). The basis of
the new system is “the classification of health establishments into categories and then the introduction of a
‘certificate of need’ (CoN) for all such establishments.”
This will allow for all health establishments, whether
public or private, to be registered by the Department
of Health. The controversial element is that the CoN
is intended to ensure that such establishments are
distributed equitably. Not only will all new or enlarged
facilities have to obtain a CoN, but all established
facilities would need to obtain a CoN within 24 months
of this chapter coming into effect.8
The legislation gives the health minister the authority
to grant or refuse certificates based on community
needs, and to set conditions, such as requiring health
establishments to service poorly-served regions or
populations, or to train community health care
professionals. The requirement to have a certificate
applies whether the health establishments are public,
private ‘for-profit’ or private ‘not-for-profit’ and whether
providing ‘in-patient’ or ‘out-patient’ services.2
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This system gives public health authorities a muchneeded planning tool to address inequality and
misallocation of health resources, particularly by
the private sector. The Health Act gives the health
minister the authority to issue or refuse a certificate
based on community needs and to attach conditions
when a certificate is granted, such as requiring that
health establishments train community health care
professionals or agree to provide public health services
used by low-income communities.
By international health policy standards, the Health
Act is fairly typical in its approach to regulating the
health sector. Similar needs tests are applied, whether
formally or on an ad hoc basis, by health authorities
around the world. The legislation resorts to these wellestablished policy tools to confront the national reality
that public efforts are desperately needed to redistribute
scarce health resources that are still disproportionately
directed to rich, urban and predominantly White
South Africans. Predictably, however, the Health
Act has encountered criticism from private, for-profit
providers and elements of the medical profession who
feel threatened by the planning prerogatives vested in
health authorities.

Market Access: GATS Article XVI
In sectors where commitments are taken, GATS Article
XVI (Market Access) disallows six types of measures,
which are described in the six sub-paragraphs of Article
XVI.2.13 Governments cannot ‘maintain or adopt’ the
following types of measures:
a) “Limitations on the number of service suppliers,
whether in the form of numerical quotas, monopolies,
exclusive service suppliers or the requirements of an
economic needs test.” (For example, limiting the
number of medical specialists in a particular area
or providing certain out-patient services exclusively
through government monopolies.);
b) Restrictions on the total value of service transactions
or assets (for example, private clinics are authorised
to perform only up to X million rand of certain
health services);
c) Restrictions on the total number of service
	

In February 2004, the South African Medical Association (SAMA),
representing doctors, organized a march on Parliament to protest
against the proposed certificate of need system.

operations or the total quantity of service output
(for example, limiting or rationing the number
of day surgeries or diagnostic imaging services
performed in a particular region);
d) Restrictions on the total number of natural persons
that may be employed in a particular service sector
or that a service supplier may employ (for example,
limits on the total numbers of doctors or nurses
employed in a health district);
e) Restrictions on or requirements for certain types
of legal entity or joint venture for the supply of a
service (for example, a requirement that a foreign
physician must enter into a joint venture with a
local physician or local community-based clinic to
enter the market);
f) Limitations on the participation of foreign capital
in terms of maximum percentage limit on foreign
shareholding or the total value of individual or
aggregate foreign investment (for example, limiting
foreign ownership of private health clinics to
49%).
Importantly, all these types of restrictions are disallowed
even if they are non-discriminatory (that is, even if
they apply equally to foreign and domestic services
and suppliers). Furthermore, such restrictions are not
to be adopted or maintained ‘either on a national or a
regional basis’ This means that such measures taken
by municipalities or local health districts are also
restricted.
Certificates of need clearly violate the terms of GATS
Article XVI.2 (a) and (c) by limiting the approval
of new or the expansion of existing health services
and suppliers based on an assessment of needs. The
certificate system is intended to base decisions about
the allocation of health resources on a public assessment
of health needs rather than leaving this solely to private
market forces. It provides democratically-elected
governments and public health officials with a tool to
achieve more uniform quality in the health care system
and more equitable access to health care services by
shifting providers and resources to where the need
is greatest. Its function is basically redistributive. It
advances overall health policy goals by limiting growth
in areas or markets that are already well-served, while
encouraging expanded services to poorly-served regions
or populations.
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Yet, from a GATS perspective, such measures are illegal
barriers to market entry. They can only be maintained
in committed sectors if they are listed as ‘limitations’ in
the country’s GATS schedule.
The United States (US), for example, made commitments covering hospital services. But the US schedule
contains an exception that states: “Establishment of
hospitals or other health care facilities, procurement
of specific types of medical equipment, or provision of
specific types of medical procedures may be subject to
needs-based quantitative limits.”14
The South African schedule contains no comparable
exception that would protect certificates of need from
GATS challenge. The Health Act did not exist in
1994 when SA made its GATS commitments covering
health services. Consequently, neither the legislation in
general, nor the certificates of need in particular, are
protected from GATS challenge.

Other GATS Article XVI.2 Issues
There are other potential conflicts between certificates
of need and GATS Article XVI.2.
The Health Act gives the Director-General of the
national Department of Health, broad discretion to
administer certificates of needs to limit growth in
health establishments, types of medical procedures,
licensing of equipment, and other services, in certain
areas until more needy areas or populations are better
served. Attaching restrictions on the numbers of health
professionals employed in a region or by a particular
health establishment, for example, could conflict with
the Article XVI.2(d) prohibitions of limits on the
number of natural persons “that may be employed in a
particular service sector or that a service supplier may
employ.”
The certificate of need system also requires government approval to “acquire prescribed health technology.”
Such a requirement arguably violates XVI.2 (c) by
limiting the “total number of service operations or
the total quantity of service output” especially for
specialised, technology-dependent services such as
diagnostic imaging.
Article XVI.2 (e) prohibits “restrictions on or
requirements for certain types of legal entity or joint
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venture for the supply of a service.” This would prevent,
for example, a requirement that a foreign physician
must enter into a joint venture with a local physician
or local community-based clinic to enter the market. It
could also create problems for policies that seek to limit
the growth of the for-profit sector, while encouraging a
greater role by the public or not-for-profit sector (which
are specific forms of ‘legal entity.’
These are not merely technical inconsistencies. A
foreign-owned medical services provider could defeat
the redistributive purpose of South Africa’s health
legislation by establishing a clinic in an already wellserved neighbourhood or market niche, or by hiring
doctors, nurses and other medical personnel away
from higher-priority regions or health services. South
African authorities, at all levels, would find it difficult
to curb such practices without violating the country’s
GATS market access commitments.

National Treatment: GATS Article
XVII
The second major GATS rule applying to listed sectors is
Article XVII, national treatment. It obliges governments
to “accord to services and services suppliers of any
other Member, in respect of all measures affecting the
supply of services, treatment no less favourable than
that it accords to its own like services and services
suppliers”.15 The national treatment rule applies to
the health services covered by South Africa’s specific
commitments, creating a variety of regulatory issues
and problems.

Local Control and Decision Making
In most countries, there is a strong tradition of local
accountability and control in health services delivery.
Such policies cut against the grain of national treatment.
For example, requirements that a majority of senior
management or boards of directors of private health
clinics come from the local community or district
would discriminate against foreigners, thereby violating
national treatment.
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Local Training and Technology
Transfer
Requirements that foreign health service providers
transfer technology or train locals are also GATS
national treatment violations. The WTO Services
secretariat identified “technology transfer requirements, e.g. skilled foreign employees required to provide
training to locals” as “some of the most common forms
of national treatment restrictions”.16 There are no
limitations protecting such non-conforming measures
in South Africa’s schedule. This means that if a South
African government negotiated with a foreign health
service provider, conditioning its entry into the market
on a commitment to transfer health technology or to
train locals, enforcing such commitments could be
contested as GATS-inconsistent.

Subsidies
Most trade treaties, including the GATT and the North
American Free Trade Agreement (NAFTA), exclude
subsidies from the national treatment obligation. The
GATS national treatment rule, however, applies fully
to subsidies. This means that, in the covered health
sectors, government subsidies, preferential loans, or
other forms of financial support available exclusively to
South African citizens, service suppliers, or communityowned health entities are exposed to GATS challenge.

Black Economic Empowerment
Black Economic Empowerment (BEE) is an affirmative
action programme identified by the government as a
major vehicle for addressing the economic injustices of
apartheid.17 The BEE Act is applicable to all sectors of
the South African economy, including health. On July
11, 2005 the government unveiled a draft BEE charter
for the health sector. The draft charter lays out fairly
ambitious targets for black ownership in the health
sector, setting an immediate target of “at least 26%
ownership or control by black people,” rising to 35%
by 2010 and 51% by 2014.11
	

The GATT 1994 (Article III, 8(b)) and the NAFTA (NAFTA
Article 301.1) rules on goods exempt subsidies from national
treatment. Furthermore, NAFTA’s services chapter does not apply
to subsidies and grants (NAFTA Article 1201.2d) and NAFTA’s
investment rules specifically exclude subsidies and grants from
national treatment and most-favoured nation (NAFTA Article
1108.7).

The impetus of BEE is directly at odds with the GATS
national treatment rule. As a matter of fundamental
principle, government measures favouring ownership
by, transfer of assets or technology to, and training
for black South Africans – indeed, any set of South
Africans – discriminate against foreigners. BEE policies
also run foul of GATS Article XVI. The requirement
that 26% of a service investment be owned by black
South Africans is effectively a limit of 74% on foreign
ownership.

Conclusions and
Recommendations
The approaches embodied in South Africa’s current
health policies and its GATS commitments are
incompatible. The government can choose either to
conform to legally binding, but arguably illegitimate,
treaty commitments made by apartheid-era negotiators,
or it can implement the Health Act and related policies
aimed to achieve a more equitable health care system.
The existing inequities within the health care system
call for urgent reform. There is also an overarching
responsibility, enshrined in South Africa’s Constitution,
for the state to protect health and other basic human
rights. Accordingly, the morally and constitutionally
valid way for the government to resolve these conflicts
is to bring the country’s GATS commitments
into conformity with South Africa’s health policy
imperatives.
To date, the government has not brought forward
regulations to bring the certificates of need into effect.
As already noted, the certificates are a central, albeit
controversial, feature of the Health Act. Hopefully, the
prospect of international trade treaty litigation is not
already a factor in the government’s foot-dragging on
this matter.
In any event, failure to resolve this trade treaty
issue promptly could enable foreign health service
corporations, through their home governments, to
launch GATS challenges that could thwart the
implementation of the National Health Act and related
policies.
There are several possible options for dealing with the
GATS problem.
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The ‘Wait-and-See’ Approach
One option is for SA to implement the National Health
Act as planned, and deal with any potential GATS
issues as they arise. For diplomatic reasons, many
governments may hesitate to bring such a challenge
to the WTO dispute settlement system, fearing the
international controversy that would likely result.
There are, however, serious pitfalls with this wait-andsee approach. Diplomatic concerns did not prevent the
US government from championing the cause of global
drug companies in their campaign to overturn provisions
in the South African Medicines Act of 1997, which
were designed to lower the costs of pharmaceuticals
urgently needed to treat citizens with HIV. The US
administration threatened South Africa with trade and
economic sanctions if it did not withdraw the initiative
to provide cheaper generic versions of patented drugs.
Only public outrage in SA and abroad forced the global
pharmaceutical manufacturers to withdraw their legal
challenge to the legislation and for the US government
to downplay its threat to bring trade action against
South Africa.
In the event of a dispute, the South African government
could also turn to the general exceptions clause,
GATS Article XIV, to attempt to defend challenged
measures. To successfully invoke this exception, the
government would have to demonstrate, among other
things, that no alternative GATS-consistent or less
GATS-inconsistent measure was reasonably available
to it to achieve its health policy objectives. Because,
in the abstract, without reference to real-world costs
or political realities, there is almost always a less trade
restrictive measure available, it would be unwise to rely
on this exception.

Withdraw South Africa’s GATS
Health Commitments
A second, more promising, option is for SA to withdraw
its GATS commitments covering health services.
The GATS provides a means for governments to
withdraw previously made commitments, as long as they
are prepared to compensate other governments whose
service suppliers are allegedly adversely affected. SA
would have to increase GATS coverage in other sectors
to compensate affected WTO member governments
for their service suppliers’ lost ‘market access’ in health
services.
Withdrawing the GATS commitments would remove
the threat to the Health Act and other health measures.
The obvious drawback, however, is that SA would be
expected to make new GATS commitments in other
sectors. It is difficult to estimate in advance how large
these commitments would have to be, or what other
important areas of policy flexibility might be affected.
Nevertheless, this is a viable option to resolve the
immediate GATS threat to the Health Act and related
health policies. If SA decides to pursue this option, the
sooner it initiates the process the better. Awaiting the
conclusion of the Doha Round, where SA faces strong
pressure to pledge additional GATS commitments,
would weaken its ability to negotiate reasonable
compensation. The current suspension of the Doha
Round negotiations therefore provides an important
opportunity to begin the process of withdrawing the
health services commitments.

The ‘wait-and-see’ approach therefore is unlikely to be
effective. Due to the stark inconsistency between the
Health Act and the GATS, disputes can be expected
eventually. Losing such a case would expose SA to the
threat of trade sanctions targeted against the country’s
key exports.

	 GATS Article XXI allows countries to modify or withdraw a specific
commitment after three years from the time the initial commitment
is made. World Trade Organization, General Agreement on Trade in
Services, Article XXI, (Modification of Schedules) in The Results of
the Uruguay Round: The Legal Texts, Geneva, 1995.

28

2
T he G AT S and S outh A f rica’ s N ational H ealth Act

Confronting the Incoherence
between the GATS and Health Policy
A third, more ambitious approach would begin with
the withdrawal of the GATS commitments. But
this would be accompanied by the South African
government joining with – or even leading – likeminded governments and citizen movements to tackle
the GATS threats to progressive health policies.
South Africa’s dilemma provides a concrete example
of the risks of making GATS commitments covering
health services. It demonstrates how the treaty
privileges commercial interests and the minority that
can afford to access private health services in the global
marketplace over public policies aimed at achieving
access and equity for the majority of the population. It
powerfully illustrates why the GATS and similar trade
treaties need to be fundamentally changed to eliminate
the incompatibility between their commercializing
imperatives and policies to realise health as a human
right for all.

The serious conflicts between the Health Act an the
GATS also underscore the repeated call from many
developing countries for a thorough assessment of
the impacts of existing GATS commitments before
negotiations to broaden and deepen GATS coverage are
concluded. There should now be a thorough assessment
of the treaty’s defects from a health policy and public
interest perspective leading to joint international action
for concrete changes to remedy its structural flaws.
Bringing South Africa’s GATS obligations into line
with its new national health legislation could then be
viewed as a necessary first step towards the vital goal
of creating more democratic international governance
frameworks for human and social development.

Figure 1:
Health services covered by South Africa’s GATS commitments
Division 93
Health and
social services

Group 931
Human health
services

Class 9311
Hospital services

Class 9312

Class 9319

Medical and
dental services

Other human
health services

Sub-class 93121

Sub-class 93122

General medical
services

Specialised medical
services

Sub-class 93123
Dental services

Sub-class 93191
Deliveries, nursing,
physiotherapeutic and
para-medical services
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expenditure growing by 5.6% annually above inflation (i.e. real terms) from
2002/03 to 2008/09. The main areas which have benefited from funding

growth are primary health care (8.5% annually), HIV and related illnesses (30.1%),
infrastructure (14.3%) and emergency medical services (14.3% annually). With the
exception of capital expenditure, hospital funding, particularly for central hospitals, has
been constrained for a decade. Spending in under-resourced provinces such as Limpopo
and Mpumalanga is growing strongly.
Improved funding has supported an increase in primary care visits by 20 million since
2000 and public sector health personnel numbers have recovered by almost 20 000
over the past two years to reach 235 000. However despite various funding, service
and public health improvements, mortality is increasing largely driven by the HIV
epidemic and resultant TB. Greater attention to improving effectiveness and outcomes
is required.
Private medical scheme beneficiary numbers increased marginally, by 2.7% in 2005.
This is associated with lower than usual contribution increases, given the high solvency
margins that have now been achieved by schemes.
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ublic sector health care funding continues to stabilise, with provincial
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Introduction
South Africa’s health care financing system is
characterised by a public sector, financed through
general tax revenue, and a private system dominated
by medical schemes covering 15% of the population.
In 2006, South Africa (SA) will see approximately
R135 billion or 8% of Gross Domestic Product (GDP)
flowing through health sector financing intermediaries,
an intermediary step in the financing pathway such
as medical schemes and provincial Departments of
Health (DoH), which lie between financing sources
(e.g. households, employers) and expenditure areas
(doctors, clinics). Of this R59 billion will flow through
public sector intermediaries (44%) and the remaining
R75 billion through private financing intermediaries,
of which about R59 billion will go through medical
schemes. Out of pocket expenditure and use of private
out-of-hospital services by households is substantial but
perhaps the least well quantified form of financing and
was estimated in the National Health Accounts report
to comprise 30% of funding flowing through private
financing intermediaries.1
The inequities which result from the coexistence of the
public and private health systems in SA are a matter
of policy concern. The Draft Health Charter released
by the DoH in 2005 states that the “most significant
challenge facing the South African health system is to
address the inefficient and inequitable distribution of
resources between the public and private health sectors
relative to the population served by each”.2
The public health system provides virtually universal
coverage i.e. all citizens are entitled to use, service
points are widely distributed and primary health care
services are free at the point of service. There are over
4000 public health facilities and the public health sector
employs 235 000 personnel. Health services are a basic
constitutional right and access appears reasonably good
with rising PHC utilisation and hospital utilisation
rates fairly comparable with similar income countries.
However quality of care is sometimes sub-optimal,
public facilities often have long waiting times and
primary care facilities tend to have few doctors.
The private health sector provides expensive but
relatively high quality services to a minority of the
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Calculation by the authors based on wide range of latest data sources
available to National Treasury and Council for Medical Schemes.

population. The high cost of medical schemes and
private hospitals significantly limit access. However the
fact that the majority (55.6%)a of funds flow through
private funding streams, also attracting skilled health
personnel from the public sector, has stimulated an
engaging debate on the potential for social health
insurance to be a redistributive mechanism to improve
equity.
Several years of strengthening public budgets has
enabled progress in a range of programmes critical
to public health including extension of basic income
protection through social assistance grants (especially
for child support, pensions and disability) to over eleven
million persons, universal primary and improving
progress through secondary education and substantive
water supply, electrification and housing construction
programmes.
However despite a number of significant positive
financial, fiscal, service delivery and public health
developments, health status is being substantially
undermined by the effects of the maturing HIV
epidemic and its effects on mortality, tuberculosis and
other diseases. This poses a huge challenge to accelerate
a wide set of interventions against HIV at the same time
as strongly pursuing a broad developmental agenda.
This chapter draws on the latest primary and secondary
data available in data-bases and publications of the
National Treasury and Council for Medical Schemes
to analyse recent health sector financing trends. The
data draw significantly on over a decade of publications
of the Intergovernmental Fiscal Review, Budget
Review and Estimates of National Expenditure series
by the National Treasury covering the period 1995/96
to 2008/09 and Annual Reports of the Council for
Medical Schemes. In particular this chapter draws
substantially on the most recent 2006 publications
from these series.3,4 The Treasury data series are
drawn in turn, from published budget statements of
the nine provinces for current and future budgets,
audited financial statements for past expenditure
and pre-audited financial statements for 2005/06. A
standardised budget programme and sub-programme
structure has been adopted by provincial DoH as well
as a standard charter of accounts, which facilitates
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Table 1:
Comparative analysis of health expenditure in middle income countries

US$
GDP per
capita

Government
expenditure
on health /
GDP
%

Population

Total
expenditure
on health as
% of GDP

Government
expenditure
on health as
% of total
expenditure
on health

General
government
expenditure
on health as
% of total
government
expenditure

Per capita
government
expenditure
on health
(US$)

Per capita
government
expenditure
on health at
International
dollar I$ rate

Colombia

1 816

6.4

44 915

7.6

84.1

20.5

116

439

Cuba

2 890

6.3

11 245

7.3

86.8

11.2

183

218

Turkey

3 382

5.4

72 220

7.6

71.6

13.9

184

378

Poland

5 446

4.5

38 559

6.5

69.9

9.8

248

521

Namibia

2 266

4.5

2 009

6.4

70.0

12.4

101

252

Argentina

3 427

4.3

38 372

8.9

48.6

14.7

148

518

Romania

2 607

3.8

21 790

6.1

62.9

10.9

100

340

Brazil

2 789

3.4

183 913

7.6

45.3

10.3

96

270

Algeria

2 171

3.3

32 358

4.1

80.8

10.0

71

150

Russian Federation

2 982

3.3

143 899

5.6

59.0

9.3

98

325

Botswana

4 143

3.3

1 769

5.6

58.2

7.5

135

218

South Africa

3 512

3.2

47 208

8.4

38.6

10.2

114

258

Iran

2 0l5

3.1

68 803

6.5

47.3

10.3

62

235

Chile

4 623

3.0

16 124

6.1

48.8

12.7

137

345

Mexico

6 000

2.9

105 699

6.2

46.4

11.7

172

270

Mauritius

4 649

2.2

1 233

3.7

60.8

9.2

105

261

Malaysia

4 289

2.2

24 894

3.8

58.2

6.9

95

218

Guatemala

2 074

2.1

12 295

5.4

39.7

15.3

44

93

Peru

2 227

2.1

27 562

4.4

48.3

10.7

47

112

Thailand

2 303

2.0

63 694

3.3

61.6

13.6

47

160

Kazakhstan

2 086

2.0

14 839

3.5

57.3

9.0

42

180

Venezuela

3 244

2.0

26 282

4.5

44.3

6.4

65

102

Ecuador

2 137

2.0

13 040

5.1

38.6

8.7

42

85

Total

3 257

3.4

999 682

6.4

54.1

11.0

112

N/A

Median

2 936

3.2

5.7

58.6

10.3

103

256

Source:

World Health Organization, 2006.5
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comparisons across provinces and compilation of a
national picture of programme expenditure. Population
data are drawn from Statistics South Africa’s census
and General Household Survey series adjusted for
insurance coverage. The data presented in this chapter
are drawn from overall data-bases compiled from the
abovementioned sources and will not be separately
sourced throughout the chapter. Expenditure numbers
are presented in nominal prices except where specifically
labelled as real or real 2005/06 prices.

International Comparison
South Africa’s per capita GDP locates it firmly in the
centre of the middle income country group. Table 1
compares health expenditure in SA against other
countries in this group. The data have been drawn from
the latest World Health Report using countries with
income levels comparable to SA and either population
above 10 million or located in the southern African
region. In the table, countries are ordered in terms
of government spending on health as a proportion of
GDP. The data show that SA is very average in terms of
this parameter (3.2%), the proportion of government
expenditure spent on health and on spending on health
care in US dollar and international dollar terms (i.e.
adjusted for purchasing power parity). However, SA is

second highest (after Argentina) on total expenditure
on health service because of high levels of private
expenditure. Although public health spending in SA is
comparable with other middle income countries, there
is some evidence that its large private sector causes the
country to have relatively high unit costs. See Table 1.

Public Sector Financing Trends
Fiscal Trends
The 2006 budget was framed in a context of fiscal
stability, strong revenue performance, positive
economic growth and the beginning of an encouraging
turnaround in employment growth. Strong fiscal
growth is shown in Figure 1 demonstrating an increase
of total public expenditure (main budget, all sectors)
by almost R200 billion since 2000/01. The lines in
Figure 1 depict total government revenue, expenditure,
expenditure less interest payments on national debt
and including the unallocated contingency reserve.
The main budget consists of funds allocated by the
national government to the national, provincial and
local spheres and excludes their own revenue and social
security funds such as the Unemployment Insurance
Fund.

Figure 1:
Fiscal trends: total government revenue and expenditure* (Main budget Rand billion real 2005/06 prices)
600
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Source:
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07/08

08/09

National Treasury – drawn mainly from Budget Review series.6

* Figure 1 depicts total government revenue, expenditure, non-interest expenditure with and without the contingency reserve in the main
budget.
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Figure 1 shows that expenditure dipped significantly
after 1996. The resource envelope for spending was
constrained in the late 1990s associated with a macroeconomic policy of fiscal constraint, partly aimed at
reducing the national debt burden and because of low
economic growth partly linked to the Asian economic
crisis. This dip reflected an impact on funds available
for spending on social services including health care.
However the period since 2000/01 has seen a series of
more expansionary budgets under-pinned by a higher
tax to GDP ratio, improved revenue collection, lower
debt payments, a more sustainable fiscal position and
emphasis on addressing a range of spending needs.

Expenditure by Government
The more positive fiscal climate and expansionary fiscal
stance has enabled spending increases in many areas of
public expenditure. Figure 2 shows spending across the
seven largest areas and demonstrates particularly strong
growth in social security expenditure and on local
government. Education is the largest spending area of
government and social grant expenditure has been the
area of greatest funding growth in the first decade of
democracy, overtaking health services. Health services
are shown as the third largest function. Figure 2 shows
growth of public health expenditure by over R15 billion
over the past decade. Increases in spending on basic
income security, education, local government, water
and sanitation are important for public health.

Figure 2:
Expenditure trends across major government sectors (Rand million real 2005/06 prices)
100 000

80 000

R Million

60 000

40 000

20 000

0

95/96

96/97

97/98

98/99

99/00

00/01

01/02

02/03

03/04

04/05

05/06

06/07

07/08

08/09

Education

Social

Health (provincial & national)

Safety and security

Roads (provincial) and transport

LG transfers

Defence
Source:

National Treasury based mainly on Treasury data-bases and Intergovernmental Fiscal Review3 and Estimates of National
Expenditure7 series.
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Figure 3:
Public health spending as a proportion of GDP,
4.5
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National Treasury.

Public Health Care Expenditure
This strong overall fiscal position of government has
enabled public sector health care funding to recover
significantly since the declines in the late 1990s.
Expenditure is growing fairly strongly in real terms and
will amount to R59 billion in 2006/07 of which R51.7
billion will be by provincial DoH. Funding growth
is particularly strong in previously disadvantaged
provinces reflecting equity improvements. Funding
for primary health care services, capital, medicines and
HIV has grown strongly. Personnel numbers in the
health sector have recovered by 20 000 over the past
two years and are likely to reach new peaks in 2006/07
(see section on personnel spending below).
Figure 3 shows trends in health care expenditure in the
public sector. Public health expenditure has remained
fairly constant around 3% or 3.3% as a proportion of
GDP.
Although public health expenditure is growing fairly
strongly (Figure 2) its share on total government noninterest expenditure declines from 14% to 12.2% over
the period from 2002/03 to 2008/09, mainly driven by
strong growth in social grant expenditure (Figure 4).
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Defined narrowly here as expenditure by the provincial and national
DoH.
Using a broader definition (which includes local government, other
departments and social security funds

Spending increased sharply following the large public
sector wage increases of 1996, which in retrospect
appear to have been unsustainable in the context of the
fiscal constraints of the late 1990s.
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Figure 4:
Health expenditure as a proportion of total government non-interest expenditure
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Health budgets declined in the late 1990s in a period
of fiscal and debt restructuring and low economic
growth. The more expansionary phase of fiscal
policy commenced in 2000/01 and provincial health
expenditure began recovering from then surpassing
previous (real) peaks by 2003/04 (Figure 2). However
given population growth, per capita expenditure
(excluding uninsured persons) has exceeded past peaks
only from 2005/06 onwards (Figure 5).

Policy Framework for 2006/07
Budget
In the budget process, key policy imperatives are raised
within the context of sectoral MinMECs (national
Minister and provincial Members of the Executive
Councils), 10 by 10 meetings between sectors and
national and provincial treasuries, the Budget Council
(Minister of Finance and provincial Treasuries), the
Medium term expenditure committee (Treasury
technical committee which evaluates budget bids), the
Ministers Committee on Budget (Minister of Finance
and other national Ministers), Cabinet and various
Parliamentary Committees.

In Budget 2006, which covers the three year Medium
Term Expenditure Framework (MTEF) period to
2008/09, key priorities included:
✦ Stepping up the Hospital Revitalisation programme
to include more hospitals into this large capital
upgrading and rebuilding programme. This
programme was initiated following the National
Health Facilities audit which found large backlogs
in health infrastructure. The programme focuses
on the upgrading or rebuilding of whole hospitals.
These are expensive projects which provinces
would find difficult to undertake without national
support.
✦ Strengthening primary health care (PHC) services.
PHC is seen as the key entry point to the health
system and areas of focus include addressing
gaps in the delivery of a core PHC package,
upgrading selected clinics to community health
centres, increasing doctor support for clinics and
operating gateway clinics within in the proximity
of hospitals.
✦ Boosting the numbers of professional health
workers. This was a key recommendation of the
National Human Resources for Health Plan which
envisaged employing an additional 30 000 health
workers over five years.8
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Figure 5:
Real per capita provincial health funding (05/06 prices)
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✦ Implementation of improved national emergency
medical (ambulance) service model with shorter
response times. The new model envisages response
times of under 15 minutes in urban areas and 45
minutes in rural areas and focuses on improved
communication systems, improved location of
ambulances for shorter response times, two-person
ambulance crews, improved training and an
ongoing vehicle replacement programme.
✦ Support for initiating community health worker
programmes as part of the Extended Public Works
programme. The national policy on community
health workers has placed renewed emphasis on
the role of this cadre in the health system and is
consistent with the employment creation focus of
the Extended Public Works Programme.
✦ Initiation of early phases of the Modernisation of
Tertiary Services programme. The Modernisation
of Tertiary Services Report developed in collaboration with over forty specialist sub-groups
provides a costed model for building up regional
and tertiary specialist hospital services over the
coming decade.
✦ Preparation for implementation of the Risk
Equalisation Fund (REF) which will level the
playing fields across private medical schemes. This
is the next step in a series of industry reforms which
aim to achieve community rating, greater equity
and solidarity across schemes and for schemes to
38
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compete on the basis of efficiency as opposed to
cream skimming. The REF is discussed further in
a later section.
✦ Transfer of Forensic Pathology services from the
South African Police to provincial Departments
of Health and strengthening these services. This
follows a Cabinet decision to transfer these services
to Health Departments given that the function is
provided mainly by health workers e.g. forensic
pathologists and that the health sector already
operates a set of facilities in hospitals for postmortem examination and to avoid possible conflicts
of interest.
In order to deliver on these and other priorities,
amounts of R1.7 billion, R2.7 billion and R4.7 billion
were added to provincial budget baselines as part of
Budget 2006. This is shown in Figure 6. The Free
State province is the only province to receive a lower
budget than previously published. This happened
mainly because of its low spending on infrastructure
grants which resulted in a re-allocation towards other
provinces.
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Figure 6:
Additions to budget baselines Budget 2006
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Provincial Health Spending
Table 2 shows the provincial health expenditure and
budget trends. Numbers are shown in nominal terms
but the table also shows real changes in 2005/06 prices.
The figures for 2005/06 are final pre-audited figures and
thus differ slightly from provincial budget statements,
which are compiled before the end of the financial year.
Figures for 2006/07 are budgeted amounts (prior to
rollovers and adjustments). The data show a recovery
of health funding by R13.7 billion in real terms over
this period, with funding rising to R60.6 billion in
2008/09 or an annualised real increase of 5.6%. The
total annual increase is 5.7% in 2006/07 and averages
4.2% over the three years to 2008/09.
Longer term funding trends from 1995/96 to 2008/09
were shown in Figure 2 in real 2005/06 prices. Over
the long term, real funding increases have amounted
to 3.8% per annum. However this figure is somewhat
distorted by the large wage increases of 1996, and over
the period from 1996/97 to 2008/09 annual increases
have averaged 2.8%.
In 2006/07 the budgets of Northern Cape (12.8%),
North West (11.2%), Limpopo (9.2%) and Eastern
Cape (8%) rise strongly in real terms, whereas those of
Gauteng (0.1%) and Free State (0.6%) hardly increase
compared to final 2005/06 expenditure.

Table 3 shows provincial expenditure expressed in
terms of spending per capita uninsured person over the
period from 2002/03 to 2008/09. Figure 3 shows the
same data but over a longer time-span since 1995/96.
Conditional grant spending is included and analysis
excluding grants is presented in a later section. The data
show that Western Cape is the best funded province at
R1 827 per capita for public sector health services and
has grown at an annual real rate of 5.1% over the period.
All provinces will exceed R1 000 per capita by the end
of the MTEF period, with the lowest being North West
at R1 151 per capita in 2008/09, despite annual real
growth of 6% of a six year period. The highest growth
has been in Mpumalanga (7.3% annually) which is
recovering strongly and boosting personnel numbers
under the leadership of a new management team.
Previously advantaged provinces have been the
slowest to recover, with Gauteng, Western Cape and
Free State only now recovering to past peaks whereas
several previously disadvantaged provinces have seen
real funding growth exceeding population growth.
Gauteng’s health budget declined rapidly in real per
capita terms in the late 1990s from levels which it has
not yet achieved again despite a significant budget boost
in 2005/06. Its growth is the lowest of all provinces over
the period (2.4%). This is a result both of prioritisation
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Table 2:
Provincial health expenditure and budget trends (Rand million)

Rand million

02/03

03/04

04/05

05/06

06/07

07/08

08/09

% annual
Real
growth
02/0308/09

Real
change
02/0308/09

Eastern Cape

4 493

5 242

5 173

6 122

6 893

7 658

8 412

2 043

6.2

Free State

2 194

2 563

2 797

3 099

3 250

3 470

3 736

698

4.5

Gauteng

7 688

8 190

8 597

9 973

10 404

11 011

11 900

1 484

2.8

KwaZulu-Natal

7 535

8 243

8 950

10 517

11 737

12 796

13 841

3 210

5.8

Limpopo

3 166

3 724

4 196

4 790

5 448

5 912

6 543

1 936

7.9

Mpumalanga

1 688

2 007

2 263

2 664

2 912

3 194

3 520

1 057

8.1

609

833

832

1 098

1 291

1 401

1 373

465

9.5

North West

2 012

2 263

2 595

2 957

3 428

3 778

3 988

1 093

7.2

Western Cape

3 984

4 597

5 172

5 707

6 323

6 774

7 333

1 710

5.9

33 370

37 662

40 575

46 928

51 686

55 993

60 647

13 696

5.6

Northern Cape

Total
Source:

National Treasury provincial data-base 2006.

processes within each province, national changes to
conditional grants and the equitable share formula and
rapid urbanisation stagnating medical scheme coverage
has contributed to a larger population being dependant
on the public sector, particularly for hospital care.
Table 3:
Per capita health funding trends (Rand per capita)

Rand million

02/03

03/04

04/05

05/06

06/07

07/08

08/09

Real annual growth
02/03-08/09
%

Eastern Cape

748

851

827

955

1 066

1 175

1 280

4.6

Free State

938

1 069

1 133

1 229

1 276

1 354

1 446

2.8

1 161

1 218

1 287

1 508

1 561

1 638

1 756

2.4

KwaZulu-Natal

898

967

1 029

1 206

1 335

1 444

1 549

4.7

Limpopo

629

720

808

914

1 031

1 110

1 218

6.8

Mpumalanga

603

715

798

935

1 014

1 103

1 206

7.3

Northern Cape

885

1 144

1 103

1 417

1 652

1 778

1 728

6.9

North West

619

686

772

875

1 006

1 099

1 151

6.0

1 183

1 340

1 506

1 666

1 831

1 946

2 089

5.1

867

960

1 023

1 175

1 284

1 379

1 482

4.5

Gauteng

Western Cape
Total
Source:
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Figure 7:
Per capita funding as a percentage of the national average by province (05/06 prices)
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Figure 7 shows convergence of per capita funding levels
across provinces, a sign of improving equity. These
changes result both from more equitable national
allocation formulae for the provincial equitable share
formula and conditional grants and from increasing
prioritisation of health care in previously disadvantaged
provinces such as Limpopo and Mpumalanga.
Table 4 examines the reported concern that budget
growth has largely been in the area of conditional grants
and that unconditional expenditure is being squeezed
out. It shows that provincial health budgets excluding
conditional grants are in the main growing reasonably
strongly.
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Table 4:
Provincial health funding excluding conditional grants (R million)

Rand million

02/03

03/04

04/05

05/06

06/07

07/08

08/09

Real
change
02/0308/09

% annual
Real
change

Eastern Cape

4 097

4 650

4 545

5 234

5 988

6 693

7 404

1 782

5.5

Free State

1 739

1 996

2 177

2 371

2 470

2 661

2 890

535

4.0

Gauteng

5 186

5 638

5 988

7 334

7 327

7 693

8 225

1 254

3.2

KwaZulu-Natal

5 906

7 115

7 741

9 134

10 136

10 998

11 835

3 586

7.3

Limpopo

2 754

3 353

3 877

4 403

5 041

5 471

6 104

2 184

9.2

Mpumalanga

1 498

1 763

2 036

2 388

2 612

2 853

3 188

1 072

8.4

509

671

653

825

752

822

903

206

5.2

North West

1 808

2 013

2 327

2 611

2 933

3 278

3 475

969

6.6

Western Cape

2 517

3 048

3 576

4 081

4 394

4 803

5 280

1 734

8.2

26 015

30 248

32 920

38 383

41 653

45 272

49 304

13 323

6.4

Northern Cape

Total
Source:

National Treasury.

Table 5 examines equity in interprovincial funding
excluding conditional grants by presenting trends
in per capita funding as a proportion of the national
average. This shows considerable improvement in the
position of Mpumalanga, Limpopo and North West,
with only North West falling below 90% of the average
by the end of this MTEF period.
Table 5:
Per capita funding excluding conditional grants as a
proportion of the national average
2001/02
%

2005/06
%

2008/09
%

95.3

84.9

93.5

Free State

104.9

97.8

92.8

Gauteng

114.2

115.4

100.7

KwaZulu-Natal

115.5

109.0

110.0

Limpopo

76.4

87.4

94.3

Mpumalanga

77.2

87.2

90.6

100.5

110.8

94.4

78.4

80.4

83.3

Western Cape

116.0

124.0

124.9

Total

100.0

100.0

100.0

Eastern Cape

Northern Cape
North West

Source:
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Under-spending has been a problem in provincial DoH
for several years mainly in capex and conditional grants,
but the situation improved substantially in 2005/06,
with the exception of Limpopo province, which
under-spent by R310 million (Table 6). Improvement
in Mpumalanga and North West is especially noted.
Year-on year expenditure increases have been strong
across the board. Changes in spending appear related
to management capacity. For example, a stronger
management team in Mpumalanga has substantially
turned around under-spending and filled more than
2500 posts over two years. Under-spending in Limpopo
may have been related to rapid turnover and instability
in senior management in 2005/06.

	

Short for capital expenditure.
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Table 6:
Under-spending 2004/05 and 2005/06
R million
Eastern Cape

2004/05
29

Gauteng

357

Limpopo

65

Mpumalanga

2005/06

35

North West

67

Western Cape

Source:

310

127

Northern Cape

Total

106

19
58

680

493

National Treasury.

Provincial Budgets 2006/07
This section briefly describes the nine provincial health
budgets of Budget 2006. Overall provincial budgets
grew strongly by 5.7% real in 2006/07. Examination
of provincial budgets suggests allocations in some areas
may be too large to absorb while other areas of the
service may be at risk of under-funding.
After declining in 2004/05, the Eastern Cape health
budget recovered substantially in 2005/06 (13.6% real)
as overall provincial finances stabilised and continues
to grow (8% real) in 2006/07. Beneficiaries include
the Emergency Medical Services (ambulance) budget
which grows massively, HIV, primary health care and
capital programmes. Apparent reductions in district
hospitals funding is an area of risk.
The Free State Health budget increases by a mere 0.6%
in real terms in 2006/07 and may contain some risk.
It is the only budget to have declined from previous
baselines. This was partly due to poor capital spending
trends which led to funding reductions in the Hospital
Revitalisation and Provincial Infrastructure grants,
also associated with management change. The budgets
of some sub-programmes e.g. tertiary and regional
hospitals are areas of risk.
Gauteng, historically the best resourced health
department, has experienced declines in real per capita
expenditure and personnel numbers over a decade
(Figure 7). The 2005/06 year was a watershed with

funding and expenditure recovering by almost R1
billion. Although baseline funding was significantly
boosted by the 2006 Budget up to the new expenditure
level, forward growth is minimal (0.1%, Table 2). The
budget contains increases for HIV, forensic pathology
and infrastructure, but funding for large central
hospitals declines and may require attention. Capacity
to deliver on infrastructure has improved greatly and
rapid progress on projects may necessitate in-year
upward revisions.
The KwaZulu-Natal DoH has become the largest in
the country whose budget will exceed R13 billion by
2008/09. However, it is the province with the largest
population and its per capita funding is just above
the national average. Spending grew by a massive R1
billion in 2005/06 and grows by a further 7.1% in real
terms in 2006/07. Personnel numbers are increasing.
Growth is spread across service programmes, with the
only risk area being regional hospitals. Its community
health worker programmes are the best developed of all
provinces.
Expenditure by the Limpopo DoH has increased
steadily over recent years (Table 3 and 4) from a low
base, with real increases of 9.6% in 2005/06 and
9.2% in 2006/07. This has enabled recruitment of
4 000 additional health workers and development of
the health service. Of concern was under-spending of
R310 million in 2005/06 associated with management
instability. Growth is found throughout the budget
programmes, with the exception of regional hospitals.
Mpumalanga’s health service is improving significantly
under a stronger management team with expenditure
increasing by 13% in real terms in 2005/06. Numbers
of health workers have been boosted by almost 3 000
over the past two years.
The Northern Cape health service has grown
substantially over recent years and is the second best
funded province per capita in 2006/07 (Table 3).
The improving quality of health service delivery is
noticeable. Spending growth was a hefty real 26.7%
increase in 2005/06 and continues with 12.8% growth
in 2006/07. Over-spending of R60 million occurred
in 2005/06 and financial controls probably need
to be strengthened. The province has been a major
beneficiary of revisions to conditional grants especially
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for National tertiary services which now constitute
a significant proportion of budget. It has managed
its capital programmes well, which has led to further
national investments in revitalisation projects.
The North West’s health budget and service has also
strengthened significantly over the past three years,
with real growth averaging 8.7% annually over that
period and the 2006/07 budget allows for a further
11.2% real increase. Although currently the lowest per
capita of all nine provinces, steady growth over recent
years has enabled service improvements.
The Western Cape is the best funded health department
with funding reaching R2 000 per uninsured person by
2008/09 and provides something of a benchmark. It has
the highest doctor density, relatively good performance
on a range of indicators and a strong management
team. The province downsized by over 8000 health
workers in the late 1990s, but funding has stabilised
considerably in recent years.

Spending by Programme
Spending by programme area is shown in Figure 8.
Most notable is the location of the large majority of
funding growth in the District Health Services and
on Health Facilities Management programmes. The
first reflects prioritisation of PHC, HIV programmes
and Emergency Medical Services, where-as the second
reflects increasing attention to upgrading health
infrastructure. Notable also is low growth in the
hospital programmes over a decade.
Table 7 groups the budget sub-programmes in a
somewhat different way to present expenditure by
functional area. This shows strong expenditure growth
in the areas of health facilities, HIV, PHC and Coroner
Services. However expenditure growth on hospitals is
low suggesting that provinces have given little attention
to the Modernisation of Tertiary Services programme
in the 2006 budget.

Figure 8:
Expenditure by budget programme (real 2005/06 prices)
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Table 7:
Expenditure by functional area
2002/03
R million
Hospitals

2003/04

2004/05

2005/06
Preliminary
outcome

Outcome

2006/07

2007/08

2008/09

Medium-term estimates

Real
annual growth
2002/03-2008/09
%

21 565

23 104

24 976

28 102

28 580

30 343

32 421

2.3

5 626

6 478

7 149

8 233

9 468

10 471

11 714

8.1

330

618

1 147

1 692

2 441

2 734

2 960

37.8

Health facilities
(Infrastructure)

1 755

2 076

2 243

3 103

3 910

4 593

5 153

14.4

Administration

1 267

1 614

1 706

1 652

1 852

1 991

2 130

4.3

Emergency medical
services

913

1 283

1 341

1 758

2 210

2 414

2 643

14.2

Health sciences and
training

800

987

1 187

1 495

1 732

1 897

2 051

11.9

Health care support

467

631

608

791

844

883

934

7.3

Coroner services

66

73

82

117

483

490

454

31.9

Nutrition

72

122

159

172

167

177

186

12.1

32 860

36 987

40 599

47 116

51 686

55 993

60 647

5.9

Primary Health Care
HIV and AIDS

Total
Source:

National Treasury provincial data-base 2006.

Primary Health Care
Primary health care expenditure continues to grow
strongly reflecting the national emphasis on meeting
basic needs and the centrality of PHC in the national
health system. Growth in clinic and community health
expenditure is particularly strong. Table 8 shows the
basic sub-programmes and demonstrates real growth of
R3.7 billion over the period or 8.5% annually. Over the
period from 2000/01 to 2005/06 primary care visits
have increased from 81 million to 101 million visits per
annum or 2.5 visits per capita uninsured with a range
from 2.1 in Gauteng to 3.9 in Western Cape – the
national target is 3.5. Spending rises to R248 per capita
uninsured person by 2008/09 and this excludes local
government and district hospitals. Recently a funding
target of R300 per capita has been proposed (2003/04
prices).9 See Table 8.

Environmental health services (EHS) are a local
government function. Progress was made in funding
this function in the 2006/07 budget, when for the first
time funding for this function has been specifically
included as a sub-component in the local government
equitable share formula.
Although the National Health Act10 has provided a
legal framework for the responsibilities of provincial
and local government respectively in the district health
system, in many cases, lack of finality around the
local decision as to which will constitute the District
Health Authority has impeded progress around service
integration and district development.
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Table 8:
Primary health care expenditure
Rand million

Real growth
02/03-08/09

Real growth
annual %

02/03

03/04

04/05

05/06

06/07

07/08

08/09

910

906

1 024

997

1 029

1 089

1 213

20

5.1

3 055

3 009

3 358

3 920

4 589

5 106

5 872

1 640

7.8

Community Health Centres

783

1 681

1 796

2 141

2 313

2 610

2 812

1 563

15.5

Community-based Services

625

592

579

836

948

1 023

1 110

255

7.1

Other Community Services

241

286

424

436

507

546

603

252

10.5

5 614

6 474

7 181

8 330

9 384

10 374

11 611

3 731

8.5

District Management
Clinics

Total
Source:

National Treasury provincial data-base 2006.

HIV and AIDS
Expenditure on dedicated programmes for HIV in
Health Departments has grown strongly over the
period shown in Table 9 and will amount to R3.5
billion in 2008/09. The conditional grant levels off in
2006/07 and is likely to require review in budget 2007
as treatment and prevention programmes roll-out.
Provinces are allocating increasing amounts from their
own budgets (besides the grant) for this purpose.
While prevention programmes are rolling out widely
there is much to be done to improve effectiveness
and quality. Access to HIV testing and counselling
is becoming widespread, condom usage is increasing
and there is some emerging evidence of delayed sexual
debut.11 However, various indicators suggest suboptimal effectiveness of the PMTCT programme
and incidence rates of HIV and sexually transmitted
infection (STI) are still too high.

The treatment component of Operational Plan for
Comprehensive HIV and AIDS Care, Management
and Treatment for South Africa (CCMT) has been
expanded to 192 sites in all 53 health districts and in
more than 170 local municipalities, compared to 139
accredited facilities in 2004/05.12 From the beginning
of the programme in April 2004 to June 2006, over
178 000 patients had started antiretroviral therapy
versus estimated need exceeding 400 000.7 Deficiencies
in existing information systems do not allow for
monitoring on adherence to treatment and retention in
the treatment programme.

Table 9:
HIV dedicated programme expenditure in Health Departments
02/03

03/04

04/05

05/06

06/07

07/08

08/09

Real change
02/03-08/09

210

334

782

1 135

1 567

1646

1 735

1 278

40.2

98

335

419

568

958

1 185

1 327

1 048

47.5

National other

245

343

326

431

410

437

453

116

5.9

Total

553

1 011

1 527

2 135

2 935

3 268

3 516

2 442

30.1

Rand million
HIV and AIDS conditional
grant
Provincial other

Source:
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National Treasury provincial data-base and Estimates of National Expenditure, 2006.

As seen from the row in Table 12 ‘provincial other’

Real change
annual %
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Coroner Services Sub-programme
and Forensic Pathology

Hospital Funding

On 1 April 2006 the responsibility for forensic pathology
services was officially shifted from the South African
Police Service to provincial DoH. A new conditional
grant has been established for a period of five years to
build up these services to an acceptable level. Amounts
of R525 million, R551 million and R466 million have
been allocated in the new conditional grant over the
MTEF for this purpose.

Emergency Medical Services
Funding for emergency ambulance services is growing
remarkably strongly and the programme will exceed
R2.6 billion by 2008/09. Almost R500 million was
added to the 2006/07 budget. There are a number of
factors driving this growth including strengthening
of services being provincialised (many provinces previously delegated these services to local government),
institution of two person ambulance crews,
strengthening communication systems and control
centres, purchase of new vehicles and information
systems. A new national ambulance model was
prioritised in the 2006/07 budget and aims at reducing
response times to under 15 minutes in urban areas and
under 45 minutes in rural areas. Air ambulance services
are also being extended in several provinces. Further
strengthening is anticipated in preparation for 2010
soccer World Cup to be hosted in SA and to implement
the improved national ambulance model.13

Hospital funding growth has been unimpressive in the
period under review with 2.4% annual real growth
over the period and no real growth in 2006/07 (Table
11 and Figure 9). However, as discussed above, capital
expenditure on upgrading hospitals has increased
significantly.
Regional hospitals receive the area of greatest expenditure but in many cases still appear to be under-resourced
with reference to funding and staffing norms.14
Two large national conditional grants assist in the
funding of hospitals. The National Tertiary Services
grant was formed in 2002/03 and funds tertiary
hospital services in 27 hospitals. The Modernisation of
Tertiary Services report,15,16 released in 2004, presented
a far reaching set of proposals for specialised hospital
services, but is lagging behind in implementation. The
Health Professions Training and Development grant
supports academic medicine by compensating provinces
for expenditure incurred in teaching. The later grant is
currently the subject of a review in order to strengthen
its support for academic medicine. However, as the
table and Figure 8 show, these grants have had limited
effect in protecting central hospital funding during a
period of prioritisation of primary health care. The lack
of growth in central hospitals funding in provincial
budgets despite initiation of the Modernisation of
Tertiary Service project suggests that routing funding
through the equitable share has proved ineffective
and that this issue will need to considered again for
conditional grant funding in budget 2007. Overall
hospital funding has been constrained over a decade
and this issue requires attention in future budgets.

Table 10:
Emergency medical services funding

Rand million
Emergency transport
Planned patient transport
Total
Source:

% Real
change
annual

02/03

03/04

04/05

05/06

06/07

07/08

08/09

Real change
02/03-08/09

899

1 231

1 311

1 645

2 053

2 239

2 449

1 550

13.0

8

52

30

94

156

176

195

186

61.2

907

1 283

1 341

1 739

2 210

2 414

2 643

1 736

14.3

National Treasury provincial data-base.

47

Table 11:
Hospital funding (nominal prices)
Real change
02/03-08/09

Real change
annuaI %

Real growth
06/07 %

Rand million

02/03

03/04

04/05

05/06

06/07

07/08

08/09

District

6 558

6 837

7 489

7 930

8 272

8 814

9 534

835

18

0.1

General
(regional)

6 846

7 878

8 252

9 082

9 334

9 951

10 564

1 405

28

-1.4

332

400

341

513

621

656

697

230

8.2

16.2

1 217

1 310

1 482

1 679

1 903

2 043

2 169

504

53

8.8

Chronic /
subacute

182

107

131

190

173

190

202

-31

-2.7

-12.7

Dental

154

169

180

202

211

223

235

30

2.6

0.2

30

36

37

36

58

66

69

26

9.6

52.9

Central

5 024

5 121

5 545

6 098

6 061

6 362

6 76l

164

0.5

-4.6

Provincial
tertiary

1 211

1 238

1 448

1 825

1 947

2 039

2 190

529

5.5

2.4

21 555

23 095

24 903

27 555

28 580

30 343

32 421

3 690

2.4

-0.5

TB
Psychiatric

Other
specialised

Total
Source:

National Treasury provincial data-base, 2006.

Figure 9:
Funding by hospital type
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While hospital funding has shown little growth, more
surprisingly hospital workloads according to national
health information systems, in terms of admissions
(3.6-4 million per year) and outpatient visits (20
million per year) have also not risen substantially
over a decade. It is possible that funding limitations
for hospitals have limited staffing and service delivery.
Given the increasing proportion of admissions due to
HIV it appears likely that non HIV-related admissions
are being squeezed out.
Unfortunately the quality of hospital data are in
too many cases not credible and this makes it more
difficult to make firm conclusions on hospital funding
requirements. In addition, provinces use a variety of
inconsistent approaches to fund hospitals resulting
in wide discrepancies in workloads and unit costs
between facilities performing similar functions. It is
recommended that wider use be made of performance
based budgeting to better match resources to
workloads.
Figure 10:
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Health Sciences and Training
Programme 6 in the standardised budget structure
covers health sciences and training. Although this
programme shows strong growth this appears to be
partly due to reclassification with increasing location
of Health Professions Training and Development grant
expenditure in this programme. However, spending
on nursing colleges (R971 million in 2006/07) and
bursaries R223 million does appear to be increasing
(Table 12).
Table 12:
Health sciences and training programme
Rand million

Real growth
02/03-08/09

Real growth
annual %

02/03

03/04

04/05

05/06

06/07

07/08

08/09

515

622

772

836

971

1 058

1 136

405

9.1

Emergency training colleges

16

14

15

29

32

33

35

12

8.7

Bursaries

84

139

133

200

223

237

253

125

14.9

Primary care training

41

83

65

93

93

100

108

47

12.4

Other training

118

128

201

381

412

468

520

319

22.4

Total

774

987

1 186

1 539

1 732

1 897

2 051

908

12.5

Nursing colleges

Source:

National Treasury provincial data-base, 2006.

The Departments of Health, Education and Treasury
are negotiating reform of the R1.5 billion Health
Professions Training and Development (HPTD) grant
as part of restructuring the funding of health sciences
education. Numbers of health science students are
shown in Table 13.
Table 13:
Health science students 2003
Student

Total

Student

Total
11 070

Medical

8 585

Registered nurse

Medical postgraduate Registrar

2 477

Enrolled nurse

Dental

1 492

Nursing auxiliary

Dental specialist

131

Pharmacy

2 876
624
1 347

Physiotherapy

1 540

Radiography

127

Occupational therapy

1 156

Optometry

193

Speech therapy

241

Clinical psychologist

Dietician

380

Total
Source:
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43
32 282

Department of Education, 2003.
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The next section discusses line item expenditure,
focusing particularly on personnel and infrastructure.

Personnel
Health sector personnel numbers declined substantially
in the late 1990s after an unsustainable wage agreement
in 1996 in the context of the fiscal constraints and
pressures on health sector budgets. Over the past two
years health personnel numbers have recovered by
20 000 as the effects of a more expansionary fiscal policy
are finally showing themselves in personnel numbers,
but are only now approaching past peaks (Figure 11).
Of these, health professional personnel have increased
by approximately 10 000 over the past two years (Table
15). Spending on health personnel is shown in Table
14 expressed in nominal prices. Spending on personnel
has increased by over R5 billion in real terms in the four
years to 2006/07, of which about R1 billion comprised
the scarce skills and rural allowances. The National
Human Resources Plan recommends that personnel
numbers in the health sector be expanded by 30 000
over a period of five years.8
Table 14:
Provincial health compensation of employees’ expenditure, 2002/03-2008/09
2002/03
R million

2003/04

2004/05

2005/06
Preliminary
outcome

Outcome

2006/07

2007/08

2008/09

Medium-term estimates

Real change
2002/03-08/09
annual %

Eastern Cape

2 494

2 816

3 230

3 446

3 732

3 912

4 088

3.8

Free State

1 375

1 496

1 681

1 850

2 014

2 131

2 248

3.8

Gauteng

3 907

4 219

4 453

4 689

5 082

5 364

5 670

1.7

KwaZulu-Natal

4 488

4 735

5 414

5 867

6 961

7 588

8 060

5.4

Limpopo

1 950

2 377

2 614

2 855

3 181

3 498

3 803

6.9

Mpumalanga

895

1 064

1 148

1 450

1 572

1 739

1 914

8.5

Northern Cape

367

426

471

523

586

612

636

4.8

North West

1 274

1 406

1 586

1 765

1 902

2 075

2 201

4.7

Western Cape

2 370

2 445

2 799

2 977

3 598

3 842

4 183

5.1

19 120

20 983

23 397

25 419

28 628

30 762

32 804

4.6

Total
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Figure 11:
Trends in health sector employees
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235 000
230 000
225 000
220 000
215 000
210 000
205 000
200 000
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National Treasury, Vulindlela, 2006.

Table 15:
Trends in health professional numbers (head counts)
Rand million

01/02

02/03

03/04

04/05

05/06

06/07

Change

Change %

Medical officers

7 261

7 399

7 665

8 342

8 709

9 588

2 327

32.0

Medical specialists

3 619

3 626

3 431

3 553

3559

3 765

146

4.0

Total Doctors

10 884

11 029

11 101

11 901

12 278

13 411

2 527

23.2

Nursing assistants

28 556

28 547

29 206

30 486

31 431

32 562

4 006

14.0

Professional nurse

40 804

40 646

41 815

42 848

43 839

44 641

3 837

9.4

Staff nurse and pupil nurse

20 632

20466

20 675

20 679

20 730

21 281

649

3.1

Student nurse

7 119

7 314

7 746

8 145

8 458

9 314

2 195

30.8

Total nursing

97 111

96 972

99 441

102 157

104 458

107 798

10 687

11.0

Dentists

625

587

596

635

663

725

100

16.0

Total dental

839

790

788

845

884

951

112

13.3

Emergency service personnel

3 958

4504

5 348

6 142

7 193

8 030

4 072

102.9

Pharmacists

1 325

1 250

1 247

1 438

1598

1 711

386

29.1

Radiography

2 083

2 027

2 035

2 045

2 006

2 251

168

8.1

Dieticians

261

293

380

415

435

517

256

98.1

Environmental health

545

600

790

829

865

871

326

59.8

Occupational therapy

427

458

565

588

591

664

237

55.5

Physiotherapy

473

510

562

713

720

762

289

61.1

Psychologists

267

270

320

385

406

409

142

53.2

121 908

122 061

125 902

131 251

135 615

139 418

17 510

14.4

Total professional personnel
Source:
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National Treasury, Vulindlela, 2006.
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Table 16 shows trends in public sector medical doctors
per 1 000 population. Over the period from 2001/02
to 2005/06 there has been an encouraging increase in
Eastern Cape, Limpopo, Mpumalanga and Northern
Cape. The recently published World Health Report
2006 provides a wealth of comparative data on health
personnel. This shows that the public sector total of
0.31 doctors per 1 000 population is substantially less
than the country total of 0.77 or the international
median of 1.37 per 1 000 for middle income countries,
with doctor availability in the public sector being
considerably lower.

Addressing human resource deficits can undoubtedly
contribute to the quality of the national health
care service. The recently released national Human
Resource Plan of the Department of Health8 proposes
bold steps to increase supply of health professionals,
including substantially increasing numbers of doctors
in training. The plan also recommends that numbers of
health personnel be increased by 30 000 over a period
of five years.

Table 16:
Public sector doctors per 1 000 uninsured persons
Province

01/02

02/03

03/04

04/05

05/06

Eastern Cape

0.12

0.15

0.15

0.16

0.18

Free State

0.28

0.33

0.32

0.33

0.34

Gauteng

0.48

0.47

0.46

0.47

0.47

KwaZulu-Natal

0.28

0.28

0.26

0.30

0.32

Limpopo

0.10

0.12

0.14

0.16

0.16

Mpumalanga

0.17

0.16

0.18

0.21

0.23

Northern Cape

0.31

0.29

0.34

0.35

0.36

North West

0.14

0.13

0.13

0.15

0.16

Western Cape

0.69

0.65

0.63

0.63

0.67

Total

0.28

0.29

0.29

0.30

0.31

Doctor distribution in middle income countries
Country

Doctors per
1 000 population

Doctors per
1 000 population

Country

Cuba

5.91

Chile

1.09

Russian Federation

4.25

China

1.06

Argentina

3.01

South Africa

0.77

Poland

2.47

Malaysia

0.70

Mexico

1.98

Iran

0.45

Republic of Korea

1.57

Thailand

0.37

Median

1.37

Turkey

1.35

Brazil

1.15

Algeria

1.13

Source:

WHO 2006 and Vulindlela 2006.

53

Infrastructure
Spending on infrastructure continues to grow strongly
partly driven by the Hospital Revitalisation and
Provincial Infrastructure grants. Spending on the
Health Facilities Programme (programme 8) will
exceed R5 billion in 2008/09.

of supervisory and project management, planning,
technical skills, inter-departmental coordination and
acquiring international best practice designs.

Table 17:
Capital expenditure
02/03

03/04

04/05

05/06

06/07

07/08

08/09

Real change
02/03-08/09

Real change
annual %

Health facilities management

1 770

2 076

2 252

3 060

3 910

4 593

5 153

3 384

14.3

Capex

1 837

2 426

2 693

3 851

4 315

4 841

5 456

3 619

14.6

1 057

1 430

1 580

2 119

2 401

2 844

3 224

2 167

15.1

780

996

1 102

1 718

1 851

1 982

2206

1 426

13.7

Buildings
Equipment and vehicles
Source:

National Treasury provincial data-base 2006.

In the 2006 budget, funding for the Hospital
Revitalisation programme was increased. This
programme has a medium to long term focus on the
capital upgrading or replacement of entire hospitals,
with subcomponents for medical equipment and
hospital management and quality improvement.
Amounts of R100 million, R300 million and R500
million were added to the grant over the MTEF. In
addition the previous Hospital Management and
Quality Improvement grant is being phased into this
programme over the next 1-2 years. This will bring the
Hospital Revitalisation funding to R1.98 billion by
2008/09.
Thirty-two hospitals will be included in the programme
over the MTEF period. These include large projects
such as the upgrading of Chris Hani Baragwanath
Hospital, the building of two new district hospitals in
Soweto, completion of the three rural regional hospitals
in the Western Cape including Paarl hospital, two new
250 bed hospitals in KwaMashu, Durban and four
replacement hospitals in Limpopo. The large projects
are scheduled over a multiple year period and will not
be completed within this MTEF. Under-expenditure
continues to be a problem in this grant and steps are
being taken to progressively strengthen programme and
project management and address obstacles to delivery.
The massive capital upgrading programme underway
presents a major challenge for government in the areas
54

Outcomes
Despite improvements in social grants, education,
water, housing, electrification, public health, health
funding and primary care services, the numbers of
deaths are increasing (Table 18) as the HIV epidemic
matures. The rate of increase strongly suggests linked
increasing pressure and demand for health services.
Of particular concern is the rise in mortality in young
adults from 30-50 years.
Table 18:
Mortality (deaths per year) estimates from three
sources
Population
Register

Stats
SA

ASSA
2003

1997

250 745

316 505

420 900

1998

299 737

365 053

460 410

1999

327 826

380 982

503 247

2000

366 121

413 736

531 291

2001

407 675

452 896

583365

2002

441 731

499 494

632 561

2003

484 332

552 825

680 585

2004

513 931

(incomplete)

567 488

720 654

12.0

9.7

8.3

% Change 1977-2003
annual
Source:

Population Register, Statistics South Africa,17 Actuarial
Society of South Africa.18
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Private Sector Financing Trends
This section of the chapter, considers some of the major
trends affecting medical scheme coverage in SA, and in
particular, developments during 2005. Trends in the
number of lives covered by medical schemes, differences
in coverage between the provinces, as well as the overall
number of registered medical schemes are analysed.
Financial trends affecting medical schemes, including
changes in solvency levels, claims ratios and health care
expenditure of medical schemes are discussed. Finally,
certain important policy and strategic developments
are considered, notably the creation of the Government
Employees Medical Scheme (GEMS), progress
toward the establishment of a REF, reform of the tax
subsidy framework, and a consultative process around
conditions conducive to the emergence of risk pooling
products for low income individuals.
These developments must be seen against the backdrop
of the a broad process of reform of the private health
funding system in SA, which commenced with passage
of the Medical Schemes Act, No 131 of 1998.19 This
Act, which became fully operational in 2000, had the
following major policy objectives: to promote nondiscriminatory access to privately funded health care;
to reduce unnecessary financial burden on the public
sector; to improve governance of medical schemes
in the interests of members; to promote greater
financial stability in the industry; and to improve
consumer protection through enhanced governmental
oversight.20
The introduction of community rating, open enrolment
and a package of prescribed minimum benefits were
among the interventions introduced by the Medical
Schemes Act, 1998. In terms of community rating,
medical schemes must price contributions at the
average expected cost of the group, rather than loading
premiums according to the risk status of individuals.
Open enrolment demands that medical schemes may
not deny an applicant membership of their scheme based
on an assessment of the risk status of an individual.
The prescribed minimum benefit (PMB) package is a
minimum set of benefits that a medical scheme must
offer to all its beneficiaries with coverage of full cost in
at least one reasonably accessible setting. The challenge
in defining and developing the PMB package has been
the difficulty of striking a balance between protecting

the members’ interest of receiving a reasonably core
PHC package of essential health care, on the one
hand, and maintaining affordability of medical scheme
contributions, on the other. Industry stakeholder
assertions that the affordability of the current package
negatively impacts on their ability to introduce low cost
medical scheme packages in the market has been one
of the factors giving rise to the Low Income Medical
Schemes (LIMS) research process, which is discussed
below.

Membership Trends
In 2005, a total of 6 835 621 beneficiaries4 were
covered by medical schemes registered in terms of the
Medical Schemes Act, 1998. This figure represents a
2.6% increase in covered lives from 2004 (compared to
an overall estimated population growth rate for 20042005 of 0.92%). During 2005, medical schemes covered
some 14.6% of the South African population. The
gross contribution income of medical schemes for these
beneficiaries during 2005 amounted to R54.2 billion
(or R670 per beneficiary per month).4 The disparities
between health care expenditure in the public and
private sectors has already been discussed.
The lack of significant growth of the medical scheme
population over the past decade, as shown in Figure
12, is indicative of the fact that medical schemes have
been unable to design packages that are affordable and
attractive to the emerging market in South Africa.
Low income earners may face user fees from public
sector providers or otherwise may make use of private
providers for out-of-hospital care in particular. If these
earners are unable to afford medical scheme cover
whereby their risk of medical expenditure is spread
across the membership of a medical scheme, they
individually face the full out-of-pocket cost, which
may be financially catastrophic for them. This may
negatively impact on access to health care. The lack of
health risk pooling options for low income earners is
providing the impetus for significant policy debate at
present regarding creation of conditions conducive to
low income medical schemes as well as the establishment
of a social health insurance system in SA.
	

This figure excludes beneficiaries of bargaining council funds
registered in terms of the Labour Relations Act, for which reliable
figures are not easily obtained. Bargaining council funds account for
something approximating an additional 120000 covered lives.
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Figure 12:
Beneficiaries of Registered Medical Schemes
8
7

Millions

6
5
4
3
2
1
0
1997

1998

1999

2000

2001

2002

Members
Source:

2003

2004

2005

Dependants

CMS Annual Report 2005-6.4

It is not surprising given the relatively high costs of
medical scheme membership, that membership rates
differ significantly from province to province, and are
strongly correlated with rates of employment. The two

provinces with the lowest unemployment rates, Gauteng
and Western Cape, have significantly higher medical
scheme membership rates than other provinces, as can
be seen in Table 19.

Table 19:
Population, Unemployment and Medical Scheme Coverage Rates per Province
Province

Estimated
Population 2005

Unemployment Rate
2005 in %

Medical Scheme
Beneficiaries 2005

% Population Covered
by Medical Schemes

Eastern Cape

7 039 300

29.9

601 154

8.5

Free State

2 953 100

30.2

326 151

11.0

Gauteng

9 018 000

22.8

2 535 991

28.1

KwaZulu-Natal

9 651 100

32.8

1 038 174

10.8

Limpopo

5 635 000

30.1

261 955

4.6

Mpumalanga

3 219 900

26.9

468 066

14.5

902 300

24.7

143 971

16.0

North West

3 823 900

27.4

334 919

8.8

Western Cape

4 645 600

18.9

1 119 247

24.1

(Outside RSA)

5 993
26.7

6 835 621

14.6

Northern Cape

Total
Source:
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46 888 200

CMS Annual Report 2005-6;4 StatsSA Labour force survey, 2005;21 StatsSA Mid-year population estimates, 2005.22

The apparent jump in membership from 1999 to 2000 is as a result
of reclassification of a number of schemes (primarily Transmed,
Medcor and Polmed) from exempted bargaining council status to
schemes registered in terms of the Medical Schemes Act 1998, when
this Act was implemented in 2000.
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Figure 13:
Number of Registered Medical Schemes 1974-2005
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Although the number of beneficiaries of registered
medical schemes has remained relatively stable over
the past few decades, the number of medical schemes
providing cover to those beneficiaries has declined
steadily as a result of amalgamations, liquidations and
mergers. This can be seen in Figure 13. From 2004 to
2005, the number of registered medical schemes again
declined from 133 to 131.4
In principle, the reduction in the number of medical
schemes is not undesirable, as it may promote the
elimination of inefficient medical schemes and
allow for greater financial stability in the industry
through consolidation of risk pools. This principle
is undermined, however, if medical schemes are able
to compete on their ability to cream-skim good risk
beneficiaries in the environment as opposed to the
efficiency of their operations. Where playing fields are
not level as a result of vastly different risk profiles of
medical schemes, inefficient medical schemes may be
able to remain competitive purely by manipulating
the market to avoid poor risk. An evaluation of cost
differences among open medical schemes in South
Africa demonstrated a cost difference of 180%
between two medical schemes based only upon the
difference in age profiles between the two schemes.24
As a consequence, to promote competition based on
efficiency rather than risk selection, government is
making progress toward establishment of a REF.
Progress in this regard is discussed in greater detail
below.

Financial Trends
On the whole, the medical schemes industry has
achieved a fairly solid level of financial stability over the
past five years. One of the major legislative interventions
brought about by the Medical Schemes Act, 1998, was
to require medical schemes to hold 25% of annual
contributions in reserve, to provide a buffer against
unforeseen variability in scheme expenditure. This
25% requirement needed to be incrementally achieved
over a period of five years – with most schemes needing
to have reached that level by the end of 2004. Although
some medical schemes remain below that level, the
industry has by and large significantly exceeded the
goal with an industry average of 38.9% at the end of
2005, as can be seen in Figure 14.
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Figure 14:
Solvency Ratios of Medical Schemes 2000-2005
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The accumulation of reserves by many schemes in excess
of the statutory minimum not only provides a solid
barrier against fluctuation of claims, but also provides
an important opportunity to those schemes to generate
a steady investment income which can contribute to
the financial stability of the scheme in periods when
operating results are poor. It also provides schemes with
flexibility around the determination of benefits and the
setting of contributions, to maintain attractiveness of
benefit packages and affordability of contributions. In
fact, the relative leveling off of accumulation of reserves
from 2004 to 2005 must be seen in the context of a
significantly greater proportion of contribution income
being spent on health benefits in 2005 as compared to
2004. The risk claims ratio of medical schemes, which is
the percentage of risk contributions paid out in claims,
has been rapidly declining over the past decade to reach
an all-time low of 78.6% in 2004. As can be seen in
Figure 15, this trend was finally reversed in 2005, with
a sharp increase in the risk claims ratio to 84.4%.
Total medical scheme expenditure on claims increased
by 12.2% from 2004 to 2005 (as opposed to a 6.75%
increase from 2003 to 2004).4 This shift would appear
to be consistent with the statement in the 2004/5
Annual Report of the Council for Medical Schemes
that “as reserves for most schemes are at the prescribed
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This calculation includes only risk contributions and claims. It
therefore excludes contributions to, and claims from, personal
medical savings accounts.

level, more of members’ contributions should in future
be utilised towards benefits”.25
Significantly, as may be seen in Figure 16, the dramatic
increases in private hospital expenditure which were
observed from 2001 to 2004 appear to have abated in
2005, while the significant real increases in health care
expenditure appears to have taken place among medical
specialists, general practitioners and supplementary and
allied health care professionals. This is an important
shift given the trend in recent years of an increasing
share of the medical scheme expenditure pie going
to private hospitals at the expense of professional
disciplines. Also encouraging is the decreasing medical
scheme expenditure on medicines, which suggests that
government policy to decrease the prices of medicines
through regulation of single exit prices is having the
desired effect. The impact on medicine prices of
proposed Regulation of the dispensing fee charged by
pharmacists cannot be assessed at this point, because
at the time of writing the DoH had still not published
final Regulations governing this mark-up. At the end of
September 2005, the Constitutional Court26 set aside
the dispensing fee determined by the Department of
Health in regulations under the Medicines and Related
Substances Act, 101 of 1965, and instructed the DoH
to go back to the drawing board to determine a new
fee.
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Figure 15:
Risk Claims Ratio 1996-2005 (2005 prices)
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Figure 16:
Benefit Expenditure by Medical Schemes (2005 prices)
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The increase in claims ratio may not be sustainable
unless schemes are able to better contain levels of nonhealth expenditure. Total non-health expenditure again
increased by 9.6% from 2004 to 2005, well in excess of
inflation. The increase in non-health expenditure per
average beneficiary per annum from 2004 to 2005 may
be seen in Figure 17. As can be seen from this figure,
the major contributors to non-health expenditure
of medical schemes are: administration expenses,
managed care services, and broker fees. Industry-wide,
non-health expenses comprised 16.3% of contributions
in 2005, the highest level in the past decade. The reason
that the proportion of contributions spent on claims
(claims ratio) was able to increase despite the increase
in proportion of contributions spent on non-health
care expenses, is that schemes drastically reduced the
amount allocated to reserve building in 2005.21 This
suggests that scheme reserve levels are at risk of rapidly
diminishing if current benefit levels are maintained
in the absence of curbing inflation on non-health
expenditure.

Key Strategic and Policy Issues
A number of strategic and policy developments have the
potential to significantly change the face of the medical
schemes industry going forward. In this concluding
section of the chapter, a few of the major developments
are highlighted.
A particularly important development over the past
year has been the establishment of the Government
Employees Medical Scheme (GEMS). GEMS was
registered on 1 January 2005, and commenced doing
the business of a medical scheme with active member
enrolment on 1 January 2006. It will, however, take
some time for the medical scheme to enrol a membership base which will have significant impact on the
medical schemes environment. GEMS has the potential
to enrol an additional 1 million medical scheme
beneficiaries, through the extension of an employer
subsidy to 380 000 public servants and their families
who are currently not enrolled on a medical scheme.27

Figure 17:
Trends in Non-Health Expenditure of Medical Schemes
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Given the commitment of government for the extension
of medical assistance to currently uncovered public
servants, and the development of a revised medical
subsidy policy aligned to GEMS, in time the scheme
has the potential to capitalise on economies of scale
and to achieve significant market power in negotiations
with third party contractors and health care providers.
Whether or not these gains will materialise will depend
on the ability of the public hospital sector to establish
itself as a viable contracting partner to provide hospital
services to the scheme’s base option, the willingness
of private providers to enter into price competition
amongst themselves, and the support of public service
labour organisations to encourage their members to
participate.
Significant progress has also been made towards
the establishment of a REF, which will provide a
mechanism to facilitate financial risk transfers between
medical schemes to reduce the unfair financial
advantages of schemes which have benefited from
disproportionately good risk membership profiles
relative to other medical schemes. In July 2005, the
Cabinet gave approval in principle to the establishment
of the REF, to be administered by the Council for
Medical Schemes. An amount of R15 million was
allocated in 2006/07 to prepare the REF infrastructure
and systems. During 2005, a ‘shadow process’ was
implemented to test the formula and systems as well
as looking at the implications of the Fund for both the
Council for Medical Schemes, and medical schemes
themselves. This was due to continue until the end
of the third quarter of 2006, when a ‘dry run’ would
commence where all systems would be up and running
without actual financial transfers taking place. The
date of actual commencement of financial transfers
will depend on the date of passage of the enabling
legislation by Parliament, as well as when the Ministers
of Health and Finance are satisfied that the necessary
systems and safeguards are in place to ensure that all
risks to implementation are sufficiently mitigated. A
particular risk to successful implementation of the REF
is the collection of poor quality data by some medical
schemes. Given the reliance of the REF on high quality
data, mitigation of this risk is receiving significant
attention from the Council for Medical Schemes at
present.

The implementation of the REF is viewed as an
important step in the process towards creation of a
social health insurance (SHI) system in South Africa.
The proposals for SHI which have been discussed in
government to date contemplate introduction of both a
risk-based cross-subsidy between medical schemes and
an income-based cross-subsidy, whereby higher income
members of medical schemes will cross-subsidise lower
income members. Considerably more policy consensus
has been achieved at governmental level in relation to the
mechanisms for risk equalisation than the mechanisms
for the income-based cross-subsidy. The nature and
mechanisms for this second plank of SHI continue to
be the subject of engaging policy discussion.
In the meantime, the system of tax deductibility for
medical expenses by employers and employees was
changed from the 2006/07 year. While deductions
were previously only on 2/3 of the contribution fee,
income related and unlimited, the new system allows
for complete (100%) tax deductibility up to a given cap
per beneficiary (amounting to R1 600 for a family of 4
per month). Because the monthly ceiling is calculated
on the number of dependants registered on the medical
scheme, larger families are likely to benefit from a greater
tax-free portion of medical scheme contributions than
was previously the case. This is intended to encourage
more people to enrol their families as dependants on
their medical schemes.
Furthermore, an important consultation process has
been undertaken in relation to steps which may be taken
to create the conditions conducive to the emergence of
medical scheme products geared to the needs of low
income individuals. Opportunities for risk pooling for
health care expenditure among low income individuals
is considered to be important to protect these people
against the regressive, and potentially financially
catastrophic, impact of out-of-pocket expenditure on
health care. Stakeholder input and research was invited
by a committee established by the Minister of Health
to consider options for SHI. This gave rise to a report
containing stakeholder views and research, dubbed
the Low Income Medical Schemes, or “LIMS,” report,
which was due to be considered by policymakers in
government during 2006. A key recommendation of
this report was the creation of a more limited package
of prescribed minimum benefits (PMB) to be mandated
for LIMS products.
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To the extent that the cost of the PMB package is
currently an impediment to the emergence of low cost
medical schemes, this will not be resolved through the
risk equalisation fund. The REF will only ensure that,
assuming equal efficiency in the delivery of benefits, all
schemes will face the same average cost for the provision
of PMBs irrespective of risk profiles of those schemes.
It will not result in a lowering of the average cost of
the PMB package, nor will it achieve an income-based
cross-subsidy between medical schemes.

Conclusion
Public sector health service funding has continued to
grow and stabilise under the period of review. Funding
growth is occurring in real and real per capita terms
and the positive funding climate has allowed the
employment of 20000 additional health employees
over the past two years of which 10 000 are health
professionals. Funding growth is particularly strong in
the areas of primary health care, HIV, infrastructure
and emergency health services. Funding for hospitals
remains constrained and this is an area that requires
further improvement.
In the private health funding sector, membership of
medical schemes has remained largely stable during
the past year, with continuation of the trend of
consolidation amongst medical schemes. However,
significant disparities remain in membership rates
between provinces, closely related to differential
employment levels between provinces. Expenditure
patterns showed some significant changes over the past
year, including a significant increase in the proportion
of contribution income spent on health care benefits.
Although this in itself is a positive development, it
is unlikely to be sustainable unless medical schemes
manage to better control increases in both health- and
non-health expenditure in the future.
Several important strategic developments affecting
the private health funding sector took place during
this year. These included the establishment of the
Government Employees Medical Scheme, progress
toward implementation of the REF, reform of the system
of tax deductibility for medical scheme contributions,
and a consultative process around the establishment
of low income medical schemes. Given the potentially
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high impact of each of these processes on the coverage,
affordability and equity within medical schemes, the
impact of policy and regulatory developments in this
environment will need to be closely monitored.
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4
Abstr act

The chapter explores the importance of locating a health management information
strategy within a conceptual framework that captures the fundamental essence and
purpose of HMIS. This framework should guide the identification and implementation
of the most appropriate programmes and activities. To obtain such a conceptual
framework requires further development work with relevant stakeholders.
South Africa has seen many achievements in the strengthening of its health management
information system. However, one of the key challenges remains to get managers at
the various levels of the health system to use the available information optimally in
order to inform decision making. These decisions are required around all aspects of the
health system including identification of health needs and priorities, health systems and
service planning, monitoring progress in implementation and evaluation of the impact
of interventions, health policy, programme design and resource allocation.
Monitoring and evaluation is a vital component of any health system but it cannot take
place without good quality data. The national Department of Health and National
Treasury have been instrumental in leading the institutionalisation of the use of routine
health information for planning and monitoring. The Provincial Strategic Plans and
the District Health Planning Guidelines are two examples that are briefly discussed.

H e a lt h M a nage m e n t
I n for m at ion S ys t e ms

T

his chapter looks at national and international trends in health information
systems. The organisation and development of the South African national
health information system over the past five years is discussed within this
context. A health management information system fundamentally requires the use
of health information at policy, health system and health service levels to support
management decisions.

Finally some recommendations are made to strengthen the health management
information system in South Africa.

Author
Faith Kumalo

Health Systems Trust
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Introduction
There is growing awareness that health decisions based
on expediency and political opportunism lead to
ineffective and inefficient use of resources, while use of
data for evidence-based decision making leads to better
health systems and service management. Because of
the increasing international emphasis on results-based
management and performance-based funding, the
need for sound data generated through reliable and
transparent information systems is growing.
The role of health information systems is to timely
generate, analyse and disseminate sound data for public
health decision making. A health information system
(HIS) is part of the health care system and can be viewed
as an “integrated effort to collect, process, report and
use health information and knowledge to influence
policy making, programme action and research”.1

“It is not because countries are poor that they
cannot afford good health information; it is
because they are poor that they cannot afford to
be without it.” 2
All governments need good quality information on
which to base policy and management decisions. The
need is particularly acute where resources are limited
and the cost of unwise allocation of funds is very high.
However, useful information is often unavailable in
resource-poor developing countries due to an under
investment in the systems for data collection, analysis,
dissemination and use. As a result, decision makers
are unable to make decisions based on objective and
verifiable information.
Reliable and timely health information is an essential
foundation for public health action.
Information is crucial for the identification of health
needs and priorities, for health systems and service
planning, to track progress in implementation and
evaluate the impact of interventions, and to make
evidence-based decisions on health policy, programme
design, and resource allocation.

Drivers of the Need for Information
Few countries have sufficiently strong and effective
health information systems in place. Frequently where
data is available, it is often out of date and of questionable
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accuracy. A number of factors have coincided to render
the unprecedented push for strengthened health
information systems. Reporting on progress towards
achieving specified targets for specific indicators has
become more important with the introduction of
performance-based allocations in several international
initiatives such as the Global AIDS Vaccine Initiative
(GAVI), the Global Fund to fight AIDS, TB and
Malaria (GFATM) and the President’s Emergency Plan
for AIDS Relief (PEPFAR). Countries also need to
assess and report progress towards the attainment of
the Millennium Development Goals (MDGs).

Development Challenges of Health
Information Systems
Health information systems have evolved in an erratic,
piece-meal manner, largely due to administrative,
economic, legal and donor pressures. This has resulted
in fragmentation of health information systems, the
dispersal and dilution of responsibility, and competing
interests of different role-players from different sectors.
Responsibility for health data is divided across different
ministries or sectors and coordination and sharing
of data is often a huge challenge. For example, vital
registration – counting births and deaths – a basic
building block of the HIS, is undertaken by the
Department of Home Affairs in South Africa (SA).
The departments of Health and Home Affairs are
currently collaborating to improve the quality of vital
registration data.
Health service delivery related information systems are
weak in many developing countries. Health workers
are overburdened with excessive data and reporting
demands due to multiple, poorly coordinated systems
which often duplicate collection effort and fail to
deliver timely, accurate and complete data. Although
much health systems data is collected at lower levels
of the health system, little is stored and analysed in a
meaningful manner. In addition, there is inadequate
access to information from support systems such as
human resources and financial systems and linkages
of these to routine health information. This results
in managers not being able to have a comprehensive
picture of what they are doing.
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Health information systems are further fragmented
by disease-specific programme requirements, such as
for TB, HIV and Child Health. This often creates
multiple parallel systems of data collection. This is
turn, burdens front-line health workers by duplicating
collection effort and resources, diminishing worker
morale and jeopardising data quality.

International Perspective
At a global level, there is an increased demand for
accountability and evidence-based or outcomes-based
decision making in policy development, planning,
monitoring and evaluation of health services to ensure
the best use of limited resources. There is a growing

realisation of the value of good quality routine
health information and its potential contribution
to strengthening health services if used adequately.3
From an international perspective, monitoring of the
country’s progress towards reaching the Millennium
Development Goals (MDGs) has great significance
for the health sector. The MDGs relevant to health are
relected in Table 1 below.4
As can be seen from Table 1, to calculate these indicators
requires a large collection of data. This may pose a
challenge particularly where capacity, infrastructure
and systems are currently not in place to collect these
data.

Table 1:
Health in the Millenium Development Goals
Health Goals

Health Targets

Health Indicators

Goal 1:
Eradicate extreme
poverty and hunger

Target 1:

✧ Prevalence of underweight children under-5
years of age
✧ Proportion of population below minimum
level of dietary energy consumption

Target 2:

Halve, between 1990 and 2015, the
proportion of people whose income is
less than one dollar a day
Halve, between 1990 and 2015, the
proportion of people who suffer from
hunger

Goal 2:
Achieve universal
primary education

Target 3:

Ensure that, by 2015, children
everywhere, boys and girls alike, will
be able to complete a full course of
primary education

Goal 3:
Promote gender
equality and
empower women

Target 4:

Eliminate gender disparity in primary
and secondary education, preferably
by 2005, and at all levels of education
by no later than 2015

Goal 4:
Reduce child
mortality

Target 5:

Reduce by two-thirds, between 1990
and 2015, the under-5 mortality rate

✧ Under-5 mortality rate
✧ Infant mortality rate
✧ Proportion of one-year old children
immunized against measles

Goal 5:
Improve maternal
health

Target 6:

Reduce by three-quarters, between
1990 and 2015, the maternal mortality
ratio

✧ Maternal mortality ratio
✧ Proportion of births attended by skilled
health personnel

Goal 6:
Combat HIV/AIDS,
malaria and other
diseases

Target 7:

Have halved by 2015 and begin to
reverse the spread of HIV/AIDS

Target 8:

Have halved by 2015 and begin to
reverse the incidence of malaria and
other major diseases

✧ HIV prevalence among pregnant women
aged 15-24 years
✧ Condom use rate of the contraceptive
prevalence rate
✧ Ratio of school attendance of orphans to
school attendance of non-orphans aged 1014 years
✧ Prevalence and death rates associated with
malaria
✧ Proportion of population in malaria-risk
areas using effective malaria prevention and
treatment measures
✧ Prevalence of death rates associated with
tuberculosis
✧ Proportion of tuberculosis cases detected
and cured under Directly Observed Treatment
Short-course (DOTS)

Source: WHO, 2005.4
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The South African Health
Management Information System
Environment
The development and strengthening of a comprehensive
national health information system has been a policy
priority since 1994.5,6 The development and current
state of the Health Management Information System
(HMIS) in SA largely reflects the current state of
development of the health system in the country as a
whole. On the one hand, there have been attempts at
integration and consolidation of information whilst
on the other there are a number of new and often
fragmented developments.
Over the past five years, the focus has been on developing
and strengthening the health information system. This
remains a challenge that is receiving attention from
various quarters, notably the Department of Health
(DoH). The quality of Monitoring and Evaluation
(M&E) is based upon, and is dependent on, the HIS
producing good quality information. With better HIS
in place, M&E is expected to improve.

Legislative Framework
The National Health Act (Health Act),7 which came
into effect in May 2005, allocates a firm stewardship
role to the DoH regarding health information.
Specifically, the Act requires that:

“The national department must facilitate and
coordinate the establishment, implementation
and maintenance by provincial departments,
district health councils, municipalities and
the private health sector of health information
systems at national, provincial and local levels in
order to create a comprehensive national health
information system.”
Provinces and districts also have to “establish and
maintain a health information system in line with
the national system”.7 The Act thus provides a clear
framework for the use of information in the health
sector.
In terms of the Act, all health districts, and the national
and provincial DoH are required to prepare three year
strategic plans as well as one year operational plans.
These plans need to take into consideration the national
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strategic priorities and include baseline information as
well as set targets based on objective indicators.
The Health Act requires that annual district health
plans and annual reports be prepared for each of the
53 health districts, as well as for the nine provincial
and national DoH.1 The Act states “Each district
and metropolitan health manager must within the
national budget cycle develop and present to the
district health council ….. a district health plan drawn
up in accordance with national guidelines issued by
the Director-General with due regard to national and
provincial health policies and the requirements of the
relevant integrated development plan prepared in terms
of section 25 of the Local Government: Municipal
Systems Act, 2000”.7
This will undoubtedly result in greater need for human
resource, financial and health status information,
amongst others, for the completion of these plans.
The South African government has established a
Government Wide Monitoring and Evaluation System
(GWM&ES) which will coordinate a systematic
programme of policy monitoring and evaluation
throughout the public sector in SA.8 The GWM&ES
has been designed to be prescriptive and clear in terms
of the type of data to be submitted by public entities
but accommodative and flexible with regard to data
collection processes. The process of development is
headed by the policy unit in the Presidency supported
by central departments who are responsible for
monitoring progress on government departments.
The Presidency and Premiers are the principals for the
GWM&ES and the system should be able to provide
them with reliable information to assess the impact
achieved by departmental programmes. In turn, this
will influence resource allocation and policy revisions.
The GWM&ES will require departmental information
and transversal information from central departments.
Thus the design of the national and provincial HMIS
and M&E systems should be aligned to these reporting
requirements.
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Financial Management and
Accountability
The introduction of the Public Finance Management
Act (PFMA) and the change to a medium-term
budget cycle whilst improving budgeting and financial
management at national and provincial spheres of
government has increased the need for accurate
financial information which is linked to other health
status, resources and performance indicators.9
Collectively, these requirements have contributed to an
increased need for accurate information at all levels of
the South African health system.

Organisation and Development
of the South Africa Health
Management Information System
The HMIS in SA consists of a number of different
components. These components include information
on demography, socio-economic status, health status,
health resources, health care provision, health care
utilisation, health promotion as well as health care
coverage. Linked to these, are information systems
on support services such as administration, financial
management, human resources management, transport, drug supply management and laboratory services
management.
Ideally this national HMIS should integrate data
from all these various sources and from all service
providers, including the private health care sector and
not-for-profit sectors, into useful information for a
range of decision makers. A listing of these sources of
information is shown in Table 2.
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Table 2:
Health information sources
Components of the
National Health
Information System

Authority / Department
responsible

Brief description

Vital registration

Home Affairs Department

Births and Deaths

Census 1996 and 2001

StatsSA

Data on population distribution and age breakdown used
as the denominator for population based indicators

Surveys

National DoH / MRC / Others

Examples include the demographic and health survey (DHS)
and annual antenatal HIV prevalence survey
Others include surveys on specific aspects of the health
system carried out by provincial health departments, NGOs
such as the Health Systems Trust and other organisations

Routine District Health
Information System

National DoH / Provinces / Local
Government

Includes data sets on:
✧ Semi-permanent information on facilities (e.g. size of
facility, communications, infrastructure)
✧ Primary care monthly operational data
✧ Hospital monthly operational sets
✧ TB Quarterly reports

Other Routine Information
Systems (specific
programmes)

DoH / Provinces /
Local Government

HIV-related programmatic information around
antiretrovirals (ARVs)

Notifiable diseases

National DoH / Provinces / Local
Government

List of gazetted notifiable diseases

PERSAL System

National DoH / Provinces

Human resource (HR) system, largely a pay-roll system
for the public service, and currently not very useful for HR
indicators

Financial Management
Systems especially Basic
Accounting System (BAS)

National DoH / Provinces

Accounting system which can provide data for financial
related indicators

MEDSAS

National DoH / Provinces

Drug-procurement and management system

District STI Quality of Care
Assessment (DISCA) Tool

National DoH Programme
managers / Provinces / Others

Tool to assess quality of care for STI programmes

Client Satisfaction Survey
(CSS)

National DoH Programme
managers / Provinces / Others

Client Satisfaction Survey – conducted as exit interviews of
patients from clinics and hospitals

Perinatal Problem
Identification Programme
(PPIP)

National DoH Programme
managers / Provinces / Others

Perinatal Problem Identification Programme – administered
in certain hospitals

OTHERS

Source: Visser et al., 2005.10
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The National Health
Information System
The National HIS is a unitary system for reporting
both primary health care (PHC) and hospital routine
information. Reporting requirements are defined
at the national level and lower levels are able to add
additional data as they require. Data flows from facility
level, through the sub-district and district levels, to
the province and then national at defined time lines
according to the NHIS / SA Data Flow Policy.11 (Figure
1).
Figure 1:
The national health information system structure
Facility level
Sub-district level
District level
Provincial level
National level

Source: DoH, 2003.11

The District Health Information System (DHIS) is
a component of the larger HMIS. It is a system for
gathering, analysing, presenting and using aggregated
routine information related largely to health service
delivery. It is based on the following principles:
✦ A decentralised district PHC approach (allows
additions to data being collected and promotes the
use of these data at the level of collection);
✦ An essential data set based on indicators to measure
progress towards targets;
✦ Inclusion of service providers at all levels of the
health care system; and
✦ An integrated HMIS systems approach (i.e. an
elimination of duplication and parallel information
systems).
The priority indicators in SA are listed in the National
Indicator Data Set (NIDS).12
The DHIS software was adopted for national
implementation by the National Health Information
System of South Africa (NHIS / SA) Committee in
	

1999. Data in the DHIS software is collected by health
service providers daily, with the aim of monitoring
health service provision in an integrated way.

Achievements
There have been some successes in the development of
the national HMIS. These include remarkable progress
in the standardisation and implementation of the
routine PHC information system over the last seven
years. Over 95% of all public sector facilities submit
routine health information regularly on a monthly
basis.10 Data elements and indicators are clearly defined
and standardised. Another success has been the training
of health workers, at various levels of the health system,
in the principles of using information for management
and in using the DHIS software.
The DHIS software has been adopted as the software
for the capture, reporting and storage in the national
HMIS. The NIDS was finalised in mid-2005. All
provinces but one are implementing it. The outstanding
province has plans for implementation within the
2006/07 financial year.

Challenges
There are a number of challenges still facing the
availability of reliable health and management
information in SA. These include:
✦ Inadequate investment in the HMIS system.13
There is a shortage of dedicated health information
personnel at hospital, sub-district and district
level in some provinces. Skills in understanding
computer software, data analysis and interpretation
are in short supply. Information Technology
infrastructure and support is inadequate. There is a
need for staff training and on-going support in all
areas of the HMIS.
✦ There is still a lack of an information culture in the
public health sector, possibly because of a generation
of managers who have had insufficient training or
experience in HMIS. Evidence has been that there
is inadequate use of the available information by
managers.14,15 This will hopefully change over time
as more managers gain the necessary skills and
experience.

Modified from Heywood A, Rohde J. Using Information for Action.
A manual for health workers at facility level. Equity Project.11
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✦ Clear policies and guidelines are needed to guide
data management processes and standardise
practice at all levels of the system.
✦ Managers lack access to integrated, good quality
data on which they can base management
decisions. A number of parallel, usually paperbased, programme-specific information systems
are still in place creating a fragmented information
system.
✦	Lack of integration of hospital information systems.
Aggregated data cannot be extracted from hospital
patient administration systems. This results in
duplication of data collection efforts in order to
obtain routine service related data.14

✦	Lack of integration of the TB electronic register
with the notifiable diseases information system.
TB makes up 95% of all notifiable diseases in the
country, yet more than half of all new TB cases
are not reported through the disease surveillance
system. A data exchange mechanism between the
TB register and the notification system is being
initiated to address this.10
✦ Inadequate availability of data from other
government departments and the private sector
in order to obtain a comprehensive picture of
population related indicators.
✦ There is inadequate feedback to lower levels of the
health system. Many managers are uncertain of
what feedback is required and they need guidance
and support is establishing and strengthening
feedback mechanisms. This is potentially a very
important tool in improving data quality.

A Case Study: Audit of HIS Capacity
Health Systems Trust recently conducted an audit of HMIS related human resources and equipment in one
province in SA. Some of the findings are reflected below.
✧ Human resources
12.7% of HIS staff were still in their posts after 2 years. A significant number, 14.2%, had been employed
for 6 months or less and 16.7% of HIS posts were vacant. This situation can potentially compromise staff
skills and competence to perform key job functions.
✧ Percentage of time spent on health information
	On average, HIS staff spent just less than half (46%) of their work time on specific HIS work. The rest of
the time was spent on clerical, administrative and ad-hoc tasks.
✧ Skills in DHIS software
Data validation and assessment of data quality are key functions of health information staff. Only 40% of
information officers reported having good or average skills in data validation and conducting data quality
checks. Nearly half (48%) reported good or average skills in using pivot tables and 36% had no skills in
pivot table use.
✧ ICT Infrastructure
Information and Communication Technology (ICT) infrastructure is vital in enabling the HIS to function.
About a third (31%) of staff had no access to the internet, 10% had no printer and 3% had no computer.
Two fifths (39%), mostly local government officials, had no access to the provincial intranet and thus did
not have access to any data or information loaded there.
An audit such as this can act as a basis for further investigation and informed corrective action. A national audit
is planned for the 2006/07 financial year.
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Introducing the HMIS
Conceptual Framework
Why do we need a Conceptual
Framework?
A conceptual framework is a formal way of thinking
(i.e. conceptualising) about a process or system under
study.
It is used to outline possible courses of action or
to present a preferred approach to a project. The
framework is built from a set of concepts linked to a
planned or existing system of methods, behaviours,
functions, relationships and objects.
A framework can assist to explain and provide logical
guidance on why things are done in a particular way. It
can also serve as a demonstration model or a model of
best practice to understand and use the ideas of others
who have done similar things. It is used to articulate
the goals of a unit or programme.
A conceptual framework can be used as a road map.
It ensures that all role-players are working towards the
same articulated goal. A framework can enhance and
facilitate the decision making process in terms of the
route to be taken: why certain methods are used and
not others to get to a certain end point.
SA does not presently have such a framework to
guide the national HMIS strategies. Investments in
HMIS are yielding some results, however M&E units
are non-existent in many provinces. It is important
that as HMIS and M&E practices are linked and
that managers are guided by such a road map (‘the
conceptual framework’) to guide the development of
HMIS policies, strategies, guidelines and practices,
nationally as well as provincially. The national and
provincial DoHs are suitably positioned to lead the
development of such a HMIS framework collaboratively
with all role-players. This is a critical area that requires
further development.

Monitoring and Evaluation
Monitoring and Evaluation is a vital yet often neglected
aspect of management. M&E can be used by decision
makers and policy makers to track progress, report on
results, allocate resources, plan and improve service
delivery.
Monitoring refers to a systematic, continuous process
of collecting and analysing information (specified
indicators) to track the implementation of activities
against current plans. Monitoring provides regular
feedback that helps an organisation track costs,
personnel, implementation time and results to compare
what was planned to actual events, and to report to
management and relevant stakeholders. In its simplest
terms, monitoring is collection and analysis of
information to track project implementation.
Evaluation is a systematic objective assessment of a
project, programme or policy in terms of its design,
implementation and results (i.e. the entire process)
Evaluation analyses the outcomes and impact of the
organisation’s work.16
When M&E has been undertaken, this information
needs to be meaningfully communicated to relevant
parties in a format that they can understand and use.
Reporting is the timely provision of useful information
at periodic intervals. Reporting provides regular
feedback on the progress, problems, successes, and
lessons of programme implementation and impact.
A number of national frameworks and processes are led
by the national DoH and National Treasury to facilitate
and support the use of information by managers at
provincial and district level. Provincial Strategic Plans
(PSP)17 and District Health Plans (DHP)18 are two
examples of such processes. They are the prescribed
reporting requirements for the national DoH and exist
to inform M&E processes at various levels in the health
system. The ultimate value of having plans is not only to
have the information available when needed, but to use
the information to improve health sector performance.
The following is a list of indicators of the maternal
child and women’s health (MCWH) and nutrition
programmes extracted from the Provincial Strategic
Planning format, and the guidelines for the District
Health Planning and Reporting document.
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MCWH and Nutrition
performance indicators in the
various plans
Table 3:
Provincial strategic plans

Table 4:
District Health Plans
Low birth weight rate in facility
Weighing rate under-5 years
Not gaining weight rate under-5 years

Incidence of severe malnutrition under-5 years

Severe Malnutrition under-5 years incidence

Incidence of pneumonia under-5 years

Vitamin A coverage – new mothers

Incidence of diarrhoea with dehydration under-5 years

Vitamin A coverage under-1 year

Hospitals offering TOP services

BCG Coverage

CHCs offering TOP services

Measles coverage under-1 year

Fixed PHC facilities with DTP-Hib vaccine stock-out

Immunisation coverage under-1 year

AFP detection rate

Immunisation drop out rate Polio 1st to 3rd dose

AFP stool adequacy rate

Non-polio acute flaccid paralysis (AFD) detection rate

Schools at which phase 1 health services are being
rendered

% facilities providing IMCI services

Immunisation coverage under-1 year

Number of sub-districts implementing the household and
community component of IMCI

Antenatal coverage

Incidence of diarrhoea in under-5 years old children

Vitamin A coverage under-1 year

Cervical cancer screening coverage

Measles coverage under-1 year

Women year protection rate

Cervical cancer screening coverage

ANC Coverage

Facilities certified as baby friendly

ANC visits before 20 weeks rate

Fixed PHC facilities certified as youth friendly

Termination of Pregnancy (TOP) rate

Fixed PHC facilities implementing IMCI

% of PHC facilities providing appropriate maternity care

Institutional delivery rate for women under-18 years

Delivery rate in facility

Not gaining weight under-5 years

Caesarean section rate

Source:

DoH, 2005.17

Stillbirth rate in facility
Delivery rate in facility to women under-18 years
Confidential inquiry into maternal deaths
Source:

DoH, August 2006.18

Some of the challenges in implementing these planning
and reporting requirements include:
✦ Fostering an information value and usage culture;
✦ Difficulty in collation of data for reports and
coordination between various units in the various
DoHs (including strategic planning, health
information and M&E units);
✦	Lack of familiarity with these relatively new
reporting requirements;
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✦ M&E units in provincial DoHs are not yet wellestablished.

The use of information by managers should be
strengthened through improving its quality, improving
access, presenting and packaging the information
according to the needs of the various end-users, focusing
on key indicators (small data set) and training managers
in information analysis, interpretation and use. A small
indicator-based data set, with clear data element and
indicator definitions, is key to good quality data.

Conclusion and
Recommendations

Feedback should also be prioritised and guidelines
provided on the content and frequency of the
feedback.

✦ Difference in the nomenclature of the indicators
between the Quarterly Reporting System (QRS),
the PSP and the DHP;
✦ These reports are sometimes large and not easy to
complete (e.g. the DHPs); and

In line with international experience, SA is experiencing
an unprecedented increase in the demand for an
accessible, accurate and integrated health information
system that will enable managers to make decisions
related to policy formulation, resource allocation and
health service performance. This information will
also enable these managers to monitor and evaluate
programme implementation and progress towards
achieving set targets and report on these.
In the move towards achieving this goal, great strides
have been made in developing the national HMIS.
However, some challenges require attention:
The development of a conceptual framework for the
national health management information system is
required to guide the development of HMIS policies,
strategies and guidelines. Sufficient resources are
required for this process and for strengthening M&E
systems.

With the call for a comprehensive integrated HMIS,
efforts to integrate health status and service related
information with service support type data (e.g.
financial and HR information) should be fast-tracked.
In addition, public sector health information should be
linked with information from the private sector as well
as to other government departments.
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The human resource capacity for the HMIS needs
to be strengthened at all levels of the health system.
Dedicated health information staff, with clear roles
and responsibilities, need to be appointed from facility
to national level. On-going needs-based training and
support must to be provided to ensure that staff skills,
competence and performance are at a satisfactory
level.
Sufficient resources need to be allocated to address the
Information Communication and Technology (ICT)
infrastructure (e.g. computers adequately equipped to
deal with the HMIS system, internet and email access
and adequate bandwidth). Pooling knowledge and
resources across sectors should be strengthened.
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Abstr act

Collaborative care that engages the interconnectedness of these infections is
critical to controlling these epidemics. In 1997, the National HIV/AIDS/STI
review recommended improved collaboration between the TB and HIV/AIDS
programmes. Whilst there has been progress in TB/HIV collaboration, it appears
to have been slow (although assessing progress is made difficult by a lack of
implemented standardised reporting systems). Progress is hampered by a range
of factors including constraints in access to essential medicines and antiretroviral
therapy as well as community adherence support and mobilisation around TB
and antiretroviral treatments.
The promotion and strengthening of integrated care should be pursued and other
models for scale-up explored. Integrated care should include HIV counselling
and testing and routine TB case finding at every HIV clinical visit. Initiatives to
increase treatment adherence such as dedicated community adherence workers and
simplified drug regimens, especially for paediatrics are critical. The intransigent
dilemmas of improving staffing levels and morale need to be addressed as well as
task-shifting explored as components of integrated HIV and TB care.

H I V a n d T u be rcu losis
T r e at m e n t U pdat e

T

he national Department of Health estimates that 5.54 million South
Africans were living with HIV in 2005, an estimated prevalence of
10.8%. Partly as a result of HIV, South Africa is one of 22 high burden
TB countries and has the fifth highest number of notified TB cases in the world.
The number of TB cases reported annually has quadrupled from 61 486 in 1988
to 279 260 in 2004. TB is the most common opportunistic infection and is
the most significant cause of mortality in people living with HIV in developing
countries where access to ART is limited. Obtaining good TB treatment outcomes
is critical to decreasing HIV-related morbidity and mortality. Likewise, access to
appropriate treatment and care for HIV is essential to containing TB.

Authors
Ashr af Grimwood i
Harry Hausler iii

i
ii
iii
iv

Colin Almeleh ii
Fatima Hassan iv

Absolute Return for Kids
AIDS and Society Research Unit, University of Cape Town
School of Public Health, University of the Western Cape
AIDS Law Project

77

Introduction

HIV and TB in South Africa

Local and internationally generated statistics indicate
that the HIV epidemic in SA will continue to grow
and pose a significant threat to meeting the global
development agenda.1 It specifically threatens to
undermine the achievement of the United Nations
(UN) Millennium Development Goals (MDGs)
including global and national efforts to combat
tuberculosis (TB).

The national Department of Health (DoH) estimates
that 5.54 million South Africans were living with
HIV in 2005.7 The Human Science Research Council
(HSRC) survey of 20058 indicates a prevalence
of 10.8% of the total mid-year population of
46 888 200. The Actuarial Society of South Africa
(ASSA) model estimates 5 million9 and the Joint
Programme of United Nations on HIV/AIDS
(UNAIDS) 5.5 million with a prevalence of 18.8% in
adults aged 15-49yrs.10

HIV is fuelling the local, regional and international
TB epidemic. In sub-Saharan Africa some countries
have seen a four-fold increase in TB incidence.2 In
Africa, 34% of adults with newly diagnosed TB were
also infected with HIV in 2004.3 Data show that as the
prevalence of HIV increases, the proportion of notified
tuberculosis patients who are women increases, and the
mean age of tuberculosis cases decreases.4
The World Health Organization (WHO) has declared
TB an emergency in Africa calling for urgent and
extraordinary action5 including expanded access to
antiretroviral therapy (ART) therapy for TB patients
co-infected with HIV and isoniazid TB preventative
therapy (IPT) in HIV-positive patients. There is also
growing international recognition of the importance
of collaboration between TB and HIV and AIDS
programmes reflected in policy directives issued by the
WHO in 2004.6
Given the high levels TB and HIV co-infection, access
to appropriate care for both infections, including access
to ART, plays a critical role in containing both the
HIV and TB epidemics. This chapter describes the two
epidemics and assesses progress that has been made in
providing collaborative care. It then explores relevant
issues that impact on South Africa’s ability to provide
collaborative care including access to medicines and
ART, staffing and patient adherence among others. It
then concludes with some recommendations.
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Figure 1:
HIV prevalence among pregnant women at public sector clinics 2000 to 2005 by province
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SA is one of 22 high burden TB countries and has
the fifth highest number of notified TB cases in the
world.4 Partly as a result of HIV, the number of TB
cases reported annually has quadrupled from 61 486
in 1988 to 279 260 in 2004. Although TB incidence
continues to increase, the rate of annual increase has
decreased in recent years (Table 1).11 TB case fatality
has also risen from 3% in 1993 to 7.4% in 2003.

Table 1:
Total TB cases and new pulmonary smear-positive
pulmonary TB cases registered, South Africa, 20012004.
2001
Total TB cases*

2002

2003

2004

188 695 224 420 255 422 279 260

Increase over previous
year

24.8%

18.9%

New smear-positive

83 808

98 800 116 337 117 971

New smear-positive
rate per 100 000

188.1

217.4

13.8%

250.6

9.3%

253.2

* New, relapses, and re-treatment of failures and defaulters
Source:

WHO and DOH, 2006.
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Figure 2:
Increasing proportion of new smear-positive pulmonary TB cases who are women, South Africa, 1995-2004
50
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Source:
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National TB Control Programme, 200611 and DoH 2005.7

As HIV prevalence in SA has increased, the proportion
of women with TB has increased from 34.9% in 1995
to 43.5% in 2004 (as shown in Figure 1). Also as a
result of HIV, the proportion of TB patients with
12
extrapulmonary (EP) TB is high at 16.1%. In new
and re-treatment pulmonary TB cases, 64.4% were
smear-positive, 12.6% were smear-negative and 22.9%
had no smear results available in 2004.
A national survey of TB drug resistance in all newly
registered culture-confirmed TB cases was conducted
by the Medical Research Council (MRC) in 20012002. Linked anonymous HIV testing was done on
sputum specimens and revealed that HIV prevalence in
TB patients was 55.3% (62.2% in females and 51.5%
in males). HIV prevalence in TB patients was more
than twice as high as in pregnant women and there
were large variations by province (Table 2).
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National TB Control Programme, 2006.
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Table 2:
HIV prevalence in pregnant women and TB patients

Province

Antenatal HIV Prevalence
(%, 2002)a

HIV Prevalence Among CultureConfirmed TB Patients (%, 2001-2002)
(n=4 639)b
Females

Males

Total

KwaZulu-Natal

36.5

69.6

61.3

64.4

Mpumalanga

28.6

70.7

65.3

67.2

Free State

28.8

73.8

70.7

71.9

North West

26.2

69.7

64.5

66.0

Gauteng

31.6

74.5

57.4

63.8

Eastern Cape

23.6

36.7

27.5

30.5

Limpopo

15.6

58.5

48.5

52.4

Northern Cape

15.1

*

*

*

Western Cape

12.4

33.1

26.1

28.2

South Africa

26.5

62.2

51.5

55.3

Source:

DoH 2003,13 Weyer et al., 2004.14

MDR and XDR TB
The MRC survey14 found that multi-drug resistant TB
(resistance to rifampicin and isoniazid) was low in new
patients at 1.6% but much higher at 6.6% in patients
who had prior TB treatment. The MDR prevalence in
new patients varied from 0.9% in the Western Cape to
2.6% in Mpumalanga. WHO defines an MDR ‘hot
spot’ as an area where the prevalence of MDR-TB in
new patients exceeds 3%.14 There was no difference
in HIV prevalence in TB patients and MDR-TB
patients (p = 0.575). There was a strong association of
previous treatment and MDR-TB (OR: 4.4; 95% CI
2.8-6.9; p<0.001). Unfavourable outcomes of previous
treatment (failure or default) were associated with
MDR-TB (OR: 3.7; 95% CI 1.6-8.7; p = 0.004) as was
previous treatment in hospital (OR: 2.9; 95% CI 1.65.1; p<0.001).14
Extensive drug resistant TB or XDR-TB (also referred
to as extreme drug resistance) is MDR-TB that is also
resistant to three or more of the six classes of secondline drugs. The description of XDR-TB was first
used in 2006 following a joint survey by WHO and
the United States (US) Centres for Disease Control
	

and Prevention (CDC).15 The recent outbreak of
XDR-TB in KwaZulu-Natal showed alarmingly high
mortality rates and attracted international attention.16
A cross-sectional study16 was done of TB patients with
treatment failure, re-treatment cases and patients
admitted to the TB ward at a rural district hospital. Of
544 patients with cultures positive for Mycobaterium
tuberculosis, 221 had MDR-TB and 53 (24%) of the
MDR-TB patients had XDR-TB. Of the 53 patients,
44 had been tested for HIV, all were HIV-positive
and 15 were on ART. All but one (52) of the XDRTB patients died with a median survival from sputum
collection of 16 days (range 2-210 days). XDR-TB has
subsequently been identified in several other public
hospitals in KwaZulu-Natal. The study showed that
XDR-TB is an important cause of death in TB/HIV
co-infected patients even where ART is available. It has
also highlighted the need for improved drug resistance
surveillance, contact tracing and infection control in
health care facilities.

Northern Cape was excluded from the national survey because
patient intake was too low and there were serious concerns about
selection bias.
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TB Treatment Outcomes
TB is the most common opportunistic infection (OI)
and is the more significant cause of mortality in people
living with HIV in developing communities. Obtaining
good TB treatment outcomes is therefore critical to
decrease HIV-related morbidity and mortality.
Treatment success is the combination of cure and
completion rates. The treatment success rate was low
for patients registered in 2003 (62.9%) (Table 4). The
high death rate (7.4%) is most likely due to HIV-related
illnesses. A high proportion of patients defaulted
(11.5%) and were not evaluated (9.8%). High default
and loss to follow up rates could be improved through
strengthened directly observed treatment (DOT) and
community adherence programmes. Community
workers could assist by confirming addresses, educating
patients about the importance of good adherence,
encouraging patients to go to health facilities for
sputum smear examinations at the end of the intensive
and continuation phases and tracing defaulters. ART
programmes have achieved over 90% adherence at 6
months. There is a need to explore similar adherence
support strategies in TB patients that are used in
patients on ART.

In March 2006 a National TB Crisis Management
Plan was launched. The plan mandates each province
to address critical issues including the improved
management of co-infected patients.17 The plan maps a
comprehensive and ambitious path to addressing urgent
needs and identifies the critical challenges to effective
TB control as being:
✦ Poor financial and human resources support to the
TB programme;
✦ Poor support of the TB programme especially at
provincial level;
✦ Poor management of patients which leads to
patients defaulting from treatment;
✦ High mobility of patients especially in the urban
areas and poor referral systems;
✦ Late detection of patients;
✦ Inaccessible and of questionable quality laboratory
services;
✦ Lack of knowledge about TB and the importance
of completing treatment;
✦ Poverty; and
✦ Co-infection of patients with TB and HIV.

Table 3:
Treatment outcome in new smear-positive pulmonary
TB. South Africa, 2003.
Total
Cases

%
Cured

%
Completion

17 678

41.8

19.7

7.2

1.6

12.0

4.3

13.5

8 315

63.1

10.1

10.0

1.8

6.8

5.5

2.7

Gauteng

20 015

58.9

8.1

9.1

1.3

9.6

9.3

3.6

KwaZulu-Natal

34 126

35.2

14.8

7.7

1.0

15.3

8.8

17.2

5 578

32.8

16.7

8.8

0.8

8.8

5.7

26.5

11 179

54.3

12.2

7.5

1.3

8.4

7.4

8.9

Northern Cape

3 298

64.6

8.2

4.9

3.2

11.5

7.6

-

Limpopo

3 210

53.6

19.9

10.8

2.4

8.1

6.0

-

17 639

70.9

7.4

3.4

1.2

11.6

4.1

1.4

121 038

50.1

12.8

7.4

1.3

11.5

6.9

9.8

Eastern Cape
Free State

Mpumalanga
North West

Western Cape
Total
Source:
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Antiretroviral Treatment in South
Africa
From 2004, as part of a comprehensive response to the
HIV epidemic, ART has been made available in the
public sector. The SA government estimates that as of
March 2006, 141 774 people were accessing ART in
the public sector. It is estimated that there are also about
90 000-100 000 people on treatment in the private
sector.18 However, the pace of the roll-out is slow with
around two thirds of the 600 000 plus who need ART
unable to access treatment (Figure 3a and 3b). Even
though SA is treating over 25% of all patients in sub
Saharan Africa (SSA), data indicate that the capacity to
treat more people exists in SA because of a higher Gross
Domestic Product (GDP) and a larger budget.19
At the end of 2005, about 245 000-300 000 children
were estimated to be living with HIV. Some experts
suggest that about 40-60% of all HIV-positive children
need immediate access to ART. At present it is estimated that only about 10 000-15 000 children are receiving
ART, about 10% of the total patients on treatment,
while others argue that the figure is substantially less.
It is known that in many less resourced provinces, the
number of children on treatment is far below 10%20
(for more details see the chapter on Management of
HIV-infected Children in this Review).
Challenges that are being faced by the Department of
Health include scaling up HIV counselling and testing
services, recruitment and retention of health staff,
delays in accreditation of health facilities and limited
laboratory equipment for CD4 and viral load testing,
infrastructure development as well as the availability of
unregistered illegal ‘treatments’.

on countries’ ability to manage long-term
sustainable treatment services;
✦ Bureaucratic delays preventing urgently needed
resources for developing and maintaining treatment
programmes;
✦ Procurement and logistics challenges requiring
comprehensive and effective technical assistance;
✦ Pervasive stigma against people living with HIV/
AIDS that requires moral leadership at the global,
national and community levels.
The ambiguity of some officials in government towards
antiretrovirals (ARVs) has confused patients, promoted
HIV and AIDS denialism, and led to a level of antagonism
and resist-ance at several strata of health governance at
a time when urgent collective action and leadership is
required. The lack of explicit acknowledgement of the
importance and complementarity of both treatment
and nutrition on the part of the country’s most senior
leadership is regrettable. Government has failed to
warn patients of the dangers of untested remedies
and in some cases appears to actively promote them.
Treatment advocates have pointed out that there are
increasing numbers of accounts of patients stopping
their ARVs in pursuit of unproven remedies. This
unfortunate polarisation has compromised both the
roll-out of ARVs as well as the effective assessment and
testing of more traditional remedies.

In November 2005, the International Treatment
Preparedness Coalition (ITPC) reported the following
major impediments to scaling up access to treatment
in six different countries (these broad international
observations are applicable to the SA context):21
✦ Inadequate national leadership that fails to dedicate
sufficient resources;
✦ Non-collaborative global systems unable to
efficiently address bottlenecks;
✦ Inadequate and uncertain funding levels for
programmes and financing mechanisms impacting
	

Personal communication, Dr Kalombo SA DoH June 2006.
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Figure 3a:
People needing and obtaining Highly Active Antiretroviral Therapy (HAART) (mid points for each year) whether
from the Public or the Private Sectors (based on a CD4 count<200)
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Source:

Figure 3b:
Planned and Actual Growth in the Provision of Antiretroviral Treatment in the Public Sector
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The health departments in the provinces differ with
respect to infrastructure, management structure
and style, staffing, and systems of operation. These
factors as well as differences between provinces in
HIV prevalence, population, number of doctors and
nurses per capita, and GDP per capita have resulted
in large differences in ART coverage (Table 4). The
Western Cape is in the best position to achieve high
ART coverage as it has lowest HIV prevalence of any
province, the highest number of doctors per 100 000
uninsured persons, the second highest GDP per capita,
the highest public sector health expenditure per capita,
and the longest running ART and care programme.
Its relatively high spending on health is in part a
consequence of its economic and demographic profile,
but also because of political decisions to prioritise
health (including the ART roll-out).19, 22 The Western
Cape has also provided an environment conducive to
NGO involvement,23 which has resulted in support
to programmes at the primary care level.24 All these
factors have facilitated a more efficient, and arguably a
more sustainable programme (Figure 4).

Table 4:
Treatment roll-out in the provinces (adults)13

Start of the
Roll-out

HIV
prevalence
2005
– ASSA2003
%

Share of
the total
population
%

Doctors per
100 000
uninsured
persons
2005

Nurses per
100 000
uninsured
persons
2005

GDP per
capita
2003
R

Per capita
govt health
spending
Total HAART
(R per unincoverage
sured person) (end of 2005)*
2004/05
%

EC

May 2004

9.5

14.2

17

108

R12 185

R873

21.8

FS

May 2004

13.7

6.0

32

143

R21 437

R1 193

21.0

GP

April 2004

14.3

20.1

42

105

R36 913

R1 179

29.6

KZN

April 2004

15.6

20.7

27

107

R18 528

R1 017

20.0

LP

Aug 2004

6.7

12.0

14

111

R12 040

R829

27.3

MP

Aug 2004

13.3

7.0

19

93

R20 499

R774

20.9

NC

July 2004

6.5

1.9

38

141

R24 922

R1 238

32.3

NW

June 2004

12.5

8.0

13

90

R17 198

R767

24.5

WC

May 2001

5.0

10.3

55

106

R30 628

R1 433

55.7

11.0

100

28

109

R22 569

R1 014

25.2

Total
*

The numbers of people on HAART in the public and private sectors as a percentage of the number of people estimated to need HAART (from
ASSA 2003 demographic model).

Source:

9
25
19
ASSA 2003, ALP 2006, Nattrass 2006.
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Figure 4:
Provincial HAART Roll-out as a % of the Operational
Plan Target
4.2
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It is estimated that by March 2007, the Western Cape
will have more than 22 500 patients on ARV treatment
and several thousands more receiving general HIV
care. This requires an increase in the number of sites
able to provide ongoing care for stable patients able to
initiate therapy. Through support from NGOs, the
province plans to refer stable patients from tertiary
and secondary levels of health care to primary health
care clinics. Other provinces will experience a patient
initiation backlog if systems for down referral are not
able to take into account the increasing number of new
patients needing care.

TB/HIV Collaboration

0.3

People living with HIV are more vulnerable to
developing TB irrespective of whether they are
receiving ARVs. TB also hastens the progression of
HIV. Integrated care addressing the interconnection
between these infections is critical to controlling both
HIV and TB. The WHO makes several important
recommendations for collaborative TB/HIV activities
listed in Table 5.

KZN
16.9
0.0
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1.0
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17.4

Table 5:
Recommended Collaborative TB/HIV activities

3.8

A Establish the mechanisms for collaboration (joint TB/HIV
planning, monitoring and evaluation).

NC
49.5

B

Decrease the burden of tuberculosis in people living
with HIV/AIDS (intensified TB case finding and isoniazid
preventive therapy).

C

Decrease the burden of HIV in tuberculosis patients
(HIV counselling and testing, cotrimoxazole preventive
therapy and ARV therapy for TB patients).

2.8

NW
53.4
100.6

Source:
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WHO, 2004.6
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In SA the national HIV/AIDS/STI review in 199726
recommended improved collaboration between the TB
and HIV/AIDS programmes. In 1999, SA participated
in the WHO-sponsored ProTEST initiative by establishing four TB/HIV pilot districts27 which implemented
and evaluated a comprehensive programme of TB/HIV/
STI prevention, care and support. Based on the success
of the TB/HIV Pilot Districts, the DoH developed a
Joint Strategy for HIV/AIDS&STD and TB Control
and provinces committed to implement the lessons
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Personal correspondence with Dr K Cloete, Acting Chief Director,
DoH, Western Cape, March 2006.
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learned from the TB/HIV Pilot Districts in TB/HIV
Training Districts from 2001 to 2005.
While there has been progress in TB/HIV collaboration
in SA it has been slow. Through donor funding,
provincial TB/HIV coordinators were employed in
all provinces since 2004. These TB/HIV coordinators
report TB/HIV indicators at quarterly national
meetings. Unfortunately, the data are incomplete and
some provinces fail to report outcomes.
Table 6:
TB/HIV Indicators
1

Q1

Q2

Q3

Q4

Total
NDoH

% of patients tested HIV-positive

29

17

45

40

32

% of HIV-positive patients screened for TB

27

25

8

13

16

% of HIV-positive patients with confirmed TB (new TB
cases)

25

72

55

34

44

% of PPD done to HIV-positive patients

0

0

0

0

0

% of HIV-positive patients started IPT

1

4

11

4

4

% of HIV-positive patients started CPT

27

23

22

18

21

0

8

6

3

4

% of TB patients counselled for HIV

46

39

53

51

45

% of counselled TB patients tested for HIV

69

67

90

69

72

% of TB patients testing HIV-positive

61

43

56

59

52

% of TB/HIV patients starting CPT

109

136

93

70

102

% of TB/HIV patients referred for ART assessment

105

26

26

6

30

Entry Point: HIV and AIDS patients

% of HIV-positive patients referred for ART assessment
2

Entry Point: TB

Note:

Q1: Data missing from EC, KZN, MP, NW, WC
Q2: Data missing from EC, KZN, NW, WC
Q3: Data missing from EC, GP, KZN, WC
Q4: Data missing from GP, KZN, WC

Source:

Personal communication, Dr K Vilakazi, Medical Coordinator, TB/HIV Collaboration Unit, national DoH, April 2006.

Only 16% of HIV-positive patients were screened for
TB and the proportion of HIV-positive patients with
confirmed TB was high (44% among those who were
screened for TB). This was higher than the 6.3%
diagnostic yield found in South African ProTEST sites
when screening was done on all HIV-positive patients,28
suggesting that only people who appear ill are being
screened for TB. Only 30% of TB/HIV patients were
assessed for ARV eligibility in 2005.

The fact that only 189 234 TB patients were registered
in the TB/HIV data set in 2005 reflects incomplete
reporting from some provinces. Although data on the
number of TB patients registered for 2005 is not yet
available from the National TB Control Programme
(NTCP), 279 260 TB patients were registered in
2004.12
	

Personal communication, Dr K Vilakazi Medical Coordinator,
TB/HIV Collaboration Unit, national DoH, April 2006.
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Only 45% of registered TB patients were offered
Voluntary Counselling and Testing (VCT) and a
significant proportion (28%) did not accept testing
after pre-test counselling. Contributing factors include
the reluctance of staff to propose VCT at the time
of TB diagnosis and the reluctance of TB patients
to accept HIV testing due to fears of HIV diagnosis
related stigma.
Assessing TB/HIV collaboration in SA is problematic
because there is no standardised recording and
reporting system in place. The NTCP has piloted a
revised TB register that records whether patients are
counselled and tested for HIV, records their results
and indicates whether they have started cotrimoxazole
preventive therapy (CPT) or been referred for ART.
There are now plans for wider implementation. A new
register is required to measure what proportion of HIVpositive patients are screened for TB, diagnosed with
TB, receive Purified Protein Derivative (PPD) testing
or are started on Isoniazid Preventive Therapy (IPT).
Some provinces have implemented a pre-ART register
that could be modified to capture this information for
all HIV-positive patients.

Access to ART services
All health districts are providing ART through
designated sites.29 The department reports that by
December 2005 there were 204 sites accredited and
operational to provide ART. However, a good number
of sites are not accessible and in some districts there are
too few sites.
Many districts have not implemented services at
appropriate primary locations, citing limited human
and infrastructure resources as a barrier. This means
that many primary level care patients are being seen
at higher levels of care which is inappropriate and
unsustainable.30 In the majority of health districts,
treatment efforts are hampered by infrastructure needs
with serious staff shortages as well as other operational
issues. Productive public-private partnerships (PPPs)
are also undermined by a bureaucracy that is unable
to respond timeously to local changing needs and
demands.
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Personal communication, Dr Mavuso, Temba Hospital, August
2005.

The acute shortage of doctors, pharmacists and nurses
in many primary treatment sites, places an enormous
burden on staff working at these sites, resulting in
potentially poor treatment outcomes and rapid staff
turnover. Staffing problems are also exacerbated
by staff who themselves are HIV-positive and ill,
impacting on the quality of care provided. Many
primary facilities lack basic equipment for examination,
from thermometers to vaginal speculae (even torch
batteries), with staff citing lack of support from their
local districts in the purchase of these. Staff shortages
could be addressed by task-sharing within the clinic
team (described as task-shifting) to ensure that skills
of staff are used appropriately and efficiently to avoid
burn-out of those who carry the bulk of the clinical
responsibility as well as accelerating ART initiation
and patient monitoring.
The lack of widespread knowledge on HIV Polymerase
Chain Reaction (PCR) diagnostic tests availability and
procedure for infants, coupled with the difficulties
involved in drawing blood from infants, is hampering
the ability of health care workers to determine the HIV
status of these children early in their infection.31 The
heel prick test to obtain blood spots on blotting paper
for HIV PCR has not been universally promoted. For
more details see the chapter on Management of HIVinfected Children in this Review.
Access to district and tertiary hospitals is critical for
the support of primary level staff in their investigation
and treatment of patients. Most special investigations
for patients in primary care require referral up the care
chain, but these visits are costly for indigent patients
and waiting lists are often long. Establishing rapid
diagnostic centres for the investigation of complicated
opportunistic infections, such as at G. F. Jooste
Hospital, Cape Town, has improved the management
of primary level patients. Immune reconstitution in
recently treated patients with low CD4 (<50c/ml), with
undiagnosed opportunistic infections poses a major
management burden on primary care staff. Urgent
referral for patient workup and adequate staff support
and supervision is critical.32
	

	

In 2005 Nkandla hospital, KZN lost 10% (14/140) staff to AIDS,
in addition to losing 7% (10/140) the previous year. Personal
communication Dr Maria Lindner, previous hospital clinical
manager, Jan 2006.
A Grimwood, assessment of local services in planning support of
ART services at agreed primary health care sites with the various
provincial departments of health from Jan 2004-July 2006.
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Access to Medicines
Limited availability of child-appropriate medicines
(for example, syrups or smaller tablets or appropriate
fixed drug combinations) and simpler regimens
are problematic. Limited access to comprehensive
pharmaceutical services has slowed down access
to treatment at many secondary sites.f With the
undersupply of pharmacists, especially in the rural
areas, some provinces are considering employing postbasic pharmacy assistants to dispense ARVs who will
be supervised by off-site pharmacists who will oversee
several clinics in a district.
The use of stavudine at recommended dosages per
weight (current meta-analysis suggests lowering of dose
from 40 to 30mg;33 1st line per treatment protocol)
has led to several cases of lactic acidosis,23 but this
has not prevented patients seeking treatment.34 The
extent to which lipodystrophy is presenting is unclear
and is currently under investigation. Clinicians
recommend,33,35,36 that stavudine should be substituted
for women with high Body Mass Indexes (BMIs), or
dosage reduced in general. The substitution should
either be zidovudine or tenofovir disoproxil fumerate to
reduce the incidence of adverse drug reactions (such as
lactic acidosis). As tenofovir is not currently registered,
if zidovudine is used with lamivudine, there is only
didanosine with stavudine for the NRTI backbone for
the second regimen where there is virological failure.
This combination is not recommended by local as well
as international HIV clinical treatment guidelines.
The addition of abacavir to the government treatment
protocols will go some way in increasing treatment
options.
While IPT has been shown to decrease the incidence of
TB in HIV-infected PPD-positive patients by 60% in
clinical trials,37 it has not been adequately implemented
in SA (only 4% of HIV-positive patients were started on
IPT in 2005). One reason for this is that programme
managers and health workers are inappropriately
fearful that IPT will increase isoniazid resistance in
communities even though this is not supported by
data from clinical and community trials. Missing the
diagnosis of subclinical TB by using current WHO
recommendations to exclude active TB (i.e. primarily
based on symptom screening) would not result in
widespread isoniazid resistance and treatment failures.38

This is because early studies of isoniazid monotherapy
showed success rates of around 70%39 and because
patients with isoniazid-resistant TB respond well to 4drug regimens that contain rifampin.40
CPT decreases hospitalisation in symptomatic HIVpositive patients41 and decreases mortality in HIVpositive TB patients.42 In SA, 21% of HIV-positive
patients were initiated on CPT in 2005 and all TB/
HIV patients were started on CPT. One of the reasons
that more than 100% of TB patients are recorded to be
on CPT may be that TB patients who were registered in
previous time periods may be reported to be on CPT.

Adherence
Adherence is critical in the management of patients with
TB and for those on ART. While little is known about
43,44
what guarantees adherence,
at a minimum, patients
have to be educated about the need for adherence.
Community interventions are important to support
programmes that provide information, education and
communication as well as to offer general psycho-social
support.
Falling adherence to ART is worrying. Early data
from KwaZulu-Natal indicate that of the 217 patients
initiated on ART, those attending uMphumulo
Hospital, iLembe District, KwaZulu-Natal, where there
is no community adherence programme, have a 22%
(48 patients) defaulter rate compared to Sundumbili
Community Health Care Centre where there is a pilot
patient advocate programme, (6.5% defaulter rate 48/736 patients).45 The Directly Observed Treatment
Short course strategy (DOTS) model, developed to
support TB patients maintain their medicine regimes
has not been entirely successful in stemming patients
from defaulting on treatment, with 11.5% patients
purportedly defaulting.17
Unfortunately the national HIV and AIDS programme
has not yet been able to provide any educational
materials, tools or pill boxes to support patient
adherence. Some donors such as Absolute Return
for Kids (ARK) have developed ARV pill boxes with
detachable compartments for each day of the week to
help those who work away from home.
	

There are several community adherence models for supporting the
patient and their families. These have not been objectively measured
for the more effective and efficient of these models for wide scale
implementation.
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In most cases, patient adherence support is provided
by NGOs, community organisations and the academic
sector providing patient ART. These adherence
programmes have a strong community component,
relying on patient ‘buddies’ nominated by patients to
support them and / or community adherence workers
who conduct home visits and provide ongoing support
within the communities where patients live. Several
patient support models are being used in provinces but
only a few focus on patient adherence. The Eastern Cape
is proposing to use government funded community
health workers to provide community adherence
support, whereas KwaZulu-Natal will be using both
community home based carers and community health
care workers.
Community Adherence Workers (CAWs) are trained
to recognise and report psychosocial issues that can
potentially undermine adherence. Depression, problems
with disclosure, domestic violence, food insecurity as
well as drug and alcohol abuse are some of the issues
reported to clinic staff – and in many cases this is before
patients commence ART.46 They also report to clinic
staff about any early signs of non-adherence. Once
patients commence ART and are stable with suppressed
viral loads, they require less intensive follow up. These
community workers can then support more patients,
as is the case in KwaZulu-Natal where community
care workers each support over 100 patients. Ongoing
sustainability of such patient adherence support
programmes is at risk in provinces where there are no
government-funded programmes.46

Conclusion and
Recommendations
While there has been some progress in strengthening
collaborative treatment, the progress on health outcomes
is likely to be limited without a more determined push
to achieve integrated care of HIV, TB (and STIs). This
chapter has focused on collaborative initiatives and
has concentrated on assessing health systems progress
in providing access to treatment. Integrated care
acknowledges the links between HIV and TB (and
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The Western Cape is considering introducing a generic community
care worker programme as part of the Expanded Public Works
Programme Planning to support the financing of the community
adherence programmes. In the interim it relies on several community
based and NGO funded and managed models to provide this
support.

STIs), and implies a strong emphasis upon prevention
as well as on integrated medical care, since “one of
the most powerful interventions for HIV patients is
to prevent TB; and….the most powerful intervention
to reduce TB is to prevent new HIV infections”.47
Given the benefits to staff and patients, the successful
implementation of integrated care could go some way to
overcoming challenges and difficulties identified in this
chapter. Re-orientation of staff, including community
health workers and DOTS supporters through
training is an important component of supporting this
integrated approach. Clinic supervisors can contribute
by advocating for and monitoring this comprehensive
strategy. 47
The introduction of provider initiated counselling and
HIV testing is being recommended internationally and
the introduction of this model as a routine component
of care within TB, STI, antenatal and family planning
services could play an important role in strengthening
care in SA. A service in which the health worker
routinely offers testing represents a significant paradigm shift from that in which the onus is on the patient
to request testing. To ensure that patient rights are
protected it would be important that health workers
still be required to counsel and educate patients and
obtain their written consent before doing an HIV test.
Alongside the introduction of provider initiated testing,
the expansion of cadres of health workers authorised to
do the testing and increasing the number of qualityassured testing sites to venues outside health facilities
(e.g. taxi ranks, schools, factories and shopping centres)
are necessary to increase access, particularly for men and
youth who are less likely to attend health facilities than
women. Rural areas represent an ongoing challenge as
potential venues for this type of service expansion are
limited.
TB case finding should be routinely done at every
HIV clinical visit. The implementation of IPT should
be accelerated. A policy directive should be sent to
provinces encouraging IPT implementation. The
implementation of cotrimoxazole prophylaxis should
be expanded. All HIV-positive patients, especially
pregnant women and patients with TB/HIV coinfection should be routinely offered CD4 monitoring
to accelerate their access to Highly Active Antiretroviral
Therapy (HAART).

5
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Access to newer drugs as well as new formulations
and dosing is critical for improving overall care of
patients. Reducing adverse drug events and pill burden
by including fixed dose combinations and simpler
dosage schedules would help improve adherence.
The current national treatment guidelines therefore
requires regular review of treatment regimens as new
drugs are developed and registered for use in SA.
While newer drugs and better formulations will cost
more, the SA government needs to continue price and
licensing negotiations directly with manufacturers
and through partnerships with international advocacy
organisations such as the Clinton Foundation to ensure
a sustainable and affordable supply of medicines. The
need for training in this area remains critical. There is
also the need for specific training materials and tools
to be made available for CAWs assisting families with
children on ART. Some institutions have developed
site-specific training materials to support adherence in
children which need to be made widely available at the
community level to support paediatric access.
Adherence monitoring for patients on ART is essential.
Proper monitoring will help in evaluating the different
approaches that support adherence. However, at present,
there are no national guidelines to measure adherence.
Though several measures exist, provinces and donors
are using several different approaches that might not
necessarily identify non-adherence timeously.
Accreditation of sites should also be accelerated. At
present, sites can only be accredited if they have all
the components of a ‘comprehensive service’ in place.
District health teams should define their health needs
and be supported in the development of relevant services.
There is also a critical need for proper coordination of
services provided by local authorities and provincial
health departments to maximise the use of available
staff and available infrastructure. This applies to the
coordination of external agencies like NGOs at the
district level as well.
	

ARK’s community adherence curriculum developed in collaboration
with the AIDS and Society Research Unit, University of Cape
Town is currently under review in three provinces for adaptation
to the local context. This programme allows for the training and
mentoring of community adherence workers by clinic staff. These
community adherence workers act as the interface between the
clinic staff and the community, helping patients understand their
treatment and health condition, assisting them increase their circle
of disclosure, and helping their families support their adherence.
They are taught to recognise adverse events and one was even able to
prevent a lactic acidosis crisis by early appropriate referral.

As ARVs can only be dispensed by a registered
pharmacist, there is a need to review relevant regulations
that constrain adequate dispensing of medicines.
Special dispensation needs to be considered for patients
needing referral to higher levels of care as they are
charged for these services. Not only are there associated
transport costs but patients are also charged up to R79
per visit at hospitals in Gauteng for example.48
Adequate staffing, especially in rural and historically
under-served areas is perhaps the most intractable and
long term challenge to providing effective HIV and TB
care. Ensuring appropriate financial incentives is one
component of achieving the required staffing levels.
A variety of non-financial incentives also have a role
to play, and perhaps especially ensuring that working
conditions are as attractive and safe as possible. Valuing
staff and recognising their contribution, as well as
strengthening the person to person management skills
of supervisors and managers are interventions that
could yield increased commitment without requiring
large budgets to implement.
District teams must be permitted to make flexible
use of existing staff. Registration of foreign doctors
in the public sector should be expedited. Integration
of services with the private sector, especially general
practitioners, managed health care providers and
industry is also critical within every health district.
District health management teams need support
to develop and implement down-referral strategies
from secondary to primary care as well as be able to
implement other models of service provision. Downreferral requires staff training, infrastructure support
and the implementation of management information
systems.
HIV and TB will certainly be with us for the next
25 years and beyond, embedded in the complex and
interrelated realities of our societies, economies,
cultures and medical responses, and combining to
form an enduring and unrelenting public health crisis.
A united, evidence-based, and integrated response,
	

Many other options to support care are possible, as can be seen
in other similar resource-limited settings in Africa. In Zambia,
post-basic pharmacy assistants / technicians help with dispensing
and clinical officers help doctors with clinical support of patients.
In South Africa welfare officers can be used to assist with accessing
disability and other grants if mechanisms are put in place that would
allow this.
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informed by scientific knowledge and leadership that
is able to leverage local and national resources and
capabilities, is essential if the challenges posed by such
a crisis are to be overcome.
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6
Abstr act

Respondents included health care workers at clinic and hospital level, community
workers, people living with HIV, traditional healers, community leaders, nongovernmental organisations and community based organisations in the geographic
area, clinic committees and support groups.
Findings indicate that poverty and stigma operate as significant barriers to accessing HIV
and AIDS care and treatment services in the public health sector. Women and youth face
particular challenges in participating and accessing services and bear a disproportionate
burden of the HIV epidemic. Socio-economic constraints (e.g. travel costs) coupled
with perceptions that access to treatment is fraught with difficulties and delays were
cited as compelling barriers at facility level which impact on uptake of treatment.
Human resource shortages contribute to the poor acceptability and responsiveness of
health services. Social security for people living with HIV is inequitable and the current
eligibility criteria for disability grants can result in unintended outcomes. Nutritional
support and food insecurity have a powerful impact on adherence and treatment stability.
Sustained gains in broadening access to treatment and care are likely to remain elusive
without the full support and participation of communities. NGOs have a key role to
play in assisting communities to identify their strengths and available resources as well
as areas of need. Transparent and credible mechanisms such as forums for dialogue
and discussion between communities and other stakeholders must be created at local
level. Finally, successful models of community involvement must be disseminated and
popularised.

Com m u n i t y Pa rt ici pat ion i n
H I V a n d ARV Se rv ic e s

T

his chapter highlights some of the findings of a qualitative research study
which was undertaken in four areas in the provinces of KwaZulu-Natal and
Limpopo. The study collected information on some of the critical barriers to
community participation in HIV and antiretroviral services. One urban and one rural
community or municipality was chosen in each province for the study.
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Introduction
In 2003, South Africa (SA) announced its intention
to roll-out what is possibly the largest HIV and AIDS
treatment programme in the world.1 It is estimated
that approximately 5.54 million people are living with
HIV in South Africa.2 Between 500 000 and 700 000
people are thought to be in need of treatment. In March
2006 a report found that 110 000 people were receiving
antiretroviral therapy (ART) through the public sector
and that a further 90 000 people were receiving it
through the private sector.3 Therefore roughly 27-38
per cent of those in need of treatment are receiving it.
When service use is disaggregated by province, the
highest enrolment figures are in Gauteng, the Western
Cape and KwaZulu-Natal. Overall, far higher numbers
of women are accessing treatment than men, likely
both because of higher infection rates and higher
use of public sector services including antenatal care.
Children make up about 10 per cent of all individuals
receiving treatment. Ten thousand of the estimated
50 000 children in need of treatment are receiving it.4
In 2005, the South African Government’s budget for
HIV and AIDS (including treatment) was R1.5 billion,
and by the end of that year 204 health facilities were
providing ART. All 53 health districts have at least
one health facility providing treatment and 63 per cent
of the 252 sub districts in the country have a roll-out
2
site.
Many of the necessary ancillary services and entry
points to treatment are provided by community based
organisations (CBOs). Home based care (HBC) services
play a key role in identifying clients in need of ART,
and in monitoring adherence and side effects among
those already receiving it. TB services using community
run directly observed therapy (DOT) programmes also
need to have strong links to the treatment programme.
Voluntary Counselling and Testing (VCT) is another
key programme to provide education on and create
demand for treatment. Community mobilisation can
contribute substantially to the roll-out. Successful
mobilisation ensures adequate support for people
living with HIV (PLWHIV), combats stigma and
discrimination, reduces social isolation, increases
adherence, and contributes to the success of community
education.5
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However, while much attention has been focused on
supply side issues, particularly on the procurement
and pricing of drugs, far less attention has been paid
to the equally important issues around the demand for
and delivery of treatment, care, and support services.
Further, although the role of the community and
community organisations is articulated in government
policy6-8 there has been insufficient active engagement
on the development and strengthening of these roles
or on how to encourage community organisations
and stakeholders to support and participate in the
antiretroviral (ARV) roll-out.
A research study undertaken in four areas in the
provinces of KwaZulu-Natal and Limpopo highlights
some of the critical barriers to community participation
in HIV services. One urban and one rural community
or municipality was chosen in each province for the
study. The sites are characterised by high levels of
poverty and unemployment. Most people experience
food insecurity on a regular basis and basic services
such as water are often unaffordable or non-existent.
There are high levels of illiteracy and social security
grants, in particular the disability grant, are often the
only source of income in a household.
Qualitative research was undertaken with health care
workers at clinic and hospital level, community workers,
PLWHIV, traditional healers, community leaders, nongovernmental organisations (NGOs) and CBOs in the
geographic area, clinic committees, support groups,
and community members who were not affiliated to
any particular group or organisation.

Communities’ Awareness of HIV and
AIDS
Communities appear to be familiar with HIV and
AIDS, the burden of the disease and its consequences.
Although some basic information on HIV is available,
there is little access to appropriate information. In
addition, illiteracy is a barrier to successful community
education in rural areas since most educational material
is produced in print form.
	

This chapter is based on a research report: Padarath et al. (2006)
‘Understanding Barriers to Community Participation in HIV and
ARV Services’ published by the Population Council and Health
Systems Trust.
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“There is poor communication in terms of
disseminating the information on HIV and AIDS
to this community…. They find it difficult to use
pamphlets and posters. There are many posters here
but it doesn’t serve the purpose. The only effective
way to communicate with the community is to
have campaigns with the community and talk
about HIV and AIDS.”
Deputy Chairperson of the
Maphumulo AIDS Council
The prevalence of HIV is acknowledged and there is
general consensus that youth are the most affected
by the epidemic. However, a significant number of
myths regarding transmission of the disease persist.
These misconceptions range from beliefs that HIV
was invented by the apartheid regime to suspicions that
HIV is a punishment from God.
The introduction of ARVs is viewed as a positive
development that has played a key role in containing
the virus. However, equally, there is suspicion and
scepticism. While levels of information on the existence
of ARVs tend to be higher in urban areas, there are
no significant differences in the views expressed on
ARVs.

“I have a cousin who was very sick and she went
on ARVs. She is now so healthy that if you compare
her to me you would think I am the one who is ill
because she looks much healthier than me.”
Community leader, Sekhukhune
“Most of them believe that ARVs are killing people.
They think that once you start ARVs you will die
very soon.”
Member of youth NGO, Maphumulo
Knowledge about eligibility criteria for ARVs is uneven.
PLWHIV, those on ARVs, and health care workers
tend to have more information about eligibility criteria
than ordinary community members. However, this
information is not always accurate or complete. Most
people, for example, are aware of the CD4 cell count
eligibility determinant, but only one or two people
mentioned the World Health Organization’s (WHO)
staging criteria.

Stigma Barrier to HIV Care,
Treatment, and Prevention
Stigma, which still exists at both household and
community levels, is a key barrier to HIV care,
treatment, and prevention programmes, and its impact
on social support systems and the psychological wellbeing of PLWHIV is pervasive. PLWHIV continue to
report difficulty in disclosing their status due to fear of
stigma and discrimination. Disclosure of status is often
linked to advanced stages of HIV-related illnesses, with
some people disclosing their status just before death.
Further, uptake of and adherence to treatment is often
compromised due to fear of discrimination.

“I know of a case where cruel things happened
where a TB/HIV patient was closed indoors and
nobody went into that room because they said the
individual will infect them. Even when they gave
such a person food they opened the door slightly and
put the food on the ground. Even windows were
closed because they were scared that they would
be infected. They even refused when visitors came
into the room and they said visitors would depress
the patient further.”
Youth, Chesterville
Stigma is strongly associated with visiting certain health
facilities, including VCT and ARV treatment sites. Fear
of stigma and discrimination deter people from testing
and consultation, resulting in a delay in knowing one’s
HIV status and the initiation of treatment. Disclosure
within the community is often indirect, e.g., food
parcels and feeding formula obtained from the clinic
being seen as strong indications of an HIV-positive
status. Community members in all sites reported
informally diagnosing people with HIV based on
physical symptoms and other signs. Diagnostic criteria
included weight loss, rashes and hair loss.

“When one is HIV-positive they have to eat
healthy food and there is a yellow maize meal
that is specially made and distributed through the
clinic to HIV-positive people. We usually detect
someone’s HIV status by these food parcels that
they carry into their home from the clinic. The
majority of community members don’t disclose on
their own.”
Male respondent, Polokwane
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In addition, specially allocated VCT and HIV treatment
rooms may further prevent uptake of treatment for fear
of being identified as HIV-positive. In some instances a
lack of space is said to compromise the confidentiality of
VCT and act as a deterrent to testing and counselling.
There also appears to be reluctance among people to use
services where local community members are employed
for fear that the confidentiality of their status would be
compromised.

“There is no privacy as the VCT room is right in
the middle of the clinic. It is very uncomfortable,
as people in the clinic can see all the people who
go into the VCT room after which they will gossip
and say, ‘Did you see Mr. So and so coming from
the VCT room?”
Community leader, Sekhukhune
Family members and outside providers of care and
support services generally care for PLWHIV. Stigma
and discrimination appear to be less prevalent in cases
where people have first hand experience of a loved one
suffering from HIV. In some cases although families
care for and support PLWHIV, they insist that affected
family members keep the disease a secret from the
community.

“It’s actually the support that I received from my
family more than anything…After testing positive
I told him (her partner). He also went for a test
and we both support each other…His support
really helped me.”
Person living with HIV, Polokwane

Traditional Healers Play Important
Role in HIV Management
Consultation with traditional healers features as a
common recourse for relief in times of ill health, with
many people seeking assistance from both traditional
healers and allopathic medical practitioners although
the order of consultation varies. In general, respondents
in urban sites tend to visit allopathic healers at the
nearest clinic before seeking the help of traditional
healers, and younger people appear to prefer the use of
local health services over traditional healers.
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“The reason for them to consult traditional healers
is that traditional healers are in the community
compared to the money they spend on transport
to hospital. There is a mobile clinic, which comes
once a month, and it does not come if it is raining.
It is something you cannot rely on.”
Community member, Maphumulo
In some sites traditional healers have organised
themselves into formal groupings and have provided
training (in collaboration with the local Department
of Health) on management of HIV to their members.
There is also evidence of cooperation between the two
parallel systems with traditional healers recommending
that clients visit local health centres when an HIV
diagnosis is suspected, and providing HBC for HIV
patients.

“We were taught about AIDS prevention and signs
of HIV. We are now aware that people sometimes
have hallucinations when they are HIV-positive.
Nowadays we don’t interpret hallucinations as
ancestral visitations, we refer people to the clinic
to be tested for HIV when they present with
hallucinations.”
Traditional healer, Sekhukhune

Poverty and Dependence Huge
Concerns for Communities, People
Living with HIV
Disability grants are a major concern for PLWHIV.
Large numbers of PLWHIV not eligible for grants
have no other source of income. Using CD4 counts as
eligibility criteria for accessing grants precludes many
from receiving desperately needed funds and may have
several negative effects on treatment and prevention
efforts. These include poor nutrition and resultant
poor health outcomes for PLWHIV and lack of access
to services, which potentially increases drop out rates
and the number of adherence defaulters. Conversely,
some people may use services opportunistically to
access grants.

“When I was there the sister that helps us told
me that my CD4 count are higher and I’m not
qualify for the grant as I wanted to fill the form
for the grant that is received by PLHA. I asked her
why we are not qualified as we are HIV-positive
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and how will we maintain our life because they
say we must eat healthy food, but we don’t have
the money.”
Person living with HIV, Maphumulo

Youth and Women Particularly
Vulnerable to HIV
Despite an abundance of information and messages
on prevention of HIV and on reduction of high-risk
behaviours, youth are still perceived as engaging in
high-risk behaviour with a reluctance to use condoms.
There is embarrassment about asking for condoms,
lack of information on how to use them, the perception
of reduced sensation when using condoms, and women
refusing to use condoms in order to become pregnant
to access the child support grant. Youth have difficulty
in speaking to their parents about issues related to sex
and HIV while parents feel that these issues should not
be discussed outside the home.

“I live with my mother who is sick and a small
child and my sister’s child who is also sick. I don’t
have people to share my problems with. There are
times when I don’t know what to do. It is very
tough for me as I am alone a lot of times.”
Woman living with HIV, Maphumulo

Transport
Most people expressed the view that accessing ARVs
is extremely difficult and expensive. Barriers to
treatment include lack of money and food, transport
difficulties, having to make too many difficult trips to
health facilities, adherence training, poor treatment by
health facility staff, inability to apply without a 13 digit
bar-coded identity document, long delays between
application and receiving treatment, and extensive
waiting lists.

“When we teach about HIV in schools, a lot of
parents come to us and they complain that we are
discussing sexual issues with their children and
they say they don’t want their children to discuss
sexual issues with anybody.”

“She went there for a CD4 count. When she was
supposed to collect the results she was very sick
and her sister went there to collect the results but
they refused to give her the results. They said they
wanted her to collect her results. She died after
that because she was unable to walk. We had no
transport to help her to collect her results.”

Clinic sister, Sekhukhune

NGO staff member, Chesterville

Women experience HIV at a multitude of levels.
Entrenched patriarchy and poor socioeconomic
conditions make women particularly vulnerable to
infection. Since they fear being blamed for infecting
their partners, some women keep their HIV-positive
status secret from their husbands, often out of fear of
violence or abandonment.

“There is a woman who tested positive and she
told her partner. Her partner left the house since
that day and never came back. He left her with
children. He didn’t even tell her where he was
going.”
Social worker, Maphumulo
Moreover, women are also responsible for guarding
against mother-to-child transmission (MTCT) of HIV,
caring for PLWHIV, and acting as primary caregivers
of children whose parents have died of HIV-related
illness.

Travelling costs associated with accessing treatment
and care are considered prohibitive at both the clinic
and especially the hospital level. There is a general
perception that the health care centres that provide
ARVs are situated too far away and are thus inaccessible.
The transport costs involved in attending ART literacy
programmes together with a patient supporter are also
a deterrent to the uptake of ARVs.

Paediatric Treatment
Getting children enrolled in ARV programmes
is challenging for a number of reasons. Paediatric
treatment tends to be available only at tertiary hospitals
and there is limited expertise in treating children at
public health facilities. It is encouraging to note that
the study was able to find children enrolled in the
treatment programme in KwaZulu-Natal.
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“He was diagnosed HIV-positive long time ago
because of many illnesses that is why he delays to
take treatment… He was on treatment for a long
time for TB and pneumonia. He just started ARV
treatment on Thursday.”
Grandfather of an 8 year old, Maphumulo
Barriers preventing children from accessing treatment
include lack of identity documents, poor links to
prevention of mother-to-child transmission of HIV
(PMTCT) programmes, HBC and Orphans and
Vulnerable Children (OVC) programmes, and lack of
human resources. Many of the models of providing
treatment and supporting people on treatment are
based on adults rather than on the needs of children.
An additional problem is the challenge faced by elderly
caregivers in supporting children on treatment.

Health Facilities Face Staff, Space and
Equipment Shortages
All sites indicated that human resources shortages
(nurses, doctors, community health workers, counsellors
and home based caregivers) are experienced at the
health facility level. Infrastructural constraints include
old and dilapidated facilities, insufficient equipment
and a shortage of space.
Patients are not always treated well by clinic and
hospital staff and some report discrimination against
them arising from their status.

“At clinic they treat us very bad like if we ask
something they say we didn’t send you to get
this disease. We don’t get good treatment at the
clinic.”
Person living with HIV, Chesterville
Health facility staff do not always understand patients’
difficulties in keeping appointments. The existence
of more organised functional clinic committees in
Limpopo, which might have contributed to better staff
attitudes and client relations in the province may be
the reason for the absence of complaints from patients
about rude treatment.
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Adherence and Nutritional Support
for People Living with HIV
The introduction of treatment in the public sector has
raised concerns about adherence. In order to address
adherence and prevent resistance, all PLWHIV receive
adherence training prior to starting ARVs. In order to
be eligible for treatment, PLWHIV are also required to
disclose their status to a treatment supporter, usually
a family member, who is also required to attend the
training with them to gain information on side effects
and their management.
However a limited range of adherence strategies is
employed. From a facility perspective, adherence
support consists of training PLWHIV and their
supporters, issuing medication in monthly or bimonthly quantities requiring repeat visits to collect
medication and counting dosages dispensed. PLWHIV
may receive assistance from treatment supporters or
use alarms as reminders to take daily doses. Additional
community support through patient advocates or
treatment supporters is limited due to a lack of NGO/
CBO resources and staff for this purpose and low levels
of disclosure.

“They give an allowance of two days for the next
visit before the pills get finished… to make sure
that I don’t finish the pills before the next visit’.
Initially when I started she [her sister] would call
me every morning at 8am to remind me as she
works in town. At half past 8 at night she called
me and in the evening when my father was back
from work he also reminded me. At Hope Centre
they actually encourage us to buy cell phones in
order to set alarms so that we don’t forget to take
our medication.”
Person living with HIV, Polokwane
Inadequate nutritional support is being provided to
PLWHIV with the majority only receiving nutritional
advice. Some PLWHIV receive nutritional support in
the form of supplements or food parcels, which in some
cases is limited to the supply of porridge. In many cases
there is ad hoc or inconsistent support. PLWHIV have
difficulty in following the advice on nutrition provided
at clinics and hospitals. Lack of food and resources plays
a role in poor adherence and poor uptake of treatment
services. Little nutritional support beyond counselling
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and education is available either from government
departments or NGOs and CBOs.

“One of my clients fails to take treatment because
she didn’t have food. I went to the hospital to report
the case. You can take treatment before meals, but
you must eat something later…that person has
nothing at all. We then organised food parcels for
her and she continued with her treatment.”
Patient advocate, Maphumulo
Many PLWHIV (on and off ARVs) take a wide
variety of supplements to boost their immune systems,
including home-made supplements.

“There are people taking traditional herbs and
immune boosters from Golden Products. Others
they know they will not cope with adherence with
treatment and for that reason they prefer to take
immune boosters.”
Social worker, Maphumulo
Despite limited resources, PLWHIV found ways
to purchase these supplements and consider them
important to their health. Some use immune boosters
as an alternative to ARVs, due to concerns about their
ability to adhere to ARVs as well as fear of side effects.

Community Involvement with HIV
Levels of general community involvement in HIV issues
are low, although pockets of activism exist. Activism
takes the form of support groups, home based carers,
fostering, clinic committees and community health
workers. Roles tend to be filled mainly by women on a
volunteer basis without remuneration. HIV is starting
to find its way onto the agenda of other mainstream
community activities, such as in church, school, and
community meetings.
With the exception of a few CBOs that are
predominantly involved in providing HBC, no close
links with NGOs working in the area were reported.
Instead there is some scepticism about NGOs, with
the suggestion that they do not always work in the
best interests of the community, even though there is
a recognition that NGOs have a critical role to play
in supporting treatment initiatives and in educating
communities on HIV.

“NGOs must stop misusing funds and work
and deliver to the people. If NGOs can work
together maybe we won’t have problems…There
is lot of white people in NGOs and there are
very few black people. White people come in our
communities with projects. We don’t know where
they get money from. They come with very little
help and take photos. We need NGOs that are
from the community because they will have their
sympathy with these people rather than a person
from outside whose interest is on money. If NGOs
can sit together and make one proposal I think
that will have good results.”
Chairperson of CBO, Chesterville
Despite some initiatives, community involvement is
surrounded by a host of challenges including lack of
leadership, lack of credibility and the fact that many
people still needed to be convinced of the dividends of
community involvement. Given the stigma associated
with HIV, community involvement might result in
secondary stigmatisation. Support groups are widely
considered beneficial in assisting PLWHIV to cope
with the burden of the disease. However, there are
challenges to establishing support groups, retaining
members, and sustaining groups over time in areas
where resources are limited and the disease remains
highly stigmatised.

“I get a lot of support from the HIV support group
we have in our community… in the support group
we are able to share our problems and we help
each other. The support group is very useful as we
are all HIV-positive and understand each other’s
problems.”
Person living with HIV, Maphumulo
“Sometimes I meet people who are HIV-positive
in the clinic but they don’t want to talk about it
so the tendency is to keep to ourselves as we want
confidentiality…people hide the fact that they are
HIV-positive…it is therefore difficult to form a
support group.”
Person living with HIV, Maphumulo
HBC programmes form a main source of care and
support for PLWHIV and their families. Levels of
training vary and remuneration scales are uneven
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and dependent on irregular donor and government
funding. In some cases, the caregivers in this sector are
purely volunteers and living with HIV themselves, and
they often face the same challenges as they people they
assist.

“We look after terminally ill patients and we
don’t only look after HIV-positive people we also
look after old people who are unable to look after
themselves and we also help orphaned children
and disabled people.”
Home based caregiver, Sekhukhune
Community health workers are intended to play a
significant role in the roll-out of treatment and care
for PLWHIV. However, there have been challenges
regarding role confusion, lack of training, and
building and maintaining relationships with NGOs
and health facilities and home based carers. Given
the large catchment areas they serve, their presence in
communities varies from being seen as the only source
of support for PLWHIV to been seen as non-existent.

“There are community health workers that are
working in our communities. They visit our houses
but they don’t talk about HIV/AIDS. They check
if children have gone to immunisation and they
also check if we are using clean toilets.”
ARV class, Maphumulo
“As community health workers, we have not been
given training on ARVs, whereas people ask us, as
they know that we are community health workers.
Then you find that we do not know as well.”
Community health worker, Chesterville
Clinic committees are a strategic entry point in
developing community participation in health care
services, and HIV issues in particular, and are legislated
for in the National Health Act. Despite this, clinic
committees have not flourished. Where functional,
they have played a significant role in education on HIV
and HIV-related illnesses and have facilitated dialogue
between the community and health centres.

“The clinic committee is a link between the
community and the clinic and we as clinic
committee members look at the manner in which
nurses attend to the community and we assist by
looking at people who desperately require assistance
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and oversee the general cleanliness in the clinic
and ensure that the cleaning are available and
that they actually perform their duties in time.”
Clinic Committee Polokwane

Recommendations
Because of high levels of illiteracy and misconceptions,
messages contained in posters and pamphlets must be
augmented by in-depth discussions about HIV at the
community level. The use of respected community
stakeholders to deliver messages about HIV in a wide
range of contexts should be explored.
Educational activities need to be scaled up in order
to address traditional beliefs that prevent people from
seeking appropriate medical interventions for urgent
health problems and from using remedies that are
harmful. Collaboration between traditional healers and
Western medical practitioners is increasing and should
be further promoted. Traditional healers must receive
training and information on HIV and its management,
and ways to encourage partnerships between the two
health systems need to be explored.
Strategies to address high-risk behaviour among
youth must be developed. A strategic entry point for
interventions is schools and other places where youth
gather. Such interventions should include education
and training on the correct use of condoms. Forums
and groups for youth to discuss their sexuality, among
themselves and with their parents and other community
members, in a safe non-judgmental environment must
be created and sustained. This is especially needed in
rural areas where social taboos prevent such discussions.
Counselling and rehabilitation services for youth to
curb alcohol and substance abuse are also needed.
Poverty alleviation and food security programmes that
target women may reduce their dependence on men and
subsequent vulnerability to HIV infection. Effective,
culturally acceptable gender awareness programmes
must be carried out at local levels in order to dispel
many of the myths which perpetuate gender based
violence and discrimination against women.
Plans must be made to fast track the delivery of ARVs
at the primary clinic level. Districts must ensure
that NGOs and CBOs are involved in the delivery

6
C ommunit y Participation in H I V and A RV S e rvic e s

of treatment at community level. Community level
meetings to discuss how best to ensure collaboration
between the health service, community and NGOs
and CBOs are recommended to inform the process of
greater involvement by the community and NGOs.
The public health sector transport programme must be
revitalised. Additionally, innovative ways must be found
to provide affordable and reliable transport to people
wishing to access health care services – especially from
clinic to hospital level. One possible alternative would
be to explore the potential to form a partnership with
existing taxis in the area.
Given that many PLWHIV live in relative poverty,
strategies to improve the nutritional status of
individuals are needed. More needs to be done in
terms of establishing the efficacy of immune boosters.
In addition, a cost-benefit analysis of the usefulness
of various commercially available products may
assist PLWHIV in deciding how best to use limited
resources. Strategies to reduce the cost of commercially
available supplements may be needed if they are proven
efficacious in improving the immune status of people.
An unintended consequence of the current information
strategies on adherence, such as those emphasising 100
per cent adherence, may be to discourage people from
taking ARVs. A balance needs to be found between
promoting ARVs and informing people of the potential
dangers and side effects of treatment. Strategies to
increase treatment promotion and support may address
this issue.
There is a need to strengthen PMTCT programmes
including addressing issues around infant feeding,
HIV diagnosis in infants and the follow up of women
after PMTCT. Treating mothers may also assist in
ensuring that HIV-positive children remain in the
system and are treated if necessary. Ongoing efforts
to enrol children on ARVs are needed in the South
African context, particularly in rural areas. Further
exploration is needed into how access to treatment for
children and providing support to children on ARVs
can be promoted and facilitated. Addressing barriers
preventing children from accessing treatment should
be prioritised. Better links between HBC and OVC
programmes and treatment programmes are also
needed.

Strategies are needed to increase the accessibility and
uptake of support group services. Successful models
need to be documented and disseminated. Alternative
locations for support groups may increase the uptake
of services. Similarly, linking support groups to the
distribution of food parcels and income-generating
activities may also increase their uptake and make
them more sustainable. The role of support groups in
promoting adherence needs to be explored further.
Steps to facilitate community involvement in HIV
services must be locally driven. NGOs have a role to play
in assisting communities to identify their strengths and
available resources as well as areas of need. Resources
need to be allocated to drive the process. Transparent
and credible mechanisms such as forums for dialogue
and discussion between stakeholders and role players
must be created at local level. Finally, successful models
of community involvement must be disseminated and
popularised.
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Abstr act

and programmes have been formulated to try and improve the health and
well-being of pregnant women and mothers and their children. The latest

effort is the Millennium Development Goals that aim to inspire countries to drastically
reduce maternal and child mortality and address specific disease and related challenges
by 2015.
International figures currently show that despite the many commitments, the health
status of mothers and children remain poor in most developing countries. The same is
true for South Africa despite its middle income status. Local data show a steady increase
in infant and under-5 mortality, and maternal health status is also not optimal.
South Africa has adopted almost all international treaties, initiatives and programmes.
Concerted efforts must therefore be made to rectify and address the core contributing
factors to poor maternal and child health. Whilst many of these lie outside of the
health sector, the health services have a significant contribution to make and, at the
very least, health interventions with known effectiveness must be implemented in the
best possible way. In addition, all other sectors need to be held accountable for their role
in improving maternal and child health. For children, in particular, all sectoral policies
and plans need to be viewed through a child-rights lens, and child impact assessments
must be done to ensure that children and their families are not harmed, but enjoy
maximum benefit.

T h e con t e x t of M at e r na l
a n d Ch i l d H e a lt h

M

aternal and Child health is a global priority. Numerous treaties, initiatives
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Introduction
A partnership for Maternal, Newborn and Child Health
was launched in New York in September 2005.1 This
marked an important renewed commitment towards
improving maternal and child health. This partnership
marked the merger of three previous initiatives: namely,
the Partnership for Safe Motherhood and Newborn
Health, the Healthy Newborn Partnership and the
Child Survival Partnership. More than eighty members
representing partner countries, United Nations (UN)
and multinational agencies and various other nongovernmental and academic associations are part of
this initiative. The partnership has strong African
support and representation. The question remains
whether this will be able to effect a reversal in maternal
and child mortality trends as the 2015 deadline for the
achievement of the Millennium Development Goals
(MDGs) approaches.
This chapter focuses on the maternal aspect of women’s
health and the overall health of children. Children
include all persons under the age of 18 years. Maternal
health refers to the period in a woman’s life that
involves pregnancy, child birth and postnatal care. It is
integrally linked to the perinatal care of children, this
being the period of gestation and the month after birth.
The inextricable link between the health of mothers
and children continues well beyond the perinatal period
as the health and well-being of women has a profound
impact on the health and well-being of the children
they care for. It is important to recognise that issues of
maternal health also apply to girl-children as one fifth
of all pregnancies are to teenagers, placing such girls at
significant health risk.
Addressing the health needs of women and children is
not an issue of pure economics and should not be seen
as necessary only for purposes of economic benefits in
the long-term. Instead, health for women and children
is a basic and non-negotiable human right that has
found expression in various international and national
treaties, instruments, policies, laws and programmes.
Despite these commitments throughout the developing
world, pregnant women and children of all ages still
die at high rates from preventable conditions. Many
children remain ‘invisible and excluded’ as outlined
in the 2006 “State of the World’s Children” report by
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United Nations Children’s Fund (UNICEF).2 In one
critical analysis on the impact of the political economy
on child survival, the authors note that: “a persistent
high death rate among children is widely considered to
be one of the most telling indicators of unmet health
needs in a population.”3 The adverse situation of many
mothers and children in the developing world has been
significantly compounded by the devastating impact
of the HIV pandemic. In most developing countries
women of reproductive age now have the highest HIV
prevalence rates in the population, and in the absence
of a well-functioning prevention of mother-to-child
transmission of HIV (PMTCT) programmes, millions
of babies are born with HIV-infection.
It is imperative therefore that the women and children
receive special consideration in health care provision.
This chapter outlines:
✦ The international context of maternal and child
health;
✦ The context of maternal and child care in South
Africa (SA);
✦ Trends in maternal and child health in SA;
✦ South Africa’s commitment to the various
international and regional initiatives in addressing
maternal and child health challenges; and
✦ Challenges in relation to meeting the MDGs for
2015.
The chapter primarily draws on secondary information
sources that include grey and unpublished literature, as
well as peer-reviewed publications reflecting the context
of maternal and child health. No primary research was
conducted, except a rapid audit of provinces to assess
progress made on the recommendations of the 19992001 Saving Mothers Report.
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International Maternal Health
Context
Many different treaties, policies and programmes have
been developed over time to prioritise and address the
health needs of pregnant women, mothers and children.

The efforts of the GOBI FFF programme of the 1970s
were laudable and certainly had the potential to save the
lives of millions of children worldwide. However, this
did not change the death and disease patterns brought
about by diarrhoeal disease and malnutrition to any
great extent and these are still amongst the number one
killers of children worldwide.3
The goal of “Health for All by the Year 2000”, based
on the goals of the Primary Health Care approach, is
still fresh in the minds of those who fought for greater
equity in health care. As the health world recognised
the unattainability of this ambitious goal, new goals to
try and renew efforts towards improving maternal and
child health were put in place.
The MDGs is one of the most recent global efforts.
Eight MDGs were formulated, each with time-bound
targets. Four of the eight goals directly relate to women
and children. The goal of combating HIV and HIVrelated illnesses, malaria and other diseases relate
very strongly to women and children as they bear the
greatest burden of many of these infectious conditions.
The remaining three goals speak directly to the socioeconomic factors and environmental factors that impact
on the lives of women and children.4
It is evident that the failure in improving the health
of women and children is not due to a lack of global
policies and programmes, but lies in the social and
economic contexts in which these are applied and the
overall weakness of the health systems that have to
implement them. Unless these fundamentally change,
it is likely that the MDGs will become yet another set
of unattainable goals.
An important shift has been the rooting of maternal
and child health efforts within a rights-based context,
recognising health for these two priority groups as
	

GOBI FFF refers to the programme launched by UNICEF that
used the interventions of Growth Monitoring, Oral Rehydration,
Breastfeeding and Immunisation as strategies to improve newborn
and child survival. The FFF was added at a later stage in recognition
of the crucial role of nutrition and women in child health and wellbeing. The three F’s represented Family planning, Female literacy,
and Food supplementation

a basic human right that should enjoy the highest
priority in all spheres of activity within countries and
governments. These frameworks are commented on in
more detail in later sections.

Maternal Health Context
The 1994 International Conference on Population and
Development (ICPD) produced a Programme of Action
that was signed by 179 countries and that subsequently
became the cornerstone of most national reproductive
health policies and programmes. It was remarkable not
only in its recognition of the contribution of reproductive health (including maternal health) to
development, but also because it was rooted in the
principles of human rights. Shifting the focus away
from demographic targets, the Programme of Action
outlined policy steps towards realising “(a person’s) right
to attain the highest standard of sexual and reproductive
health… and the right of access to health care services
that will enable women to go safely through pregnancy
and childbirth”.5
The strength of using a human rights approach to
improve maternal health and reduce maternal mortality
is that it provides both the formal mechanisms to hold
governments accountable and expose rights violations,
as well as defining a developmental approach based on
a set of principles and values that guide the progressive
realisation of these rights.6 These principles of equity,
transparency, accountability, participation and non
discrimination, provide a lens to guide how maternal
health policy should be made, priorities set, strategies
developed and programmes implemented. In the
context of resource strapped health services, a rightsbased approach promotes systemic long term health
system planning for sustained maternal mortality
reduction and counters the current trend for short term,
cost efficient, quick fixes that fail to address underlying
power and resource imbalances.
Twelve years later, despite the ICPD’s focus on
development and rights, for millions of women in
developing countries, maternal mortality ratios remain
high, some (for example Malawi, and Zimbabwe) are
worsening, and almost everywhere there remains deep
inequity between poor and rich. Poor women with
limited access to care are dying during childbirth.
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Table 1:
Global maternal mortality patterns
UN region

Maternal mortality ratio
(maternal deaths per 100 000
live births)

Number of maternal deaths
(per annum)

World Total

400

529 000

74

Developed regions

20

2 500

2 800

Developing regions

440

527 000

61

Africa

830

251 000

20

Asia*

330

253 000

94

190

22 000

160

Oceania*

240

530

83

South Africa

150**

Latin America and the
Caribbean

Source:

Lifetime risk of maternal
death 1 in:

1 600

70***

WHO, UNICEF, UNFPA, 2004;7 WHO, UNICEF, UNFPA, 2004;9
DoH, 1998.8

Note: * Japan and Australia / New Zealand have been excluded
		 from the regional averages and totals.
** South African Demographic and Health Survey, 1998.
*** Estimates developed by WHO, UNICEF and UNFPA.
		 WHO/RHR/01.9, WHO 2001.

Patterns of Maternal Mortality and
Morbidity – why the cause for concern?
The epidemiology of maternal mortality and morbidity
is characterised by huge disparities between developed
and developing countries. Whereas pregnant women in
the developed world face maternal mortality ratios of
less than 20 deaths per 100 000 live births, women in
many parts of Africa and Asia have maternal mortality
ratios in excess of 1000 per 100 000 live births. Each
year, it is estimated that 530 000 women die in
childbirth. This number has not shifted over the past
decade. Even within countries, there is an unequal
distribution of maternal deaths – women in rural
areas are more at risk than those in urban areas. South
Africa compares very favourably to the average for
the developing world regions, but poorly to that for
developed countries (Table 1).
The leading causes of direct deaths are consistent:
haemorrhage, infection, unsafe abortion, eclampsia
and obstructed labour (Figure 1). In countries with
high HIV and malaria prevalence rates, the proportion
of indirect deaths may be far higher with co-infection
with tuberculosis a significant factor.

Figure 1:
Causes of maternal death
Indirect causes
20%

Other direct
causes
8%

Unsafe
abortion
13%

Infections
15%

Obstructed
labour
8%

Source:

Eclampsia
12%

WHO, 2003.10

Similarly, maternal morbidity patterns follow those for
maternal deaths. For every maternal death, there are an
estimated 30-50 women who survive but with short to
long-term complications. Chronic problems that arise,
including vesico-vaginal fistulae and infertility, are
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Severe bleeding
(haemmorrhage)
25%

Total is more than 100% due to rounding.
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preventable and treatable with the same interventions
as those available to reduce maternal mortality.10 But
the social stigma associated with these complications,
and the lack of access to health services, means that for
many women, they continue to suffer in silence. It is
within this context, that there is now a convergence of
international awareness on the crisis in maternal health
and mortality.
Policy Trends
In the arena of maternal health, the inclusion of
maternal health as a Millennium Development Goal
arguably represents the single biggest policy step since
ICPD.
For the first time, maternal health has been formulated
as a goal (MDG 5 see table 2).
Table 2:
Targets and Indicators for the Millennium Goal Five
Goal

Targets

Indicators

Improve
maternal
health

Reduce by threequarters, between
1990 and 2015, the
maternal mortality
ratio, ensuring faster
progress amongst
the poor and other
marginalised groups.

✧ Maternal mortality
ratio
✧ Proportion of births
attended by skilled
health personnel

Source:

United Nations.4

Whereas one of the widely acknowledged problems
with the ICPD Programme of Action was that it
was not accompanied by a strategy (internationally
or nationally) on how it was to be funded, this has
shifted with the adoption of the MDG targets as the
starting point for many of the international financing
institutions and donor loan and grant agreements.
To ensure that the MDGs were implemented, the
United Nations Secretary General commissioned
The Millennium Project to develop a practical plan
of action to meet the MDGs. Core recommendations
of the Millennium Project Task Force Four on Child
Health and Maternal Health, focused on building a
functioning, inclusive health system that includes skilled
birth attendants at all deliveries and ensuring access to
emergency obstetric care for all women who experience
complications, with human rights as the fundamental
premise underpinning their recommendations.10

These recommendations have been reinforced in the
maternal health and maternal mortality field through
a number of mechanisms. In 2005, the Partnership for
Maternal, Newborn, and Child Health (PMNCH) was
launched. This represents an umbrella organisation with
more than 80 organisations and partners, functioning at
international through to local level. Previously the Safe
Motherhood arena had been characterised by numerous
organisations, many functioning independently, often
with overlapping programmes, occasionally with
conflicting agendas. With the establishment of the
PMNCH, it is hoped that a unified framework for
action will be developed, with increased resources,
support for national planning processes, and promotion
of donor convergence at the country level. It is still too
soon to evaluate the effectiveness of this initiative.
The 2005 World Health Report focused on mothers
and children.11 Entitled “Make Every Mother and
Child Count”, it called for scaling up of investments
in health systems and human resources to ensure that
maternal, newborn and child health constitute the core
of health entitlements protected through public funds
and social health insurance systems.
Recognising the importance of the right of women to
safe pregnancy and childbirth, and the centrality of
health systems to realising these rights, special mention
must be made of the important contribution made by
the UN Special Rapporteur on Health, in his report to
the UN Commission on Human Rights.12 The Special
Rapporteur has brought into sharp focus the right of
women to reproductive health and, embedded within
this, the right to safe pregnancy and childbirth.
Placing maternal health on the development agenda
as an MDG not only recognised the role of women
in alleviating poverty, but, because of the centrality
of health systems in decreasing maternal mortality,
provided an opportunity to monitor access to health
care and improve health systems. Countries have agreed
to track and be held accountable against the target and
indicators associated with MDG Five. Countries appear
to be paying more attention to their nation’s maternal
mortality ratios and recognise, in most instances, that
the situation requires serious, sustained attention.
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Strategies to Reduce Maternal Mortality
Ratios

women with the health system, receive appropriate
management of problems that arise during the course
of the pregnancy, and treatment and support in high
malaria and HIV prevalence areas. All of these are vital
strategies to improve maternal health, but in and of
themselves are not interventions that will significantly
prevent a woman from dying in pregnancy or childbirth
if complications arise and she needs skilled care and
emergency treatment. For this she requires different
strategies.

The fact that 530 000 women die each year in child
birth, millions more become chronically disabled, and
that it is generally recognised that MDG 5 is the single
goal least likely to be achieved by 2015, has caused the
international community to rewrite and evaluate past
Safe Motherhood strategies, and identify the gaps.
Three issues emerged. The first is that strategies which
have been implemented to improve maternal health
and well-being are not necessarily the same as those
that will have a significant impact on decreasing the
maternal mortality ratio. Secondly, some interventions
are more effective than others, and in resource strapped
countries, it is vital to prioritise those most likely to
decrease the number of women dying. And lastly, and
most importantly, any serious attempt to decrease
maternal mortality will require a head on engagement
with improving health services – this cannot be ignored
or bypassed.

Reducing Maternal Mortality
Earlier Safe Motherhood programmes adopted strategies
to reduce maternal mortality based on the assumption
that complications in pregnancy or childbirth in women
most at risk could be prevented or predicted (Figure 2).
These programmes also focused attention on training
scores of traditional birth attendants (TBAs) to assist
women in developing countries who were delivering
at home. As a result governments and international
agencies, invested energy and millions of dollars in
two key interventions that have been shown to have
limited impact on reducing maternal mortality ratios:
training traditional birth attendants to work in the
community;13 and adopting a risk approach to screening
women at high risk for complications in pregnancy and
child birth. Traditional birth attendants may certainly
improve the routine delivery care that mothers and
newborns receive, but they have proved ineffective in
significantly reducing the maternal mortality ratio.14

Improving Maternal Health
Strategies to improve maternal health start before a
woman is pregnant. Facilitating the empowerment of
the girl child, female education, good nutrition and
ensuring access to contraception and safe abortion to
ensure that each pregnancy is planned and wanted, all
contribute to maternal well being. During pregnancy,
antenatal care provides an essential opportunity to link
Figure 2:
Strategies to reduce maternal deaths
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Figure 2 shows that full use of existing services would
dramatically reduce maternal deaths.
The TBAs are seldom supported by health services,
lack the infrastructure and life saving skills to manage
complications effectively and at times fail to refer a
woman requiring emergency care for fear of losing
their reputation (as well as money).6
Adopting a risk approach will identify ‘high risk’
women through antenatal care and will indeed reduce
deaths amongst these women. But, such a focus on high
risk prediction will also create a false sense of security,
believing that it is possible to identify all women who
will develop complications and require emergency care.
This is not correct. In absolute numbers, more ‘low risk’
women develop complications unexpectedly. Amongst
these ‘low risk’ women complications are recognised
late; there are inadequate systems to ensure timely
referral to emergency care; and upon reaching these
health services, appropriate care may not be available.
Recognising the failure of these two strategies, the
international community called for all deliveries to be
attended by skilled birth attendants (SBAs); reached
consensus on the definition of a skilled birth attendant
(Box 1) and recommended strategies that prioritise the
scaling up of institutional deliveries. These skilled birth
attendants must be able to manage normal deliveries,
and recognise, stabilise and refer women who develop
complications. They should preferably be situated
within a health facility, and if not, should be able to tap
into efficient referral systems. Further there is universal
acceptance that countries must work to ensure that
emergency obstetric care is available twenty four hours,
seven days a week, for all pregnant women who develop
complications and require emergency care.16
Box 1:
Definition of a skilled birth attendant16

“A skilled attendant is an accredited health
professional – such as a midwife, doctor or nurse –
who has been educated and trained to proficiency in
the skills needed to manage normal (uncomplicated)
pregnancies, childbirth and the immediate
postpartum period, and in the identification,
management and referral of complications in women
and newborns.”
Source:

Making pregnancy safer: the critical role of the skilled
attendant: A joint statement, 2004.16

Focusing on the Health System
A strategy that requires 24 hour emergency obstetric
care and the presence of SBAs either within the
health facility or linked via effective referral and
communication systems, requires that there must be
a functioning health system that accommodates these
interventions. This strategy implies a health system that
is able to provide potential fluids, antibiotics, oxytocics,
and anticonvulsants, perform manual removal of
retained products, and assisted vaginal deliveries (basic
emergency obstetric care), as well as perform caesarean
sections, and blood transfusions, (comprehensive
emergency obstetric care). In other words, the health
system should be able to manage the major direct
causes of maternal deaths, haemorrhage, obstructed
labour, eclampsia, sepsis and abortion. This requires
a good drug supply with essential obstetric drugs,
functioning and well maintained equipment and blood
bank, a good referral system and human resources
skilled to perform the necessary interventions.
Attention to these systems will result in a strengthened
health system, not only for maternal health, but for
many other medical and surgical emergencies.
Looking Forward
If health systems are understood to be core social
institutions indispensable for reducing inequity
and poverty, and essential for upholding rights,17
and if attaining the highest standard of sexual and
reproductive health is included amongst these rights,
then applying a rights based approach to the delivery of
maternal health services is critical.
What does this mean for countries? It obliges countries
to prioritise those interventions that are required to
redress legacies of neglect. As such, it demands that
countries develop plans that progressively realise those
strategies that provide access to 24-hour emergency
obstetric care and to skilled birth attendants. It requires
that governments are held accountable for ensuring
these plans are funded, and that in turn donors and
international financing institutions are obliged to
focus their policies to align with government. Finally,
it ensures that accountability and participatory
mechanisms are put in place to enforce and facilitate
that even the most marginalised women in society can
claim their rights without fear of discrimination.16
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South African Maternal Health
Context
The health of women follows closely on the socioeconomic welfare of the family and community in SA,
as is the case worldwide. The Demographic and Health
Survey (1998) estimated the maternal mortality ratio
for SA to be 150 per 100 000 live births.8 This figure
means that with about 1.1 million babies born in SA,
over 1 550 women annually die from pregnancy related
conditions. Most of the deaths occur among poor
women with insufficient access to health services.

The Socio-Economic Context and
Access to Health Care
In the past decade, SA adopted the approach that
women’s health is paramount and ratified and embraced
all of the international treaties and programmes
mentioned previously. In 1995, the Government of
South Africa accepted that women and children should
be at the top of the health prioritisation agenda. One
of the early pronouncements of the new government
was free health care to pregnant and lactating women,
and to children under the age of six years.19 This was
to ensure access to health care for pregnant women and
young children, irrespective of their economic status.
Great strides have been made since that pronouncement
by former president Mandela. New clinics were built,
others were upgraded, and antenatal clinic attendance
improved significantly. The Demographic and Health
Survey (1998) highlighted the fact that 94% of women
surveyed attended antenatal care at least once during
their pregnancy compared to 89% in 1994. Deliveries
in health care facilities increased from 78 to 83%
during the same period, suggesting that user fees acted
as a deterrent to health care access.20
Though SA has good laws with regard to access to
health care for pregnant and lactating women, these
do not translate to quality care for many poor women.
There are other factors that also impact on the health
of women21 such as the action taken when disorders
are detected. Policies will only become real for the
care of women when the country attends to the socioeconomic situation.22 Access is lowest for the poor, of
whom the majority are Africans.23
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There is a lack of equitable provision to health care as
well as inequities in health outcomes. The aggregation
of indicators at provincial level mask gross intraprovincial disparities. Whites generally have better
health than Africans and of the more than 1 500
women who die annually because of factors related to
pregnancy, very few are White. Although antenatal care
figures for SA appear very impressive, the utilisation by
Whites and the Indians is higher than that for Africans.
These differences remain when looking at professional
attendance at delivery and when analysing rural-urban
access.
The underlying philosophy behind the policies and
interventions for the promotion of maternal health is
that improving access to health care (antenatal and
intrapartum) will improve the health of women. The
guidelines and policy frameworks that guide maternal,
child and women’s health in SA include:
✦ Free health care to pregnant and lactating women,
and to children under the age of six years;
✦ Free primary health care to all;
✦ Choice on Termination of Pregnancy Act, 1996;24
✦ Notification of and Confidential Enquiry into
Maternal Deaths;25
✦ Sterilisation Act, 2000;26
✦ Contraception policy guidelines;27
✦ Comprehensive plan for the management of HIV
and AIDS;28 and
✦ National Health Act, 2003.29

Causes of Maternal Mortality and
Morbidity
The causes of maternal ill health are similar to those
in other developing countries, the only difference
being the magnitude of the various components.
Hypertension, bleeding in pregnancy and childbirth,
infections related to pregnancy (from prolonged and
neglected labour) and medical conditions make up
the leading causes of the high maternal morbidity rate
and maternal mortality ratio. The Notification of and
Confidential Enquiry into Maternal Deaths is a process
designed to evaluate, indirectly, the quality of care that
women receive during pregnancy and childbirth.25
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Some of the underlying causes contributing to these
major factors of mortality and morbidity include:
✦ Mismanagement of hypertension through inadequate use of magnesium sulphate in eclampsia;
✦ Difficulties in obtaining blood for transfusion in
rural and remote centres;
✦ Lack of adequate emergency transport; and
✦ Lack of staffing generally, and, specifically,
insufficient skills in anaesthetic administration.

Maternal Health and HIV
South Africa has one of the highest HIV prevalence
rates in the world, with women of reproductive age
being the most affected group. The HIV epidemic
has further deepened the poverty of communities as
families and communities struggle to care for those
affected by HIV, in life and in death. With the increase
in prevalence in pregnant women, HIV affects the
health of women and children profoundly. The annual
surveillance of HIV infection among pregnant women
attending public health care facilities shows a steady
increase in SA across all provinces. The national figures
increased from 26.5% in 2002 to 30.2% in 2005. It
also shows significant interprovincial variation with
figures for 2005 ranging from 15.7% in the Western
Cape to 39.1% in KwaZulu-Natal.30
The programme for the prevention of mother-to-child
transmission of HIV (PMTCT) was the first step in
improving the health care of pregnant women infected
with HIV in that it helped to identify those pregnant
women who were HIV-positive. These women could
then be counselled and educated about healthy
lifestyles. Unfortunately, until the introduction of the
Operational Plan for Comprehensive HIV and AIDS
Care, Management and Treatment for South Africa
(CCMT) in late 200328 there was little available help
to improve the health of those women who needed
antiretroviral therapy (ART).

more complex, as one has to think of opportunistic and
other infections. Malaria and TB are more common
among people with HIV infection.32,33 Both these
conditions are associated with anaemia. These findings
highlight that HIV complicates an already dire situation
for poor women.

Saving Mothers
Pregnancy is one of the reproductive woman’s most
dangerous periods in her life. In an attempt to
understand the major causes of death, the government
mandated the notification of Maternal Deaths and the
Confidential Enquiry into these deaths. The purpose
of the system is to encourage a review of every death
that occurs within a facility. The review examines
the community, family or personal factors, the health
system factors and the role the health personnel have
played in allowing the maternal death to occur. A team
of assessors (consisting of a midwife and a medical
doctor) reviews the records of the deceased and, if
necessary, conducts an independent and confidential
enquiry into the death. The assessors send their report
to the National Committee on the Confidential
Enquiry into Maternal Deaths (NCCEMD), which
the Minister of Health established for the purpose of
identifying the causes of maternal deaths, and making
recommendations for the prevention of these deaths.25
The Saving Babies Report, reporting on preventable
perinatal deaths and utilising the Perinatal Problem
Identification Programme (PPIP) adds to the process
of identifying factors that contribute to poor maternal
and perinatal health and care.34 Saving Mothers and
Saving Babies processes are processes of audit and thus
important tools for quality assurance.

The programme for ART is the final step in a series of
interventions towards helping HIV-positive pregnant
women access care for their own health improvement.
HIV has complicated the management of pregnancy
and childbirth. There is evidence that anaemia is more
common among HIV-positive women than in HIVnegative women.31 Interventions in childbirth are also
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Figure 3:
Notification of, and Confidential Enquiry into Maternal
Deaths
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DoH, 2002.
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Progress in Implementing some
Recommendations of the NCCEMD
HIV
One of the challenges is the integration of PMTCT
efforts into Maternal, Child and Women’s Health. The
PMTCT programme falls under the HIV and AIDS
unit nationally and, in some cases, provincially. This
separation shifts the accountability for reducing child
mortality to the HIV and AIDS unit, if the mortality
is from HIV-related conditions. As the latest report of
the National Committee on the Confidential Enquiry
into Maternal Deaths (NCCEMD) reflects, nonpregnancy related causes accounted for the greatest
number of deaths during the period 2002-2004.36 Units
responsible for maternal health should be responsible
for reducing these numbers, with assistance from the
HIV and AIDS unit.
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Termination of Pregnancy
The Choice on Termination of Pregnancy Act has
resulted in fewer women dying from septic and unsafe
abortion.24 The national Department of Health (DoH)
reports that “Over the seven-year period, access to
termination of pregnancy (TOP) has increased annually”.
Most designated TOP facilities are public hospitals
(90%), with primary health centres constituting 10%.
The primary health care facilities are most accessible to
the majority of women. However, there are a number of
designated public health facilities that are not functional.
The service in the private sector is expensive and thus
not accessible to poor women. Notwithstanding this,
there has been a reduction in the proportion of women
dying from unsafe abortion, as reported in the 2002
Saving Mothers Report.36 Women who died from
unsafe abortion generally had limited access to TOP
services.
The Choice on the Termination of Pregnancy Act
(CTOP) has not been without opponents. The move
to expanding access is therefore welcome. However,
numerous sessions and workshops with nurses providing
TOP services highlight the factors that prevent the more
widespread accessibility of services. These include:
✦ Management obstruction or non-prioritisation;
✦ Moral and religious objection to the act of
termination of pregnancy;
✦ National and provincial lack of will and resolve to
implement the Act;
✦ Lack of integration of the TOP services into
reproductive health services;
✦ Burnout for the health workers involved in the
TOP services; and
✦ Stigma associated with provision of the service,
especially in rural areas.
The Use of Clinical Guidelines
The NCCEMD identified the lack of clinical
guidelines, especially in underserved areas, as an issue
that contributes to maternal mortality. The College
of Obstetrics and Gynaecology within the Colleges of
Medicine of South Africa developed guidelines for the
common causes of maternal deaths. The NCCEMD
encourages the use of these guidelines in all health
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facilities in the management of the common causes of
maternal deaths.
There appears to be lack of capacity in implementing
the recommendation and many health facilities do not
implement the guidelines, despite the presence of these
guidelines. The national DoH also developed maternity
care guidelines for community health centres and
district hospitals.37 It appears that these guidelines also
do not enjoy widespread utilisation within the targeted
health care institutions.
There is also anecdotal evidence that supervision for
inexperienced health workers in the underserved areas
is less than optimal. The introduction of community
service for recently qualified doctors has brought some
relief for the women and children in underserved areas.
However, there is a need to have proper supervision and
guidance for the community service medical officers.
These needs are felt, not only in rural areas, but in
urban and peri-urban areas as well. The absence of
uniform protocols in the country makes it essential to
have some guidelines and protocols.

International Child Health
Context
A Rights-Based Approach to Child
Health
The United Nations Convention of the Rights of the
Child38 (CRC), adopted by the UN General Assembly
in 1989, and ratified by SA in 1996, is the key global
child health rights declaration. This is supported by
the African Charter on the Rights and Welfare of the
Child.39
Article 24 of the CRC recognises the right of the child
to the enjoyment of the highest attainable standard of
health and to facilities for the treatment of illness and
rehabilitation of health. In particular, the UNCRC
obliges states to take appropriate measures to:
(a) diminish infant mortality rates and child mortality
rates;
(b) ensure the provision of necessary medical assistance
and health care to all children with an emphasis on
primary health care;

(c) combat disease and malnutrition through the
provision of primary health care, the use of
technology, and the provision of adequate nutritious
foods, clean drinking water and basic sanitation;
(d) ensure appropriate prenatal and postnatal health
care of mothers;
(e) ensure that society, parents and children, have a
basic knowledge of child health and nutrition,
the advantages of breastfeeding, hygiene and
environmental sanitation and the prevention of
accidents; and
(f) develop preventive health care, guidance for parents,
and family planning education and services.
A frequently neglected section of the UNCRC is Article
23 (Box 2) which focuses on the rights of disabled
children.40
Box 2:
Rights of the disabled child in the CRC

Article 23
1. States that Parties recognize that a mentally or
physically disabled child should enjoy a full and
decent life, in conditions which ensure dignity,
promote self-reliance and facilitate the child’s
active participation in the community.
2. States that Parties recognize the right of
the disabled child to special care and shall
encourage and ensure the extension, subject
to available resources, to the eligible child and
those responsible for his or her care, of assistance
for which application is made and which is
appropriate to the child’s condition and to the
circumstances of the parents or others caring for
the child.

Child health is also dependent upon a number of
other rights outside of health. These include the rights
to survival and development, water and sanitation,
nutrition, housing, social security, education, family
care, and protection.41
All countries, with the exception of the United States of
America, are signatories to the CRC and are obliged to
report back their progress in this regard to the United
Nations on a regular basis.
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Key Global Organisations and
Stakeholders in Child Health
Health and children’s survival in particular, is currently
a key component of the global development agenda,
and is dominated by three multinational agencies; the
World Health Organization (WHO), United Nations
Childrens Fund (UNICEF) and increasingly the
World Bank. The role of these global organisations in
South African health policy and service development
has increased significantly after the international
isolation associated with the apartheid era came to an
end in 1994. The WHO, for example, is a powerful
player whose technical biomedical expertise is seldom
questioned. The majority of these programmes are in
the field of maternal and child health.

Specific goals for children are outlined in Table 4.
‘A World Fit for Children’: World Summit
2001
A World Fit for Children (WFC) is the outcome
document of the Special Session on Children of the
United Nations in 2001. Its goals fall into four priority
areas:
✦ Promoting healthy lives;
✦ Providing quality education;
✦ Protecting children against abuse, exploitation and
neglect; and
✦ Combating HIV.

International and Regional
Initiatives
Child survival has been the dominant selective PHC
approach championed by the WHO and UNICEF.
Subsequent to the initial GOBI effort, a number
of additional global programmes were developed
by international agencies to try and improve child
health. These include the Baby-Friendly Hospital
Initiative (BFHI), to try and promote breastfeeding,
the Expanded Programme on Immunisation (EPI),
the Vitamin A supplementation programme and, more
recently, the Integrated Management of Childhood
Illness (IMCI) and the PMTCT programme.

There is a strong convergence between the outcome of
the Summit and the Millennium Agenda. In essence
the ‘World Fit for Children’ declaration adds childcentred details and focus for the MDG’s.44 The key
principles and objectives of the WFC include “putting
children first”; eradicating poverty by investing in
children; leaving no child behind; combating forms of
discrimination affecting children; and caring for every
child through ensuring child survival, protection,
growth and good health and nutrition. ‘World Fit for
children’ health related goals and objectives are shown
in Box 3.

More recent global initiatives are commendable for
keeping child health issues on the agenda.43 The
Millennium Development Goals and their importance
for improving child health were reinforced by the UN
Special Session on Children held in 2002.
Table 4:
Key MDG Goals and targets for children
Millennium development goal

Target, 2015

Goal 2: Achieve universal primary education

Ensure that all boys and girls complete a full course of
primary schooling

Goal 4: Reduce child mortality

Reduce by two thirds the mortality rate for children
under five

Goal 6: Combat HIV/AIDS, malaria and other diseases

Halt and begin to reverse the spread of HIV/AIDS. Halt
and begin to reverse the incidence of malaria and
other major diseases

Source:

118

United Nations, 2000.4
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Box 3:
Key principles of WFC

Box 4:
NEPAD Fast-track strategies for children

✧ Infant mortality: Reduce the infant mortality
rate by at least one third, in pursuit of the goals
of reduction it by two thirds by 2015.

✧ Bold political leadership against HIV/AIDS and
prevention of HIV transmission amongst young
people, especially young girls and infants.

✧ Maternal mortality: Reduction in the maternal
mortality ratio by at least one third, in pursuit
of the goal of reducing it by three-quarters by
2015.

✧ Ensuring the rights of orphans and other
vulnerable children to a decent standard of
living, health care and schooling.

✧ Malnutrition: Reduction in child malnutrition
among children under-5 years of age by at least
one third.
✧ Water and sanitation: Reduction of the
proportion of households without access to
hygienic sanitation facilities and affordable safe
drinking water by at least one third.
✧ Early childhood development: Development
and implementation of national early childhood
development policies and programmes to ensure
the enhancement of children’s physical, social,
emotional, spiritual and cognitive development.
✧ Adolescents: Development and implementation
of national polices and programmes for
adolescents, including goals and indicators, to
promote their physical and mental health.
✧ Reproductive health: Access through the
primary health care system to reproductive
health for all individuals of appropriate ages as
soon as possible and no later than 2015.
Source:

UN, 2002.44

New Partnership for Africa’s Development
New Partnership for Africa’s Development (NEPAD)
is envisaged as a key vehicle for the delivery of “our
promises to children” made in the Convention of the
Rights of the Child,38 the Millennium Development
Goals4 and “Africa fit for Children”:45 The African
Common Position, part of the World Fit for Children
Summit declaration.44 NEPAD proposes five ‘fast track
strategies’ to address the needs of children (Box 4).

✧ Bringing malaria, measles and malnutrition
rapidly and decisively under control.
✧ Universal access to basic health services and
primary education, especially education for
girls.
✧ Better protection against all forms of violence,
discrimination, abuse and exploitation.
Source:

NEPAD, 2003.46

What is the Current Status of the
World’s Children?
In an ironic contrast to the 2005 WHO report that
called for “Making every woman and child count”,
the UNICEF “State of the World’s Children 2006”
report showed that many children in the world remain
‘excluded and invisible’.2 In a literal sense, children
are not counted in birth or death registration systems
and millions of child births and deaths go unnoticed.
Only 44% and 28% of births in urban and rural areas
respectively are registered in Eastern and Southern
Africa.2 Given that all mortality indicators for children
are dependent on live births as a denominator, the
ability to measure progress towards, and achievement
of, the MDGs in developing countries is minimal.
Key findings of the report are highlighted in Box 5.

119

Box 5:
State of the World’s Children Report: Excluded and
Invisible – Some Key Findings2

The majority of the children in the world live in
conditions of significant poverty – this manifesting
in high rates of under-nutrition. A quarter of all
children under-5 worldwide are moderately or
severely underweight. Children also suffer many
micronutrient deficiencies such as Vitamin A
deficiency that greatly increases their risk for serious
childhood infections.
In 2004, 4.3 million children died before their fifth
birthday (one out of every 6 live births) and although
children in least developed countries account for
only 19% of the world’s under-fives, they account
for 40% of all deaths under-5.
Primary school enrolment rates for those who survive
beyond their fifth birthday are 83 and 88% for girls
and boys in developing countries and 65 and 71%
for girls and boys in the least developed countries.
However, over one third will not reach grade five
and about 80% of children of secondary school age
will not attend secondary school.
Considerable inequities in health prospects between
rich and poor children exist within countries.
Differences in being underweight, being vaccinated
and dying before age five can be as high as 5 times
between rich and poor. In SA the chances of dying
before age five is four times higher in children from
poor socio-economic backgrounds compared to rich
children.
Disease profiles remain those of highly preventable
conditions that are inextricably linked to living in
poverty. Estimates indicate that small proportions of
children with diarrhoeal disease in fact receive oral
rehydration therapy. High proportions of children
under-5 get acute respiratory infections (ARI) in
the developing and least developed countries. Yet
these are the conditions that have received attention
in every single global health programme since the
GOBI initiative more than 30 years ago.
Children under-15 account for 13% of new global
infections and 17% of global deaths annually.
In addition to being infected, children are also
profoundly affected by having parents and caregivers being sick with, and dying of, AIDS.
Source:
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UNICEF, 2006.2

The preceding sections demonstrate that many laudable
initiatives in the form of political commitments,
programmes and interventions have been put in place
in the last decade or so. However, the health status of
children in the developing world remains a cause for
concern.

The South African Context of
Child Health
The health of children in SA is profoundly influenced
by the social and economic conditions under which
they and their families live. This is despite the middle
income status of this country. This is precisely why the
infant mortality rate (IMR) is regarded as an indicator
of social and economic progress rather than a health
indicator per se. It is therefore important to understand
the broader context in which children live, as healthspecific interventions are a necessary, but generally not
sufficient, condition to improve the health status of
children and families.

General Context of Children
Children make up almost 39% of the South African
population with over a half (54%) living in rural areas.47
In recent years several government departments have
made considerable efforts towards improving the lives
of children. Currently all children have the right to free
health care in the public sector. The exception to this
is that normal children, or those with mild disability,
pay for care at secondary and tertiary level facilities
in accordance with a sliding scale linked to parental
income.48
The Department of Social Development instituted the
Child Support Grant, which is a means-tested cash
grant for children living in poverty, and is currently
available to children up to 14 years of age. The current
national uptake is 78%, ranging from 67 to 84% across
provinces.49 Current initiatives are afoot to extend this
grant to all children.
Children have been granted improved access to
education by the Department of Education (DoE)
through a policy of exempting children who are unable
to pay from school fees. Also a primary school nutrition
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programme had been implemented to alleviate shortterm hunger in school children. Two years ago the
programme moved from the DoH to the DoE. For
further information read Chapter 18 in this Review.
However, other sectors including housing, water and
sanitation, labour and finance have a significant role
to play in improving conditions for children. The
challenges facing these sectors are compounded by
the HIV epidemic with thousands of children living
with ill or dying caregivers. This has a direct impact
on children’s ability to access health services, especially
young children who are not able to consent to their
own medical treatment due to their age and the health
services’ reluctance to attend to unaccompanied
minors.50
Abantwana Babalulilekile: Child Count, a data-base of
key indicators set up to monitor progress made towards
realising children’s rights highlights some of the key
indicators for children (Box 6).49
Box 6:
Living conditions of children in South Africa

About 12 million (approximately 66%) children in
South Africa live in income poverty, this being a
monthly household income of less than R1 200 per
month.
One in every four children live in overcrowded
households. For all living conditions, more children
are proportionally living under sub-optimal
conditions compared to adults. For example, 22%
(nearly four million) children live in traditional rural
dwellings where basic municipal services are poor or
non-existent as compared to only 14% of adults. This
is indicative of population movement where children
are left behind in quite difficult circumstances where
adults go to cities and seek work under equally but
different difficult circumstances.

Current Status of Child Health
Mortality in Children
As is the case with maternal health, SA has ratified
and adopted almost all the international treaties and
programmes discussed earlier. Several policies and
programmes have been put into effect over the past ten
years or so.51
Child health in SA is steeped in a rights-based context.
Yet the connection between the rights, policies and
laws that are meant to give effect to the rights, and
programmes that are meant to give practical expression
to the policies and laws often don’t match. For example,
despite the recognition of children’s health rights in
the preamble of the Health Act of 2003, very little
attention is given to legal requirements for improving
29
child health in the remainder of the Act.
Objective evidence to monitor progress made towards
achieving children’s rights to health is difficult as up
to date mortality data on a national basis are not easily
obtainable. The latest empirical data that are available
on a national scale for child mortality is the 2003
South African Health and Demographic survey.52 The
final results from the 2003 survey have not yet been
published in the public domain. Data from Statistics
South Africa, whilst vastly improved, still represent
more than a 30% under-count of child deaths.53

Primary school enrolment figures are high for boys
and girls (close to a 100%), but school completion
rates are quite low.
Nearly 50% of children do not have access to clean
safe water.
Source:

Children’s Institute, 2005.49
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Table 5:
The Millennium Development goal targets for IMR and under-5 mortality
1998
SA Demographic and
health survey

2000
MRC burden of disease
study

2015
Expected rates using 1998
as baseline

IMR

45/1 000

60/1 000

15/1 000

U5MR

59/1 000

95/1 000

20/1 000

Indicator

Source:

UN, 2000.4

South Africa is, however, committed to achieving the
MDGs by 2015. Table 5 depicts the progress that is
required to meet this challenge that is to reduce under5 mortality by two-thirds by 2015.

In children older than 5, deaths due to trauma and
violence (traffic accidents, burns, drowning and firearm
injuries being some of the main traumatic causes) are
the main causes.55

Despite the paucity of empirical child mortality data, all
the modelled estimates suggest a strong upward trend
in mortality rates across all age groups. This upward
trend is ascribed largely to the HIV epidemic that
currently accounts for about 40% of all child deaths
in children under-5. This figure has been corroborated
across national modelled estimates, Statistics SA data
and a set of well-conducted local studies in many
different settings.54

While a Confidential Enquiry into Maternal Deaths
has been established, a similar system for child deaths
does not exist.

It is also clear across all the sources of data that the
remaining 60% of child deaths are mostly preventable
and that despite having well-defined causes for which
international and local interventions are well known,
the extent of these deaths remains unchanged. The
majority of deaths in the under-1 age group primarily
relate to deaths in the perinatal period and diarrhoeal
disease55 (Figure 4).

It is known though that in many hospitals an estimated
40% of all in-patients are HIV-related admissions.56
The effect that this has on hospital access to children
without HIV-infection is not known.

Figure 4:
Top three cause-specific deaths of infants nationally
for 2000
40
Male

35

Female

Percentage

30

20
15
10
5
HIV/AIDS

Low birth weight
Cause-specific deaths

Source:
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Morbidity patterns in children across the country are
not well known. This situation has not changed since
the previous reporting in the South African Health
Review of 2000.

Large numbers of children are still admitted annually
for complications as a result of diarrhoeal disease. In the
preliminary report of the SADHS 2003, an estimated
17% of children in the 6-11 months age group had
diarrhoea in the two weeks preceding the survey. It is
very important to note that the 2003 survey was not
done during the peak diarrhoeal season, so figures
would be much higher if the survey was done at another
time.52
Acute Respiratory Infection remains a significant cause
of morbidity and mortality. Estimates of these are
expected in the full report of the 2003 SADHS.

25

0

Morbidity in Children

Bradshaw et al., 2003.54

Diarrhoeal
diseases

The extent of long-term (chronic) health conditions
in children are in the order of ten per cent across all
conditions. This figure is probably much higher when
taking the effects of HIV into account. Given the
advent of antiretroviral (ARV) treatment to children,
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many more children will now grow up being HIV
infected, adding significantly to the pool of children
with long-term health conditions.

Children’s Access to Health Care
Significant inequities still exist across rural and
urban areas, between rich and poor areas in the same
province and between different income quintiles in
the same suburb / area. Anecdotal evidence suggests
that preventative health programmes are not rendered
adequately as a result of the curative workload impact
and the impact of the HIV epidemic. Vitamin A
supplementation for example is currently given to only
4 out of ten children who require it.57
Coverage of the PMTCT of HIV programme, which
is arguably the most cost-effective way of reducing
HIV-infection in young children if implemented fully
and effectively, is not known. A report on a meeting
between the DoH and the Concerned Paediatricians
Group in 2005, notes that whilst 78% of facilities offer
PMTCT programmes, more than half of the women did
not benefit from testing and of those who had testing, a
further proportion do not enter into the programme.58
Coverage also varies widely between provinces.
A recent study on practices regarding ARV roll-out for
children showed that only 5% of HIV-positive children
in the study sites were identified through the PMTCT
programme. Their diagnosis mainly came to light as a
result of attending health facilities because they were
chronically ill or hospitalised.59 Analysis of the selected
treatment monitoring sites showed that by the middle of
2004 only 10% of children who should have benefited
59
from ARV were in fact getting it. The situation was
not any better for adults. However, given the much
narrower window between requiring treatment and
dying in the case of children, this is again a situation
where, if children’s rights were properly understood by
all duty bearers, children should be receiving greater
priority in these programmes.

and steeped in many policies and programmes, does
not meet the health needs of children.
One of the most challenging issues in planning and
delivery of child health services is effective integration
across programmes within the DoH and with other
sectors that impact significantly on child health.
It is imperative that key services that have been proven to
significantly reduce mortality and morbidity in children
are given priority and are implemented properly. These
include perinatal services to pregnant women and their
newborns, the PMTCT programme, and preventive
health programmes specifically the EPI, Vitamin A
supplementation and nutrition programmes.
A number of barriers to achieving these exist, perhaps
the most urgent of these being adequate staffing of
the services both in terms of numbers and the quality
of health personnel. Further barriers include the lack
of understanding as to what children’s right to basic
health care as stipulated in the Constitution really
means and the lack of child-orientated approaches in
policy development, planning and resource allocation.

Conclusions
The health of mothers and their children strongly
reflects a country’s commitment to health as a basic
human right. It further reflects the relative priority
given to its most vulnerable citizens, and further attests
to gender equity, women’s and child rights.
Maternal and child health are inextricably linked and
improving the health of mothers impacts significantly
on the health of children.

Gaps and Challenges in Child Health

Multiple factors contribute to the attainment of good
maternal and child health. Many of these lie outside of
the health sector. All sectors need to be held accountable
for their role in improving maternal and child health.
For children in particular, all sectoral policies and
plans need to be viewed through a child-rights lens and
child impact assessments must be done to ensure that
children and their families are not harmed, but enjoy
maximum benefit.

It is clear from the evidence presented that child health
in SA is declining rather than improving, especially for
children in poor circumstances. Also, the current service
provision, whilst located in a rights-based framework

Health services do play a crucial role and the health
interventions with known effectiveness must be
implemented in the best possible way. The current
extent of health need, service coverage and budgetary
123

response is not adequately understood. Available
evidence suggests that huge gaps exist. Nevertheless,
the two service “points” where this most effectively
lends itself to addressing the health needs of the motherchild in South Africa today is through the delivery
of effective good quality perinatal services, as well as
addressing the health needs of women and children in
the context of the HIV epidemic.
Perhaps the most telling conclusion is that similar issues
and recommendations have emerged in documents for
the past decade with little notable difference in the
overall health picture of mothers and children. Renewed
commitment at all levels is required if South Africa is
serious about getting close to achieving the MDGs.
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Abstr act

While it is estimated that HIV has increased child mortality rates in South Africa,
reliable data for this essential indicator are completely lacking. Government is urged to
improve the situation and collect good quality data that will provide accurate statistics
on this critical indicator, a key indicator to monitor the Millennium Development
Goals.
Provincial variations in the mortality of children and women allude to much larger
inequalities in health status that are masked by the average mortality rates presented in
this chapter. Health managers at all levels of health care are urged to consider the health
status of the population in their planning of programmes and services. This will require
extensive improvements to the current health information system.

Morta l i t y a n d mor bi di t y
a mong wom e n a n d ch i l dr e n

M

ortality and morbidity trends in South Africa have been dominated by the
HIV epidemic. Despite imperfect health statistics, it has been possible to
observe a substantial increase in mortality of young adults during the last
decade that has severely affected women aged 20 to 44 years and men in a wider age
band. HIV-related diseases are by far the leading cause of death among young women
as well as non-HIV-related TB and pneumonia together with homicide and road traffic
accidents. Women in the slightly older age group of 45-54 years are more affected by
chronic diseases such as stroke, diabetes mellitus, hypertensive heart disease, ischemic
heart disease and cervical cancer. In 1998 there were indications that the maternal
mortality ratio for South Africa was relatively high. Indications are that this has been
exacerbated by the HIV epidemic. Mortality rates do not reflect some important aspects
of health such as mental health problems. A review of available data suggest that a
sizable burden of mental health problems also affect women in this age range.
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Introduction

Trends

The Millennium Development Goals (MDGs), adopted
by the United Nations, provide a global road map
to reducing poverty.1 Explicit health goals have been
included acknowledging the important role of health in
promoting development. The health related goals are to
improve child nutritional status, reduce child mortality,
reduce maternal mortality and reduce diseases with
a high burden such as malaria, TB and HIV-related
diseases. Child mortality trends and mortality among
women of reproductive age are particularly relevant to
these goals.

The latter part of the 1990s was dominated by an
extremely rapid change in the cause of death profile
resulting from the HIV epidemic that was first
identified by monitoring population register data4,5 and
subsequently by the full cause of death data.6,7,8 There
has been a rapid increase in the number of deaths with
marked changes in the age pattern. Figure 1 shows the
changes in the number of deaths by age and sex from
the population register. As can be seen, from Figure 2,
the latest report from Statistics SA (StatsSA) based on
the death notifications reflects the same rapid change
in the age distribution of the deaths.8 The increase in
young adult deaths is particularly pronounced in young
women.

Reviews of the health status in South Africa (SA) in
the mid-1990s showed that a health transition was well
underway.2 Declining levels of child mortality was
shifting attention to the importance of adult health
problems. Evidence of a protracted bipolar transition
showed in the cause of death profile through the
simultaneous occurrence of diseases related to underdevelopment, such as diarrhoea and other infections,
with the occurrence of chronic diseases of lifestyle
associated with diet that is high in fat and refined
carbohydrates, smoking, physical inactivity and obesity.
The additional injury burden that was uniquely high in
SA resulted in the profile being described as a triple
burden.
Strides have been made in improving the statistical
systems in SA but they are still in the process of evolving
into appropriate and reliable resources to monitor
population health. While the basic foundations are
in place – census, vital registration, population health
surveys and disease surveillance – they all remain
compromised in terms of providing timely and accurate
statistics – making it essential to assess data quality
and through careful analysis, estimate broad trends.
In the face of incomplete mortality data, the Initial
South Africa Burden of Disease Study (SA NBD) set
out to develop consistent and coherent estimates of the
levels and underlying causes of mortality.3 The study
highlighted the quadruple burden with the additional
impact of HIV on mortality profile. This chapter will
attempt to review the mortality profile for children and
women making use of the initial national burden of
disease study in the context of the new cause of death
data and projections.
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Figure 1:
Trend in deaths on the population register by sex, 1999-2005
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Figure 2:
Trend in deaths from death notifications, 1997-2004
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The unambiguous increase in young adult mortality
rates is accompanied by a disturbing lack of knowledge
about the trends in child mortality during the same
period. While there was uncertainty about the level
of child mortality before 1994,9 it has been possible
to derive plausible estimates of the levels and trends in
child mortality for the period 1977-1998 by analysing
data from both the 1996 census and the 1998 South
Africa Demographic and Health Survey (SADHS)
and building on the strengths of each.10 This analysis
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2000
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indicated that the levels of child mortality declined
until about 1992 after which there was a reversal in
the trends. As the 2001 census does not yield usable
data for child mortality11 and the 2003 SADHS12 has
implausible levels of child mortality, there is enormous
uncertainty about the current level and recent trends
in child mortality. There has been a steady increase in
the number of registered child deaths.8 However, it is
difficult to know how much of the increase has resulted
from improved registration.
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Causes of Death
The South African cause of death profile has changed
rapidly since 1995. Early signs of this were identified in
a comparison of the death statistics in 1995 with those
in 1994 which showed the beginning of an increase in
TB mortality rates, pre-empting the HIV epidemic.13
However, reported cause of death data based on the
death notifications, are difficult to interpret as a result
of extensive mis-classification and under-registration.
Detailed analysis of data for the years 2000 and 2001
found a clear trend that HIV-related deaths were often
classified to the indicator conditions related to HIVrelated diseases without reference to HIV.14,15 This is
not surprising in the context where there is a relatively
high degree of general mis-classification compounded
by the stigma surrounding HIV and the fact that in
some cases the doctor certifying the cause of death
might not have access to a full medical record. Not only
are about 12% of the deaths classified to ill-defined

signs and symptoms but a study has shown that there is
incorrect specification of the cause on a sample of TB
patients who died.16
Figure 3 shows the trend in the leading causes of death
from the death notifications from the StatsSA data
from 1997-2004.8 The graph shows the proportion of
deaths in that year that are attributed to each cause. In
the case of the unnatural deaths (i.e. external causes/
injuries), all the causes have been combined. Apart
from the proportion of ill-defined causes remaining
fairly level at 11%, the data reflect a very rapid change
in the cause of death profile for the period 1997 to
2004. The proportion of deaths resulting from injuries
has dropped from 17% to 9%, an observation that was
17
noted by Bah. Marked increases have been observed
in TB and pneumonia, in keeping with the HIV
epidemic.

Figure 3:
Trend in proportion of deaths resulting from leading causes, 1992-2004
18
16
14

Percentage

12
10
8
6
4
2
0

Source:

1997

1998

1999

2000

2001

2002

2003

2004

Unnatural

Ill-defined causes of mortality

Tuberculosis

HIV-related disease

Influenza and pneumonia

Other forms of heart disease

Cerobrovascular

Diabetes

Ischaemic heart disease

Bradshaw D, calculations from data from StatsSA.

131

Discerning the actual trends in death rates by cause from
the StatsSA data alone is difficult as both the underregistration of deaths and the mis-classification need to
be taken into account. Using the newly coded cause of
death data for children under-1 years of age is going to
be particularly challenging. Analysis of the child deaths
for 2002 shows that there has been a systematic coding
to perinatal conditions among infants. Figure 4 shows
the number of deaths in age categories by International
Classification of Diseases (ICD) chapter. While it
would be expected that the majority of cases in the
1-7 week age group and a proportion of the deaths in
the 8-28 day age group would result from conditions
originating in the perinatal period, it would not be the
case for the age group 29 days-11 months. This is the
result of incorrect coding which does not appear to
have been rectified in the production of the report that
includes data for 2003 and 2004.

SA has 3 sites in rural areas where there is an ongoing
collection of data about vital events among the
population of the area. These demographic surveillance
sites provide useful information on the cause of death
profile in these settings. The oldest surveillance site is
situated in Agincourt. In a study that contrasted the
cause of death pattern in this area with that in a rural
area in West Africa and historical data from France in
1951, it was observed that the profile in Agincourt in
the early 1990s had outstandingly high levels of injury
deaths including homicide, road traffic accidents,
suicide and other accidents.18 HIV-related illnesses,
tuberculosis and diarrhoea as well as selected cancers,
gastrointestinal haemorrhage, maternal mortality,
epilepsy, acute rheumatic fever, pneumoconiosis and
malnutrition of young children (kwashiorkor) were
also high in Agincourt.

Figure 4:
Causes of under-5 year old deaths by age group in 2002, StatsSA
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Tables provided by StatsSA.
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Respiratory diseases had lower mortality than expected
as well as other cancers, vaccine preventable diseases
and marasmus. A strong reversal in the overall trend
of mortality attributed to the impact of HIV and
TB was observed between 1992 and 1995.19 Kahn et
al.20 note the high death rates from kwashiorkor and
violence, the emerging impact of HIV-related illnesses
and pulmonary tuberculosis, and circulatory deaths
in the middle-aged and young elderly and Kahn and
Tollman21 highlight the stroke mortality rates for adults
over the age of 35 years and found that 10% of deaths
in the age group 35-64 resulted from stroke. Mortality
data from the third, smaller site, situated in Dikgale are
not available.
Demographic surveillance was initiated around the
Africa Centre in northern KwaZulu-Natal district of
Umkhanyakude, near Hlabisa. Hosegood et al.22 report
the major impact that HIV has on adult mortality in this
area with a steady rise in mortality in the late 1990s. By
2000, HIV-related diseases, with or without TB were
the leading cause of adult deaths accounting for 48%.
They also found, in a rural setting, that mortality from
noncommunicable disease and, injuries among , was
high. Mortality in the study area rose sharply in the
late 1990s. The infant mortality rate was relatively high
and HIV was attributed to 41% of deaths in the under5 age group followed by lower respiratory infections.23
The data from these surveillance sites indicate that
infant and child mortality levels in rural areas of SA are
high and have been impacted by the HIV epidemic.

Mortality in Children underfive years
The age specific death rate for children under-5 years
of age in the year 2000 by province is shown in Figure
5. This is apportioned according to broad cause group.
The mortality rate in KwaZulu-Natal, Eastern Cape,
Mpumalanga and Free State is 2-2.5 times higher than
that in the Western Cape, the province with the lowest
rate. While a large part of the variation is a result of
the difference in the estimate for HIV mortality, there
is also a large variation in the mortality from other
infectious diseases, perinatal and nutritional causes.
For the latter causes, the provinces of Gauteng and
Western Cape stand out as having the lowest rates
while Eastern Cape has the highest rates, reflecting the
urgent need to ensure that provision of basic services
such as water and sanitation as well as health care in the
Eastern Cape are improved.26
In the year 2000, more than half of the deaths resulted
from infectious diseases together with perinatal and
nutritional conditions and a further 35% resulted from
HIV. The ten leading causes of child deaths nationally,
and for each province, in the year 2000 are shown in
Figure 6. HIV is the leading cause of child deaths in
every province, ranging from 21.5% of child deaths in
the Western Cape to 50.1% in KwaZulu-Natal.

As additional cause of death data have become available
since the Initial Burden of Disease Study, it has been
necessary to revise these estimates.24 The provincial
estimates draw on the sample of the cause of death
notification data.25 These estimates quantify the HIVrelated deaths, and attempt to distinguish the deaths
resulting from infections that are not related to HIV.26
Thus the estimated proportion of deaths from TB in
this study, are considered to be those that are not HIVrelated. While the burden of disease study provides best
estimates of the cause specific mortality rates, it must
be realised that these have been derived from imperfect
data. As better data become available, these might be
found to need revisions.
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Figure 5:
Age specific mortality rates for children under-5 years by province, 2000
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Figure 6:
Leading ten causes of death nationally and in each province for children under-5 years, 2000
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Despite the roll-out of the prevention of mother-tochild transmission of HIV (PMTCT) programme,
there is little data to assess its impact. However, there
are indications that many children become infected
and that the child death rates may still be increasing.
A study conducted in four public sector hospitals in
Mafikeng health region in North West province in
2001 included 239 under-5 deaths that occurred in
the health facilities. 27 The main causes of death were
lower respiratory tract infections (31.4%), HIV-related
(21.3%) and sepsis (13.4%). When adding all causes
of death and contributing conditions, 61.9% were
HIV-related. This study was extended to hospitals in
5 provinces and about 59% of deaths in the 6 month
period from September 2003 to February 2004 were
HIV-related.28
This system is now established as the Child Healthcare
Problem Identification Programme (ChIP) to monitor
and evaluate the quality of child care through routine
clinical audits of child deaths and the systematic
related data. In 2005 ChIP was implemented in 21
institutions across all 9 provinces and 15 submitted
data to the central system. An initial summary of the
data was presented at a workshop held in May 2006
at Kopanong where it was noted that 7 out of 100
children admitted to hospital had died. While ChIP
does include some deaths of older children, almost 90%
of the deaths were children under-5 years. A substantial
number of modifiable factors were identified among the
15 institutions, reflecting a thorough level of review. It
will be important to follow the trend in this carefully
and assess whether any changes have resulted from
changes in care or changes in the level of case review.
The findings highlighted by ChIP reflect a context of
poverty and a high incidence HIV infection.29
According to the ChIP data, the HIV status was
unknown in 50% of the child deaths.29 This is worrying
given the important role of HIV in child mortality and
may suggest that the clinical management of children,
in the context of the HIV pandemic is not adequate.
Despite a sizable proportion of HIV-infected children
meeting the clinical criteria for ART, relatively few
children appear to have commenced on it. These data
also suggest that PMTCT needs to be improved – a
high proportion of the children who were HIV-positive
did not receive Nevirapine. Acute respiratory infections
136

remain the most common immediate cause of death
(33%) – with a high proportion of these being confirmed
or suspected Pneumocystis Carinii Pneumonia (PCP).
This is followed by sepsis (16%) and diarrhoea (12%).
TB accounted for 7% of the child deaths. The small
number of PCP deaths amongst whom cotrimoxazole
was given suggests that the guideline for prophylactic
provision of cotrimoxazole appears to be inadequately
implemented. Data from 2004 found that many of the
children who died were malnourished (66%) which has
remained the case in 2005.29
An important aspect of Chip is to review the factors
contributing to the death of each child in terms of
where they occured (home, primary health care {PHC},
hospital) and who was responsible (caregivers, clinical
personnel, health administrators).29 Factors identified
regarding the career of the child included delay in seeking
care and not realising the severity of an illness. These
remain significant for caregivers while inappropriate
nutrition also featured. The findings at PHC level
suggest that the effective implementation of Integrated
Management of Childhood Illnesses (IMCI) could
have made a difference. Another problem at clinics was
around the assessment and delay in referring children
with failure to thrive. In the wards, the management
of intravenous fluids continued to be problematic as
well as some aspects of monitoring and inappropriate
treatment. The top modifiable factors concerning
administrators were around the lack of professional
nurses and senior doctors, as well as problems with lack
of beds.29

Mortality among Boys and Girls
5-14 years
The cause of death profile for this age group is somewhat
different from that among the under-fives – and it
differs for boys and girls. Injuries, particularly among
boys, and noncommunicable diseases play a more
significant role in these ages. The estimated profile of
broad causes for boys and girls are shown in Figure 7.
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Figure 7:
Broad cause of death profile for boys and girls 5-14 years, 2000
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Norman et al., 2006.24

Figure 9 shows the estimated mortality rates for boys
and girls by province. These rates highlight that male
mortality is higher than female mortality in this age
group, largely as a result of the high injury mortality
but also as a result of differences in the noncommunicable diseases – including cancers, digestive
diseases, mental disorders and epilepsy. Rates differ
across the provinces with the Western Cape having
the lowest and KwaZulu-Natal and Mpumalanga
having the highest. While injuries are prominent in
this age range with road traffic injuries, drowning,

homicide and fires in the leading causes for boys,
drowning does not feature in the top causes for girls.
HIV-related diseases are the leading cause for girls
and the 2nd leading cause for boys. Other infectious
diseases such as diarrhoea, lower respiratory infections,
bacterial meningitis, tuberculosis and septiciamia also
feature. Epilepsy is the 8th and 9th leading cause for
girls and boys respectively. While these trends do seem
plausible, it must be recognised that the estimates are
based on imperfect data and these patterns do need to
be verified.

Figure 8:
Leading ten causes of death nationally for children 5-14 years, 2000
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Figure 9:
Estimated age specific mortality rates by broad cause group and province, 2000
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Mortality rates among young women have increased
rapidly over the last few years. It is estimated that by
the year 2000, just over half (51%) of the deaths were
a result of HIV in this age group (Figure 10). This was
followed by 24% resulting from noncommunicable
diseases and 16% from other infections, maternal and
nutritional conditions. Injuries only account for 9% of
deaths among women in this age group.

N = 100 333

Injuries
9%

Noncommunicable
diseases
24%

Other communicable
diseases, perinatal and
nutritional conditions
16%

HIV
51%

Source:

138

Norman et al., 2006.24

8
M o rta l it y and m o rbidit y am o ng wo men and chi l dren

Figure 11:
Leading ten causes of death nationally for women 15-54 years, 200026
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Figure 11 shows that HIV is by far the leading cause
of death in this age group accounting for 51%. Other
leading causes of death are TB, stroke, homicide /
violence and lower respiratory infections.
Estimates of age-specific mortality rates for women in
this age range are shown for each province in Figure
12. The impact of HIV is pronounced in the 25-34
and the 35-44 year age groups and in some provinces
makes the overall mortality rate in these groups higher
than that in the older age group. This occurs in Free
State, KwaZulu-Natal, Mpumalanga and North
West. The Northern Cape and the Western Cape
were the only two provinces where the mortality rates
increased steadily with age. While the mortality due to
other infections, maternal and nutritional conditions
increases slightly with age in each province, which for
noncommunicable increases markedly in the 45-54
year age group. The injury mortality rate tends to be
higher in the 35-44 years age group.
There is a lack of data on the level of maternal mortality
in SA. The 1998 SADHS estimated that the maternal
mortality ratio for the 10-year period preceding
the survey was 150 per 100 000 live births.30 The
Confidential Enquiry into maternal deaths collects
data on the maternal deaths that occur in facilities,
following a review of the case. The Fourth Interim
Report covers the years 1998-2003 and shows that
there has been an increase from 676 deaths to 1 154
during this period.31 The causes have shifted from
hypertension and haemorrhage as the leading causes to
non-pregnancy related infections resulting from HIV-

related diseases. It is strongly recommended that the
roll-out of antiretroviral therapy must include Level
1 institutions as a priority, or alternatively, women
with non-pregnancy related infections need to be
referred to Level 2 or 3 institutions. Clinical guidelines
have been developed by the National Committee on
the Confidential Enquiry into Maternal Deaths
(NCCEMD) for the provision of antiretroviral therapy
to pregnant women who need it.
The NCCEMD was concerned to find increasing
proportions of deaths in Level 1 institutions due to
hypertension and pregnancy related sepsis which the
NCCEMD consider to indicate the poor functioning
of those institutions or of the referral system.31 Data
from the enquiries find that complications of
hypertension, obstetric haemorrhage and pregnancy
related sepsis remain the major direct causes of maternal
death. The committee was also concerned that in 2002
and 2003, there was an increase in maternal deaths due
to lack of availability of blood for blood transfusions.31
Kruger and Bhagwanjee32 report on the impact of HIV
on maternal mortality at the Johannesburg Hospital.
Compared with the level of 183 per 100 000 livebirths in 1995/1996, the maternal mortality ratio had
increased to 354 per 100 000 by 2000/2001. In this
setting, HIV-related deaths became the leading cause
having replaced hypertension. Data collected in Durban
in 1996-1998 by Khan et al.,33 demonstrated that TB
and HIV were emerging as significant contributors to
maternal mortality.
Fawcus et al.34 conducted a 50-year audit (1953-2002)
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Figure 12:
Age-specific mortality rates for women (per 100 000)
by broad cause group and province, 2000
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on maternal mortality using the data collected in the
Peninsula Maternal and Neonatal Service of Cape Town
reflecting all women who gave birth in Cape Town.
During this period maternal mortality declined from
301 deaths per 100 000 deliveries in 1953 to 31.2 in
the 1987-1989 period. Thereafter, the MMR increased,
reaching 112 per 100 000 deliveries in 2002. There was
a decline in maternal deaths related to hypertension,
haemorrhage, abortion, suspected pulmonary
embolism, pregnancy-related sepsis and cardiac disease.
In the later period there was a further decline in the
maternal deaths associated with abortion, a slight
increase in maternal deaths attributed to hypertension
and pregnancy-related sepsis and a marked increase in
deaths associated with non-pregnancy-related infections
predominantly due to HIV.

Morbidity Trends
HIV
The annual HIV sero-prevalence survey conducted
among pregnant women attending antenatal clinics
in the public sector has shown that there has been an
unrelenting increase of the prevalence (Figure 13).35 In
1990, the prevalence was less than 1% and by 2005 had
reached a level of 30%. Most disturbing is the lack of
evidence of a sustained slowing down of the epidemic.

The prevalence among the young women <20 years has
been at a level of 16% for the last 5 to 6 years and
shows no sign of decreasing. Clearly, if the epidemic is
to be slowed down, young people have to be targeted to
protect themselves from becoming infected.
There have been three national household surveys
providing population based estimates of HIV infection
prevalence. The first survey in 2002 included people
aged 2 years and older.36 The 2nd survey was conducted
in 2003 and included people aged 15-24 years.37 These
surveys found similar proportions of people who were
HIV-positive in these age groups. Both surveys found
a striking difference in the HIV infection prevalence
between young men and women; the prevalence
amongst young women was approximately 4 times
higher than that among young men. The most recent
survey, conducted in 2005, has found a similar overall
prevalence of 11% in the population over 2 years of
age.38 Figure 14 shows the distinct age and sex pattern
of HIV infection prevalence. The rates peak to higher
levels for women at a younger age, and the peak for
males is at an older age and over a wider age span.

Figure 13:
HIV prevalence among public sector antenatal care attendees 1990-2005
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Figure 14:
HIV prevalence by age and sex, SA 2005
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There are no national data on HIV-related illnesses,
nor the number of people who are on antiretroviral
treatment. Also, there are no routinely collected hospital
or clinic data that can provide such information. A
study of hospital admissions between 1998 and 2002 in
KwaZulu-Natal shows that HIV was the primary cause
of admission accounting for about 12% and the leading
cause of mortality accounting for 39% of inpatient
deaths.39 It is likely that this is an underestimate as
conservative diagnostic criteria were used. Another
study of admissions to a rural hospital in northern
KwaZulu-Natal between 1991 and 2002 found that
the characteristics of the patients changed towards
a younger age with higher inpatient mortality.40

The authors conclude that the HIV epidemic has
increased the number of medical hospital admissions
through infectious diseases such as tuberculosis, lower
respiratory infection, and diarrhoeal illnesses.
The ASSA200341 model provides a projection based
on a realistic scenario of 5 prevention and treatment
interventions that would alter the risk of infection and
increase the survival of HIV-positive people. These
projections suggest that by about 2010, 50% of deaths
would result from HIV-related diseases. The proportion
from HIV-related illnesses among women aged 15-54
years can be expected to increase to 80%.

Figure 15:
Projected proportion of total deaths in women 15-54 years resulting from HIV, 1990-2010
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Tuberculosis
Certain medical conditions have to be reported to the
Department of Health (DoH). The latest available
statistics are for the 6 month period January - June 2005.
It is known that the notification system is inaccurate.
For example, a study in the Agincourt area found many
TB deaths were undiagnosed by the health service.42
Nonetheless, despite efforts to control it, TB is by far
the most common of the notifiable conditions.

patients had presented late in disease and advocate for
early detection and effective treatment of active TB in
the community. A detailed examination of the trends
in the TB notification rate and the prevalence of HIV
infection in a peri-urban township in SA during 19962004 showed that even after the prevalence of HIV
infection had stabilised, the TB rates continued to rise
steeply.45

The World Health Organization (WHO) estimate
of the incidence of TB in SA was 718 per 100 000
population in 2004, showing an increase of 8.5% per
year (Figure 16). This is estimated from the notification
rate of 560 per 100 000 assuming that there is a case
detection rate of 78%.43 The incidence of smear positive
rate has increased from 100 per 100 000 in 1996 to 293
per 100 000 in 2004. This indicates that there is a very
high rate of people who are able to spread the epidemic
further. The proportion of new TB cases that are
multi-drug-resistant is 1.8% (i.e. infected by strains of
TB that are resistant to at least the two main first-line
TB drugs – isoniazid and rifampicin). Given the high
incidence of TB in SA, this accounts for a worrying
number of such cases.

An outbreak of Extreme Drug Resistant TB (XDR-TB)
occurred in KwaZulu-Natal earlier in 2006 involving
53 confirmed patients. WHO and Centers for Disease
Control (CDC) and Prevention have described TB
strains that are also resistant to three or more of the
six classes of second-line drugs as XDR-TB and have
found it to occur in all regions of the world. Most of
the 53 patients in KwaZulu-Natal were HIV-positive
and all but one died, on average within 25 days.
Urgent preventative action is required, particularly
in the context of the high HIV prevalence. WHO
recommends that TB care be strengthened and facilities
to detect and manage resistant cases be improved.46

The TB epidemic has been fuelled by the HIV epidemic,
and its nature has changed. It is estimated that
nationally, 60% of TB patients are HIV-positive.43 A
study of TB patients admitted to a hospital in KwaZuluNatal found that active TB was common and there was
high in-hospital mortality.44 The study found that TB

In August 2005, the WHO declared the TB epidemic
in Africa to be a regional emergency. A recent review of
the intervention efforts to control HIV-related TB in
the 25 countries most affected by the HIV epidemic has
revealed that they are unlikely to be successful unless
there is increased investment in such programmes.47
Target treatment outcomes are not being met and
HIV prevention and care measures are not being

Figure 16:
TB notification rate, 1995-2004
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implemented. Controlling HIV-related tuberculosis
requires increased investment in full implementation
of the Directly Observed Treatment Strategy
(DOTS) and the key HIV prevention measures. In
settings fully implementing these basic interventions,
collaboration between TB and HIV programmes is
necessary to scale up implementation of additional
prioritised interventions to control HIV-related TB
(e.g. antiretroviral therapy, intensified TB case finding
and isoniazid and cotrimoxazole preventive therapies)
that are of demonstrated feasibility, effectiveness and
cost-effectiveness. Lawn et al. argue that additional
targeted, age-specific interventions for the control of
TB and HIV infection are needed.45
A study conducted in 2004-2005 among health care
workers in eThekwini found very high incidence rates
48
of TB, particularly among the paramedical staff.
Most of the cases were pulmonary TB and 3% were
MDR-TB. Less than half of the health care workers
with TB completed their treatment and 22.2% were
cured. These findings are very worrying.

Diarrhoea, Cholera and Typhoid
Diarrhoea, one of the HIV indicator related conditions
can be expected to be on the increase. However, it is
not clear how this relates to diarrhoea epidemics. SA
experiences outbreaks of diarrhoea from time to time.
The cholera epidemic of 2000-2001 was extensive,
affecting approximately 120 000 people. Despite the
large number of people who became ill, the case
fatality rate was relatively low with only 265 deaths
reported. This is most unusual for cholera as epidemics
usually occur in under-serviced areas – where neither
clean water, nor health services are available. The
epidemic has been therefore characterised as a failure
of prevention but well-treated.49 Hemson and others50
have examined government’s response to the epidemic
and whether it has resulted in a long term solutions.
The provision of free health care followed by health
promotion efforts in the community clearly helped
to curb the epidemic. However, access to clean water
remains an issue particularly to the poorest of the poor.
The outbreak of typhoid in 2005 resulted in 5 deaths
and was traced to contaminated water.
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Vaccine Preventable Diseases
According to the notification data, as well as data from
the National Institute for Communicable Diseases
(NICD), there appears to be relatively few cases of
measles and other vaccine preventable diseases. It would
be useful for a more careful analysis of the trends in
these data including assessments of the completeness
of registration.
As part of the global effort to eradicate polio, SA is
conducting surveillance of acute flaccid paralysis (AFP)
through the NICD. There has not been a case of polio
since 1989, but national polio free certification can only
be awarded if AFP surveillance is adequate. In 2004,
the case detection rate in each province would meet
the minimal requirement. However, the proportion of
stool specimens that were adequate was 75% – below
the target of 80%.51

Rheumatic Fever
Rheumatic fever (RF) is an illness that if not properly
treated can result in long term complications including
heart disease. A review of the notification system in
the Western Cape has revealed substantial undernotification of rheumatic fever.52 The researchers noted
that more cases diagnosed in a single hospital than were
captured at the municipal or provincial level. They
strongly recommend that health care professionals
need to be educated about the statutory requirement to
notify all RF cases in SA. An effective national disease
notification system is required.
A retrospective study of paediatric rheumatic fever/
rheumatic heart disease patients attending 3 hospitals
during 1993-1995 in Gauteng aimed to assess the
frequency and severity of these conditions.53 Comparing
the number of rheumatic fever/rheumatic heart disease
cases against all congenital heart disease cases revealed
high proportions in patients living in KwaZulu-Natal,
Limpopo and Mpumalanga with Gauteng being lower
than expected. While the incidence of rheumatic fever/
rheumatic heart disease remains unknown, this study
suggests that there may be regional variations.
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Helminths
There are limited data on the levels of exposure to
soil-transmitted helminths (worms). A cross-sectional
study of school children from one of the townships of
Cape Town found an infestation rate of 55.8%.54 The
most common were Ascaris, Trichuris and Giardia.
While a deworming programme has subsequently been
initiated in this community, the results may point to a
more widespread problem. Aside from the direct health
concerns, the immune response to intestinal parasites
might be a risk factor for HIV and TB. Long term
solutions need to be considered as well as deworming
treatment.

Mental Health
Epidemiological data on mental illness are lacking.
The South African Stress and Health Survey has been
conducted on a nationally representative sample and is
expected to provide data on the prevalence and severity
of specific psychiatric disorders and psychosocial
correlates for the first time.55 In a planning exercise in
the Western Cape, a review of the literature together
with expert input was used to develop estimates of
prevalence of mental illness in the province. Taking comorbidity into account, Kleintjes et al.56 estimate that
25% of adults suffer from an episode of mental illness
every year. Depression is the most common condition
followed by anxiety disorders, post traumatic stress
disorder, and simple phobias. While there is a high
prevalence of substance abuse, the estimates for alcohol
dependence and abuse (about 7%) is higher than drug
dependence and abuse (1-2%). They estimate that 1%
of the population have an episode of schizophrenia per
year. A community based study among an adult African
population also found a prevalence for generalised
anxiety and depressive disorders of 24%.57 Data from
psychiatric services in outlying areas of KwaZuluNatal found that more than half had diagnoses of
schizophrenia.58 These data showed that many more
men than women had substance-induced psychosis,
while more women had depressive and anxiety disorders.
Research conducted in a township area of Cape Town
among women who had recently delivered a baby found
that 35% were suffering from major depression.59 They
found that maternal depression was associated with
poor emotional and practical support from the partner
and with insensitive engagement with the infants.

Kleintjes et al. estimate that 17% of children and
adolescents experience a mental illness per year in the
Western Cape. For children and adolescents, the most
common disorders were generalised anxiety disorder
(11%), followed by post traumatic stress disorder
and major depressive disorder/dysthymia (both 8%).
Psychiatric disorder with impairment was recorded for
15% of children and adolescents in a community based
study in an informal settlement in the Western Cape.60
In a study conducted in a rural setting in Limpopo,
children aged 2-9 years were screened for intellectual
disability.61 Intellectual disability was observed in 3.5%
of the children with more boys than girls being affected.
Epilepsy (15.5%) and cerebral palsy (8.4%) were the
commonest associated disabilities. Christiansen et
al.62 observed that more than a half of the children in
the study with epilepsy did not receive anticonvulsant
medication. Based on data collected in a children’s
63
hospital, Leary et al. also raise a concern about the
lack of preventative measures in the community to
reduce symtomatic epilepsy and also noted a correlation
between intellectual disability and epilepsy. Foetal
alcohol syndrome results from in-utero exposure to
alcohol and results in growth retardation, intellectual
disability and characteristic facial dysmorphology. The
prevalence of foetal alcohol syndrome is particularly
high in some communities of SA. A study conducted
in the Western Cape among the 1st grade school
children found that almost 5% of the children had the
characteristics of the syndrome, a prevalence that is
markedly higher than any observed in the USA.64
Dinan et al.65 report that in a sample of health careseeking women, two thirds reported having experienced
several traumatic events outside the home and half of
them met the criteria for post-traumatic stress disorder
(PTSD). In a record review of a children and adolescent
psychiatric in-patient unit, Traut et al.66 observe that
PTSD is a common disorder that is responsive to
treatment with psychotherapy and/or medication.
Peltzer67 found that 8% of a sample of Northern Sotho
children fulfilled the criterion of PTSD. In a previous
study,68 he had found a high life time prevalence of
traumatic events (56%) among a sample of university
students in Limpopo. He found a positive relationship
between exposure to traumatic events and PTSD with
a prevalence of 12%.
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Studies of health care providers, emergency service
providers and military personnel show occupational
risks for PTSD and other mental health and behavioural
problems.69-73 Organisations should be aware of this
and should provide appropriate support.

health care and ensuring that basic needs, including
water and sanitation, are met. These are particularly
relevant to child health. However, there is also a need
to target the risk factors that result in chronic disease
in adulthood.

There is also a growing literature about the mental
health concerns associated with HIV-related diseases.
Aside from the neurological symptoms that can
accompany HIV infections,74 PTSD, depression
and anxiety disorders can result from HIV infection
75
diagnosis. Olley et al. observed a prevalence of PTSD
of 15% among a sample of newly diagnosed HIV
patients and about a third of these were a direct result
of the HIV diagnosis. These studies point to a growing
mental health burden in SA.

It is clear that the last few years have seen a rapid
change in the mortality profile with a profound impact
from HIV-related diseases affecting young adults and
children. The impact on women has been greater than
among men. The high death rates due to HIV highlight
the urgency to ensure that PMTCT works effectively
in all areas and to accelerate the implementation of the
comprehensive plan for the treatment and prevention
of HIV.

Conclusions and
Recommendations
Monitoring trends in mortality and morbidity is still
fraught with challenges posed by data inadequacies.
While great strides have been made in improving
the cause of death statistics, there is much scope for
improvement and a need to improve the quality of cause
of death certification.76 The lack of reliable statistics on
the level of child mortality is a critical gap that needs
urgent attention.
Morbidity data are also lacking and there is no routine
analysis of trends in the notifiable conditions. A recent
evaluation of the data concerning RF reveals extensive
shortcomings in the notification system which may
well occur for the other diseases. A review of the data
collected through the surveillance system would be
useful to identify trends and assess the quality of the
data.
While there is a need to continue improving the health
information system so that it can provide good quality
data on mortality and morbidity trends, there is also a
need to utilise the available data. The SA NBD Study
for the year 2000 made use of the available data to
develop consistent and coherent estimates. The study
highlighted that much of the mortality and morbidity
in SA was preventable and emphasised the quadruple
burden of disease experienced in SA. A broad range of
interventions are needed including improved access to
146

Social determinants of health play a major role in the
health of the nation. The recent report on macro-social
trends by the Office of the Presidency highlights the
critical importance of containing the HIV epidemic.
They suggest that mortality statistics do help to isolate
issues that require attention to improve the health
profile of the nation – as these are driven primarily by
social conditions and lifestyles.77 As poverty, gender
inequalities, and crime and violence are factors that play
a role in exacerbating the burden of disease, efforts to
improve the health of the nation would need to extend
to the very core of our society and cultures if there is to
be a sustained improvement.
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Abstr act

impact on sexual and reproductive health. There is also an urgent need for
men to use sexual and reproductive health services in a much more active

manner than has traditionally been the case.
Current data on the impact of disease on morbidity and mortality points to the
devastating effect that HIV is having, particularly on young women and children.
Similarly sexual violence and coercion are having a profound impact. Men have an
obvious responsibility to improve the situation, but it is noted that they are not escaping
the impact of the epidemic. Men may suffer less from HIV than women in their
corresponding age cohorts, but they inevitably pay for this in the long run. When other
causes of death, particularly violence and traffic accidents are taken in account, men
have a shorter life expectancy than women.
Current research has emphasised the value of several new areas of innovation, which
include participatory forms of men’s empowerment, health and gender education,
the potential role of circumcision as well as structured engagement with high risk
industries such as the transport sector and settings such as prisons. There are numerous
international examples of successful men’s involvement and also an increasing range of
South African case studies of progressive initiatives, some national in scope and others
more focused at a district level.
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Introduction
Male sexuality is having a profoundly negative
impact on the wellbeing of women and children in
predominantly two problem areas which have reached
grave proportions; sexually transmitted disease and the
effects of sexual and other violence. While men are
central to these problems, they are often excluded from
the proposed solutions.
Traditionally, sexual and reproductive health (SRH)
services including family planning have focused
almost exclusively on women. Yet many observers
have emphasised that the knowledge, attitudes,
behaviours and health of men often play a critical role
in determining the reproductive health of women since
men often hold decision making power over matters
as basic as sexual relations; when or whether to have a
child and health seeking behaviour.1 It may be difficult
for women to initiate or enter into dialogue about
sex. As a result they may not be able to control and
sustain their sexual health2 or ensure that their sexual
relationships are safe.3
In much of the literature on gender and development,
women are described as hard working and caring with
a strong orientation towards community, while men
are portrayed as promiscuous4 and selfish putting their
own desires first. Indeed, men in South Africa have
almost uniformly been stereotyped as inconsiderate,
unreliable, and predisposed to coercion, rape and
violence as well as being relatively unable to control
their behaviour.5 While such problems are profound,
to continue to emphasise such stereotypes reinforces
notions and images of women as disempowered victims
with little control over their social and sexual lives. The
situation is in fact more complex.6
In a recent study7 on men’s health at Hlabisa in
KwaZulu-Natal, Montgomery et al. 2006 found that
“men are positively involved with their families and
households in a wide range of ways. They care for
patients and children, financially support immediate
and extended family members and are present at home,
thereby enabling women to work or support other
households.”
There is a danger in working from a stereotypical
description of ‘men’ and their desires, motivations
and interests.8 There is enormous variability between
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individuals, both within societies and between them.
The hegemonic view of men as domineering and
aggressive may be true for many if not the majority of
men, but it is not true for all men at all times. Concepts
of masculinity vary enormously between men. There
are many men who are gender-sensitive and whose
potential for playing a constructive role in bringing
about support for women and children has not been
adequately realised.
Recognising the need for increased male participation in
working towards greater gender equality and improved
sexual and reproductive health does not mean that there
should be a shift in focus and resources from women to
men. But, “if empowering women is to remain the end
point … policies for change that involve men must also
be grounded in a women-centred and gender-sensitive
perspective, not just taking men’s perspectives or needs
into account”.9

Gender and Health in South
Africa
There are significant gender differences in mortality
patterns among South Africans as has been noted in
national estimates of burden of disease (measured in
deaths by age). Although there are four predominant
groupings of disease (a pattern known as the ‘quadruple
burden of disease’)10 deaths due to sexually transmitted
diseases and due to various forms of violence and
preventable injury are of particular relevance to
understanding the relationship between gender and
health in South Africa.
HIV as a predominantly sexually transmitted disease
disproportionately affects women at a younger age as
an overall cause of death compared to men. The peak
incidence of HIV among women in 2000 was in the
30-34 years age group, whereas among men it was in
the 35-40 years age group, suggesting that men at least
five years older are infecting younger women and / or
vice versa.10 For women below 45 years of age, HIV is
overwhelmingly important as an underlying cause of
death.11 Both gender conceptions and biological sexual
differences between men and women are linked to this
burden of disease distribution.
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Sexually Transmitted Disease:
The Prevalence of HIV in South
Africa

The second burden of disease which refers to the impact
of violence and injury in the form of homicide, road
traffic and other ‘accidents’, disproportionately affects
young men, increasing the overall burden of disease in
young men compared to women of a corresponding age.
For young men below the age of 30 years, injuries are at
least as important as or even more important than HIV
and AIDS as a cause of death.10 Again, conceptions
of masculinity are central to the distribution of these
deaths.

Southern Africa remains the global epicentre of the
epidemic,13 particularly around Swaziland. Almost
one in three people infected with HIV globally live in
this sub region. The situation in SA in regards to HIV,
particularly for women and children is dire despite the
fact that it is a middle income country. About 43%
(860 000) of all children (under-15 years) are living
with HIV are in southern Africa, as are approximately
52% (6.8 million) of all women (15 years and older)
are living with HIV. An estimated 930 000 adults
and children died of AIDS in southern Africa in 2005
– one-third of all AIDS deaths globally. There were
320 000 deaths in South Africa.11

While patterns may not be as apparent for the
two remaining burdens of disease (chronic non
communicable diseases and infectious diseases) there
are also gendered patterns to the distribution of these
diseases.12

Unfortunately despite significant social spending, South
Africa’s HIV epidemic shows no evidence of a decline.
Based on its extensive antenatal clinic surveillance
	

Swaziland’s national adult HIV prevalence is estimated at 33.4%
[21.2%-45.3%]. HIV prevalence among pregnant women attending
antenatal clinics rose from 4% in 1992 to 43% in 2004 (Ministry of
Health and Social Welfare Swaziland, 2005). Botswana’s epidemic
is almost equally serious, with national adult HIV prevalence
estimated at 24.1% [23.0%-32.0%] in 2005. Lesotho’s epidemic
is also at very high levels, with an estimated national adult HIV
prevalence of 23.2% [21.9%-24.7%]. Zimbabwe’s National adult
HIV prevalence is estimated at 20.1% [13.3%-27.6%], down from
22.1% [14.6%-30.4%] in 2003. South Africa’s national adult
prevalence was 18.8% [16.8%-20.7%] of adults (15-49 years) and
Mozambique’s national adult HIV prevalence was 16.1% [12.5%20.0%]

Figure 2:
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system, as well as national surveys14 with HIV testing
and mortality data from death certification, it seems
that the situation is not improving. The Department
of Health estimated in 2005 that almost one in three
pregnant women attending public antenatal clinics
were living with HIV in 2004 and trends over time
show a gradual increase in HIV prevalence.15
Of the estimated population of 47.4 million, the
number of people living with HIV in SA in 2005 was
5.5 million. There were 5.3 million who were adults
over the age of 15 of whom 3.1 million were women.
Overall the adult 15 to 49 age HIV prevalence rate was
18.8%. There were nearly a quarter of a million (240
000) children 0 to 14 living with HIV.11
The gender differences are stark and demonstrate the
vulnerability of young women, where there is a very
high prevalence reaching a peak in the 25-30 year age
group of 33.3% and then declining. Among men, the
rise in prevalence is slower than that for women and
reaches it peak of 23.3% in the 30-39 age group. The
prevalence for men then falls more slowly than for
women.

Sexual Violence
SA has one of the highest rape statistics in the world.16
In 1988, a total of 19 308 cases of rape were reported
to the then South African Police Force (SAPF). By
1994, this figure had increased to 42 429 reported
cases of rape. In 1996, 50 481 were reported. StatsSA17
calculated that 55 000 South African women were rape
victims in 1997. This figure translates into 134 women
raped per 100 000 of the total population in 1997. Since
some women were raped more than once, the actual
incidence was 143 per 100 000 of the population. It
also means that approximately 0.4% of women aged
16 years or more were raped in 1997. Between April
2004 and March 2005, this number again increased to
55 114.18,19 This culture of sexual violence has several
social, political and economic explanations.
Firstly a ‘culture of violence’ with its roots in apartheid
and political struggle has grown and become endemic,
dominating South African society over many years,
spilling over into sustained and increasing levels of
criminal and political brutality. The ongoing struggle
and transition has left many men with a sense of
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powerlessness and perceived emasculation.20 There are
high expectations, massive inequities and significant
poverty, all of which exacerbate the sense of impotence
that many men feel.21 Research studies,2,22,23 suggest
that the majority of perpetrators of violence are male
and the victims most frequently women and children.
This may represent a displacement of aggression which
men of all races resort to asserting their power and
dominance against the perceived ‘weaker’ individuals
in society. In this context, rape is an assertion of power
and aggression in an attempt to reassert the rapist’s
masculinity.
Secondly, sexual violence is conditioned by culturallydefined male and female roles in society. SA is
traditionally a male dominated and patriarchal society,
where women are accorded limited power and authority
and are frequently exploited or abused, supported by a
cultural cosmology that reinforces this. The studies23
referred to above suggest that rape is more prevalent
in societies where societal attitudes are conducive
to sexual violence, such as in those that accept and
believe in prevailing ‘rape myths’ such as the belief
that men rape because they cannot control their sexual
lust, women encourage rape, rapists are strangers and
women enjoy being raped. These myths serve to label
women as in some way responsible for the rape and to
view men’s actions as excusable, thereby giving silent
consent to their actions. These rape myths also reduce
the likelihood of women reporting their rape, for fear
of being blamed and stigmatised.

Relationship between Victim and
Perpetrator
What is perhaps most counter intuitive about rape is
that in 8 out of 10 rape cases, the victim knows the
perpetrator.23 During their lifetime, some 10% of
women are victims of rape or attempted rape by a
husband or intimate partner.24 Of people who report
sexual violence, 64% of women and 16% of men were
raped, physically assaulted, or stalked by an intimate
partner.25 This includes a current or former spouse,
cohabitating partner, boyfriend or girlfriend, or
date.24,25
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Perpetration
Most perpetrators of sexual violence are men.23 Among
acts of sexual violence committed against women since
the age of 18, 100% of rapes, 92% of physical assaults,
and 97% of stalking acts were perpetrated by men.23
Sexual violence against men are committed mainly
by men.23 Seventy per cent of rapes, 86% of physical
assaults, and 65% of stalking acts were perpetrated by
men.23
Victimisation
Women are more likely to be victims of sexual violence
than men; 78% of the victims of rape and sexual
assault are women and 22% are men. Sexual violence
starts very early in life.23 More than half of all rapes of
women (54%) occur before age 18; 22% of these rapes
occur before age 12.25 For men, 75% of all rapes occur
before age 18, and 48% occur before age 12.23 Women
who use drugs and drink heavily are at greater risk for
rape while intoxicated.26

Sexual Abuse of Young Children
Sexual abuse of young children27 is usually accompanied by high levels of distress and often by profound
disturbance of the child’s physical, emotional, social,
moral and intellectual development. The effects of
abuse are often felt into a person’s adulthood and
throughout life. Media reports tend to suggest that
child sexual abuse is a relatively recent phenomenon.
However, child sexual abuse and the rape of babies is
not a recent development, is not confined to southern
Africa, nor specific to specific cultural communities
in the region. Although sexual abuse is important it
constitutes a limited proportion of all types of child
abuse28 – the greater proportion for example being
neglect associated with deep and long-lasting poverty.
When it comes to sexuality, the defining power of
patriarchy and the subordinate position of women
and children, means that in spite of laws or norms
which forbid sexual acts with children, it is men,
with or without the connivance of women, who have
the structural and physical power to define sexual
relations.29 Across the world, it is predominantly men
who sexually abuse children and southern African men
from all backgrounds are no exception. Abuse increases

where the cultural norms sanction men exercising
power over women and children. The role of the
masculine identity in sexual assaults is commonly given
less emphasis in research than individual causes in the
personality of the child sex abuser. Jewkes30 clarifies
a common misconception regarding virgin-cleansing
myths and suggests that most men who perpetrate
child sexual abuse probably do not even know their
HIV status.
Men tend to see their abusive behaviour as consistent
with their culturally conferred male rights. Women
may unwittingly collude in this assumption and come
to expect their male counterparts to act in ways that
are abusive. Many continue to believe the inaccurate
assertion that men have difficulty in controlling their
sexuality.

The Rationale for Involving Men
in Women and Child Health
The rationale for an approach that involves men in
women and child health has been widely argued for a
variety of reasons.3,4,31-38
Entrenched patriarchy, male social dominance,
transactional sex and inequality in sexual relations
places women at risk of unwanted pregnancy and
infection especially as in many instances, it is men who
decide to have sex, with whom and whether to use a
condom. In addition, men report having more sexual
partners than women and both married and single
men tend to have multiple partners. It has been found
that men do not utilise public health services as much
as women do and the almost exclusive use of services
by women has, to a great extent, made reproductive
health services inhospitable for men. The lack of men’s
participation in reproductive health services, family
planning, antenatal and postnatal consultations means
that they do not benefit from any information given by
health providers, regarding sexuality or the health of
mother and baby, or about their role in it. Research has
also shown that men do not seek treatment including
	

It is not clear whether the reported behaviour is a case of overreporting in males or under-reporting in women. Clearly in
heterosexual situations each time a man has sex, his female partner
does the same, Even given that there is a slightly larger pool of
women for each age cohort of men, on average men and women
should theoretically have a roughly equivalent number of partners.
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antiretroviral drugs at appropriate stages of their HIV
infection.12
There is thus a strong rationale to involve men in
supportive roles in issues that impact on sexual and
reproductive health. There is also an urgent need for
men to use such sexual and reproductive health services
in a much more active manner than has traditionally
been the case.

Reproductive Health Services
for Men
The issue of accessibility of reproductive health
services to men in SA has been a serious logistical and
cultural problem and most initiatives, interventions or
campaigns on HIV have tended to focus on women
and children without exploring the role and agency of
men in the disease.
Perceptions of male sexuality are shaped by a wide
range of socially embedded gender stereotypes which
depict masculinity as being synonymous with having
multiple sexual partners and exercising control over
intimate partners.
There is thus a strong rationale to involve men in
supportive roles in issues that impact on sexual and
reproductive health. There is also an urgent need for
men to use such sexual and reproductive health services
in a much more active manner than has traditionally
been the case.

Changing the Attitudes of Men
and Boys
Physical assault, rape, and coercive sex have become
the norm in male-female relationships in SA making
it very difficult for young women to protect themselves
against unwanted sexual intercourse, pregnancy, HIV
infection, and other sexually transmitted diseases.
Violence and coercion is not only a common feature of
sexual relationships; studies have found that these are
also a feature of everyday life. Physical abuse is perceived
as an acceptable and normal method of punishment
and as a way of gaining ascendancy and control: thus
husbands beat their wives, parents beat their children,
and teachers beat their pupils.39,40
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Presumptions that improving people’s knowledge and
awareness will lead inevitably to change in behaviour
has not been borne out in practice. A critique41 of
health communications in relation to HIV argued that
although health communication scholars have tried
to understand how individuals process information
and have identified the factors that contribute to
appropriate behaviour change, some of these theorists
have, implicitly or explicitly, assumed that if individuals
were provided with the ‘right’ information they would
adopt the recommended behaviour. Some others have
endorsed the need to provide behavioural skills along
with information so that individuals are able to carry
out the desired behaviour. Both approaches, however,
are concerned with individual behaviour change.
Socio-demographic variables like class, gender, and race
have seldom feature in socio-psychological analyses in
the HIV context. Limited attention has been paid to
the manner in which political, economic, social and
gender variables have constrained or enabled individual
behaviour related to HIV.
For example, although nearly all people are aware
of HIV, an evaluation37 undertaken in 2003 in SA
revealed that only 57% of sexually active males and
48% of females reported using a condom the last time
that they had sex. Of these, a far lower percentage
(33%) reported that they had always used a condom
during the previous 12 months. This seemly irrational
behaviour on the part of people exposed to a fatal
disease, highlights how difficult it is to bring about
sustainable behaviour changes in a population.
The reason for this can be better understood when
one considers the complexity of factors that motivate
individual behaviour. These include not only the
beliefs, attitudes and values of the individuals, but other
factors such as self-esteem, self-efficacy, as well as the
norms and actions of those around them who influence
them (i.e. peers and role models). Models of behaviour
change have been investigated to develop frameworks
which can reliably bring beneficial change, taking into
account the complexity42 of behavioural change.

	
	

Extent to which a person feels good about themselves.
How much control a person feels about his / her life.
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International Initiatives
Focused on Men
There are a variety of novel international and national
initiatives that focus on changing the knowledge,
attitudes and behaviour of men. However, these
initiatives still take place in isolated pockets, and have
not yet been integrated in to mainstream sexual and
reproductive health programmes.

Behavioural Change
The International Planned Parenthood Federation
currently has a number of projects around the world
that aim to engage men in efforts to build healthier
norms. For example, as a component of an initiative
to build sexual and reproductive health capacity
in Haiti, support from the foundation enabled the
Association pour la Promotion de la Famille Haitienne
(PROFAMIL) project to help women and men
negotiate sexual decision making and to recognise that
both partners decide on condom use together.43
With the aim of changing men’s gender attitudes and
to promote communication between men and women
regarding condom use, the Foundation sponsored
a project in Kenya44 that included male-only clinics,
motivational exercises to encourage male use of
condoms, and various male-targeted information,
education and communications approaches, while in
Brazil it supports men’s discussion groups that encourage
men to reformulate certain beliefs about sexuality and
the role of men in sexual and reproductive health.
Nicaragua has undertaken a National Campaign
mobilising men to take a lead in the violence against
women and Mexico actively promotes greater male
involvement in health promotion and fosters responsible
fatherhood. In India an AIDS Prevention Organisation
has developed attitudinal behavioural change strategies
targeting truck drivers.45
In Zambia it has been found that after an intervention
to bring about behavioural change among men, many
more truck drivers said they had been faithful to their
wives or girlfriends after having been educated for
several years about the danger of having multiple
partners.46 In 2002 a study of 568 drivers found 0.3% of
the group who said they were faithful to their partners.
But by early 2006 a similar follow-up study of 1 002

drivers at the same site found that 63.8% reported now
being faithful to their wives and girlfriends.

Circumcision
There is currently a great deal of interest in the protective
effects of male circumcision in sexually transmitted
infections particularly HIV. Although it has long
been documented that circumcised males have lower
HIV infection rates than uncircumcised males, until
recently, no prospective study had specifically tested
the efficacy of adult male circumcision in preventing
the acquisition of HIV.47,48
In 2005, Auvert et al. announced the results of a
randomised controlled trial recruiting 3 274 men aged
18 to 24 years in Orange Farm, SA, in an area where
almost one in three adults are HIV-positive. The trial
found that adult male circumcision reduced the men’s
risk of contracting HIV during sexual intercourse by
over 60% during the 18-month study period.49 The
research suggests that among other possibilities, male
circumcision may help to protect against HIV infection
by removing cells in the inner foreskin that serve as
entry points for the virus.50
In July 2005, various United Nations bodies
including World Health Organization (WHO) and
Joint Programme of United Nations on HIV/AIDS
(UNAIDS) Secretariat advised that the SA trial results
should be confirmed before male circumcision is broadly
promoted as a standard measure within comprehensive
HIV prevention programmes.51 Two efficacy trials for
adult male circumcision are underway in Kenya and
Uganda, with results anticipated in 2007. The Kenyan
trial of 2 776 men uses the same circumcision method
as the one tested in SA while the Uganda trial of 5 000
men uses a different circumcision method. Both trials
are designed to follow participants over a longer period
to assess the duration of any observed benefit and to
determine whether the intervention has an effect on
overall levels of sexual risk behaviour. A third trial in
Uganda is assessing the degree of protection that male
circumcision may offer to female partners of HIVpositive men.11
Circumcision as a prevention method however, pays
no attention to masculinity and the way in which
circumcision is located in constructions of masculinity.
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The idea that a simple physical procedure can provide
complete prevention is problematic. Anecdotal evidence
suggests that where circumcision represents the entry
into manhood, young males who have been circumcised
feel may feel more entitled to sex with women and this
in fact is likely to increase instances of dangerous sex,
to undermine condom use and to send out the message
that unprotected sex is safe if the man is circumcised.

HIV Prevention in the Transport
Sector
There have been concerns about the role of the transport
sector in creating a conduit for transmission of HIV
from high to low prevalence areas where predominantly
male truckers are in contact with female sex workers
along high volume, long distance transport routes. It
is encouraging to note that HIV prevention efforts
designed for both of these specific occupational groups
(truckers and sex workers) have met with considerable
success.
There is now ample evidence that HIV prevention
programmes aimed at truck drivers can reduce their
frequency of unprotected sex. In Tamil Nadu, for
example, research carried out after an HIV prevention
programme for truck drivers found the percentage of
drivers reporting that they had had commercial sex
declined from 14% in 1996 to 2% in 2003. Moreover,
the percentage of drivers whose last instance of
commercial sex was unprotected fell from 45% to 9%
in the same period.52
Although long-haul truck drivers are more likely to
engage in casual sex due to extended periods of time
away from home, short-haul drivers have more access
to communities and have been known to withhold
goods and food in exchange for sex. This is particularly
likely to happen when the goods being delivered are
urgently needed, for instance in emergency situations.
Opportunities for sexual exploitation and abuse and
unprotected sex may increase in such situations and
need to be addressed.53
Programmes targeting truck drivers are most effective
if carried out with the agreement of both employers and
employees. In SA, an agreement between representatives
of workers and employers has led to the establishment
of a network of roadside clinics that provide general
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health services and HIV prevention interventions.54
In Malawi, the World Food Programme (WFP) is in
partnership with private companies, non-governmental
organisations and the government to provide HIV
prevention information, condoms, treatment of sexually
transmitted infections, voluntary HIV counselling and
testing and referrals for HIV treatment to truck drivers
and sex workers in two locations in the country.11 It is
not known to what extent these projects deal with issues
related to male sexuality and masculinity. Without such
an emphasis, it is possible that behavioural change may
not be enduring.

Men and Prisons
The prevalence of HIV infection in prisons is almost
invariably higher than that in the general population.
In SA, estimates put the figure as high as 41% in the
general prison system and higher yet in individual
prisons.52 This affects not only prison inmates but
increasingly their female partners and children when
they are eventually released. The number of sentenced
and awaiting trial prisoners in SA has increased from
81 747 in 1995 to 145 706 in 2005 – a 78% increase in
roughly one decade – many of whom will, at some stage
be released into society.55
Male rape in prison is often associated with the
construction of manhood within the prison system and
the gendered meanings with which sex is imbued in this
context.56 Typical in prison subcultures, is the notion of
‘manhood’ as being reliant on the sexual penetration of
others. Through the act of rape, the attacker seeks to
validate his male dominance and superiority over other
inmates and to divest the victim of his masculinity. It
has been suggested that one potential response to the
experience of having been a victim of rape in prison,
is an intensification of violence on the part of the
victim when he is released from jail. Outside prison it
is women who are overwhelmingly on the receiving end
of these sets of relations with men making the decisions.
In addition, both violent or coercive and non-coercive
sexual experiences in prison may impact on the ability of
prison inmates to re-integrate into society once released
from prison. Experience in various countries has shown
that evidence-based HIV prevention programming is
effective in prisons.13
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South African Initiatives That
Work With Men
In general, organisations which have been established
to strive for gender justice57 by working with men are
relatively new. Among the first was the White Ribbon
campaign, an organisation founded in Canada in 1989.
It now has a presence in southern Africa.70
In a recent review of men’s gender transformation and
establishment of men’s movements in South Africa,5
Morrell argues that although steps towards developing
policy in terms of gender has been striking, less progress
is visible on the ground. Since the demise of apartheid
in 1994 and the adoption of a progressive constitution
which forbids discrimination on various grounds
including gender and sexual orientation, several men’s
initiatives have emerged, some focused on exclusively
protecting men themselves, while other include the
protection of women, children and other vulnerable
groups.
There has been an increase in the number of local
organisations that have been established to work the
area of gender equity. Many of these have followed
the pioneering work of Agisanang Domestic Abuse
Prevention and Training (ADAPT)59 – an agency
focused on training and the prevention of domestic
violence. The 5 in 6 project operating in Cape Town
since 1993 provided workshops to train men on
domestic violence and violence against women in
general. Other organisations have worked to encourage
men to be good fathers and husbands and responsible
citizens, for example, the work of the South African
Men’s Forum and the Gender Education and Training
Network (Getnet).60
In other government and non-government arenas,
working with men and masculinity is now well
recognised. For example, the Commission for Gender
Equality (CGE) has created a focus on men while
trade unions continue to explore issues affecting men,
including paternity leave.61 Many organisations have
worked with youth and boys in the context of HIV
infections. Shosholoza for example,62 is an HIV and
AIDS project targeting men in soccer structures in
KwaZulu-Natal. This is an effort to mobilise men
to recognise the threat of HIV in their lives and to
take responsibility for prevention and care efforts.

Another is AmandlaMadoda, a men’s movement in the
Umkhanyakude District of KwaZulu-Natal that works
to develop a local brand of ‘protective masculinity’
where men take responsibility to improve their partners’
and their own health.
Men who are living with HIV are clearly being forced
to confront normative notions of masculinity and male
stereotypes and reassess the way they relate to women.18
They are beginning to realise that their behaviour
makes them more vulnerable to HIV and illness. Like
women, they are burdened by non-disclosure and
realise that communication with their partners is the
only solution. They are under pressure to negotiate
condom use and are compelled to confront their health
problems and seek medical treatment. Men are also
re-evaluating intimidating and aggressive behaviour as
they witness the consequences of lack of disclosure by
their partners.
A few examples of projects that are positively working
with men are considered below.

Men in Maternity Care
A research study conducted by the Reproductive Health
Research Unit and the Population Council and the
KwaZulu-Natal Department of Health63 to incorporate
men in their partners’ maternity care, in order to
improve couples’ reproductive health and pregnancy
outcomes was undertaken in KwaZulu-Natal. This
intervention showed that it was indeed acceptable and
feasible to involve men in the reproductive health care
of their partners. Both men and women were interested
in men’s involvement during maternity care. However,
there remain a number of health service delivery
challenges that need to be addressed within the South
African context before maternity services become more
male friendly.
Prior to the initiative, the majority of men in SA had not
usually been involved in the reproductive health care
of their partners, particularly in African communities.
They did not normally accompany their partners to
family planning or antenatal care, and were mostly
absent during labour and delivery.
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Men as Partners

The Fatherhood Project

EngenderHealth has been working in SA to improve
reproductive health services, prevent sexually
transmitted infections (STIs), including HIV and
to transform attitudes and behaviours surrounding
gender-based violence.64,65 Their Men As Partners
(MAP) project uses diverse strategies including the
arts to educate and mobilise local communities. The
MAP project is built on the premise that men can,
and often do, play a critical role in promoting gender
equity, preventing violence, and fostering constructive
involvement in reproductive health.

The Fatherhood Project, undertaken by the Human
Science Research Council (HSRC) aimed to promote
the involvement of men in the caring and raising of
children. The project focused on presenting alternative
models of masculinity and sought the involvement of
policy makers and other role players through advocacy
messages. The project targets included shifting the
discourse and social norms about fatherhood and
promoting ‘positive male identities’.45

In association with the Planned Parenthood Association
of South Africa (PPASA) the project was expanded
and strategic partnerships with community based
organisations that mobilise men to transform their
attitudes and behaviours concerning HIV and violence
against women in different parts of the country were
developed. The main activities of this project were
training of youth and organisations dealing with
sexuality issues in gender, as well as the development of
relevant training materials.66
Their initial research on men’s attitudes and practices
in SA lead them to believe that addressing gender issues
and violence against women was critical to improving
both men’s and women’s reproductive health. Of the
more than 2 000 men surveyed, 58% had never used
a condom and 35% had previously had an STI. With
regard to gender relations and violence, 22% of men
approved of a man’s striking his partner, while more
than half blamed women for provoking rape by the way
they dressed or by walking alone after dark.67
Based on these results, EngenderHealth and PPASA
then developed a training manual45 for PPASA
educators to conduct workshops with groups of men and
women. The activities in the manual used experiential
learning strategies to help participants gain a better
understanding of gender roles, gender equity, and
healthy relationships. The manual also highlighted the
effect of gender issues on reproductive health, sexual
and domestic violence, and HIV.

Men in Partnership Against AIDS
‘Men in partnership against AIDS’ (MIPAA)67 is an
initiative of the Government’s AIDS Action Plan of
SA which commenced in 2002 with a Men’s Imbizo.
The purpose of the Imbizo was to mobilise men to take
up a challenge of becoming active participants against
AIDS, to sensitise men to take greater responsibility
for their own health and that of their partners, and
to encourage networking. The Imbizo culminated
in the establishment of MIPAA with branches in all
provinces. However, MIPAA activities do not deal in
any depth with issues of masculinity and have not as
yet been evaluated.

Male Sexuality and Reproductive
Health Project
Health Systems Trust (HST) has been involved in
a Male Sexuality & Reproductive Health Project
(MSRHP) to sensitise and encourage men to take a lead
in the fight against HIV so as to protect themselves,
women and children. Undertaken in one district in
each of three provinces (KwaZulu-Natal, Mpumalanga
and the North West Province), the purpose of the
project was to mobilise and encourage the growth of
a social support movement around HIV by promoting
male involvement in Sexual and Reproductive Health,
including HIV.68
While the primary target were all men in the selected
communities, the secondary target were men in
leadership positions including traditional leaders, Local
Government, Councillors / Executives, etc.
Key findings of formative research70 carried out
indicated that while men were aware of HIV there seems
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to be little understanding of how HIV infection results
in disease. The research also found that men perceive
HIV and other reproductive issues to be the domain of
women and reported a reluctance to use health services.
For an example, a number of men indicated that they
could only go for Voluntary Counselling and Testing
(VCT) to a health facility where services are provided
by men.
Interventions have included workshops and campaigns
to promote ongoing dialogue amongst males on SRH,
STIs and HIV using a participatory approach, the
establishment of peer support groups for men, youth
and parents, the distribution of HIV, gender and SRH
educational material, convening Imbizos on HIV
and SRH, targeting males in leadership positions and
capacity building and mentoring and support of CBOs
and volunteers.

reproductive health services, preventive efforts,
gender-sensitivity or more general economically
empowering men to provide a supportive environment for their partners and families.

Acknowledgements
The authors would like to extend their appreciation to
Robert Morrell, Sithandiwe Nyawose, Petrida Ijumba
and Ashnie Padarath for their insightful comments and
suggestions for additional references which have greatly
contributed to the article.

Conclusion
✦ Social conceptions of masculinity are having a
profound impact on sexually transmitted disease
and sexual violence, which demand urgent
attention.
✦ Men’s active involvement in all aspects of sexual
and reproductive health programmes and other
innovative projects that work with men are essential
not only to protect their own health but to protect
that of women and children;
✦ Gender stereotypes of men as domineering and
oppressive towards women and children needs to be
reviewed to take into account that there are many
men who adopt a protective attitude and whose
active engagement is important in the struggle to
emancipate women and improve health for all;
✦ The nature of the HIV and sexual violence
epidemics have dramatised the importance of
the active engagement of men in preventive and
therapeutic efforts. Without such support, the
efforts of African women to protect themselves and
their children may come to naught;
✦ There are numerous encouraging initiatives, both
international and South African, that can provide
models for programmes that engage with men,
whether in encouraging participation in sexual and
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the Constitution, yet it remains one of the greatest challenges to our
transitional health care system. Legislation aimed at improving access

to health care has increased over the last few years, testing health workers’ ability to
practically implement such laws. Children are a particularly vulnerable group within
society and should have their health needs addressed at all levels of service provision.
However, in most instances children are unable to access necessary health care services
on their own and require the prior consent of a legally qualified third party in order to
obtain health care. Health legislation further restricts children’s ability to consent by
setting age limitations resulting in the suspension or prevention of access to health care
services for many children in South Africa. Once it is operational, the long awaited
Children’s Act will increase access to health care for children by lowering the age of
consent but it is also likely to add to existing implementation challenges currently faced
by health care workers.
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aking health care services accessible to everyone is a duty imposed by
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Introduction
In the last 10 years various laws in South Africa (SA)
have been enacted and amended to improve and protect
children’s rights to health care services. All countries
including SA, set age restrictions when it comes to
children accessing medical treatment and operations
without parental or guardian consent or assistance.
Internationally, a trend can be observed where law
makers are tending to lower the age of consent in line
with the needs and changes within society and to give
effect to international obligations.
In SA, the first amendment in keeping with this
international trend was the Child Care Amendment
Act1 which modified the Child Care Act2 by lowering
the age of consent for medical treatment from 18 to
14 years. The new Children’s Act3 will again lower
the age of consent to medical treatment from 14 to
12 years once it becomes operational. However, it is
estimated that this new Act will only become law by
2008.4 Other laws which also play a role in this arena
include the Choice on Termination of Pregnancy Act,5
the Sterilisation Act6 and the National Health Act.7

is the gateway through which the State discharges its
constitutional duties in this respect.
In June 1995 SA ratified the Convention on the Rights
of the Child10 (Children’s Convention) and in January
2000, the African Charter on the Rights and Welfare
of the Child11 was ratified as well. The provisions of
these international instruments are thus binding on the
South African state. It is therefore important to know
and understand how these instruments protect every
child’s right to health care services. Article 24 of the
Children’s Convention provides the following (among
other things):
◆ The child has the right to enjoyment of the highest
attainable standard of health and to facilities for the
treatment of illness and rehabilitation of health.
◆ No child may be deprived of access to such health
care services.
◆ The State must take measures to ensure provision
of necessary medical assistance and health care to
all children.

In light of children’s health care rights being protected
under the Constitution8 and the State’s obligation to
take legislative and other measures to give effect to
this right, this chapter explores how specific legislation
can restrict children’s right to health care services
particularly by setting age restrictions which influence
children’s access to required health care services.

◆ The State has to ensure that children have access to
education and information regarding child health.
This information is necessary to allow children to
participate in decisions affecting their health.

The right of access to health
care services

Human beings are considered to be autonomous and
are therefore granted the power to make decisions about
matters concerning their lives. Medical treatment is an
invasion of physical integrity which requires consent by
the patient. Health practitioners have to get permission
from their patients to treat them and by receiving
a patient’s consent they may be protected against
possible lawsuits arising from providing the necessary
treatment.

The Constitution is the highest law in SA and it is
therefore important for everyone, including health
care workers, to know and understand the rights that
the Constitution gives to health care users. This is
particularly important because in terms of section 7 of
the Constitution, the State has an obligation to respect,
protect and give effect to constitutional rights. When
it comes to health care rights,9 the health profession

	
	

Note that the Act will only come into operation once the President
announces a commencement date in the Government Gazette.
Children’s right to health care is protected in sections 27 and 28 of
the Constitution.
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A doctor may also be legally liable for damages to a patient where
he / she did not fulfil his / her duty of care when performing an
operation or treating the patient.
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What is Consent?
Depending on the legislative requirement, consent
can be given verbally or in writing. Consent has been
explained as “the legal and ethical expression of the
human right to have one’s autonomy respected”.12
Proper consent means valid consent. The common law
requirements for valid consent are:13

◆ At 16 a child is capable of drawing up his / her own
will.19

(a) the consent must be given by a person capable in
law to give consent;

Informed consent generally requires the person giving
consent to ‘understand the information supplied,
comprehend the consequences of acting on that
information, to be able to assess the relative benefits
and dangers of the proposed action, and to be able to
provide a meaningful response to the question of what
should be done’.13

(b) consent must be informed;
(c) the consent must be clear and unequivocal; and
(d) the consent must be comprehensive.
Consent must be given by a person capable in
law
Generally the law regards children as incapable of
consenting to agreements because they are deemed not
sufficiently mature enough to understand and respond
to the consequences attached to particular agreements.
Thus the law tries to protect children against their
own immaturity and their inability to make value
judgements due to their lack of experience which could
result in an inability to assess a particular situation.14
Parliaments around the world use age-thresholds to
determine whether or not a child is capable in law
to consent to certain agreements without parental
assistance. An age restriction is one of three approaches
used by legislatures to assess a child’s competence in
making informed decisions.15 The approach is mostly
guided by extensive research on children’s levels of
maturity as well as social movements including the
child rights movement.16 Examples of age restrictions
for children capable in South African law of giving
consent include the following:
◆ At 10 a child is capable of consenting to his / her
own adoption.17
◆ At 14 a child is capable of consenting to medical
treatment.18
	

The other two approaches have been describes as follows: (1) the
approach based on an assessment of capacity to perform the function
of taking the decision in question and (2) the approach which relies
on considering the wisdom of the outcome of the child’s decision.
	For example, many studies have indicated that compared to adults,
14 year olds display the same level of understanding and maturity
when it comes to making informed decisions concerning medical
treatment.

◆ At 18 a child is capable of consenting to his / her
own surgery.18
Consent must be informed

Consent must be clear, unequivocal and
comprehensive
Simply put, this means that the doctor and patient
must be absolutely clear about what exactly the patient
has consented to. The patient must leave no doubt that
s / he wants to undergo the suggested treatment despite
the risk.20

Parental Consent vs Parental
Assistance
At this point it is instructive to note that some
legislation requires parental assistance only and not
parental consent. Section 129 of the new Children’s
Act is a case in point. Two views can be expressed
in this regard. Firstly, it can be said that ‘assistance’
includes the provision of consent resulting in these
terms sometimes being used interchangeably. However,
when a law specifically states that parental consent is
required or explicitly requires only parental assistance
then these terms become distinct. Difficulties may arise
when it comes to giving meaning to the requirement
of assistance. There are clear requirements set down in
law for consent to be valid yet there are no clear rules
on when ‘assistance’ could be valid or invalid. However,
no matter how uncertain the term of parental assistance
may be, it is important for health professionals to
know when a law requires actual consent (whether
verbal or written) or simply assistance, so that the right
procedures are followed.

169

How does consent affect access to
health care services?

requiring parents or guardians to assist a child are thus
supported by these rights.

Unless it is an emergency, children can only receive
treatment without their parents’ consent if they are in
law, capable of consenting to the treatment. Thus only
those who fall above the age of consent will be able to
access the required health service without their parents.
If they are not of the required age then they can only
be helped if any third party, empowered by the law to
give the required consent, assists them by providing the
necessary consent.

Children who have no parent or guardian have the
right to alternative care from the state. In these
circumstances the law places parental responsibilities
on people in whose care the child is placed following a
court order.23 However, given the rise in the number of
orphaned and abandoned children as a result of the HIV
epidemic, many children are left out of the formal court
process and “instead they live in informal kinship care
arrangements, in unregistered children’s homes, on the
streets and as members of child-headed households”.24
This in turn has created various difficulties when it
comes to providing such children (especially those
under-14) with health care through the application of
the current law.

The problem lies with the possible and inevitable
delays or cancellation of procedures which children
needing health care are faced with when they don’t
have parents, or do not want to involve their parents,
yet they are not in law capable of consenting to the
treatment themselves. Under current law, their access
to health care is suspended until the health practitioner
gets the Minister of Social Development to consent
or until a High Court provides the necessary consent.
Health care providers have described the provisions of
current law as ‘labour intensive and illogical’ due to the
fact that the person in law capable of consenting (in
the absence of a parent or guardian) is someone within
the Department of Social Development who has “no
or little understanding of the medical procedure, its
benefits, indications… and of even greater concern
has no knowledge of the child and his / her social
circumstances”.21
Responsibilities of Parents and Guardians
Generally the law aims to protect and strengthen
relationships between parents and their children
where such relationships exist. The Constitution gives
children the right to parental care in section 28 so
as to ensure that children are assisted and guided by
their parents. Parents in turn have the responsibility
to care for and to protect their children. Parental care
is thus built into laws requiring parental or guardian
consent or assistance before a child could be bound
by certain agreements. The Children’s Convention
also gives parents the duty to guide their children
when they attempt to exercise their rights under the
Convention.22 This includes their right to access health
care. Legislation placing age restrictions on a child and
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Case Study:

Ex Parte Nigel Redman25

This case involved an urgent application by the
Aids Law Project (ALP) to obtain consent from the
High Court to provide antiretroviral therapy to four
orphaned children with HIV. These children were
below the age of 14 and needed parental or guardian
consent to obtain medical treatment. Due to the
urgent health needs of the children the ALP bypassed
the Minister and went directly to the High Court
to get the required consent because the process of
obtaining Ministerial consent was time consuming.
The application was successful.
This was followed by several requests made to the
Minister to obtain consent to provide a further forty
children also needing antiretroviral treatment and
HIV testing and who could not get parental consent.
The Minister only consented to the treatment of
five children. The ALP had to lodge another urgent
application to the High Court to get consent for the
rest of the children. This application succeeded as
well.

Although the applications were successful the case
illustrated various problems arising from attempts to
comply with the consent provisions of the Child Care
Act when parental consent is unobtainable. Particular
difficulties include the following:26
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◆ Applications to the High Court proved to be time
consuming, causing delays to obtaining important
medical treatment for children.
◆ The reach of the Court’s decision was limited
because the legal circumstances of other children
in SA in the same situation remained unchanged.
◆	Fresh applications have to be made to the Court or
new requests to the Minister have to be made for
consent on every occasion.
◆ To institute a High Court application every time
a child without a legal guardian or parent requires
HIV testing or treatment is costly, prohibitive,
impractical and inconvenient.
◆ Current consent requirements also impede
children’s access to prerequisite HIV testing.
The age threshold
While children do need guidance from adults, they are
also autonomous beings and those who have the ability
to express their will and to make decisions on their own
behalf should not be prevented from doing so. Children
are the bearers of their own rights and are not merely
the subjects of their parents’ rights. A number of these
rights are interrelated and have a direct link to decision
making power when it comes to children accessing
health care. In the first instance, children have the right
to bodily integrity which includes the right to security
in and control over their body.27 This is linked to their
right under article 12 of the Children’s Convention,
to participate in decisions affecting their lives which
means that they need to be consulted when it comes to
their health care. This right is further connected to the
right to freedom of expression. Furthermore, in order
to provide an informed and educated expression of will,
children’s rights to access information and to education
regarding their health needs also have to be respected
and protected.28

Although it is understandable to apply the protection
of the law to children who are incapable of consenting
to their own medical treatment because of mental
disability or immaturity, the legislature needs to be
aware that harsh age restrictions which apply to children
accessing health care may ultimately stand in breach
of various children’s rights. Not all children under the
legislative age of consent can be said to lack maturity
simply because of their age. In fact, it can be argued
that if a child at age 10 is sufficiently mature enough
to make a life changing decision such as choosing his
or her parents through adoption, then a 10 year old
could theoretically also consent to certain medical
treatments.
It is instructive to note that other countries like
Scotland do not place age restrictions on children’s
access to health care, and simply require the child to be
mature and capable of understanding the nature and
possible consequences of the procedure or treatment.29
Such an approach could definitely increase access to
health care. However, health care practitioners would
need to receive training and support to enable them
to accurately assess maturity levels of each individual
child.
The battle to access health care is especially difficult
where children do not have parents because the Minister
or the courts need to be approached for consent unless
it is an emergency. Thus given the possibility and
probability of delays in receiving health care services
due to efforts that must be made to obtain third party
consent, there is a potential for the violation of the
rights of those children who fall outside the legislative
age set for consenting to health services.

Thus when it comes to accessing health care all these
rights are read together and they are interpreted to
mean two things. Firstly, that children have the right
to participate in the making of decisions about what is
done to their bodies. Secondly, that children who are
sufficiently mature and have been provided with all
the information needed to make an informed decision,
have the right to make such decisions for themselves.
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Analysis of current law in
relation to consent
Various laws regulate and have an impact on children’s
competence to consent to their own medical treatment
and surgical operations, with or without parental
assistance. The most important laws are the National
Health Act (Health Act),7 the Child Care Act,2
the Choice on Termination of Pregnancy Act,5 the
Sterilisation Act,6 and the Children’s Act3 (not yet
commenced).

the age threshold) the options for the treatment and
the consequences of taking or not taking the treatment.
The Act further states that the disclosure of information regarding the health status or treatment of the
user can only be done with the written consent of
the user. This means that where a child is above 14
years then the child needs to consent to the disclosure
of information but when the child is under-14 years a
parent or guardian needs to consent to the disclosure
of information regarding the child’s health status or
treatment.35

The National Health Act 

The Child Care Act2

The relevant provisions of this Act are now in force
and health care providers need to ensure that they
understand the rights and obligations set out in it.30
On the issue of consent this Act goes further than the
old Health Act of 197731 and the Child Care Act.2

A child is defined in section 28 of the Constitution
as any person below the age of 18 years.36 The Child
Care Act allows children of 14 years or older to consent
to medical treatment without parental or guardian
assistance and 18 year olds can consent to operations
without parental or guardian assistance. Medical
treatment is not defined in this Act or in the Health
Act.

Informed consent is required from the health care user
before a health care service may be provided to him
or her.32 Section 1 provides that where “the person
receiving treatment or using a health service is below
the age of consent as established under the Child Care
Act then ‘user’ is deemed to include the person’s parent
or guardian or another person authorised by law to act
on the first mentioned person’s behalf”. The National
Health Act thus cross references the age threshold of 14
years for medical treatment and 18 years for surgical
operations to the Child Care Act.
In conjunction with the requirement of informed
consent, the Health Act requires the user to have full
knowledge of a range of issues relating to the treatment
or health service such as his / her health status, the
range of treatment options, benefits, risks and costs
of the treatment.33 The Act states that a user has the
right to participate in any decision affecting his / her
personal health or treatment and if the user is capable of
understanding then he / she must be informed in terms
of section 6 even if he or she lacks the legal capacity to
give the informed consent.34

It is important to note that this Act does not explicitly
require any assessment of the child’s capacity to consent
and that it is assumed that a child of the set age is
competent to consent. Furthermore, the Act does not
require informed consent to be given by the child possibly ‘absolving’ health care workers from the duty to
ensure that the child understands what he / she is
consenting to. However; the rules regarding informed
consent as outlined by common law and now the Health
Act, apply in all medical circumstances involving the
issue of consent which means that there is a duty on
health practitioners to provide the health users with all
the necessary information regarding the treatment and
to ensure that the user understands the information
provided and gives informed consent thereto.
HIV testing

There is an obligation on the health care provider to
explain to the child’s parent (if the child is below the
age threshold) and the child (whether below or above

There is no legislation specifically regulating HIV
testing. The Department of Health (DoH) adopted a
37
Draft National Policy on HIV testing. In terms of
this policy, an HIV test cannot be carried out without
the informed consent of the patient. This includes
pre- and post counselling. In terms of the Guidelines

	

	

While some of the provisions of this Act have not yet come into
operation, all the sections relevant to this discussion are in force
since 2nd May 2005.
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Note for the sake of interest that dentistry can fall under either
medical treatment or surgical procedures depending on the needs of
the patient.
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for the Management of HIV infected Children,38 a
child should receive age-appropriate pre- and post
test counselling regardless of whether the child is able
to consent in terms of the Child Care Act. Although
neither the Child Care Act nor the National Health
Act define medical treatment; state law advisors
have stated in a legal opinion to the Department of
Social Development that HIV testing falls within the
definition of “medical treatment”.26 This means that
the age requirement of 14 years for consent to an HIV
test will apply. Parental or guardian consent is needed
for an HIV test of a child younger than 14 years of age
39
and for the disclosure of the child’s HIV status.
The provisions of the National Health Act with
regards to informed consent also apply when it comes
to HIV testing. The disclosure of one’s HIV status is
also protected by the confidentiality provisions in the
National Health Act.
Contraceptives
As with HIV testing there is no law specifically
governing access to contraceptives. However,
contraceptives fall under reproductive health care,
making the provisions of the Health Act applicable in
this regard. In terms of the Health Act the provisions
of the Child Care Act govern the ages of consenting to
the receipt of contraceptives. This is also confirmed in
the National Contraception Policy Guidelines.40 Thus
in terms of these provisions, generally the age of giving
informed consent for accessing contraceptives without
parental assistance is 14 years in terms of current law.
However, the policy states that adolescents who are
sexually active and request contraceptives but are
not willing or unable to obtain parental or guardian
consent “should have their health and social needs
met”.41 This has been interpreted to mean that a
child younger than 14 years can access contraceptives
if a health care worker has considered the individual
circumstances of the child.42 The rules regarding
informed consent, the supply of relevant information
and patient confidentiality as set out in the Health Act
also apply to accessing contraceptives as a particular
health care service.

Choice on Termination of Pregnancy
Act5
Although the definition of a termination of pregnancy
can fall either under medical treatment or surgical
operation depending on the procedure, the lawmakers
have decided that the rules relating to a termination
of pregnancy need to be set out separately. The rules
regarding informed consent are stated in section 5 of
this Act and the identity of the woman must remain
confidential at all times unless the woman chooses to
disclose it.43
This law is different to the above mentioned Acts in
two respects. Firstly, a woman is defined in section 1
of this Act as a female of any age. This means that the
ages of consent in terms of the Child Care Act are not
applicable to girls requesting a termination of pregnancy.
Secondly, no parental or guardian assistance is required
at any stage unless the girl agrees thereto.44
It is only where the woman suffers from a severe
mental disability making her incapable of completely
understanding or appreciating the nature or consequence of a termination of pregnancy or if she is in a
state of continuous unconsciousness and won’t wake up
in time to consent to the termination of her pregnancy
that someone other than the woman will need to
consent to the termination of her pregnancy.44 It must
be noted though that informed consent is required from
a girl capable of providing it and even if age-restrictions
do not apply to a termination of pregnancy, a child may
nevertheless be refused a termination of her pregnancy
if she is incapable of providing informed consent for
the termination.45
Compulsory reporting in respect of
termination of pregnancy
Even though the Choice on Termination of Pregnancy
Act states clearly that the identity of the woman
seeking a termination of pregnancy needs to be kept
confidential, the Child Care Act on the other hand
imposes obligations on health care workers as well as
other persons working with children or persons caring
for children to report suspected abuse or neglect of
children.46 The Choice on Termination of Pregnancy
Act has not repealed the provisions of the Child Care
Act or changed it in any way. This means that strictly
speaking, where a child comes to a clinic requesting a
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termination of pregnancy and the health practitioner
suspects that the child has been raped or sexually
abused, the health practitioner is legally obliged to
report this suspicion to a social worker.

The Sterilisation Act6
The legislature has again decided to separate regulations
concerning sterilisation even though it can fall under
either a medical treatment or an operation. Sterilisation
can only be performed if a person who is capable of
consenting consents thereto and the person is 18 years
of age.47 When it comes to children under-18 years of
age then sterilisation can only be performed if failure to
sterilise would result in his / her life being in jeopardy or
his / her physical health being seriously impaired. The
Sterilisation Amendment Act of 200548 has brought
about various changes in respect of sterilisation. While
section 4 of the 1998 Act made provision for the person
to be informed of the nature and consequences of the
procedure, it failed to require that person to actually
understand all the information given to him / her.
This compromised the notion of informed consent.
The Amendment Act qualifies ‘consent’ by requiring
informed consent. It is noteworthy that written
consent and not merely oral consent is required for
sterilisation.
Other changes made by the Amendment Act include
changing the definition of sterilisation to include
sterilisation through non-surgical procedures (meaning
medical treatment). Although sterilisation can occur
though operation and medical treatment the age
of consent for sterilisation remains 18 years in all
respects.
The 1998 Act dealt with persons incapable of consenting due to severe mental disability. The Amendment
Act removes the word ‘severe’ and merely refers to people
incapable of consenting due to mental disabilities.
Furthermore, where sterilisation is to be performed
on a person incapable of consenting due to mental
disability, then a panel consisting of a psychiatrist or a
medical practitioner, a psychologist or a social worker
and a nurse also has to agree that the sterilisation should
be performed.49
The Amendment Act also states that a child under18 years may be sterilised if failure to do so would
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jeopardise both his / her physical and mental health.
As a safeguard, the Amendment Act requires that
before sterilisation takes place on a child, a medical
practitioner must consult with the child and provide
a written opinion that the sterilisation would be in the
best interest of the child. The 1998 Act didn’t make
room for the participation of a child where a request to
sterilise the child was made by parents if the child was
below 18. The Amendment Act requires the medical
practitioner to consult with the child before such
sterilisation takes place.
Sterilisation falls under reproductive health care and
thus the rules regarding patient confidentiality applies
through the provisions of the Health Act.
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Case Studies
Medical treatment
Scenario: 12 year old Trudy goes to a clinic alone and
shows signs of having an STD. She needs medication
and contraceptives.
What does the law require the health provider to do?
✧ Trudy is below 14 years and thus a health care
provider is not allowed to provide her with any
medication without her parent’s consent and she
should be advised to return with her parents.
✧ With regards to contraceptives, children under14 need parental consent; however, if the
child’s social and health needs would be met by
providing the child with contraceptives, then
this age limit may be waived.
Surgical Procedures
Scenario: Trudy (now 15) is living on the streets and
is involved in a car accident and rushed to hospital.
She is stabilised but later it is discovered that she will
need surgery.

✧ Bongiwe may be given information regarding
HIV and pre-test counselling.
✧ If consent is obtained, Bongiwe must be given
age-appropriate pre and post test counselling.
✧ Information about Bongiwe’s HIV status cannot
be disclosed to anyone.
However, if Bongiwe lived with her parents and
wanted to have an HIV test she would need her
parents’ consent for the test. Furthermore, if the
parents consented to the test then strictly speaking
they would have the right to know the results of the
test. The parents would also be the ones who are
able to consent to the disclosure of Bongiwe’s HIV
status.
Termination of Pregnancy
Scenario: Bongiwe now 13 years old, becomes
pregnant. She goes to a clinic and requests a termination of her pregnancy.

What does the law require the health provider to do?

What does the law require the health provider to do?

Trudy is under 18 and cannot consent to the required
surgery on her own.

✧ Informed consent for the termination of her
pregnancy must be obtained. Although she is
only 13 years old no one else needs to consent
except Bongiwe.

✧ If it is an emergency then the superintendent of
the hospital can consent to the surgery.
✧ If it is not an emergency, consent needs to
be obtained from the Minister of Social
Development.
✧ An application can be made to the High Court
to obtain the required consent.
✧ Trudy must receive all the information relevant
to the surgery and must participate in the
decision making process.
HIV testing
Scenario: 12 year old Bongiwe who lives on the
streets and works as a sex worker decides that she
wants to know her HIV status. She goes to a clinic
and requests information on HIV and an HIV test.
What does the law require the health provider to do?
✧ The health care provider is not allowed to give
Bongiwe an HIV test as she is under the age of
14 and cannot consent to the test herself.
✧ Consent for the HIV test needs to be provided
by the Minister or the High Court

✧ Counselling and all the necessary information
regarding the termination her pregnancy must
be provided.
✧ Information about the termination of pregnancy
should not be provided to anyone. However
Bongiwe is 13 years and it is illegal for an adult
to have sex with a girl under the age of 16
years, therefore the compulsory abuse reporting
requirements in the Child Care Act become
relevant. Note that it is only illegal if an adult
had sex with Bongiwe but if it was a boy of her
similar age and Bongiwe consented to the sex
with the boy then the sex would not be illegal.
Thus if the nurse suspects that Bongiwe was
sexually abused then she would have to report
the termination of pregnancy to the Director
General of Social Development.
Although access to the health care service is
successful, the fact that the termination of her
pregnancy might have to be reported if she was
sexually abused means that patient confidentiality
would have to be breached.
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It must be noted that recently the Constitutional Court
was faced with constitutional challenges to various
health legislation.50 This legislation included the Choice
on Termination of Pregnancy Amendment Act 38 of
2004 and the Sterilisation Amendment Act 3 of 2005.
This judgement, however, does not alter the current law
on consent in as far as sterilisation or terminations of
pregnancy are concerned. In this case the Court did not
deal with the substances of these Amendment Acts but
rather considered the validity of the process through
which these Acts became law. The consequences of the
judgement in relation to the issues raised in this chapter
can be set out as follows: As far as the Sterilisation
Amendment Act is concerned, the Court dismissed
the challenge of invalidity and therefore the law as it is
laid out in this article still remains solid. The Choice
on Termination of Pregnancy Amendment Act did not
amend the current TOP Act as far as the issue of consent
is concerned. Thus the Court declaring the latter
Amendment Act invalid does not alter the existing law.
A press release by the national DoH makes it clear that
“the Constitutional Court judgement does not apply to
the existing Choice on Termination of Pregnancy Act,
92 of 1996 and the Act still applies in its totality.51

A new and improved Law
The Children’s Bill was drafted by the South African
Law Commission over a period of 8 years and handed
to the Minister of Social Development in 2003. When
the Bill was tabled in Parliament for debate and passage
in 2003, it was split into two Bills which are commonly
referred to as the section 75 Bill and the section 76

Bill. The section 75 Bill dealt with a range of issues
including children’s consent to medical treatment,
surgical operations, contraceptives and HIV testing.
After both the National Assembly and the National
Council of Provinces considered the section 75 Bill it
was finally passed in December 2005. The Bill has been
signed by the President and is now called the Children’s
Act 38 of 2005.3 Now all that is still required is that
the President announces the commencement of the Act
so that it can become operational. This is predicted for
late 2008.
	

See Lucy Jamieson & Paula Proudlock ‘Children’s Bill Progress
Update’ 13 March 2006 p1-3 for an explanation on section 75 Bills
and section 76 Bills. The Section 76 Bill has been tabled and is now
referred to as the Children’s Amendment Bill (B19 of 206).
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Health practitioners need to be prepared for the changes
which this new law will bring in relation to consent.
It is also necessary to see whether the provisions of
the Children’s Act will increase access to health care
services for children. This next section explores the
relevant provisions of the Act and provides practical
examples of how the new law would need to be applied
once it comes into operation. Until then the relevant
provisions of the Child Care Act still apply.

The Children’s Act3
The Children’s Act brings about three important shifts
with regards to medical treatment, surgical operations,
52
HIV testing and access to contraceptives:
(a) The age threshold for medical treatment, surgical
operations, HIV testing and contraceptives has
been lowered from 14 to 12 years
(b) The Act also requires the child to be of sufficient
maturity and to understand the benefits, risks and
social implications of the treatment, the operation
or the HIV test thereby introducing a more nuanced
test aimed at protecting children.
(c)	Relatives and other caregivers caring for children
but who do not have court acquired parental rights
and responsibilities but who, de facto, care for the
child, may consent on behalf of a child under-14
years for medical treatment, contraceptives and
HIV testing. This also includes foster parents and
the head of children’s homes and shelters.
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Summary of the pending new law in
terms of the Children’s Act 38 of 2005
Medical treatment
✧ At age 12 a child can consent to his / her own
medical treatment.
✧ The child must be of sufficient maturity
and have the mental capacity to understand
the implications and consequences of the
treatment.
✧ The rules regarding the supply of information,
the requirement of informed consent, the child’s
participation in the process and confidentiality
and disclosure of information regarding the
treatment will also apply here as well.
✧ If the child is under 12 or over 12 but not
capable of consenting then the following people
can consent to the medical treatment:
Parents / Guardian or care-giver
In emergencies: The superintendent of a
hospital or person in charge of the hospital.
Where parental consent cannot be obtained
or if the child unreasonably refuses to give
consent, the Minister can consent.
In all instances where consent is refused or
cannot be obtained, The High Court or
Children’s Court can consent.
Note that parents / guardians or care-givers are not
allowed to refuse to assist a child or to provide the
required consent for any treatment or operation
simply because of their religious or cultural beliefs
unless they can show that there is a medically
accepted alternative choice to the medical treatment
or surgical operation concerned.
Surgical operations
✧ At age 12 a child can consent to having an
operation but the child must be assisted by
parents or a guardian. The child must also be
sufficiently mature to understand the benefits,
risks and social implications of the operation. A
care-giver cannot consent to an operation for a
child; it must be a parent or guardian.
✧ If the child is under-age or 12 years old but
incapable of consenting then the same persons
authorised to consent to medical treatment
for the child can consent to the child’s surgery

depending on the circumstances. The only
exception is that a care-giver cannot assist or
consent to an operation for a child (this includes
a foster parent or head of a children’s home).
✧ Rules regarding the supply of information, the
requirement of informed consent, the child’s
participation in the process and confidentiality
and disclosure of information regarding the
operation will also apply here.
HIV testing
✧ At age 12 a child can consent to having an HIV
test without parental or care-giver assistance.
✧ A child under 12 can also consent to an HIV test
if the child is mature enough to understand the
consequences and social implications of such a
test.
✧ The child and parents / care-giver (if they know
about the test) must receive pre- and post-test
counselling.
✧ If a child is under 12 and not mature enough
to understand the implications of the test, the
following people can consent to an HIV test for
the child:
The parent or care-giver.
The provincial head of Social Development
A designated child protection organisation
arranging the placement of the child.
Where the child has no parent or caregiver and no designated child protection
organisation is arranging for the placement
of the child, the superintendent or person in
charge of a hospital can consent.
Where consent by anyone authorised to give it
is unreasonably withheld or the parents, caregiver or the child self is incapable of giving
consent, A Children’s Court can consent.
The child can consent to the disclosure of HIV status
if over 12 years or under 12 years, but, mature enough
to understand the consequences and implications of
taking such test. Where children under 12 are not
mature enough to make the decision to disclose the
results of the test then the same people authorised to
consent to the child taking the test can consent to
the disclosure of the child’s HIV status. Again the
Children’s Court can provide the required consent
where the disclosure is in the best interest of the
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child and someone unreasonably withholds consent
or where the child or parent / care-giver is incapable
of giving consent.
Contraceptives
✧ A child over 12 may not be refused condoms on
request at places where they are either sold or
distributed free of charge.
✧ Where contraceptives other than condoms are
requested by a child 12 years or older, they must
be supplied to the child without the consent of
the parent or care-giver provided that the child
is given proper medical advice and has been
examined to determine whether there are medical
reasons as to why a particular contraceptive
cannot be given to the child.
✧ Confidentiality on children’s access to
contraceptives is also subject to the rules
regarding compulsory reporting of abuse and
neglect.
Termination of pregnancy
✧ A child of any age can consent to a termination
of her pregnancy.
✧ A medical practitioner or registered midwife
who performs a termination of pregnancy on a
child and concludes that the child has become
pregnant due to sexual abuse has to report the
incident to the Provincial Department of Social
Development, a designated child protection
organisation, police official or clerk of the
Children’s Court. This must be done despite
confidentiality requirements in terms of the
Choice on Termination of Pregnancy Act.

Conclusion
The objectives of this chapter were twofold. On the
one hand, it aimed to demonstrate how consent laws in
respect of children influences their access to health care
services. The influence is either negative in that it results
in a delay or denial of access to health care or positive
in that it makes health care accessible and by insisting
on parental assistance the child is protected against his/
her immaturity and the child’s right to parental care is
respected and protected. Where access to health care is
either suspended or denied then it results in violation
of the right to health care services as guaranteed in the
Constitution as well as international treaties binding on
the State. Where access is increased or more accessible
then the right to health care is upheld.
The second objective of the chapter aimed to describe
and analyse current legislation around consent so as
to provide a meaningful comparison between current
law and provisions of the pending Children’s Act. By
comparing these provisions the advantages as well as
challenges in practical implementation of the current
and up coming law could be more easily identified. As
a result of the analyses it was found that current consent
laws can cause unnecessary delays to health care for
children and they fail to effectively assist parentless
children needing health care but who are below the
age of consent. The age of consent is problematic in
itself in that it assumes children under that age lack
maturity and understanding. However, this approach
is in line with countries all over the world using age as
the determinant of children’s capacity.
Although the Children’s Act does not do away with the
age-threshold it effectively increases access to health
care for children by lowering the age of consent. It
further improves the law by including care-givers as
people capable of consenting to certain health care
services giving access to more children who have no
parent or guardian to provide the necessary consent.
This provision is supported by some health care
professionals.21
The challenges created by the Act include the burden
placed on medical practitioners to assess maturity and
understanding where children seek access to health care
without adult assistance. The implication of this onus
is very severe and guidelines on doing the assessments
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will need to be drafted in Regulations after consultation
with health care providers. It has been proposed that a
child’s level of understanding could be tested by “getting
them to paraphrase their knowledge of the treatment
or procedure, their appreciation of the consequences
of the proposed treatment or procedure, and their
willingness to accept all the harm or risks involved
in such treatment or procedure”.45 The other major
challenge is the provisions of compulsory reporting.
This will result in breach of patient confidentiality and
could be resisted by children and compound social and
health problems faced by children.
Given the unanimous outcry for law reform by many,
including child and health care workers, the enactment
and operationalisation of the Children’s Act is long
overdue. It is granted that there are still many challenges
ahead and most of the current challenges are yet to be
mastered, but having legislation just a few steps away of
becoming a law which would improve children’s access
to health care services is definitely something to look
forward to.
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Abstr act

This chapter focuses on some key health promotion activities in South Africa including:
immunisation, the Integrated Management of Childhood Illness strategy, childhood
infection prevention, neonatal health and developmental screening. It highlights
accomplishments over the past five years, reviews evidence for intervention effectiveness,
describes challenges in implementing and institutionalising the interventions and
outlines actions needed to maximise the effectiveness of the interventions in the
future.
There have been impressive improvements in the delivery of some interventions – such
as meeting the 90 per cent under-1 immunisation coverage goal, extension of Integrated
Management of Childhood Illness services to all districts in the country and continued
decline in the rates of many notifiable diseases. Other interventions have shown modest
gains such as the number of birthing centres certified as being ‘baby-friendly’ in the
country and caregivers’ use of oral rehydration therapy. Lack of adequate progress is
noted for developmental screening and the prevention of mother-to-child transmission
of HIV interventions.
Failure to achieve targets is most often due to multiple constraints and barriers within
broader health care provision, systemic factors limiting the efficient delivery of services,
such as staff constraints, inadequate skills and the organisation of service delivery,
rather than problems with the individual interventions themselves.
There are sound arguments for providing a universal or core programme of preventive
health care, accessible to every child in the country. The content of this core in a South
African setting has yet to be defined, but many of the activities reviewed in this chapter
would form the backbone of such a strategy.

K e y ch i l dhood h e a lt h
promot ion a n d dise a se
pr e v e n t ion progr a m m e s

C

hild health promotion activities offer some of the most cost-effective
interventions that any government can make. Many child disease prevention
activities are affordable, can be delivered effectively and offer decades of good
health for a modest investment.
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Introduction
In 1994, one of the first decrees of the newly elected
president, Nelson Mandela, was that health care at all
government health institutions would immediately be
available at no cost to children younger than six years
and to pregnant women. Subsequently, there have
been moves towards the formation of a District Health
System and the delivery of comprehensive, integrated
services at primary health care (PHC) clinics. All of
these developments would be anticipated to positively
influence child health promotion and disease
prevention. Twelve years into democracy, it is worth
reflecting if these gains have indeed been realised.
Have programmes promoting children’s health and
well-being flourished; is there evidence that they are
effective; what obstacles and challenges persist and
what are the prospects for child health promotion and
prevention in the next decade?
Health promotion can be defined as “any planned
and informed intervention that is designed to improve
physical or mental health or prevent disease, disability
and premature death.”1 Although the health of
children is primarily a parental responsibility, society
and ultimately government has both a stake and a
responsibility in ensuring that the rights of children
are respected and realised. Child health promotion
activities tend to be popular because they reflect family
and community needs and perspectives while at the
same time providing individualised care.
This chapter reviews key health promotion
activities including: immunisation, the Integrated
Management of Childhood Illness (IMCI) strategy,
childhood infection prevention, neonatal health and
developmental screening. While these are not the
only health promotion activities undertaken in the
country, they have been selected because they highlight
important achievements and lessons in the delivery of
this type of service. The chapter also briefly looks at
accidents and injuries, and oral health in children.
Other key programmes such as breastfeeding, child
nutrition support and the prevention of mother-to-child
transmission of HIV (PMTCT) are covered elsewhere
in this Review. Although important, topics such as
child abuse prevention, vision and hearing screening,
school health promotion, and adolescent issues are not
discussed in this chapter.
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For each health promotion and disease prevention
intervention / strategy / programme described in
this chapter, an attempt has been made to provide
an overview of the intervention and to answer the
following questions:
✦ What has been accomplished and learned in the
past three to five years?
✦ What evidence is there that the intervention works
in the South African setting?
✦ What have been / are the challenges in implementing
and institutionalising the intervention?
✦ What are the actions needed to strengthen the
delivery of this intervention in the future?
Most of the information provided in this chapter
originates from publications and reports available
on the Internet and occasionally in peer-reviewed
journals. Data available in the national District
Health Information System (DHIS) for the different
key components have been extracted, analysed and
discussed. However, DHIS data needs to be treated
with caution as the system is still under development.
Hopefully DHIS will provide better trends as its data
quality improves. Where data were unavailable or
unpublished, ‘personal communication’ was used to
strengthen the review.

National Goals
In 2001, the national Department of Health (DoH) set
goals and targets for 2005 for many health promoting or
disease preventing activities. Some selected targets are
outlined in Table 1.2 Subsequent sections of this chapter
reflect on the processes for achieving these targets and
whether they have indeed been accomplished.
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Table 1:
Selected 2005 Department of Health targets related to child health promotion and disease prevention
Activity

Target

Immunisation

Attain 90% immunisation coverage in the first year of life for all vaccines
Vaccinate 90% of children against measles

Disease eradication / reduction

Eradicate polio by 2005
Detection and investigation of at least 1 AFP case per 100 000 children under-15 years of
age
Eliminate measles
Eliminate neonatal tetanus
Reduce the incidence of diarrhoeal disease in children less than five years by 20% from
2001 to 2005
Reduce the incidence of HIV infection in children by 20% by 2005 and by 50% by 2010

Antenatal

Increase the proportion of deliveries supervised by trained birth attendants to 90%
Increase antenatal attendance for care to 95%

Neonatal / infant health

Reduce the prevalence of low birth weight (<2.5 kg) to less than 10% of all live births by the
year 2005
Ensure that 15% of all health facilities are “baby-friendly” by 2005

IMCI

Ensure that all facilities implementing IMCI have 60% of health workers trained in IMCI by
2005

Accidents and injuries

Reduce intentional and unintentional injuries including teenage suicide by 10% from the
2000 level

Oral Health

Increase the percentage of children at age 6 years who are free of caries to 50%
Reduce the mean number of decayed, missing and filled teeth (DMFT) at age 12 years to
1.5

Source:

DoH, 2001.2

Utilisation rates of PHC
facilities among children under
five years of age
Visits to PHC facilities by children under-5 years of
age provide a major opportunity for health service
interventions targeting this age group. The number
of such visits is also an important indicator of health
service accessibility. Ideally, every child should visit a
PHC facility at least twice a year (for immunisations
and / or vitamin A) after infancy. Utilisation of PHC
facilities rates for the period 2003-2005 is shown in
Figure 1.
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Figure 1:
Primary health care clinic utilisation rates for children under-5 years, South Africa, 2003-2005
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The data include sick and well-baby visits. There is no
marked change over the three years with a national
mean of 4.5 visits per child aged under-5 years annually.
This compares favourably with many developing
countries where the mean sometimes is less than a
single visit per year. The data does not distinguish
between visits by children younger than one and those
older than one, but it would be anticipated that most
visits occur during the first year of life, particularly for
‘well baby’ visits. There is no obvious explanation for
the provincial differences in the number of visits (e.g.
six annual visits in the Western Cape vs three visits per
year in Gauteng).

Immunisation
The World Health Organization (WHO) states: “The
two public health interventions that have had the
greatest impact on the world’s health are clean water
and vaccines.”3 Immunisation is responsible for saving
three million lives globally each year. The South African
Expanded Programme of Immunisation (SA-EPI) aims
to decrease childhood morbidity and mortality from
vaccine-preventable diseases. It follows the WHO
recommended immunisation schedule and guidelines.
SA-EPI has various programmatic dimensions that
include vaccine procurement and distribution; cold
chain management; daily immunisation services at
maternal and child health clinics and surveillance
(immunisation coverage, vaccine adverse events,
184

MP

incidence rates of acute flaccid paralysis, measles and
neonatal tetanus).
Currently, eight childhood vaccines are offered by SAEPI at various intervals between birth and nine months,
with further booster doses following thereafter, until
five years of age (Box 1). Vaccines offered by the SAEPI programme include Bacillus Calmette Guerin
(BCG) (for TB); oral polio; diphtheria, whooping
cough (pertussis) and tetanus (DPT); hepatitis B,
Haemophilus influenzae type b (Hib) and measles. Most
vaccines are administered at no cost at the ‘well-baby’
clinics; although a number of private practitioners and
clinics also offer the service.4,
Box 1:
Recommended South African childhood vaccination
schedule
Birth

TOPV 0

BCG

6 weeks

TOPV 1

DPT 1

HBV 1

Hib 1

10 weeks

TOPV 2

DPT 2

HBV 2

Hib 2

14 weeks

TOPV 3

DPT 3

HBV 3

Hib 3

9 months

Measles

18 months

TOPV 4

DPT 4

5 years

TOPV 5

DT

Measles

BCG = Bacillus Calmette Guerin, TOPV = trivalent oral polio
vaccine, DPT = diphtheria, pertussis and tetanus vaccine,
DT = Diphtheria and tetanus vaccine, HBV = hepatitis B
vaccine, Hib = Haemophilus influenzae type b vaccine
	

About 21% of vaccine recipients in Gauteng accessed immunisation
through private practitioners in 2002.
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Key indicators of immunisation in the DHIS include:

The goal of the SA-EPI was to attain 90% immunisation
coverage in the first year of life for all vaccines by 2005.
Current DHIS data suggest that this target was achieved
nationally in 2005, despite four of the nine provinces
failing to attain the target (Figure 3). The DHIS
statistics are substantially higher than rates described
in the 1998 South African Demographic and Health
Survey (SADHS) (63% of children fully immunised).
This is encouraging, but the improved figures should
ideally be confirmed using a similar methodology to
the SADHS.

✦ BCG coverage. BCG immunisation is chiefly
performed at hospital level in South Africa (SA).
Hospital data have only recently been incorporated
into the DHIS; as a result low BCG coverage in
some areas most likely reflects inadequate capturing
of hospital data rather than true low coverage.
✦ Completion of all immunisations due at 14
weeks. Failure to complete immunisations usually
administered between 6 and 14 weeks of life is
expressed as the DPT1-DPT3 drop out rate.
✦ Completion of primary course of immunisation by
one year.
✦ Drop out rate from Measles 1 (administered
at 9 months) to Measles 2 (administered at 18
months).
Immunisation coverage rates in the country have been
calculated using various data sets over the years. Figure
2 shows SA immunisation coverage data for the past
15 years based on WHO / United Nations Children’s
5
Fund (UNICEF) statistics. While data for 2005 are
unavailable from this source, the graph highlights
the improvements in OPV3 and DPT3 completion
rates (i.e. vaccine coverage at 14 weeks) but the lack
of substantial improvement in measles vaccine coverage
over the past decade.

Figure 2:
Immunisation coverage in children, South Africa, 1990-2004
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Figure 3:
Full immunisation coverage in children aged less than one year, South Africa, 2005
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Figure 4 shows vaccine dropout data. The following
should be noted:
✦ Most children complete the initial course of
immunisation (by 14 weeks). This reflects the fact
that attendance at PHC facilities in the early months
of life is embedded within most communities in
SA.
✦ Drop out rates between DPT3 (administered at 14
weeks) and Measles 1 (administered at 9 months)
are relatively high.

✦ Drop out rates between Measles 1 and Measles 2
are very high (20% nationally). This leaves many
children at risk of acquiring measles.
✦ Drop out rates per se do not provide information
regarding the reasons for children not being fully
immunised. The relative contribution of failure
of care-givers to present for immunisation as
opposed to the failure of health workers to identify
and immunise children requiring immunisation
(missed opportunities) is not captured.

Figure 4:
Immunisation dropout rates, South Africa, 2005
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An important indicator of the success of the
immunisation programme is the decrease in the
number of notifications of infections that are vaccinepreventable. While the notification system depends on
passive surveillance, and is subject to under-reporting,
trends over the past decade suggest real decreases in
vaccine-preventable diseases (Table 2).
Table 2:
Notification of vaccine-preventable and other related
conditions, South Africa, 2001-2005.
Condition

2001

2002

2003

2004

2005

Acute flaccid
paralysis

150

177

242

209

246

Congenital
syphilis

139

55

33

12

1

Diphtheria

0

1

5

0

2

Haemophilus
influenzae type b

8

3

13

6

0

Measles*

8

30

251

830

616

Poliomyelitis

0

0

0

0

0

13

39

21

8

3

5

6

10

2

1

Tetanus
Tetanus neonatorum
Tuberculosis
(total)
Viral hepatitis
type B
Whooping cough
Source:

120 715 122 486 78 007 52 353 44 231
261

309

117

170

167

24

9

8

15

0

Health Systems Research, Research Coordination and
Epidemiology, DoH, SA 2005.

* Measles – only serology confirmed cases represented.

The impressive reduction in the number of Haemophilus influenzae type b cases in the country since
the introduction of the vaccine in 1999, mirrors the
success of vaccination programmes against this disease
in developed countries (>95% reduction in cases).6
Disturbingly, however, the vaccine appears to be less
effective in HIV infected children (approximately
55% reduction of pneumonia).7 Vaccine failure in
HIV infected children may be due to a poor primary
immune response or loss of immunity one to three
years post-immunisation.
While no case of wild oral polio has been reported in SA
since 1989, the country remains to be declared poliofree by the WHO. The failure to achieve this status is

related to inadequate polio surveillance systems in the
country. This depends on the notification of all cases of
acute flaccid paralysis (AFP) in children younger than
14 years of age and adequate investigation of the stool
specimens for presence of the virus. The increasing
notification of AFP is a positive sign that reflects
improvement in monitoring. In 2005, about 95% of
the AFP notifications and investigation targets were
met.
The dangers of complacency regarding maintaining
high child vaccine coverage is highlighted by the recent
polio outbreak in Namibia, where over two hundred
cases were reported (with about 30 cases confirmed
with at least 15 deaths). Most victims were aged over
20 years and had missed out on under-5 vaccination
campaigns carried out since 1990, when Namibia
gained independence. The polio virus is suspected to
have spread from Angola, although the strain originated
in India, stressing the easy exportability of disease with
increasing globalisation.8
In addition to routine childhood vaccine administration, the SA-EPI has adopted further strategies
for the elimination of polio and measles. Between
1996 and 2000, regular annual mass immunisation
campaigns were conducted in an attempt to reach all
under-5 year-old children for polio and all children
younger than 14 years for measles vaccination. Over
7 million doses of measles and 4 million doses of polio
vaccine were administered annually. In 2004, following
a countrywide measles outbreak, a mass immunisation
campaign was repeated in most provinces.9 Another
national mass immunisation campaign is scheduled for
2007.
Following the mass immunisation campaigns from
mid-1990 to 2000, there was a dramatic drop in measles
from around 16 000 cases annually in the early and
mid-1990s to a low of only eight confirmed cases in the
country in 2001. However, the high measles coverage
in young children was not sustained and in 2003 there
was an epidemic initially in Gauteng and Mpumalanga,
and later spreading to other parts of the country. This
was attributed to high numbers of susceptible children.
Since 2000, about 20% of children failed to receive
measles vaccine either through the routine EPI services
or mass immunisation campaigns. Measles was largely
imported from neighbouring countries, through cross
187

Figure 5:
Number of measles cases in South Africa and case-fatality rate (CFR) from 1980 to 2005
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border movements of immigrants. The number of
reported cases has once again decreased following a
national measles mass immunisation campaign in 2004
in children aged 9 months to 5 years (Figure 5).
An immunisation uptake of around 80 per cent can
often be obtained with relatively little difficulty, but
considerable effort and skill is required to ensure the
last 15 or 20 per cent of children are immunised.10 A
number of persistent challenges have prevented the
achievement of >90% vaccine coverage rates in oneyear olds. Many health workers still treat immunisation
as a vertical programme rather than integrating it into
all aspects of child health care delivery, for example
through the IMCI strategy. Other major limitations to
maximal uptake may include:
✦ Lack of weekend or after-hours services at clinics
which would enable working parents to access
vaccination services for their children;
✦ Limited family practitioner or paediatrician
involvement in vaccine administration;
✦ Unavailability of vaccines at hospitals (to allow
immediate catch-up for unvaccinated sick
children);
✦ Health workers citing false contra-indications in
denying children vaccinations; and
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✦	Exposure of better educated parents to the global
anti-vaccination lobby’s messages through the
internet and mass media.
The success of the immunisation programme in
the country ultimately rests with improvements in
the availability and delivery of routine services at
the primary care level, including aspects of quality
assurance such as vaccine availability and maintenance
of the cold chain. This, together with improvements
in public health through better housing, water and
sanitation should ensure the virtual elimination of
many of these preventable diseases.

Integrated Management of
Childhood Illness
The IMCI strategy which was launched by the World
Health Organization (WHO) in 199511 represents an
integrated approach to reducing mortality and morbidity
in children under-5 years in developing countries.
IMCI includes both preventive and curative elements
that are implemented by families and communities as
well as by health facilities (Box 2).
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Box 2:
The IMCI Strategy

IMCI implementation involves the participation of
the community, the health service sector and the
family. The IMCI strategy has three components,
namely:
Component One: Improving health worker skills
The IMCI guidelines outline a process which primary
level health workers can use to assess and manage ill
children. The guidelines outline how and where an
ill child should be treated, how the caregiver should
be counselled and how the child should be followedup. The immunisation and nutritional status of each
child is also assessed. Health workers are taught to
use the guidelines during an 11-day training course.
Component Two: Improving the health system
This component aims to ensure that the health system
provides adequate support for implementation of
IMCI in primary level health facilities, and focuses
on the availability and functioning of key inputs and
processes both within facilities and at district level
(such as drug availability).
Component Three: Improving household and
community practices
The Household and Community Component
(HCC) of IMCI aims to initiate, reinforce and
sustain household practices that are important for
child survival, growth and development within
an overall framework of community capacity
development.
Source:

IMCI became a SA government policy in 1998, with
the DoH aiming to ensure that all districts were
implementing the case management component of
IMCI by 2005. Data from the DoH for March 2006
show that this target has been achieved. IMCI principles
have also been included in other policy documents such
as the Comprehensive Plan for HIV and AIDS Care,
Management and Treatment, whilst other policies
guidelines, such as the Essential Drug List (EDL), have
been adapted to ensure their compatibility with the
IMCI guidelines. Overall, there is evidence to suggest
that IMCI has been become institutionalised as a key
component of PHC service delivery in SA.
Major achievements relating to the implementation of
the IMCI strategy in SA are outlined below:
✦ Over three-quarters (76%) of PHC facilities
nationally are now implementing IMCI, whilst 48%
of PHC facilities have achieved the WHO target of
having 60% of professional nurses working at the
facility IMCI-trained. Provincial breakdowns are
shown in figure 6.
✦ More than half (58%) of all districts are
implementing the Household and Community
component in at least one site.

WHO / UNICEF 2005.11

IMCI incorporates prevention and health promotion
as an integral part of care. Thus, it helps increase
vaccination coverage and improve knowledge and
home care practices for the under-5 years, subsequently
contributing to growth and healthy development. It
also reduces missed opportunities by offering earlier
detection and treatment of diseases or conditions
such as growth failure and anaemia that can escape
the notice of both caregivers and health workers, with
the consequent risk of the illness becoming worse and
complications arising.
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Figure 6:
IMCI coverage by province, March 2006
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Whilst inclusion of IMCI in the pre-service training of
both doctors and nurses was recognised as a key strategy
for ensuring sustainability of IMCI implementation,
progress in this regard was initially slow. However,
a review of pre-service IMCI training undertaken in
2006, revealed that IMCI is being taught in
approximately half of the country’s medical schools and
in most nursing colleges. The South African Nursing
College has decreed that training in IMCI should be
included as a component of both pre-service and postbasic PHC training. IMCI has also been included in
the training curriculum of other categories of health
workers such as home based carers.
Personal communication Clara Mathosa, IMCI coordinator, DoH,
7th July 2006.
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During the initial phase of IMCI implementation,
training of professional nurses working at PHC level
was scaled-up relatively rapidly. The current rate of
training is insufficient to achieve high coverage in the
near future. Major constraints to scaling-up include
the limited availability of trainers, the cost of training
courses, and the need to take health professionals
workers away from clinics for up to 11 days. Slow
and piecemeal implementation restricts the potential
effectiveness of IMCI and other child health delivery
strategies.12

	

MP

The South African IMCI guidelines have been adapted
to include the diagnosis and management of HIV
infection. Despite relatively low sensitivity (67%), the
current HIV algorithm is relatively specific (82%),13 and
should provide opportunities for early identification of
children with HIV at PHC level. This should facilitate
early intervention at PHC level and referral to centres
for care including provision of antiretroviral therapy
when appropriate.
A number of health IMCI facility surveys that aim to
measure the quality of IMCI implementation at facility
level have been undertaken. Provincial departments are
currently undertaking their own health facility surveys
with support from the national DoH. Key findings
from the IMCI Health Facility Surveys undertaken in
2001 and 2002 are shown in Box 3.14
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Box 3:
Key findings from National Health Facility Surveys

✧ Antibiotics were correctly prescribed to 74%
(first National Health Facility Surveys [NHFS])
and 62% (second NHFS) of children who
needed them.
✧ 88% and 83% of children not needing antibiotics
left the facility without one.
✧ The first NHFS found that only 43% of children
under the age of two were assessed for feeding,
and only 37% of caregivers of children with low
weight were counselled on feeding.
✧ During the second NHFS, 63% of children with
low weight were correctly identified. Of those
identified, 80% received correct counselling on
feeding.
Source:

DoH, UNICEF and WHO, 2001.14

Demonstrating the impact of IMCI on childhood
mortality and morbidity is difficult, especially in the
face of the HIV epidemic in SA. Likewise aggregated
data on the number of visits to PHC facilities with
specific childhood illnesses are difficult to interpret.
Improvements in weighing rates and provision of
Vitamin A to children at PHC level are encouraging to
note – whilst these trends cannot easily be attributed
directly to implementation of IMCI, there is no
doubt that IMCI contributes towards and facilitates
the provision of routine preventive measures during
children visits to the health facilities.
The key challenges facing IMCI are to ensure that
the gains in terms of coverage are maintained and
expanded, and that the quality of implementation is
sustained throughout the country.
High attrition rates amongst PHC staff, as well as
rotation of staff, underscore the need for ongoing
training of all levels of staff in IMCI. Supportive
supervision and updating of staff have been identified
as key strategies to ensure that the quality of IMCI
implementation is maintained, but are difficult to
implement where district management structures are
absent or weak.
Despite progress in increasing the number of districts
that are implementing the IMCI’s household and
community component of the strategy, coverage

remains relatively low. This is in line with international
experience – a multi-country evaluation reported
that “efforts to implement interventions at family
and community levels have been too slow and widely
dispersed to achieve even minimal coverage”.14,15
It would appear that many PHC nurses are not
making use of the HIV algorithm with the result that
opportunities for early identification and management
of children with HIV are missed.13 Research is
currently underway in an effort to understand the
barriers to correct identification and management of
these children.
Implementation of IMCI has been an effective means
of identifying and highlighting key capacity and other
constraints at primary and district levels, but has
been less effective in addressing and overcoming these
obstacles.15

Infectious diseases
More than two-thirds of under-5 year olds deaths
in developing countries are infection-related. This
statistic is equally true for SA, despite the profile
and contribution of individual infections differing
(e.g. HIV is much more important while diarrhoeal
disease makes a smaller contribution). As such,
substantial health gains can be achieved by reducing
the impact of infectious diseases. This section uses the
example of diarrhoeal disease to highlight approaches,
achievements and ongoing challenges in the control of
childhood infectious diseases in SA.
Diarrhoeal disease accounted for 10.2% of deaths in
under-5 year old South African children in 2000.16 A
marked seasonal cycle is evident in diarrhoeal disease
mortality rates for African and Coloureds with peaks
occurring from December to March – the summer
rainy season. No seasonal effect on mortality is evident
in Whites and Indians.15 Individual risk factors for
diarrhoea in young children (<5 years) were identified
by the 1998 SADHS.17 All the proxies of hygienic
living conditions, including quality of water, types of
toilet facilities, and material of dwelling floor were
associated with the risk of diarrhoea. Older maternal
age (>28 years), higher maternal education (>Grade
6) and greater household wealth reduced the risk of
diarrhoea. After adjusting for all confounding factors,
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only three variables were significantly associated with
the risk of diarrhoea – race, age of child, and province
where resident. White children were 6.5 times less
likely to experience diarrhoea compared to African
and Coloured children. The risk of diarrhoea peaked
at the age of 12-23 months (odds ratio=2.7, 95% CI
1.8-4.1). Living in KwaZulu-Natal or Mpumalanga
significantly increased a child’s risk of diarrhoea (odds
ratio=1.9, 95% CI 1.5-2.4).
In the 2003 SADHS of children less than 5 years of
age, 8% of mothers reported their children having
diarrhoea in the previous two weeks compared to 13%
in the 1998 survey.18 Noteworthy is that this survey
was conducted during low diarrhoeal disease months.
DHIS data show that a quarter of all young children
(250 children per 1 000) sought treatment for diarrhoea
from PHC facilities in 2005 nationally (Figure 7). This
indicates that the health department’s target of a 20%
reduction in the incidence of diarrhoeal disease in
children less than 5 years from 2001 to 2005,2 has not
been achieved.
In the 1980s and early 1990s many countries, including
SA, implemented Control of Diarrhoeal Diseases
(CDD) programmes. This vertical programme was
phased out with the introduction of the IMCI strategy.
Nevertheless, many of the programme components
remain critical today. A review by Victora and
others,19 provides evidence that the CDD strategy, and

particularly oral rehydration therapy (ORT), influenced
the outcome of dehydrating diarrhoea. Globally,
use rates of oral rehydration salt solution (ORS) or
recommended home fluids have reached 49%.18 In the
2003 SADHS just under two-thirds (63%) of children
were treated with some sort of ORT, with about 39%
receiving ORS and a similar proportion (40%) receiving
a home made solution.19 The South African Paediatric
Association (SAPA) has long advocated the use of Sorol,
a pre-mixed sachet that can be added to a litre of water.
ORS use did not differ significantly among provinces.
Case studies show a dramatic reduction of diarrhoea
mortality as ORT use rates increase. Data from Brazil
and Egypt suggest that even relatively low ORT use
rates can positively affect mortality, because ORT use
tends to be much higher for severe illness.19
Human faeces are the primary source of diarrheal
pathogens. Poor sanitation, lack of access to clean water,
and inadequate personal hygiene are responsible for an
estimated 90% of childhood diarrhoea.20 These factors
are often markers of socio-economic disadvantage.
There have been significant improvements in water
and sanitation structures in SA over the past decade.
However, the 2001 South African census revealed
extensive variations in living conditions. Over two
thirds of households had formal homes, 16% were
informal and 14% traditional. The census showed that
the majority (85%) of households had access to piped

Figure 7:
Diarrhoea incidence per 1 000 children < 5 years of age, South Africa, 2003-2005
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water – whether it was in the home, the yard or a public
facility. Fourteen per cent of households had no toilet
facility. Just over half the households had regular refuse
removal services.21
Because of the faecal-oral transmission of enteric
pathogens, improving the supply of safe water and
the ability to dispose of faecal waste safely are the best
ways to reduce the burden of diarrhoeal morbidity
and mortality. The South African government is
committed to providing safe water to all by 2008 and
adequate sanitation by 2010.22 In addition, eradication
of the bucket system is to be achieved by 2007. Over 27
million people already benefit from the government’s
Free Basic Water Policy that guarantees 6 000 litres
at no cost to every household per month.23 The
sustainability of water and sanitation projects has been
of concern in SA and internationally, i.e. the ability of
communities to maintain and repair the facilities that
have been constructed.
Preventive strategies – such as exclusive breastfeeding,
improved complementary feeding, using micronutrient
supplementation or fortification (e.g. zinc and vitamin
A), and increasing coverage of the EPI vaccines
(particularly measles vaccination) – are all useful and
effective diarrhoeal disease control strategies.24 A
further challenge is to achieve high coverage and good
practice in the health system with ORT and correct
diarrhoea case management, including antimicrobial
and nutrition interventions. Interventions to integrate
health care through programmatic initiatives, such as
the IMCI strategy, could be essential to ensure this high
coverage. Some concern remains that in low-resource
settings, targeted vertical programmes (such as control
of diarrhoeal disease) may or have been abandoned,
resulting in the failure to achieve the goals that they
were established for (such as reduction of diarrhoeal
disease).
Progress toward the development of other interventions,
such as vaccines against rotavirus, Shigella (an important
cause of bloody diarrhoea), and cholera is encouraging.
Two new rotaviral vaccines (Rotateq™ and Rotarix™),
both with excellent protective efficacy against severe
disease and hospitalisation particularly, are now being
marketed.25 While these vaccines will soon be available
to children in the private health sector, most South
African children will have to wait for the manufacturers

to offer the vaccine at a price that is affordable to the
public health sector.

Antenatal care and neonatal
health
Globally, under-5 year old and infant (under-1 year)
mortality rates have declined substantially in the past
three decades. In spite of this overall decline, neonatal
mortality levels have declined less readily and now
make up 40% of all deaths in children under-5 years
of age globally and more than half of infant mortality.
Rates are highest in sub-Sahara African and Asia.26 SA
is no different, with over one-quarter of under-5 deaths
occurring in neonates (aged ≤28 days).16 To reduce
child mortality further, the focus of many programmes
will have to converge on reducing neonatal deaths,
particularly those in the first week of life.
In South African settings, preterm deaths account
for almost one-half of neonatal deaths, with perinatal
asphyxia and infections (such as sepsis and pneumonia)
being responsible for a further 30% and 15% of deaths,
respectively. Congenital abnormalities account for the
final 10% of deaths.27 The large urban-rural, privatepublic and racial inequities in the availability of child
health resources are most profound for neonatal care.
The serious lack of neonatal intensive- and high-care
facilities in rural and distant settings partially explains
the lack of improvement in national neonatal mortality
rates. Other indirect causes of perinatal and neonatal
death include inability to recognise severe illness
in a newborn and poor care-seeking behaviour by
caregivers.28
Prevention of many neonatal disorders depends on the
adequate delivery of antenatal and peripartum care. A
sentinel marker of the delivery of antenatal services is
the number of pregnant women who have been tested
for syphilis.
This indicator has only recently been introduced to
the National Indicator Data set; 2005 data from four
provinces (Free State, KwaZulu-Natal, Mpumalanga
and Northern Cape indicate monthly annualised
coverage rates between 67 and 94%. Simple, inexpensive
on site methods of screening for syphilis are available
and full antenatal testing coverage is an achievable goal.
The 2005 national antenatal survey found a syphilis
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Figure 8:
Antenatal syphilis prevalence, South Africa, 1997-2005
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prevalence rate of 2.7%.29 While the prevalence rate
has fluctuated between 1.6-3.2% between 2001 and
2005, this represents a significant decline compared
to the preceding five years (e.g. the seroprevalence rate
was 11.2% in 1997) (Figure 8). This decline may be
attributed to a number of intervention activities and
in particular the syndromic management of sexually
transmitted infections at public health facilities. The
validity of this data are confirmed by the reduction in
number of cases of congenital syphilis notified in the
same period (Table 1).

It has been recommended that each pregnant woman
have at least four antenatal visits. DHIS data suggest
that this target is being achieved (Figure 9).
Although clinical screening of all neonates is widely
believed to be worthwhile, the evidence base is weak and
the precise content and nature of the procedures used
need further study. There has been no South African
research on this topic. This is particularly pertinent
since in most settings mothers are discharged within
six hours of delivery, leaving little time for a proper
screen and few opportunities to use this service as a
health promoting exercise (i.e. to provide anticipatory
guidance).

Figure 9:
Antenatal visits per client, South Africa, 2005
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Identification of problem areas through a computerbased Perinatal Problem Identification Programme
(PPIP) at sentinel sites; provider education through
the Perinatal Education Programme and neonatal
resuscitation training; and the promotion of the BabyFriendly Hospital Initiative (BFHI) and ‘Kangaroo
Mother Care (KMC) units’ are interventions aimed at
improving neonatal health. Prevention of mother-tochild transmission of HIV activities have also focused
on the perinatal period.
The Baby Friendly Hospital Initiative launched in 1991
by UNICEF and WHO aims to improve breastfeeding
practices at birthing centres. A maternity facility can be
designated ‘baby-friendly’ once it has implemented ten
specific steps to support successful breastfeeding. There
are over 15 000 ‘baby-friendly’ hospitals and clinics
globally. There has been a doubling of such facilities
in SA since 2003 with 178 centres certified as BFHI by
September 2005.30, This represents 37% of all birthing
centres in the country.
The KMC initiative is gaining popularity countrywide. This programme, focusing on preterm and low
birth weight babies, aims to prevent the separation
of mother and baby in the first few weeks after birth,
and thereby improve outcomes. The mother swaddles
her baby directly to her chest for most of the day and
night, providing warmth, nutrition and comfort. The
benefits for the baby include lower mortality, fewer
infections, better weight gain and earlier discharge from
hospital.30-32 A local study has shown that KMC can be
implemented at all levels of care.33 Its implementation
is supported in principle by the national and provincial
health departments. There are no available data on the
number of such units countrywide.
The PMTCT programme, which started in 2001,
is available in more than 3 064 public hospitals and
community health centres throughout the country.34
Services offered by the programme include voluntary
counselling and testing for HIV; advice on infant
feeding, including the use of milk formula, and
continuous counselling, education and support for 18
to 24 months for mothers. The PMTCT programme
had 75% geographical access coverage with 55% uptake
by HIV-positive pregnant women in 2004.34 Data
	

from the national PMTCT programme indicate that
the HIV transmission rate among the 55% of children
participating and followed to 12 months of age was
18%, pointing to a ±28% reduction in mother-to-child
transmission (MTCT) of HIV.35
Each year, about 60 million mothers in the developing
world give birth at home without a skilled person
to help.36 In SA, it is estimated that less than 8% of
births occur at home.18 Thus, training of traditional
birth attendants probably has limited benefits in SA.
However, the role of a community health promoter is
increasingly being recognised globally, and the creation
of this cadre of health worker could have an important
role in neonatal health promotion. Her / his role would
include evaluation of knowledge, attitudes and beliefs
regarding neonatal health among family members and
the implementation of a package of simple practices
for the routine postpartum care of neonates in the
community. These could include proper thermal
control; promotion of early and exclusive breastfeeding;
optimal skin and hygienic cord care; monitoring
for jaundice and signs of sepsis; and promotion of
immunisation.

Developmental screening
Despite international consensus about the importance
of monitoring children’s development, there has been
little consensus on when such monitoring should be
performed, what form it should take and the tool(s)
needed. The favoured method for developmental
monitoring in many developing countries, including
SA, is developmental screening.37 This involves the
detection of disability in apparently healthy children
within the primary health care setting, usually during
immunisation visits. The tests check on developmental
milestones such as sitting, standing, crawling, walking,
talking and handling objects. The child’s vision and
hearing ability is also checked. Children are thereafter
separated into high and low risk groups. If there is a
problem, the child is referred to a specialist clinic or
a rehabilitation professional, such as a physiotherapist,
depending on the problem and the needs of the child.

Personal communication, S. Mabasa, Department of Health, 21 July
2006.
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Developmental screening has been conducted in an
ad hoc manner, using non-standardised and nonvalidated instruments, in many primary care settings
for many years.38 Development screening is not viewed
as a priority child health service in the country and
supporting guidelines and training material are lacking.
Thus, for example, an instruction was circulated in
1993 to the provinces from the national DoH stating
that developmental screening should be undertaken in
newborns, at 3, 6, 9, 12, 15 and 18 months, and also
at 3 and 5 years, without providing any guidelines for
screening or referrals.37

✦ There was
programme.

In 1996, at a national workshop on developmental
screening, consensus was reached that screening for
moderate and severe disability should be carried out as
part of comprehensive PHC service delivery.38 In 1999,
a developmental screening programme was adopted
as formal policy by the Western Cape DoH and the
province has been providing developmental screening
through PHC clinics.38 Other provinces have been
reticent to follow suit based on concerns that their PHC
services were not sufficiently developed to support such
a programme.

There are a host of other child health promoting and
disease prevention activities that are being undertaken
in the country. These range from growth and nutrition
promotion to child abuse prevention. In an attempt
to be inclusive, two of these are briefly summarised
below.

Despite enthusiasm by health workers for the
introduction of developmental screening in the Western
Cape, and strong support from the provincial authority
with protocol and guideline development, and with
health worker training during the introductory phase,
the implementation of the programme was only
moderately successful. Deficiencies identified during a
formal evaluation of the programme included:38
✦ Few children with developmental disability were
identified and accessible intervention remained a
problem.
✦ Almost a quarter of facilities were not delivering
any developmental screening.
✦ Only one of nine facilities evaluated conducted
screening according to protocol.
✦ Findings were not always recorded appropriately,
neither were they transcribed to the Road-toHealth Card.
✦ Referrals patterns often did not follow protocol,
e.g. 30% of children were still referred directly to
tertiary level. Standard referral forms were often
not used.
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Barriers to implementing developmental screening
include: nurses’ heavy workloads, lack of facilities and
human resources for the management of children with
developmental disability, particularly at a PHC level.39
In provinces where immunisation coverage is below
target, developmental screening is viewed as a ‘luxury’
and its delivery has not been addressed.38

Other programmes

Accidents and Injuries
Daily, children are exposed to environmental hazards
that lead to injury and death. Accidents and injuries
including poisoning are the foremost cause of mortality
in children over five years of age in SA.16 About ten
children under the age of 15 die from accidents and
injuries daily. In the 1 to 4 year-old age group, traumarelated injuries account for 25% of deaths and in the
5 to 19 year-old group, 60%. International and South
African research confirms that children living in lowincome settings are more likely to be injured.39
Road traffic accidents account for a third of deaths in
the 5-9 year age group. Children are rarely the cause of
road traffic accidents but suffer as pedestrians, cyclists
and passengers. Much of this mortality is preventable;
environmental hazards such as lack of pavements,
pedestrian crossings and poor lighting; poor driver
education and vehicle maintenance; and lack of law
enforcement being the most easily identifiable hazards.
Recent interventions include the ‘Drive Alive’ campaign
and the use of reflector material by children to increase
child visibility. Two million reflector bands were
recently distributed to children across South Africa by
the Soul Buddyz programme.40
Paraffin is a fuel commonly used for cooking, lighting
and warmth in poorer households. It is accidentally
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ingested by an estimated 20 000 children each year.
Poisoning rises steeply during the summer months
when children are thirsty. Simple interventions such
as child resistant safety caps on paraffin bottles can
effectively decrease ingestion rates (by 47%),41 and are
cost-effective,42 but are not widely used because of cost
constraints.
Various child safety educational campaigns have
been developed to educate the public, including
schoolchildren, about safe behaviour and the prevention
of childhood injuries. Organisations such as the Child
Accident Prevention Foundation of Southern Africa
(CAPFSA), the Medical Research Council (MRC),
the Paraffin Safety Association and emergency services
have initiated programmes to increase injury awareness
and prevention.43 Safe housing and improved housing
standards, fire-breaks between informal dwellings,
access to water, etc. could all significantly reduce
childhood injuries. Examples of legislation currently in
place to protect children from injury include mandatory
use of seatbelts, specifications for child restraints in
motor vehicles, firearms control and South African
Bureau of Standards specific mandatory regulations
for many products.43

Oral Health
The 1999-2002 National Children’s Oral Health
Survey reveals a picture of widespread and high (3160%) caries levels across the different provinces and
age groups, much of which is untreated.44 Just under
40% of the 6-year old children were caries free, which
is below the goal of 50% set by the DoH for the year
2000. Based on the Unmet Treatment Need Index
more than 80% of caries in children is not treated.45
The prevalence of carious permanent and primary
teeth is expressed by the decayed, missing, and filled
teeth (DMFT) index. A positive finding was that the
DMFT for the 12-year old group decreased from 2.5 in
1982 to 1.1, which was below the 1.5 target set by the
DoH for this group for 2000. SA has re-set its goals for
dental caries for 2010 for 6- and 12-year olds including
that 50% or more of 5 to 6-year olds should be caries
free, and that average DMFT by 12 years of age should
not exceeed 1.5.46

Over 20% of the 12-year olds in the 1999-2002
National Children’s Oral Health Survey presented with
definite signs of dental fluorosis (the white ‘mottled’
appearance seen in permanent teeth in cases where
excessive amounts of fluoride were ingested while the
teeth were still forming). Nevertheless, the evidence for
water fluoridation is strong. Although legislation for the
implementation of water fluoridation was gazetted in
2000; owing to capital costs, controversy surrounding
water fluoridation, and lack of infrastructure and
capacity in SA, the process of fluoridating public water
supplies has yet to begin.

Conclusions
There have been impressive improvements in the
delivery of some interventions – meeting the 90%
full immunisation coverage goal for under-1 year
olds, extension of IMCI services to all districts in the
country and continued decline in the rates of many
notifiable diseases. Other activities have shown modest
gains such as the number of birthing centres certified
as being ‘baby-friendly’ in the country and caregiver’s
use of oral rehydration therapy, while there is lack of
adequate progress for example in implementation of
developmental screening and the PMTCT of HIV.
Although the evidence is incomplete, four important
themes emerge from this review. Firstly, the majority
of constraints identified in the delivery of health
promoting and disease prevention programmes are
systemic (relating to the health system) rather than
programme-specific in nature. Failure to achieve
targets in most instances is less the result of problems
with the individual programme / strategy itself than
of the multiple constraints and barriers within broader
health care provision. Health system constraints
extend well beyond the area of child health and cannot
be addressed, by themselves, by DoH staff working
on programmes such as IMCI. Systemic factors
including the restructuring of the health services,
referral systems, staff and capacity issues, training and
continuing professional development, and challenges
with monitoring and health information systems have
all been cited as constraints in the delivery of health
promotion programmes.
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Secondly, the current emphasis on curative care has
significantly detracted from the provision of preventive
services, including immunisation, growth promotion
and developmental screening. This is evident from
both the stagnation in measles immunisation coverage
as well as the limited delivery of preventive services.
Thirdly, health facility-related factors play a role in
limiting the efficient delivery of services, such as
immunisation at a PHC level. Although the provision
of dedicated services at dedicated times by dedicated
staff is contrary to the ‘one stop shop’ philosophy of
the DoH, this approach contributes positively to the
delivery of quality services, including developmental
screening.38 At least two local studies, have shown
that some activities (such as immunisations and
developmental screening) were better organised and
ran more smoothly when dedicated health workers
carried out these services at set times rather than
when they were simultaneously providing a range of
other services.38,46 Children received superior and
more prompt care when they were attended to by a
dedicated health worker. Strong sub-district and facility
management infrastructure and a strong physical
infrastructure (including a child-friendly environment)
have a positive effect on service delivery.38,47
Finally, there are sound arguments for providing
a universal or core programme of preventive and
promotive health care, accessible to every child. The
content of this core in a South African setting has yet to
be defined, but would likely include neonatal screening,
immunisation, growth monitoring, oral hygiene,
hearing and vision screening, cognitive development
and IMCI services. Health care programmes outside
the structure of the core programme could be targeted
according to need. Ultimately, what is required is
greatly expanded capacity at service-delivery level,
combined at all levels with the necessary will, stamina,
and appropriate incentives and resources.

Recommendations
General
✦ Provincial and district health authorities should
actively develop plans on how best to discharge
their responsibility for the provision of health care
to all children resident within their catchment areas
and make these explicit.
✦ Resources will always be insufficient to do all that is
possible; therefore health promotion activities such
as screening, surveillance and community (family)
support should be prioritised based on effectiveness,
where possible. Better tools to support policy and
decision makers in estimating the costs and impact
of their choices should be developed.
✦ Combined delivery and technical integration
of interventions can lead to greater efficiency,
increasing cost-effectiveness and potential
effectiveness through synergies between interventions. Improved integration of child health
and reproductive health services is likely to help to
increase effectiveness and should be practised.
✦ Services should be planned to improve equity of
provision and the reduction of inequalities in
health. There is good evidence that the inverse care
law applies in preventive health care. Resources
should be allocated according to equity principles;
thus, poorer or less-resourced districts should
receive more resources.
✦ Alternative delivery strategies need to be assessed.
An issue that has not received sufficient attention
is whether achieving high coverage with a few
selected interventions is more efficient than
reaching inadequate coverage with several
interventions. Often, the same children receive
several interventions while others fail to receive
any. Innovative delivery strategies must make sense
within local epidemiological, health system, and
cultural contexts.
✦ The provision of quality care depends on recruitment and retention of well-trained staff, continuing
professional development, strong leadership and
adequate supporting services. Continued capacity
development and support is particularly pertinent
considering the rapid staff turnover and rotation of
staff through the PHC services.
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✦ Problems with the referral system, including the
lack of standardised referral protocols and feedback
between levels of care warrant intervention.
Referrals of children identified with problems such
as developmental disabilities or failure to thrive
is hindered by the lack of resources for further
assessment and / or intervention, together with
transportation problems. These issues should be
addressed.
✦ Systems need to be in place to monitor, on an
ongoing basis, the implementation and outcomes
of some of these programmes (such as IMCI or
developmental screening). Further, there should be
a plan for using information to undertake audits and
monitoring of activities and outcomes, particularly
at a local level (such as immunisation rates). This
recommendation is one that is often made in
programme reviews, but remains largely neglected.
Health managers, therefore, lack a comprehensive
picture of child health interventions across the
province or within the various health regions and
districts. Moreover, as routine (monthly report)
data are often meaningless and as targets have not
been set, there is little accountability on the part of
health workers in the delivery of the programmes.

Specific
Immunisation
✦ Increasing uptake at one-year to >90% will require
the implementation of innovative strategies such
as offering immunisation services at weekends
or after-hours services at clinics, greater use of
mobile outreach services, encouraging family
practitioner and paediatrician participation in
vaccine administration and ensuring availability of
vaccines at hospitals (to allow immediate catch-up
for unvaccinated sick children).
✦ Minimising missed opportunities requires training
of health workers about false contraindications.
Technology-based solutions such as the Mindset
network that offers satellite based, ‘on-tap’
educational services in the users’ immediate
environment at more than 110 of the most rural or
distant clinics and hospitals in South Africa offers
attractive opportunities.49

✦ Some effort at combating the small but vocal antivaccination lobby’s distorted messages through
targeted health promotion activities (e.g. targeting
wealthier suburbs or crèches, or particular
religious, cultural and culinary groups – such as
vegetarians).
IMCI
✦	Emphasis must be placed on maintaining high
levels of IMCI coverage. This will require ensuring
that all health workers receive training in IMCI
at the pre-service level, and that training capacity
at provincial and district levels is developed and
maintained.
✦ Regular updating and supervision of IMCI trained
practitioners’ needs to be addressed.
✦ Barriers to use of the adapted guidelines which
facilitate the identification and management of
HIV affected children need to identified and
addressed.
✦ The Household and Community component requires further investment and strengthening.
Diarrhoeal disease
✦ Communities should hold government accountable
for its water and sanitation provision promises.
Public accountability at all levels can bring delivery
bottlenecks to the attention of all, and encourage
rapid action to address them.
✦ Promotion and use of diarrhoea severity reducing
actions, such as zinc supplementation and promotion of feeding (during diarrhoeal episodes) at
health centres deserve attention.
Neonatal health
✦ Priority antenatal interventions include efficient
screening for syphilis and HIV.
✦ Training of health workers in neonatal resuscitation
could reduce subsequent mortality and morbidity.
✦ Improvements in basic neonatal care delivery (such
as promotion of exclusive breastfeeding, early
detection of jaundice and prevention of nosocomial
sepsis) are needed.
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✦ Research on the role of community child (or
specifically neonatal) health promoters is warranted
in the local setting, based on international
experience.
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Abstr act

Nutritional problems in children are currently being addressed through the Integrated
Nutrition Programme. Key focus areas with goals and targets have been set for 2007.
This chapter discusses information and findings of studies relating to the evaluation of
the different focus areas of the Integrated Nutrition Programme. Progress has been made
and targets have or are likely to be met in areas including: the Baby-Friendly Hospital
Initiative; legislation relating to the mandatory fortification of maize meal and wheat
flour with multiple micronutrients; mandatory iodization of salt; the provision of Roadto-Health Charts; and aspects relating to the National School Nutrition Programme.
Other focus areas of the Integrated Nutrition Programme such as coverage of
vitamin A through supplementation; legislation relating to the protection of breastfeeding
mothers in the workplace and reducing morbidity and mortality in children from
under-nutrition, over-nutrition and HIV / TB, require more attention if set targets are
to be achieved.

ch i l d n u t r i t ion

T

he National Food Consumption Survey of 1999, among children aged 1-9 years
indicated a high prevalence of stunting (21.6%) and overweight and obesity
(17.1%). One in two children had an intake less than half the recommended
requirements for vitamins A, C, riboflavin, niacin, B6, folate, calcium, iron and zinc.
Studies in children with HIV report multiple micronutrient deficiencies and levels
of underweight and stunting as high as 50% before commencement of antiretroviral
therapy.

Key constraints in achieving the set goals and targets include high rates of household
food insecurity and lack of adequate service delivery. Recommendations on how to
address these challenges and strengthen the components of the Integrated Nutrition
Programme are made.
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Introduction
In South Africa (SA) the nutrition transition which
includes the co-existence of under- and over-nutrition,
is evident between and within populations and across
all ages.1,2 Superimposed on this is the HIV pandemic,
giving rise to the nutrition related ‘triple burden’
of disease. It has been recognised that as a result of
the prevalence of under-nutrition, micronutrient
deficiencies, and emergent over-nutrition, both primary
and secondary interventions are essential.3 Given the
estimated infant mortality rate of 60 per 1 000 live
births and an estimated under-5 mortality rate of 95 per
1 000 live births4 as well as issues related to household
food insecurity in SA, this presents a complex picture
for health workers and policy makers.
The objectives of this chapter are to:
✦ Review the nutritional status of children in SA;
✦ Discuss how HIV impacts on the growth and
nutritional status of HIV-infected children;
✦ Outline the focus areas of the Integrated Nutrition
Programme (INP) and its impact in addressing
nutritional problems in children; and
✦ Make recommendations for improving children’s
nutritional status.

Nutritional status of children
Under-nutrition
In 1995 it was estimated that 2.3-2.5 million South
Africans were undernourished, the majority of who were
African children aged 0-15 years.5 A study undertaken
by the South African Vitamin A Consultative Group
(SAVACG) in 1994 on children aged 6-72 months
showed that the national prevalence for underweight,
stunting and wasting were 9.3%, 22.9%, 2.6%
respectively.6 In 1999 a study by the National Food
Consumption Survey (NFCS) on children aged 1-9
years showed a national prevalence for underweight
	

	

	

weight-for-age < -2SD Proportion of children with weight for age
under 2 standard deviations from the norm (reference population
median).
height-for-age <-2SD Proportion of children with height for age
under 2 standard deviations from the norm (reference population
median).
weight-for-height <-2SD) Proportion of children with weight
for height under 2 standard deviations from the norm (reference
population median).
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of 10.3%, stunting 21.6%, and wasting 3.7%. The
prevalence of under-nutrition was highest in rural areas,
particularly on commercial farms and in informal
settlements compared with urban areas.7

Over-nutrition
An emphasis on under-nutrition may well have led
to overlooking the overweight problem in children.
However, in 1994, 9.0% of children aged three to six
years, from a representative sample of African children
in the Cape Metropole were reported to be overweight.,1
More recently, utilising NFCS data, secondary analyses
were performed on the weighted sample of children in
terms of body mass index reference percentiles from the
International Obesity Task Force8 (Table 1). Prevalence
of overweight was found to be highest in urban formal
areas, especially in the 1-3 year old children, which is
consistent with data from other developing countries.9
The data show that the prevalence of combination of
being overweight and obese (17.1%) is comparable to
that for stunting (21.6%) for this age group.
The increasing prevalence of overweight and obesity
continues into adolescence and adulthood. These
changes in body composition and the dietary intake
shifts (including increases in intake of fat, salt and
sugar) currently driving overweight and obesity in the
bulk of the population, have been described elsewhere.
Also associated with and exacerbating over-nutrition
are important lifestyle changes in children such as
decreased physical activity.11

Dietary intake
According to the NFCS, dietary intake in most children
was of low micronutrient status, with variable reported
energy intakes, which were particularly inadequate in
rural areas. These data were previously summarised3
and formed the basis of mandatory fortification of
maize and wheat flour introduced in 2003.

	

>+2 z-score for weight-for-age.
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Table 1:
Percentage South African children classified as overweight or obese with BMI reference cut-offs of the
International Obesity Task Force10 (based on the weighted NFCS sample)7
Domain Analysis

Area of residence
p=0.006*

Rural / Urban
p=0.0257*

Age Group (years)
p<0.0001*

SA
Source:

Number (n)

% BMI ≥30 [95% CI]

% BMI ≥25 [95 % CI]

Farms

108

3.5

[0.77-6.3]

10.8

[6.03-15.5]

Formal urban

946

6.2

[4.4-7.96]

20.1

[16.01-24.19]

Informal urban

272

5.9

[3.15-8.63]

13.4

[10.02-16.8]

Tribal

874

3.7

[2.55-4.93]

15.8

[13.52-18.14]

Rural

982

3.7

[2.64-4.79]

15.3

[13.15-17.4]

Urban

128

6.1

[4.55-7.67]

18.6

[15.15-22.06]

1-3

795

7.8

[6.07-9.49]

23.7

[20.87-26.62]

4-6

861

3.8

[2.5-5.12]

15.8

[12.84-18.75]

7-8

544

3.0

[1.13-4.83]

9.5

[6.37-12.69]

2 200

5

[4.1-6.0]

17.1

[15.0-19.2]

Total
Cole et al., 2000;10 Labadarios et al., 2000.7

BMI≥25 indicates overweight; BMI≥30 indicates obesity
*

Chi-square p-value for testing for associations, using weighted values, between BMI groupings, area of residence, urban versus rural, and
age groups.

The Impact of HIV on childhood
nutritional status and growth

catch-up in growth and their growth patterns could
resemble that of children born to uninfected mothers.

HIV contributes to an increased prevalence and severity
of under-nutrition and micronutrient deficiency in
children. HIV-infected children on antiretroviral
treatment, particularly those on protease inhibitors, are
later at risk of acquiring diabetes, dyslipidaemia and
atherosclerosis.12 Obesity has become an important
lifestyle illness in HIV-infected youth in the USA.
Whether this will become a problem in Africa is not
yet known.13

Under-nutrition is a major problem in HIV-infected
children in SA as illustrated in Table 2. More than
50% of children with HIV infection become stunted
or underweight and at least 1 in 5 develop wasting.19

Studies done in Zambia and Rwanda found a higher
prevalence of low birth weight in HIV-infected
compared with non-infected mothers.14,15 Studies in
Zaire showed that the effects of HIV infection on foetal
growth were greater towards the end of pregnancy and
with increasing severity of maternal illness.16
Similarly, HIV infection causes decreased growth
as early as three months of age and may lead to
irreversible stunting, underweight and wasting, unless
antiretroviral therapy is given.17,18 Children born to
HIV-infected mothers but who are uninfected may
	

Democratic Republic of Congo.

Table 2:
The effect of HIV on the anthropometric status of
children <15 years of age before starting antiretroviral
therapy
Anthropometric
indices

Total Number

Number

(%)

Moderate or severe
stunting

406

271

66.7

Moderate or severe
underweight

408

232

56.9

Moderate or severe
wasting

390

81

20.8

Source:

Eley et al., 2006.19

Studies from several African countries have reported
that severe wasting (marasmus) is more commonly
encountered in HIV-infected children than oedematous
under-nutrition (kwashiorkor).20-23 In an analysis
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undertaken recently at Red Cross Children’s Hospital,
of 390 HIV-infected children, 26 (6.7%) had severe
wasting.19 Low serum levels of vitamins A, E, B6, B12
and C, beta-carotene, selenium, zinc, copper and iron
are common in HIV-infected individuals. Vitamin
A deficiency has been associated with increased
morbidity and mortality in HIV-infected children, as
well as increased mother-to-child transmission of HIV
in pregnant women.24,25 A study involving 48 HIVinfected children in Cape Town showed that 80% had
marginal vitamin A status (serum retinol <20 μg/dl) and
15% had vitamin A deficiency (serum retinol <10 μg/dl).
Twenty per cent had sub-normal zinc concentrations
and 62% had two or more micronutrient deficiencies.26
In another South African study of 60 HIV-infected
children, 52% were iron-depleted and 18% had iron
deficiency anaemia.27
The severity of under-nutrition in HIV-infected
children is associated with an increased risk of
dying.28-30 The wasting syndrome characterised
by persistent weight loss with chronic diarrhoea or
protracted fever is a cause of a high morbidity and
mortality.31
Deficiencies of micronutrients required for normal
immune functioning such as copper, zinc, iron,
selenium, magnesium, folic acid, vitamin A, vitamin
C, vitamin B6, vitamin B12, ß-carotene and vitamin
E may compound the risk for acquiring opportunistic
infection and facilitate the progression to AIDS and
death.32-35
HIV encephalopathy can occur in 70-80% of children
with moderate to advanced infection resulting in
significant neuro-developmental and cognitive
dysfunction.36 A study at Red Cross Children’s Hospital
showed that 70% of the children evaluated prior to
the commencement of antiretroviral therapy had subnormal cognitive function.37 The extent to which
under-nutrition contributes to impaired cognitive
function in these children is unknown. However, a
recent study in HIV-infected women showed that
multivitamin supplementation during pregnancy was
associated with a lower risk of neuro-developmental
delay in their offspring.38
In summary, HIV infection can lead to widespread
under-nutrition and micronutrient deficiencies in
children.39 At present in SA, there are approximately
206

300 000 children <15 years of age who are infected.
It is estimated that at least 50% are stunted and / or
underweight, 10-15% have severe under-nutrition,
and >70% have marginal vitamin A status. However,
the true extent of growth failure and under-nutrition
among HIV-infected children in SA needs further
investigation.

Nutritional status of HIV Orphans
Studies evaluating the nutritional status of HIV
orphans in Zimbabwe showed a three fold increased risk
of underweight, a two fold increased risk of stunting
and a 1.5 fold increased risk of wasting compared with
children cared for by their parents.40 Studies in other
African countries showed that the nutritional status
of orphans supported by their extended families was
similar to that of non-orphans.41-43
In 2004 the Medical Research Council (MRC)
estimated that there were 625 000 HIV orphans in SA;
however, their nutritional status is unknown.39

Household food insecurity and HIV
infection
Children with HIV infection develop nutritional
deficiencies for several reasons. The HIV epidemic has
undermined the fight against hunger and household
food security leading to under-nutrition in sub-Saharan
Africa. In the short term HIV undermines food security
through loss of labour; increased cost of health care and
funerals; decreased household agricultural production;
diminished ability to care for vulnerable individuals;
and erosion of wealth. In the long term it impacts on
social and economic systems in countries with high
prevalence rates.44
The food crisis in southern Africa points to a
relationship between food insecurity and the worsening regional HIV epidemic. The resultant undernutrition completes a vicious cycle linking poverty and
inequality, food insecurity, under-nutrition, and HIV
infection. An estimated 60% of the population in the
region are under-18 years and as a result children are
particularly vulnerable because many lose their parents
or caregivers to the epidemic.45,46
Even though SA is considered to be relatively food secure,
more than 14 million people (35%) are vulnerable to
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food insecurity. Rural areas are particularly threatened
as they include 70% of the country’s poorest households.
However, not all of the poorest households are the
most food insecure.47,48 In addition, food shortages
in neighbouring countries affect SA, which is a major
food supplier to the region during crises.

In the absence of national data, the analyses of the
impact of interventions relating to the focus areas of
the INP, is based on studies that relate to the different
focus areas. A summary of the different evaluations is
shown in Table 3.

Evaluation of Strategies
to address nutritional
deficiencies in children
The Integrated Nutrition Programme
Nutritional deficiencies in both uninfected and
HIV-infected children are currently being addressed
through the INP which has a strategic plan containing
eight interlinked focus areas with goals, objectives and
targets. These focus areas are supported by a nutrition
information system, a human resource plan and a
financial and administrative system.49
Table 3:
Evaluations of the INP and nutrition-related programmes
Focus area

Programme

Disease-specific
nutrition support,
treatment and
counselling

Nutrition Supplementation Western Cape Province50
Programme
Of 831 children in Mitchell’s Plain District: 37% dropped out; 38% showed
catch-up growth and 25% deteriorated in growth.
Evaluation done at 17 clinics in Southern Cape,54 33% of children were
enrolled for >1 year; limited improvement in the growth.
Northern Cape Province51
76% of NSP budget was spent; 85% of health facilities implemented NSP;
covered 50% of undernourished children and 60% of at-risk pregnant and
lactating women; 10% of children moved into normal percentile range.

Growth
monitoring and
promotion

	

Main Findings of Evaluation

Management of severe
under-nutrition

Mt Frere District, Eastern Cape55
Guidelines were piloted in the Eastern Cape between 2000 and 2001.
At Mary Theresa Hospital, case-fatality rates fell from 46% before
implementation to 21% after implementation. At Sipetu Hospital, the rates
fell from 25% pre-implementation to 18% during 2000, but then rose to
38% during 2001, when inexperienced doctors who were not trained in
the treatment of malnutrition were deployed. The rise in case-fatality rates
was associated with less frequent prescribing of antibiotics, potassium and
vitamin A.

Guidelines

Western Cape’s – peri-urban area57
Included 134 children and caregivers. Unemployment, poor household food
security and financial dependency were significantly higher in families with
nutritionally at-risk children. Weights obtained by the nurses and researcher
differed significantly because of different scales and weighing methods.
Researcher found 50% of children nutritionally at-risk; nurses found 10.4%
at-risk children.

INP is a South African comprehensive nutrition strategy that focuses
on children under-6 years, at risk pregnant and lactating women and
those affected by communicable and chronic diseases of lifestyle.

207

Focus area

Programme

Main Findings of Evaluation

Control of
micronutrient
deficiencies

Vitamin A
Supplementation

Vitamin A supplementation nationally58
Vitamin A coverage children 6-11 months (excluding W Cape): 72.8%
Vitamin A coverage children 12-59 months (excluding W Cape): 13.9%
Vitamin A Supplementation in Western Cape59
The study included 234 children in the Cape Metropole and 66 children in
the West Coast Winelands Regions. The mean age of the children was 24.3
months. Only 34% of the children who were eligible for supplementation
received vitamin A (Cape Metropole 29%; West Coast Winelands 52%).
Vitamin A given was recorded on 76% of the RTHC; 24% of the mothers
knew why their child had been given vitamin A; and 11% of the mothers
knew about the programme.

Salt Iodization

Iodization of table salt60,61
Within 2 years, iodine content of salt increased from 14 to 42 mg/kg; 19% of
salt iodine content was still <20 mg/kg.
In a national representative sample of 2043 households across the nine
provinces, salt was always available in 95.4% of households. National
coverage of adequately iodized table salt (i.e. >15 mg/kg) increased from
30% to 62.4%. Coverage was low for Mpumalanga (45.1%), Limpopo
Province (39%) and the North West Province (48.3%). Household use of
iodized salt increased from 30% to 62.4% nationally. There was a significant
association between iodine concentration of household salt and low socioeconomic status.

Food fortification

Fortification of maize meal on the anthropometric and micronutrient status
of children aged 1-3 yrs62
Randomized intervention: 21 children in experimental group on fortified
maize meal; 23 children in control group on unfortified maize meal. After
12-months, weight gain of children in experimental group was significantly
greater (4.6 kg vs 2.0kg); no significant differences in height were noted;
children in the experimental group had a non-significant increase
haemoglobin and micronutrient status group.

Promotion,
protection and
support of
breastfeeding

SA Breastfeeding
guidelines for health
workers and the BFHI

Evaluation of the SA Code73
Evaluation done of violations of the international code on the marketing of
breast milk substitutes in Poland, Thailand, Bangladesh and South Africa.
In SA the study covered 46 health facilities and 804 pregnant women and
mothers of infants ≤6 months in Durban. Results: 20% of the health facilities
received free breast milk samples; 2% of health workers received free
gifts and 17% of the health facilities received information that violated the
code. One per cent of pregnant women and 3% of mothers with infants ≤
6 months received free samples. Results confirm ongoing violations of the
international code.

Contribute to
household food
security

National School Nutrition
Programme (NSNP)

Evaluation of NSNP78,79
Implemented since 1 September 1994. Up to March 2002, an average of 5
million learners from 15 000 schools have benefited from the scheme (i.e.
47% of all primary school learners).
In 2003/04 the Programme reached about 95% of schools targeted and 95%
of children targeted.
Findings previously reported: problems with targeting; human resources;
feeding times, days covered and menu options; nutrient density and
acceptability; wastage; adherence to guidelines, monitoring.

Social assistance

All social grants

Social and economic impact of SA’s social security system98
Grants reduced the poverty head count by 4.3%.
Grants reduced total rand destitution gap by 45% and total rand poverty
gap by 29%.

Extension CSG100

Lower CSG uptake rates in Eastern Cape, KwaZulu-Natal and North West
Province.
Beneficiaries need to reapply if cut-off age reached before start of next CSG
phase.
Dissemination of inaccurate information on eligibility criteria.
Lack of national monitoring, standards and norms.
Lack of human resources.
Problems with the data system.

Source:
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Disease-specific nutrition support,
treatment and counselling
This relates to nutrition counselling, support and
treatment of children with under-nutrition, overnutrition, tuberculosis and HIV based on the guidelines
of the Integrated Management of Childhood Illness
(IMCI), WHO’s ‘Ten Steps’ on the management of severe
under-nutrition and the Nutrition Supplementation
Programme (NSP). The target in children aged 19 years is to reduce underweight from 10.3% to 8%,
stunting from 21.6% to 18% and overweight from 6%
to 4% by 2007.
Management of moderate under-nutrition
A national evaluation of the NSP of the Health
Facility-based Nutrition Programme in addressing
under-nutrition in children <6 years as well as other
target groups has not been done. However, evaluations
based on limited separate studies show that NSP
had a partial impact on the growth of the children
studied. For example, in the Western Cape,50 38%
of undernourished children who were supplemented
showed catch-up growth while in the Northern Cape,51
only 10% of children moved back into the normal
percentile range after supplementation for a mean
period of 8 months. The main constraints identified
included lack of staff training; inadequate coverage
and targeting of undernourished children; a high
drop out rate; incorrect distribution of nutrition
supplements; ineffective counselling of mothers and
caregivers; and lack of integration with other nutrition
programmes.52-54
Management of severe under-nutrition
In 2003, the Department of Health (DoH) developed
guidelines on the management of severe under-nutrition
based on WHO’s ‘Ten Steps’ on the management of
severely undernourished children. The implementation
of the WHO guidelines was evaluated in the Mt.
Frere District of the Eastern Cape.55 Despite an initial
positive outcome, the case fatality rate increased at one
of the hospitals, which was linked to the high turnover
of staff, errors in management and lack of supervision.
Adding to this was the impact of HIV on an over
burdened health system.
	

Former known as Protein Energy Malnutrition (PEM) Scheme.

Prevention and management of over-nutrition
The DoH also focuses on the prevention and treatment
of over-nutrition and nutrition-related chronic diseases.
Eleven food-based dietary guidelines (FBDGs) were
developed for the general public, targeting children
above seven years and adults. The overall aim of the
guidelines is to promote consumption of local foods
that are high in nutrient density, affordable, accessible
and culturally acceptable.
These guidelines were endorsed by the consortium
in 2003 and have been consumer tested in various
provinces.56 Educational material including fact sheets,
booklets and flip charts have been developed and
made available for use in clinics to inform mothers
and children in schools. A Working Group has also
developed draft paediatric FBDGs for parents of infants
and children below seven years, and consumer testing
is currently underway.
Growth Monitoring and Promotion
Guidelines and training materials have been developed
on growth monitoring and promotion (GMP)
nationally. Provision of Road-to-Health Charts
(RTHC) and training of health workers are essential
in ensuring effective GMP. In 1998, 74.6% of children
aged 12-13 months had a RTHC and the target is to
increase this to 85% by 2007.49
Few studies have assessed GMP practices of primary
health care (PHC) nurses. A study57 done at a PHC
clinic in a peri-urban area of the Western Cape showed
that PHC nurses missed children in need of nutrition
intervention because of failure to plot weights on the
RTHC. The study highlights the need to improve
GMP practices among PHC nurses, and to consider
using other criteria to identify children nutritionally
at-risk.

	

	

The development of the guidelines is a joint initiative between
the Nutrition Society, Association for Dietetics in South Africa,
Industry, the Medical Research Council, academic institutions and
DoH.
Growth monitoring and promotion (GMP) includes the regular
measurement and recording of weight, and action needed to improve
growth.
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Nutrition promotion, education and
advocacy
This relates to effective communication in improving
knowledge, awareness and practices that could affect
nutrition-related behavioural change among the
public. It also includes creating nutrition awareness and
advocacy for implementation of the INP among policymakers. Educational and promotional material on
breastfeeding, TB, HIV, micronutrients (vitamin and
iodine), food fortification and FBDGs for adults have
been developed by the National Nutrition Directorate.
There are no data on the current status and targets for
this focus area.
Control of micronutrient deficiencies
Control of micronutrient deficiencies is through
supplementation, dietary diversification and food
fortification. The micronutrient deficiencies of public
health significance are vitamin A, iron, zinc and iodine
deficiency. High-dose vitamin A supplementation is
being implemented nationally in children aged 6-60
months and in postpartum mothers within 6-8 weeks
of delivery. Regulations for the mandatory fortification
of all maize meal and wheat flour with vitamin A,
thiamine, niacin, riboflavin, pyridoxine, folate, iron
and zinc, came into effect in 2003 and compulsory
iodization of salt in 1995. The targets set for vitamin
A coverage is 95% for infants and postpartum mothers
and 80% for children aged 1-5 years. The target is to
reduce vitamin A deficiency from 33% to 19%, iron
deficiency from 10% to 7.5% and iodine deficiency
from 10.6% to 5%, by 2007 respectively. 49
Vitamin A Supplementation
The vitamin A coverage rates for the different provinces
from April 2004 until March 2005 are shown in
Figures 1 and 2. For children aged 6 to 11 months and
12 to 59 months, vitamin A supplementation coverage
rates nationally were 72.8% and 13.9%, respectively.58
The differences in vitamin A supplementation (VAS)
coverage rates probably reflect the poor clinic attendance
of children aged 2 years and above after completing the
immunisation schedule.
A study conducted in the West Coast Winelands and
Cape Metropole Regions of the Western Cape between
April 2003 and October 200459 showed that only 34%
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of the children who were eligible for VAS received
it, despite the fact that 80% of staff had received
training.
VAS coverage is low in all the provinces, especially
for children aged 12-59 months. The study done in
the Western Cape shows that mothers are not aware
of the programme and the benefits of VAS for their
children. Also, despite receiving training, health staff
may still fail to provide vitamin A supplementation
when indicated.
Iodine Deficiency
SA introduced compulsory iodization of table salt in
1995, increasing the level of iodine in salt from 10-20
mg/kg to 40-60 mg/kg at the site of production. Within
one year the mean iodine content of table salt available
in shops in three of the nine provinces had more than
doubled.60 The use of adequately iodized salt was found
in 62.4% of households in a national survey. However,
lower coverage rates were found in three of the rural
provinces because of using cheaper non-iodized salt
(agricultural salt and salt purchased directly from the
producers).61 It is therefore important to ensure that a
sustainable supply of adequately iodized salt is available
to the poorer sector of the population. The leakage of
non-iodized agricultural salt to low socio-economic
households in rural provinces occurred mainly because
it is exempt from mandatory fortification.
Food fortification
A monitoring framework has been set up for the national
food fortification programme, the results of which are
not yet available. However, a study62 in the North
West Province evaluated the effectiveness of a vitaminfortified maize meal in improving the nutritional
status of 1-5 year old malnourished children. Despite
the small sample size, the study showed that fortified
maize meal could significantly improve the growth and
micronutrient status of one to three year old children.

	

Participants in this study were provided with free maize meal.
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Figure 1:
Vitamin A coverage in children aged 6-11 months (April 2004-March 2005)
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Figure 2:
Vitamin A coverage in children aged 12-59 months (April 2004-March 2005)
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Note:

No information is provided for the Western Cape as the Vitamin A supplementation programme targeted children with specific medical
conditions (1999-2005) as opposed to the targeting of all children under-five years in the other provinces.

Promotion, protection and support of
breastfeeding
The South African Demographic and Health Survey
(SADHS) Preliminary Report (2003) indicates that,
only 11.9 % of infants aged 0-4 months were exclusively
breastfed and 20.1% were never breastfed.63 To improve
rates of breastfeeding a combination of strategies to
promote, protect and support breastfeeding is needed.
Support for and Promotion of Breastfeeding
SA has adopted and implemented the Baby Friendly
Hospital Initiative (BFHI) and health facilities are
being transformed to comply with the Ten Steps to
Successful Breastfeeding, which was launched in

1993.64 These guidelines form the basis of the South
African Breastfeeding Guidelines for Health Workers
(2000).65 The number of baby-friendly hospitals in SA
was estimated to be 3 (1%) in 1995 and a target was set
for 15% by 2007.
At the end 2005, 178 health facilities had been declared
‘Baby Friendly’. This is 37% of the total health facilities
in the country, thus the target of 15% for 2007 has
been exceeded.66
In addition, Breastfeeding Liaison Groups have been
established in Gauteng, the Western Cape (Metropole
Region), and the Eastern Cape provinces. These
groups focus on promoting, supporting and protecting
breastfeeding and membership is open to anyone with
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an interest in breastfeeding, including health
professionals (private and public sectors), lactation
consultants, lay breastfeeding counsellors, and members
of the lay public.
Protection of Breastfeeding
The WHO International Code of the Marketing of
Breast milk Substitutes67 was drafted by the World
Health Assembly (WHA) because of inappropriate
marketing of breast milk substitutes.68 In 1986, SA
adopted the WHO Code,69 which is known as the
South African Code of Ethics for the Marketing
of Breast milk Substitutes (referred to as the South
African Code). It is identical to the WHO Code, with
the omission of Article 11, which deals with monitoring
of the code. Protection of breastfeeding also relates to
legislation on maternity leave and the establishment of
crèches in or near the workplace.
To date, the South African Code has been implemented
on a voluntary basis. At the time that the WHO
and South African Codes were drafted, infant food
companies agreed to comply with the principles of
these codes. Despite this, compliance of companies
has repeatedly been called into question and frequent
violations of the code have been consistently reported
internationally and in SA.70-73
The Protection of Maternity Benefits
The Maternity Protection Convention74 (No. C183)
and the Maternity Protection Recommendation,75 of
the International Labour Organization (ILO), provide
recommendations for the protection of maternity
benefits. These include maternity leave of more than
18 weeks with a minimum of six weeks compulsory
leave after delivery; daily breaks or a reduction in work
hours for breastfeeding mothers; establishment of
facilities for nursing at the workplace; and payment of
maternity leave benefits of not less than two-thirds of
the salary. The Convention has not been fully adopted
in SA and maternity benefits are legislated through the
Basic Conditions of Employment Act, 1997. The latter
includes: four months of maternity leave, and no work
for six weeks after birth; prohibition of work hazardous
to the health of the mother and alternative employment
if the employee works at night or work poses a danger to
the mother and her child’s safety. Payment of maternity
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benefits is under the amended Unemployment
Insurance Act.76 The Act provides for maternity
benefits of a maximum of 60% of the applicants
salary over the period of four months maternity leave.
Linking maternity benefits to unemployment benefits is
discriminatory to employed mothers as they are forced
to use up their unemployment benefit. This discourages
employed women from drawing maternity benefits,
which in turn, negatively impacts on breastfeeding
practices. The Act also makes no mention of the right
of breastfeeding mothers to take nursing breaks when
they return to work, or to have nursing facilities at the
workplace.
Contribution to household food security
The Integrated Food Security Strategy (IFSS) is a
national strategy comprising all the food security
programmes that aim to eradicate hunger, undernutrition and food insecurity by 2015. The vision of the
IFSS is to attain access to sufficient, safe and nutritious
food for all South Africans at all times to meet their
dietary and food preferences for an active and healthy
lifestyle. The objectives of the IFSS are to:
✦ Increase household food production;
✦ Improve income generation, food safety, safety
nets and emergency food management systems and
information management systems; and
✦ Ensure capacity development; and stakeholder
dialogue.77
Household food security activities linked to the INP
include:
✦ Education and promotion of school gardens and
micronutrient-rich foods;
✦ Advocacy for the use of appropriate methods of
food production and exemption of certain foods
from value added tax (VAT);
✦ Nutrition guidelines for sectors caring for children
e.g. crèches, HIV orphans;
✦ Provision of food to Early Childhood Development
Centres;
✦ Establishment of day care centres linked to income
generating activities for women’s groups;
✦ Subsistence and commercial food production; and
✦ School feeding programmes.49
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The National School Nutrition Programme (NSNP)
was introduced in 1994. From 1995 until April 2004
school feeding was managed by the DoH with the
assistance of the Department of Education (DoE).
Since April 2004, the NSNP has been taken over by
the DoE. The aims of the NSNP were to alleviate
hunger and improve attention and performance of
school learners. The NSNP is required to provide
meals with an energy content of not less than 25% of
the Recommended Daily Allowance (RDA) to children
aged 7-10 years and not less than 20% of the RDA to
children aged 11-14 years. Priority is given to schools
in poorest geographical areas (i.e. rural, farming and
peri-urban schools). Targets for 2007 have been set in
reaching 100% of targeted schools; to cover 100% of
the actual school feeding days, and to achieve 100%
compliance with the menu specifications.49
Evaluations have found that school feeding improved
the attentiveness, attendance and contributed to
improving household food security of learners.78-80
Brand81 reported that the programme had been
successfully implemented reaching 85% of all primary
schools in 2001/02. Based on data trend, it was suggested
that programme targeting had become more precise
with more effective delivery of the NSNP to children
identified as being in need. This also indicated a more
cost-effective implementation of the programme. This
was not in keeping with the assessment of the South
African Human Rights Commission, which found
that there was a reduction in the number of children
benefiting from the NSNP.82 In 2003/04 the NSNP
had reached 95% of the targeted schools and learners,
which is within reach of the targets set for 2007.
Ongoing monitoring and evaluation have indicated
critical challenges to implementing the NSNP in an
effective and efficient manner (Table 3).78,79
The DoE has set the following targets for implementation of the NSNP in 2005/06:
✦ To reach 5 million learners at 15 000 poverty
stricken schools;
✦ To improve coverage of planned feeding days to a
minimum of 156 in all 9 provinces; and
✦ To comply 100% with nutritional criteria for school
feeding.83

The Integrated Sustainable Rural Development
Programme (ISRDP) was started in 2001 as a presidential project aimed at improving rural development.
The essential elements include rural economic
development; sustainability through community
participation and ownership; integration of efforts at
a local level; and rural safety nets (social programmes).
The main objectives are poverty alleviation, sustainable
development, planning, budgeting and delivery
of programmes and demonstration of a vision for
local government development. Thirteen nodal sites
(economic hubs) are being developed across the different
provinces. These nodes have initiated different income
generating activities including small scale agricultural
and cattle-breeding, HIV orphan support and housing
and sanitation projects. The main stakeholders include
the community, national and local government, NGOs
and the private sector.84 The impact of the ISRDP has
not yet been evaluated.
Nutrition interventions for children with
HIV
Recent published guidelines for managing paediatric
HIV infection in SA include a recommendation that
food supplementation should be given to children
whose weight is consistently below the 3rd percentile.
Furthermore, specific food supplements (Philani
Zymmune) are distributed at antiretroviral treatment
sites to undernourished children and those at risk for
under-nutrition.85
Other guidelines for HIV-infected children include
macro-and micronutrient supplementation and the
WHO guidelines for the management of children with
severe under-nutrition.86-88
Micronutrient supplementation
Randomised trials with high-dose vitamin A
supplementation have resulted in reduced mortality
and morbidity in HIV-infected children.89,90 A
recent randomised trial showed that daily zinc
supplementation in HIV-infected children was
associated with reduced morbidity from diarrhoea.91
Another local study supports the routine use of zinc
supplementation together with a standard multivitamin
preparation. In that study children who received zinc
	

Philani Zymmune: lactose, gluten free, enzymatically modified
maize meal that is fortified with micronutrients and antioxidants.
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plus multivitamins experienced fewer episodes of
hospitalisation and diarrhoea compared to those who
only received multivitamin supplements.24 Beyond
these studies there is no conclusive evidence that other
micronutrient supplements reduce morbidity and
mortality.92
Antiretroviral therapy
Antiretroviral (ARV) therapy independently exerts
a favourable effect on growth and body composition
in HIV-infected children. Recovery from wasting and
underweight precedes catch-up growth93,94 as illustrated
by the results of a recent analysis of children receiving
ARV therapy at Red Cross Children’s Hospital (Table
4).
Table 4:
Changes in growth in HIV-infected children < 15 years
after 1 year of antiretroviral therapy
Baseline
assessment
Number (%)

With respect to children affected by HIV, the Department of Social Development has initiated the ‘Orphans
and Vulnerable Children (OVC) Programme.’
Programme activities include identification of
vulnerable children and basic food provision. At the
end of 2005 more than 120 000 (19%) orphans were
receiving support.97

Social Assistance
A study which looked at the social and economic impact
of the various social grants98 (Table 3) found that social
grants were associated with:

Parameter

Total
Number

Wasting

254

52

20.5

6

2.4

Underweight

266

149

56.0

51

18.2

✦ More resources to finance education for children;

Stunting

264

178

67.4

123

46.6

✦ A greater share of household expenditure on food
and less hunger;

Source:

1 year
Number (%)

lipodystrophy syndrome in children on antiretroviral
therapy can be prevented or modified using specific
dietary interventions. A recent study evaluated the role
of home based care for severe under-nutrition using
a ready-to-use therapeutic food (RTUF). This study
showed that the intervention was highly successful.96
A similar approach is required to determine the
effectiveness of dietary and nutritional interventions in
SA to ensure optimal utilisation of resources.

Eley et al., 2006.95

✦ Less expenditure on health;
Shortly after the introduction of antiretroviral therapy
the lipodystrophy syndrome characterised by insulin
resistance, lipid abnormalities and fat redistribution,
develops. This has been described in adults and
subsequently in children. Prevalence of this syndrome
in children ranges from 1-43% although its extent
in African children is not known. Isolated lipid
abnormalities have also been described in children.
Regimens containing protease inhibitors, one of the
major antiretroviral classes, have been implicated, but
it is likely that fat maldistribution may occur with nonprotease-inhibitor containing regimens.87,95Attention
should therefore be given to the quality of diets of HIVinfected children. Several nutritional interventions have
not been adequately evaluated in HIV-infected children
including food supplementation and determination of
the recommended daily allowances of macronutrients
and micronutrients for children on antiretroviral
therapy. Furthermore, it is not clear whether the
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✦ Greater household access to piped water;
✦ Providing potential participants with resources to
invest in job searches;
✦ Higher employment success rates; and
✦ Improved worker productivity.
Social grants therefore had a number of positive spinoffs for poor households. There has been a progressive
take-up of social grants. In March 2006, an estimated
7.1 million children (80%) eligible for the child support
grant (CSG) had access to it. Similarly there has been
an increase in the take-up between April 2004 and
March 2006 in the Foster Child Grant and the Care
Dependency Grant by 57% and 15%, respectively.99
Problems relating to the extension of the CSG100 that
need to be remedied are outlined in Table 3.
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Policies and programmes related to
nutrition
Following the increase in price of basic foodstuffs
in 2002, government responded by increasing the
availability of social assistance grants and directly
providing food parcels and agricultural starter packs.
As a medium to long-term measure other strategies
were introduced including lowering of tariffs within
SADC as an incentive to food production; support
for cooperative milling among local communities;
establishment of a food pricing committee to monitor
food production, supply and pricing. Government has
also set aside money specifically for food relief. At the
end of October 2002, R400 million was set aside for
the following three years for food relief. A further
R800 million was allocated for continuation of the
101
programme through 2004 and 2005.

Conclusion
What are the positive outcomes of the INP?
Despite many setbacks, progress has been made with
certain focus areas of the INP including:
✦ Implementation of the Baby-Friendly Hospital
Initiative. Thirty-seven per cent (37%) of the
health facilities have already been declared babyfriendly compared with a target of 15% set for 2007.
However, it still needs to be seen whether this will
translate into higher rates of exclusive breastfeeding
during the first six months of the infant’s life.
✦ Implementation of the legislation relating to
the mandatory fortification of maize meal and
wheat flour with multiple micronutrients and the
iodization of salt. In the long-term these policy
measures could reduce micronutrient deficiencies.
Of concern is the low vitamin A coverage of
children in all the provinces, especially those aged
12-59 months. This is far below the target of 80%
coverage that has been set by the DoH for 2007.49

	

R170 million was for food aid to southern African countries, while
R230 million was used for food parcels and agricultural starter
packs once a month for three months for 240 000 poor households
in SA who had no income or spent a maximum of R200 per month
on food.

✦ Increased availability of RTHC to 85% of children aged 12-24 months, where a coverage rate of
75% was achieved in 1998. However, this increase
does not necessarily translate into effective GMP
(Table 3).
✦ In terms of alleviation of short-term hunger, 96%
of schools targeted were reached in 2000 and 85%
of the actual school days were covered. However,
in none of the provinces was there compliance
with the menu options, a key factor in the effective
implementation of the programme.

Recommendations
Improving the outcome of nutrition interventions for
children should address inadequacies within the health
system as well as those relating to the specific focus
areas of the INP.

Improving health and nutritionrelated interventions
✦ Adequate numbers of health care workers are needed
so that preventive and promotive interventions; e.g.
breastfeeding and nutrition counselling and GMP
are not compromised;
✦ Ongoing skills development and training must
be implemented particularly with respect to VAS,
GMP and the management of children with undernutrition;
✦ Continued funding and strengthening of
programmes that are linked to improvements
in nutrition such as IMCI, PMTCT and Direct
Observed Treatment, Short-Course (DOTS) for
tuberculosis is needed;
✦ Prioritisation and targeting of resources to poor
areas in SA where the need for intervention is
greatest must be ensured; e.g. increasing coverage
of social grants in the rural provinces;
✦ Accountability must be taken at different levels for
the various health and nutrition-related outputs.
✦ Work-related problems confronting health workers
need to be resolved as a matter of urgency; e.g.
remuneration differentials between health and
other professionals; and
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✦ Nutrition promotion must be provided through
community health programmes; e.g. community
IMCI and social marketing of programmes; e.g.
vitamin A supplementation.

Improving the specific focus areas of
the INP
Communities must be made aware of the benefits
of vitamin A in improving growth and survival and
reducing morbidity so that a demand for VAS is
created. VAS should target preschools and be linked to
community IMCI. Other categories of health personnel,
e.g. nursing assistants and community health workers,
must be trained and allowed to administer vitamin
A. The supply of vitamin A should be monitored and
problems identified in relation to shortages addressed
at the appropriate level.
Advocacy to industry is needed to iodize agricultural
and coarse salt so that vulnerable sectors of the
population are adequately covered.
The South African Code needs to be fully legislated.
This together with other strategies aimed at promoting,
supporting and protecting breastfeeding, will contribute
to improved breastfeeding rates, and ultimately to
improving infant and child health in SA.
Provisions of the Maternity Protection Convention and
recommendations need to be adopted to protect working
mothers who need to breastfeed. This could improve
economic gains and reduce unnecessary health costs by
optimising the health of the infants in the first year
of life. Hygienic facilities for nursing mothers as well
as support for breastfeeding in the workplace are costeffective investments which could increase employee
morale, minimise absenteeism and reduce turnover.
It is imperative that adequate time and resources are
dedicated to the promotion of breastfeeding as an
important strategy in improving breastfeeding rates
and practices.
Monitoring the impact of GMP should also include
periodic evaluation of related practices at PHC
facilities.
The extent of under-nutrition and micronutrient
deficiencies among HIV-infected children, as well as
those affected by the disease, should be established so
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that appropriate interventions can be put in place. In
children affected by HIV attempts should be made
to determine the extent and appropriateness of the
OVC programme with the aim of optimising and
strengthening the nutritional and social support for
HIV orphans.
In addressing the problem of overnutrition,
implementation of food-based dietary guidelines must
target different levels e.g. family, school, health sector,
government, industry and the media. Policies aimed at
regulating the food market must be implemented to
reduce the susceptibility of children to the unhealthy
consumption of high fat foods and soft drinks.
In HIV-infected children further research is needed
to:
✦ Evaluate the effectiveness of food supplementation
administered through the INP;
✦ Determine the optimal daily recommended
allowances for infected children prior to and during
antiretroviral therapy;
✦ Investigate the role of micronutrients other than
vitamin A and zinc in infected children; and
✦ Determine whether specific dietary recommendations can prevent or modify lipid disorders
and or lipodystrophy syndrome during antiretroviral
therapy.
There should be regular ongoing monitoring and
evaluation of all the focus areas of the INP. It is
important that health workers and managers are
kept informed of progress in relation to the nutrition
goals and targets. The problems identified should be
addressed at the various levels so that the interventions
can be strengthened and the targets reached.
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and postnatally through breastfeeding. The success and availability of
antiretroviral drug interventions that reduce in utero and intrapartum

transmission of HIV have shifted the focus to identifying interventions that will reduce
postnatal transmission of HIV through breast milk. This chapter reviews the main
infant feeding options for HIV-positive women which include replacement feeding or
exclusive breastfeeding with early weaning. It looks at the challenge in finding ways to
make feeding safer for infants of HIV-positive women, and finding effective strategies
for supporting women in their infant feeding choices. Lastly, it reiterates the need for
community level interventions that can increase the acceptability of feeding practices
that are different from existing norms.

H I V a n d i n fa n t f e e di ng

M

other-to-child transmission of HIV can take place in utero, intrapartum

Authors
Tanya Doherty i,ii

i
ii
iii

Mickey Chopr a ii,iii

Health Systems Trust
Medical Research Council
University of the Western Cape, School of Public Health

221

Introduction
Transmission of HIV from mother-to-child after birth
has become one of the greatest challenges in HIV
prevention. The transmission of HIV through breast
milk has created a dilemma; for each HIV-positive
woman the benefits of breastfeeding, and the risks of
not breastfeeding, have to be weighed against the risk
of HIV transmission through breastfeeding. Whilst
intrauterine and intrapartum transmission can be
substantially reduced through improved drug regimens,
modifying infant feeding practices in order to reduce
postnatal transmission is complex and proving difficult
to achieve. Mother-to-child transmission (MTCT)
of HIV rates of less than 2% are now reported from
countries where antiretroviral prophylaxis, elective
Caesarean section and refraining from breastfeeding
can be applied,1 whilst in settings where refraining
from breastfeeding is not feasible or safe, programmes
for prevention of MTCT need to focus not only on
preventing HIV transmission but also on improving
child survival. This chapter will summarise the
benefits and risks of different infant feeding options
for HIV-positive mothers. It will also briefly describe
some of the recent scientific data and programmatic
experiences and discuss the policy options available.

Overview of the Scientific
Evidence
Benefits of breastfeeding and risk of
transmission
The single most effective way of saving the lives of
millions of young children in developing countries
would be the promotion of exclusive breastfeeding (EBF).
Over a period of 10 years it could save the lives of an
estimated 15 million children.2 Breastfeeding makes a
major contribution to child health by protecting infants
from morbidity and mortality associated with common
infectious diseases. Breastfeeding is also said to provide
a number of social, psychological, family spacing and
economic benefits to both mother and baby.3,4

“Infants aged 0-5 months who are not breastfed
have seven-fold and five-fold increased risks of
death from diarrhoea and pneumonia respectively,
compared with infants who are exclusively
222

breastfed. At the same age, non-exclusive rather
than exclusive breastfeeding results in more than
two-fold increased risks of dying from diarrhoea
and pneumonia.” 5
This assertion, and related comments and findings
are set out by the Bellagio Child Survival Group in
a recent article series in the Lancet2,5 summarising
findings from international research of how best to
reduce infant mortality in developing countries.
The finding that HIV is present in breast milk has
led to a re-assessment of the benefits of breastfeeding.
Breast milk can transmit HIV at any time during
lactation; therefore the rate of HIV infection in
breastfed infants is cumulative and increases with
duration of breastfeeding. An individual patient metaanalysis6 estimated that the cumulative probability of
late postnatal transmission between 4 weeks and 18
months of age was 9.3% or 9 infections per 100 child
years of breastfeeding and that the risk of transmission
was constant throughout breastfeeding. In this metaanalysis, approximately 42% of all HIV infections
were attributable to breastfeeding.
Several factors are known to increase the risk of HIV
transmission through breast milk. The maternal
factors for which there is strong scientific evidence
include advanced HIV disease / low CD4 count, high
viral load and breast pathology (mastitis and abscesses).
In particular, recent HIV infection is an important
risk factor for HIV transmission through breast milk
as it doubles the risk compared to a woman with
earlier established infection due to the high viral load
associated with recent infection.7
Infant factors known to increase the risk of transmission
through breastfeeding include damage to the mucous
membranes (e.g. by oral thrush), damage to the
intestinal mucosa by cow’s milk or allergic reactions to
complementary foods and mixed feeding which may
affect intestinal permeability.8 Exclusively breastfed
infants may have a less permeable and therefore
healthier gut lining than those not breastfed.
Elimination of the risk of postnatal transmission
through breast milk is possible through complete
avoidance of breastfeeding. Where avoidance of
breastfeeding is not possible, alternative strategies
are needed to make breastfeeding safer for infants
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of HIV-positive women. Given that high viral load
and advanced maternal HIV disease are the most
important risk factors for HIV transmission through
breast milk, studies are underway to explore the
impact of antiretroviral therapy (ART) given to the
mother who is breastfeeding or to the infant for the
period of breastfeeding or to both. The aim is to
prevent HIV transmission to infants during the period
of breastfeeding, by reducing breast milk viral load, or
providing antiretroviral (ARV) prophylaxis to infants
to reduce sero-conversion.9
Results from trials providing prolonged prophylaxis to
infants of HIV-positive mothers have shown promising
results. The MITRA study in Tanzania10 is a nonrandomised study where mothers were given combivir
(ZDV / 3TC) from week 36 of pregnancy to 1 week after
delivery and infants were given combivir for 1 week,
and daily 3TC (4 mg/kg) throughout the breastfeeding
period. Mothers were counselled to stop breastfeeding
by 6 months. At 6 months, 4.9% of infants were HIVpositive, compared to 11.9% in the historical control
group (p=0.003).
Trials are also underway to treat mothers with
antiretroviral therapy during the breastfeeding period
to lower their viral loads. The MASHI study in
Botswana11 compared breast milk HIV Ribonucleic
acid (RNA) and Deoxyribonucleic acid (DNA) in
women receiving or not receiving Highly Active
Antiretroviral Therapy (HAART). Results showed that
women who were receiving HAART had significant
reductions in breast milk cell-free HIV RNA compared
to women not receiving HAART.
A multi-country study supported by World Health
Organization (WHO), known as the Kesho Bora study,
is underway in four countries. The aim of the study is
to assess the impact of maternal HAART on motherto-child transmission and maternal health. Women
with CD4+ counts <200/mm3 or clinical HIV-related
diseases will all be offered life-long HAART. Women
with CD4+ counts >500/mm3 who are at low risk of
HIV transmission to infant and high risk of HAART
toxicity and development of resistance will be offered
short-course MTCT prophylaxis. Women with CD4+
counts 200-500/mm3 where there is a risk-benefit

balance between risks of HAART, reducing MTCT
and the health benefits for mothers are not known, will
be randomised to receive either short-course MTCT
prophylaxis or triple-ARV MTCT prophylaxis during
late pregnancy and breastfeeding. This study has just
recently been started, so results are unlikely to be
available for several years.
Given that maternal viral load is one of the most
important factors in increasing the risk of HIV
transmission through breast milk, it is essential that
women diagnosed with HIV during pregnancy are
referred for assessment for eligibility for ARVs.

Mode of feeding and HIV
transmission
Approaches to reducing or preventing the risk of
postnatal transmission through breastfeeding include
the avoidance of all breastfeeding through the use of
exclusive replacement feeds or exclusive breastfeeding
for a limited duration with early and rapid cessation of
breastfeeding around 4-6 months of age.
In order to guide health workers in assisting women
to make appropriate infant feeding options WHO and
United Nations Children’s Fund (UNICEF) developed
the Global Strategy for Infant and Young Child
Feeding.12 The recommendation for women known
to be HIV-positive is avoidance of all breastfeeding if
replacement feeding is acceptable, feasible, affordable,
sustainable and safe (AFASS). Otherwise, exclusive
breastfeeding for the first months of life is recommended
followed by early breastfeeding cessation as soon as
feasible, when conditions for safe replacement feeding
can be met.
The most commonly recommended infant feeding
options for HIV-positive women in South Africa
(SA) are replacement feeding with commercial infant
formula provided free through public health services
or exclusive breastfeeding with early cessation. Home
modified animal milks, heat treatment of breast milk
and breast milk banks are rarely practised.

	 Mashi means milk in Setswana.
	 Kesho Bora means a better tomorrow in Kiswahili.
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Exclusive breastfeeding with early
cessation

are well described. A pooled-meta analysis conducted
by WHO3 of studies in developing countries in
populations of unknown HIV status, found that
infants who are not breastfed and receive formula milk
or other replacement feeding have a 6-fold increased risk
of dying in the first 2 months of life, a 4-fold increase
between 2-3 months, and a 2.5 fold increase between
4-5 months compared with those who are breastfed.

Exclusive breastfeeding means nourishing an infant on
breast milk alone with no other liquids or solid foods
except for prescription medicines and vitamin-mineral
supplements. Exclusive breastfeeding has been found
to result in a lower rate of postnatal HIV transmission
compared to mixed breastfeeding. A study in SA13
found that infants who received both breast milk and
other feeds were significantly more likely to be infected
by 15 months of age (36%) than those who had been
exclusively breastfed for the first three months (25%)
or formula fed (19%). A similar finding was reported
from the ZVITAMBO trial in Zimbabwe in 2005.14 In
this study amongst 2 060 HIV-positive mothers with
infants who were HIV-Polymerase Chain Reaction
(PCR) negative at 6 weeks, the rates of postnatal HIV
transmission were 5.1, 6.7, and 10.5, per 100 child years
of exclusive, predominant, and mixed breastfeeding
respectively. Further studies are underway to confirm
these findings.

A randomised controlled trial conducted in a PMTCT
setting in Kenya, that assigned women to formula
feeding or breastfeeding, found that infants in the
formula feeding group, whose mothers had access to
clean water, free formula and frequent support by health
workers, had a 40% lower risk of HIV transmission
but their 24 month mortality was similar to that in
the breastfed group.15 During the first three months,
infants in the formula fed group had an increased
risk of diarrhoea, dehydration and upper respiratory
infections. However, infants in the formula feeding
arm had a higher overall 2 year HIV-free survival of
70% compared to 58% in the breastfeeding arm.16

Early cessation of breastfeeding is recommended for
HIV-positive women as soon as replacement feeding
is AFASS as a strategy to reduce the risk of HIV
transmission by limiting the infant’s exposure to HIV
infection through breast milk. Early cessation means
completely stopping all breastfeeding before age 2
years. There are limited data on the feasibility and
impact of early breastfeeding cessation on infant HIV
free survival and studies are currently underway to
examine this issue in SA and Zambia.

A more recent study from Kenya17 followed infants
in a perinatal cohort who were identified to be HIV
infected in order to determine predictors of mortality
during the first two years of life. One of the predictors
of infant mortality in addition to biological factors
was formula feeding (Hazard Ratio 4.0, p =0.01). All
deaths amongst the non-breastfed infants occurred
during the first six months of life and these infants
were more likely to be of low weight for age at age one
month, compared to breastfed infants.

Exclusive replacement feeding
Exclusive replacement feeding with no breast
milk given eliminates the risk of postnatal HIV
transmission. It is therefore the infant feeding method
that is chosen by HIV-positive mothers in developed
country contexts. However, in low and middle income
countries, replacement feeding is not considered to be
the automatic choice for HIV-positive women due to
socio-economic environments that do not support safe
replacement feeding. There are limited local data on the
risks of replacement feeding in context of PMTCT of
HIV but it is understood that these risks vary depending
on individual and environmental circumstances.
In the general population the risks of formula feeding
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Modelling the Risks of Different
Infant Feeding Options
Prevention of HIV transmission associated with
breastfeeding needs to be considered in a broad
context that takes into account the need to promote
breastfeeding of infants and young children in the
general population. Several researchers have attempted
to use mathematical models to guide policy makers in
weighing the relative risks and benefits of breastfeeding
and other infant feeding options. These models are
limited by the scarcity of data on the risks associated
	 Relative Risk of 2.7 at 95% and Confidence Interval of 1.6-4.6.
	 Relative Risk of 11.9 at 95% and Confidence Interval of 1.6-91.9.
	 Relative Risk of 1.3 at 95% and Confidence Interval of 1.1-1.7.
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Figure 1:
HIV infections plus deaths at 24 months by infant
mortality rate, according to postnatal PMTCT
intervention scenario: usual BF (BF24), no BF (RF24),
and EBF to 6 months (EBF6)
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with various methods of infant feeding, particularly
in the first weeks of life, the risks associated with not
breastfeeding in populations where HIV is prevalent
and by the inability of models to take into account all
the factors that influence individual decisions about
infant feeding.

However, the modelling that has been done with the
data available, provide some guidance to policy makers
of the risks of different feeding options in different
contexts. A recent model18 suggests that in settings
where the infant mortality rate (IMR) is <25/1 000
live births, replacement feeding results in the greatest
HIV free survival, exclusive breastfeeding produces
the best outcome where IMR is >25/1 000 live births,
and replacement feeding results in a lower HIV free
survival than no intervention where IMR is >101/
1 000 (Figure 1).
Adapting this model to SA19 suggests that in seven
of the nine provinces, safer breastfeeding results in
the greatest HIV free survival at 12 months. In the
Western Cape and Gauteng, where IMR are low, no
breastfeeding produced a similar outcome to safer
breastfeeding. However, in poorer settings like the
Oliver Tambo district in the Eastern Cape, where IMR
is above 80/1 000 live births, universal adoption of
replacement feeding would lead to a lower HIV free
survival than no intervention. For SA as a whole it was
estimated that in comparison with the present situation,
about 14 250 postnatal HIV infections/deaths could be
avoided per year if optimal feeding options are adopted
by all HIV-positive mothers.

	

Defined as exclusive breastfeeding followed by rapid cessation.

Box 1:
Summary of key points from the literature

✦ In the absence of HIV, breastfeeding is advantageous for a child’s health.
✦ Antiretroviral prophylaxis can substantially reduce the risk of HIV transmission during pregnancy, labour
and delivery.
✦ Postnatal transmission of HIV can be eliminated by the complete avoidance of breast milk and its
substitution by replacement milks.
✦ HIV can be transmitted through breast milk at any time during lactation.
✦ Where breastfeeding is prolonged, transmission through breast milk may account for up to half of the HIV
infections in infants and young children.
✦ Risk of transmission through breast milk is substantially increased by poor maternal health (high viral load
and low CD4 count), recent infection and poor breast health (clinical and sub clinical mastitis).
✦ Exclusive breastfeeding has been found to result in a lower risk of postnatal transmission than mixed
feeding.
✦ There are substantial risks to infants from not being breastfed in poor socio-economic contexts.
✦ Where IMRs are low (<25), replacement feeding results in the best outcomes for infants of HIV-positive
women. Where IMRs are high (>25), exclusive breastfeeding is the safest method of feeding for HIVpositive women.
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A major limitation of these models and their practical
application is that there is an assumption that all infants
in a particular province, or attending a particular clinic
have a similar mortality risk. In reality, in SA, vastly
different socio-economic groups (extremely poor and
working class) live in close proximity to each other and
may use the same health facilities. A provincial policy on
infant feeding options would not take such diversities
into account and further emphasises the need for
infant feeding counselling to take into consideration
individual home circumstances.

What is Required to Increase
Optimal Infant Feeding
Practices in South Africa?
Improving infant feeding practices in
the general population
The challenge of improving infant feeding practices in
SA should not be underestimated. WHO / UNICEF
recommendations for women of unknown HIV
status are six months of exclusive breastfeeding with
continued breastfeeding and complementary feeding
until age 2 years.20
Although most infants in SA are breastfed, only 7%
of infants below six months are exclusively breastfed
and 70% of infants receive supplementary food while
breastfeeding.21 A baseline survey of infant feeding
practices in PMTCT and non-PMTCT clinics in SA 22
found even lower rates of exclusive breastfeeding of
4.7% in infants under 10 weeks dropping to 1.2% for
children aged more than 10 weeks. Mixed breastfeeding
was the most common practice with a rate of 75.2%
amongst infants less than 10 weeks of age and 87.4%
amongst infants more than 10 weeks of age. The survey
also found a high rate of formula usage with 64.8% of
the urban infants aged less than ten weeks receiving
formula milk, either exclusively or simultaneously with
breast milk.
It is against this background that infant feeding
recommendations for women with HIV are being
implemented. If women with HIV are to succeed in
practising exclusive infant feeding then improvements
in infant feeding practices in the general population
are necessary to ensure that exclusive breastfeeding is a
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norm rather than an exception and that women opting
for formula feeding are not stigmatised.

Good Quality Infant Feeding
Counselling and Support
Reducing MTCT through improved infant feeding will
require, at the very least, good quality counselling in
all health facilities ideally backed up by similar actions
and messages in the community. In South Africa
significant investment has gone into training health
workers at PMTCT sites on infant feeding using the
WHO / UNICEF HIV and Infant Feeding training
course. This was initially supported by UNICEF and
the Centres for Disease Control and Prevention, South
Africa and resulted in the training of close to 4 000
health workers between 2002 and 2003.23
The South African PMTCT policy expects health
workers to counsel HIV-positive mothers and to
recommend total avoidance of breastfeeding when
replacement feeding is AFASS. HIV-positive mothers
choosing not to breastfeed are provided with free
formula feed for six months. Otherwise exclusive
breastfeeding, followed by early breastfeeding
cessation as soon as replacement feeding is AFASS is
recommended.
However, there are shortcomings in the implementation
of this policy. Even after training, health workers
consistently over-estimate the risk of HIV transmission
through breastfeeding. For example, an evaluation of
the WHO / UNICEF infant feeding training found
low levels of knowledge amongst both participants
and trainers. Most participants (88%) over-estimated
the risks of breastfeeding for HIV-positive women and
very few (10%) knew of the health risks of formula
feeding.24 Participants’ confidence in counselling
following training was also disappointing with 44%
being uncomfortable counselling women experiencing
breastfeeding difficulties.
A similar cross-sectional assessment of health worker
knowledge was undertaken in a rural area of KwaZuluNatal. This study found that 71% of doctors would
recommend water and 50% solids to breastfed infants
under 6 months of age. The most common response by
all health workers to problems of infants being thirsty
or unsatisfied was to supplement with other fluids or
feeds.
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Subsequently many HIV-positive mothers are making
inappropriate choices, such as choosing to avoid
breastfeeding when the safety of replacement feeding
cannot be assured and choosing to breastfeed when
conditions for safe formula feeding are present. It is
also clear that health workers are having a significant
influence on mothers’ feeding decisions and that
individual circumstances are not being taken into
account during counselling. For example, despite
cultural and socio-economic similarities, the uptake
of formula feeding was 65% in a relatively rural site
near Pietermaritzburg compared with 40% a hundred
kilometres away in an urban Durban site.27
Qualitative research with HIV-positive mothers
confirms that confusion and uncertainty regarding
the competing risks of HIV transmission through
breastfeeding and mortality caused by not breastfeeding
increases their reliance on the advice provided by the
health worker.28

Improving Infant Feeding Choices
and Practices Amongst HIV-positive
Women
Due to the poor follow up of HIV-positive women
through the routine public health services, very little is
known about the actual infant feeding practices of this
group. In order to describe these practices the national
Department of Health (DoH) commissioned a group
of research institutions to conduct a prospective cohort

study known as the ‘Good Start’ study in three PMTCT
sites; Paarl (rural / peri-urban Western Cape), Umlazi
(peri-urban KwaZulu-Natal) and Rietvlei (rural Eastern
Cape) in South Africa.29 This study recruited 665 HIVpositive women and followed them until their infants
were 36 weeks of age through regular home-based
interviews and assessments of infant feeding practices
and HIV transmission. The infant feeding intentions
of women enrolled in the study differed greatly between
the sites (Figure 2) and did not reflect what would be
expected for the socio-economic or geographic region
i.e. more women in the rural Rietvlei site chose to
formula feed.
Figure 2:
Infant feeding intentions of HIV-positive women
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It is not surprising that health workers are generally
unsure of how to guide the mother in making her
feeding choice.25 Providing full information to achieve
empowered decision making in this context requires
skilled counselling and additional time, which is
often not available in busy health facilities. As a result,
the quality of infant feeding counselling is poor. For
example, one observational study26 across three facilities
in SA found that only 9% of women were asked about
access to clean water, fuel and a fridge before deciding
upon a feeding option. For women who opted to
formula feed, there was no discussion about how the
mother would explain the lack of breastfeeding to
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were asked if they understood the practice of exclusive
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The home circumstances of women choosing to
breastfeed and women choosing to formula feed were
similar in terms access to piped water, a sustainable
source of cooking fuel, household income and use of a
fridge. There were, however, higher rates of disclosure
amongst women who chose to formula feed (Figure
3). This clearly indicates that the WHO / UNICEF
guidelines are not being utilised in counselling,
resulting in poor infant feeding decisions being made
on both sides i.e. inappropriate choices to breastfeed
and to formula feed. A similar situation was found in
30
a study undertaken in a rural area of KwaZulu-Natal
where access to clean water and fuel was not associated
with either feeding intention.
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Figure 3:
Infant feeding choice according to key conditions
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Infant feeding practices of mothers in the Good Start
study at 12 weeks are shown in Figure 4. In Paarl, the
majority of women were formula feeding with less than
10% mixed feeding. In Rietvlei, two thirds of women
were formula feeding and just over a quarter were
mixed feeding. In Umlazi, many more women were
formula feeding than originally intended with just over
40% practising this option and over a third of women
in this site were mixed feeding.

These infant feeding practices lead to different rates of
late HIV transmission across the three sites (Figure 5).
Only the Paarl rate was similar to the meta-analysis.6 In
Umlazi the late transmission accounted for almost half
of the overall transmission and in Rietvlei it accounted
for over half of total transmission and almost triple the
rate at 36 weeks found in the meta-analysis.

Figure 4:
Infant feeding practices at 12 weeks
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Figure 5:
Late postnatal HIV transmission (3-36 weeks)
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Key Challenges and
Recommendations
Infant Feeding Policy Environment
The South African DoH Protocol for the PMTCT
pilot sites,31 has specific recommendations relating to
HIV and infant feeding which suggests that: “where
safe and adequate formula feeding is possible, and
where ongoing support for mother and monitoring of
an infant is available, formula feeding is the principal
recommended method of feeding. The risks of feeding
the infant with breast milk substitutes (mainly formula)
must be balanced against the risks of HIV transmission
through breastfeeding.” It further suggests that HIVinfected women who choose to breastfeed be counselled
and supported to exclusively breastfeed. The protocol
also recommends pre and post natal counselling on
infant feeding. The South African PMTCT protocol
also makes provision for 6 months of free commercial
formula milk for women choosing not to breastfeed.
In terms of broader infant feeding policies there has
been little progress in finalising some important
policies. SA currently has a draft “Infant and Young
Child Feeding Policy” which has been in draft form
for several years and has received comments and inputs
from key stakeholders.
A second key infant feeding document is the Baby
Friendly Hospital Initiative (BFHI) which is a WHO/
UNICEF approach to support appropriate infant
feeding practices in hospitals. At the end of 2005
there were 178 (37%) hospitals in the country that
had BFHI accreditation.32 There is a modified draft
BFHI policy that takes into account the needs of HIV-

positive women in terms of supporting formula use in
hospitals.
The third policy that requires urgent legalisation is
the WHO / UNICEF Code of Marketing of Breast
milk substitutes.33 This code applies to the marketing
of breast milk substitutes, including infant formula,
when marketed or otherwise represented to be suitable
for use as a partial or total replacement of breast milk.
The code deals with information and education needs
concerning the feeding of infants, advertising or other
forms of promotion to the general public, and standards
for product labelling and quality. The Code is currently
a discussion paper in SA and has been for several years
despite the fact that the government is providing free
formula milk to the PMTCT programme.

Experiences in Improving Exclusive
Infant Feeding Practices
The question of how best to promote safe infant feeding
practices needs attention, particularly in the cultural
context of SA where rates of HIV amongst pregnant
women are high and mixed feeding is the norm.
Unless more effective strategies to address poor feeding
practices in both health facility and community settings
are found, child mortality will continue to rise.
Experiences in Improving Exclusive
Breastfeeding
Exclusive breastfeeding has been found to be an
acceptable and feasible feeding option for many HIVpositive women, particularly where practical support
is available. Moderate facility-based or communitybased support both antenatally and postnatally can
significantly increase exclusive breastfeeding rates.
A programme in Cato Manor, Durban has had success
in reducing postnatal HIV transmission through
support for safer breastfeeding.34 The programme is
delivered by trained counsellors who meet with women
antenatally and for those who have chosen to breastfeed,
provide information on the initiation of breastfeeding,
good lactation management and the importance of
exclusive feeding. Mothers continue to attend the clinic
until their infants reached 9 months of age. Amongst
188 infants who tested HIV-negative at 6 weeks and
continued to be breastfed, 4 tested positive at 9 months
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(2.6%). Rates of breast pathology were also low with
2% of mothers diagnosed with mastitis.

Experiences in Achieving Exclusive
Replacement Feeding

Other facility-based approaches such as the BFHI
have achieved high rates of initiation of exclusive
breastfeeding in hospital but these rates tend to fall
without ongoing community-based follow up.35

Formula feeding has been found to be an acceptable
feeding option to many HIV-positive women in urban
settings with intensive counselling, adequate water
supply and provision of free formula milk.

One intervention that has been shown in a variety
of settings to increase exclusive breastfeeding is peer
counselling. Peer counselling is a proven cost-effective
approach for changing behaviour. Several studies have
also examined its impact on breastfeeding behaviour.
Recent studies have shown that intensive counselling
and support can increase the proportion of women who
breastfeed exclusively; however, there are considerable
variations on the type of counselling support provided.
Haider et al.36 in Bangladesh in a trial randomised by
community and Morrow et al.37 in a trial randomised
at individual level in Mexico, obtained substantial
increases in exclusive breastfeeding.

In SA there have been reports of high rates of adherence
to exclusive formula feeding from urban research sites
in Khayelitsha and Soweto where women receive free
formula milk and regular support at follow up visits.
In a randomised trial40 evaluating the effect of two
antiretroviral infant regimens (nevirapine or zidovudine)
on peripartum transmission, at week 6 exclusive
formula feeding was reported by 84% of women in the
nevirapine group and 86% in the zidovudine group.

A study in Ghana38 randomised women to one of two
intervention groups or a control group. The intervention
groups were:
✦ Exclusive breastfeeding support pre, peri and
postnatally, or
✦ Only peri and postnatally, and
✦ The control group received non-breastfeeding
related health education with an equal amount
of contact from counsellors as the intervention
groups.
Mothers received nine postnatal home visits in the first
six months postpartum and infant feeding data were
collected monthly. By six months postpartum, 90% of
women in the intervention group 1 and 74% of women
in the intervention group 2 had exclusively breastfed in
the previous month; only 48% of women in the control
group were doing so.
Community-based interventions using local women’s
groups have also been shown to change behaviour in
relation to infant feeding and birth outcomes.39
Currently there is a community trial underway in SA
to asses the impact of community peer supporters
on exclusive infant feeding (either exclusive breast or
formula feeding) using a limited intensity home based
intervention.
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Evidence from the Good Start study in SA suggests
that in the context of minimal support for exclusive
breastfeeding, it may be easier to obtain high levels of
adherence to exclusive formula feeding. This study41
found higher rates of adherence to formula feeding
than breastfeeding. At 12 weeks, 90% of women
who intended to exclusively formula feed reported
maintaining exclusive formula feeding whilst only
13% of women who intended to exclusively breastfeed
were doing so at twelve weeks. The highest levels of
formula adherence were found in the Paarl site that had
the highest levels of resources available to women in
terms of piped water and electricity. It is important to
note that this was an observational study and therefore
provides evidence of the challenge of maintaining
exclusive breastfeeding with limited or no support.
A study in Abidjan, Cote d’Ivoire42 provided free
formula milk, bottles, sterilising equipment and a drug
to inhibit lactation, for 9 months to women who chose
not to breastfeed. All mother-infant pairs were closely
followed for two years with further infant feeding
advice provided at each visit. Eighty per cent of the
women who planned to formula feed were doing so at
day two postpartum and of the women who planned
to exclusively breastfeed half were doing so. Seventyfive per cent of infants were reportedly still receiving
only formula at three months. Family pressures were
reported as the main reason for changing practice.
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Equity Considerations
The HIV and infant feeding dilemma provides a clear
example of the disadvantaged position of poor women
in developing countries. For an HIV-positive woman
living in the USA or Sweden, for example, it would be
against the law to breastfeed as a measure of eliminating
paediatric HIV. However, in developing country
contexts where the resources to ensure safe replacement
feeding are not always available to women, the risks and
benefits of breastfeeding versus replacement feeding
are not as straightforward.
In a middle income country such as SA, it should be
a human rights priority that all women have access
to clean water, fuel and conditions amenable to
disclosure of HIV status in order to enable safe and
feasible replacement feeding. The current policy of
providing free formula milk to women who choose not
to breastfeed with no similar support for women who
choose to breastfeed leads to further inequity. This
needs to be considered whilst improvements in general
community infrastructure to enable more women to
safely replacement feed is being addressed.

Conclusions
Both exclusive breastfeeding and exclusive replacement
feeding are acceptable and feasible infant feeding
options for HIV-positive women depending on the
living conditions of the mother. Counselling approaches
need to effectively guide women to make informed
choices. It should be coupled with support to make
these choices viable and sustainable. Interventions are
needed to increase HIV status disclosure, which in turn
should increase community acceptability of feeding
interventions to reduce infant HIV transmission and
increase child survival.

✦ Promotion of exclusive breastfeeding for six
months as the optimal method of infant nutrition
in the general population should be implemented
through approaches such as BFHI and integrated
management of childhood illness.
✦	National policies to support safe infant feeding
practices need to be urgently ratified in SA including
the Infant and Young Child Feeding Policy and
the International Code for the Marketing of Breast
milk Substitutes.
✦ The BFHI that support exclusive breastfeeding
should be accelerated with targets for BFHI
accreditation in all levels of hospitals in each
province. This initiative should also support and
accommodate formula feeding amongst HIVpositive women who choose this option.
✦ Greater investment should be made in effective
training and continuing support of primary health
care workers and lay counsellors to enable them
to carry out and sustain quality infant feeding
counselling.
✦ Infant feeding counselling needs to take into
account women’s personal circumstances and their
disease progression.
✦ Infant feeding support needs to extend into the
postnatal period through both facility-based and
community-based strategies.
✦ Further research is needed on the effect of
antiretroviral drugs on HIV transmission through
breastfeeding.
✦ Further research is needed on strategies to promote
safe early weaning from breastfeeding to minimise
the length of exposure to HIV.

Recommendations

✦ Community level interventions including public
IEC campaigns are needed to increase acceptability
of feeding practices different from cultural norms
(exclusive breastfeeding or replacement feeding).

The key challenge is to find ways to make feeding safer
for infants of HIV-positive mothers and to find effective
strategies for supporting women in their infant feeding
choices. The following are key recommendations for
policy, practice and research:

✦ The long-term goal of government and society as
a whole must be to ensure that all HIV-positive
women with infants have the resources to choose
and practise safe, feasible, sustainable, affordable
and accessible formula feeding.
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estimated that almost 300 000 children are HIV-infected. HIV is responsible
for an upswing of child mortality in the country, reversing improvements in

child survival. Despite the implementation of a perinatal prevention programme in
2003 and the increasing availability of antiretroviral therapy for children since early
2004, facilities still admit significantly large numbers of HIV-infected children. Little
data exist evaluating the outcomes of the prevention of mother-to-child transmission
of HIV programme. Postnatal transmission of HIV is elevated despite the availability
of replacement feeds as part of the national prevention of mother-to-child transmission
of HIV programme. Infant diagnosis rates are low even though guidelines recommend
diagnosing infants from 6 weeks of age. Cotrimoxazole prophylaxis is not widely
available, this contributes to high morbidity and mortality in HIV-infected infants.
The number of children receiving antiretroviral therapy has increased over the past year
from roughly 3 000 to more than 14 000, however inequalities exist across the provinces.
Challenges for paediatric antiretroviral therapy include lack of sufficiently trained
health care personnel, inadequate facilities, complexity of treatment recommendations,
as well as drug regimens and formulations. Children are made particularly vulnerable
by their circumstances and by frequent change of caregivers. Lack of integration of
services results in attrition of patients at each step from prior to delivery through to the
initiation of ART. Still relatively few children are benefiting from the services which
should be available through the Comprehensive HIV and AIDS, Care, Management
and Treatment Plan.

M a nage m e n t of H I V-i n f ec t e d
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aediatric HIV care has lagged behind that for adults in South Africa. It is
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Introduction
There is mounting global concern regarding the lack of
urgency in response to the plight of children affected
by the HIV pandemic. Every day an estimated 1 800
children under-15 years of age become infected and
1 400 children die from the disease, with the majority
of these in sub-Saharan Africa.1 UNICEF in its ‘Unite
for Children, Unite against AIDS’ campaign of 2005
urges countries to take ‘urgent account of the specific
impact of AIDS on children’.2
South Africa (SA) faces many challenges in rolling out
the Comprehensive HIV and AIDS, Care, Management
and Treatment Plan (CCMT) due to lack of sufficiently
trained staff, laboratory capacity, drug procurement and
distribution problems as well as integration of services.
This chapter uses the available data to review the
epidemiology of paediatric HIV and focuses on
prevention of paediatric infection, early diagnosis and
medical care for infected children. It uses, wherever
possible, information from peer-reviewed publications.
Other sources of information include several reports
produced by various organisations. Although these
reports contain limited data, they have been helpful in
providing snapshot information on various aspects of
the programme.
Palliative care, psychosocial and traditional medicine
issues, while important components of the programme
are not addressed here. Other components of
comprehensive paediatric HIV care such as child
nutrition receive attention elsewhere in this Review.

HIV Incidence, Prevalence and
Mortality in Children
In 2004, 29.5 % of women attending public antenatal
facilities were HIV positive.3 The lack of data on the
national coverage and efficacy of the prevention of
mother-to-child transmission of HIV (PMTCT)
programme makes the HIV infection incidence in
children difficult to quantify.
The Actuarial Society of South Africa AIDS and
Demographic Model (ASSA2003) assumes that with
no intervention, 20% of infants born to HIV-infected
mothers are infected in utero, at birth or within the
first 4-6 weeks postpartum and that another 16% of
236

those initially negative are assumed to acquire the virus
through breastfeeding up to 18-24 months. The model
also assumes that 80% of pregnant women in 2004
had access to PMTCT services with 80% agreeing to
VCT and 100% of those tested receiving nevirapine
and 50.3% opting to formula feed. Using these
assumptions, the ASSA2003 model estimates that,
in the calendar year commencing 1st January 2004,
41 000 babies were infected within the first 4-6 weeks
of life with an additional 28 000 infected through
breast milk.4, In comparison the national Department
of Health (DoH), assuming a flat mother-to-child
HIV transmission (MTCT) rate of 30% and utilising
mid-point population estimates based on a ‘with
AIDS’ scenario from Statistics South Africa (StatsSA),
estimated that 105 000 babies (95%CI: 98 347111 403) were infected in 2004.3 Since the DoH makes
no allowance for the PMTCT programme and uses the
StatsSA mid-point population estimates, their figures
are likely to be an overestimate; whereas the ASSA2003
model appears to overestimate PMTCT uptake (see
PMTCT section) and thus underestimate incidence.
The true incidence of paediatric HIV in SA is therefore
likely to lie somewhere between these two estimates.
In older children, ASSA2003 estimates that 1.4% of
children aged 2-14 years were HIV-infected in mid2005. In comparison, the 2005 Human Sciences
Research Council (HSRC) household HIV prevalence
and behaviour survey estimated that 3.3% (95%CI:
2.3-4.8%) of children in SA were HIV positive in
mid-2005.5 The reasons for the lower prevalence found
in the HSRC’s 2005 survey compared with its 2002
survey (5.6%; 95%CI: 3.7-7.4%)6 are unknown, but are
probably partly due to an increase in sample size and the
use of a more accurate test in the 2005 survey. The 2005
HSRC survey was limited by the exclusion of children
<2 years and children in institutions, assumptions
regarding South Africa’s demographic profile and a
testing rate of only 54.6% of eligible children.
	

Figures rounded to nearest 1 000 to avoid spurious accuracy. If the
PMTCT uptake rates for all population groups in the ASSA2003
model are decreased to 60% of pregnant women tested and 90% of
these receiving nevirapine, ASSA2003 generates estimates of 45 000
infected in the first few weeks of life and 30 000 through breast milk
in the calendar year starting 1st of July 2004. Because of the change
in assumptions the figures in this footnote do not represent the views
of the ASSA.
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Figure 1:
HIV prevalence in children 2-14 years of age, mid 2005
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AIDS Committee of the Actuarial Society of South Africa.7

A comparison between the ASSA2003 model and
the 2005 HSRC survey is shown in Figure 1.7 The
higher prevalence rates found in the 2005 survey are
difficult to explain. The authors suggest some of the
discrepancy would potentially be explained by nonvertical transmission or by a higher proportion of late
transmission with concomitant longer survival, but

note that the higher prevalence rate is not corroborated
by cause of death data, particularly in older children.
Recently Shisana et al.8 found only seven (1.4%) of
484 HIV-infected children in the Free State had
HIV negative mothers which is too low to explain
the large discrepancy between the ASSA2003 model
and the 2005 HSRC survey. While high rates of late
transmission through breast milk recently reported
in SA9 could account for some of the discrepancy in
younger children, the most plausible explanation for
the higher prevalence reported in older children in the
2005 survey are due to the methodological limitations
of the survey exacerbated by the likely overestimate of
PMTCT uptake in the ASSA2003 model.
The ASSA2003 model would, however, appear to
provide the most reliable estimates available of HIVinfected children in SA. In mid 2005 the ASSA2003
model estimates that there were 275 000 HIV-infected
children, increasing to 293 000 in mid-2006.10,b It
should be noted that because of the methodology
employed, these estimates do not have confidence
intervals or probability bounds and would be increased
should the PMTCT coverage rate prove to be lower
than assumed by the model.
Figure 2 shows the estimated distribution of HIVinfected children by province.11

Figure 2:
Estimated number of HIV-infected children under-15 years by province, 2005
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Figures rounded to nearest 1 000 to avoid spurious accuracy. If the
PMTCT uptake rates for all population groups in the ASSA2003
model are decreased to 60% of pregnant women tested and 90% of
these receiving nevirapine, ASSA2003 generates estimates of 287
000 infected in July 2005 and 309 000 in mid-2006. Because of the
change in assumptions, the figures in this footnote do not represent
the views of the ASSA.

c

Numbers rounded to nearest 1 000 to avoid spurious accuracy. The
sum of provincial figures will not equal those provided for South
Africa because of differences in the provincial and national models.
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The proportion of HIV-infected children requiring
antiretroviral therapy (ART) is unknown. However,
pro-gression to AIDS is more rapid in children than
adults. ASSA2003 estimates that a total of 41 000
children had clinical AIDS in mid-2005. However, the
high mortality rate in children with AIDS means that
many more children would have progressed through
to AIDS at some point during the year. Furthermore,
antiretroviral therapy guidelines recommend initiation of ART for children with WHO stage 3 clinical
disease and low CD4 counts or percentages.12
The authors roughly estimate that at least 40%
(110 000 children) of all HIV-infected children in SA
require ART.

Mortality
SA adopted the Millennium Development Goals
(MDG) in 2000, committing the country to reducing
under-5 mortality rate by ⅔ by 2015.13 Under-5
(U5MR) and infant mortality rate (IMR) in SA had
decreased from 1975 through to 1994.14,15 In 1998,
the South African Demographic and Health Survey
(SADHS) reported an IMR of 45.5 and U5MR of
59.4.16 The 2001 census data were too flawed to
provide any credible childhood mortality rates.17 All
childhood mortality data provided for SA since 1998
have incorporated some degree of modelling.

The estimates produced by Dorrington et al. (Figure
3) using the ASSA2002 model suggest an upswing in
the IMR and U5MR until 2001; and estimated that
42% of deaths in children under-15 in 2004 were due
to HIV.18 Their model, which predicts a decline in
childhood mortality rates from 2002 onwards, assumes
an increase in national PMTCT coverage from 10% in
2001 to 90% in 2005 with a constant uptake rate of
80% of women who had access to a PMTCT service
which has not been borne out by the most recent
estimates of PMTCT coverage (see PMTCT later in
this chapter).
The provincial U5MR estimates (Figure 4) produced
by Bradshaw et al.19 from analysis of the National
Burden of Disease data reveal large differences between
provinces, with KwaZulu-Natal having a rate 2.5 times
that of the Western Cape.

Figure 3:
Childhood mortality in South Africa 1990-2006
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Figure 4:
Provincial estimates of under-5 mortality by province, 2000
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Reported deaths in children under-15 increased by
72.9% between 1997 and 2004 (Table 1).20 While some
of this increase could be attributed to improved death
reporting and increased total population, much of the
increase in mortality is attributable to HIV. Analysis
of cause-specific mortality rates in 2000 and 2001
revealed that HIV related mortality was significantly
under-reported with 49.2% of under-5 deaths from
nine specific causes being misclassified as non-HIV
related.21 The study estimated 40 727 children under-5
years died in 2000-2001 from HIV which was similar
to the ASSA2000 estimate.
Table 1:
Increase in reported deaths in children <15 years of
age in South Africa 1997-2004
Year of Death

Reported Deaths

1997

38 194

1998

44 169

1999

44 810

2000

45 861

2001

48 090

2002

54 101

2003

60 231

2004

66 072

Increase 1997-2004

72.9%

Source:

LP

Statistics South Africa.20

Mortality in HIV-infected children in the first year of
life is very high with estimates of 30-39%.22,23 Recent
and unpublished data emerging from the School of
Public Health at the University of Cape Town and
the Burden of Disease Research Unit at the Medical
Research Council (MRC) indicate a peak in mortality
at around 3 months of age contributing significantly
to infant and under-5 mortality rates. It is likely that
this peak of mortality is predominantly in peripartum
HIV-infected infants.
Hospital mortality data from 2003/2004 from the
Child Problem Identification Programme (Child-PIP)
Group show an overall case fatality rate of 7.8% with
60% of deaths being HIV-related.24 At Chris Hani
Baragwanath Hospital (CHB), Soweto, inpatient
mortality increased from 4.3% to 5.2% and the HIV
contribution to inpatient deaths rose from 6.7% to
46.1% between 1992 and 1996.25 In 2005 overall
inpatient paediatric mortality at CHB had risen further
to 10.9%.26
Of concern, although beyond the scope of this chapter,
is emerging data indicating that mortality in HIVexposed infants is related to maternal mortality,
irrespective of the HIV status of the child.27

	

Personal communication, D. Bourne, UCT School of Public Health,
July 2006.
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HIV-related Paediatric Hospital
Admissions – Burden on the
Health Sector

Challenges and
Recommendations Regarding the
Epidemiology of Paediatric HIV

Hospital admission data have been published from
CHB Hospital reflecting patterns of paediatric
admissions over the last 15 years. This provides
snapshot information about the burden of disease on
hospitals in the most densely populated province in the
country. Similar information from other provinces is
not available.

The ASSA2003 model is able to provide fairly robust
HIV prevalence, incidence and mortality estimates
which are adequate for planning purposes, particularly
since service delivery is limited by capacity. However,
further research into the causes of discrepancies between
the ASSA2003 model and the second household survey
is required.

Annual paediatric admissions to CHB increased
by 23.6% from 1992 to 1997.28 In 1996, 29.2% of
admissions to CHB were HIV positive.29 In 2005,
a sentinel surveillance system showed 31.5% of
admissions to CHB were HIV positive and as can be
seen in Figure 5 HIV prevalence in other hospitals was
also high.26 The similarity between the 1996 and 2005
seroprevalence rates is interesting given the doubling
of antenatal clinic (ANC) seroprevalence rates during
this period. Dorrington et al. estimates,18 however,
suggest that the HIV seroprevalence rate might have
peaked between 1996 and 2001. The implementation
of the PMTCT programme has probably contributed
to the apparent plateau, although other factors such
as changes in health care workers’ decision making
processes on whether to admit patients or not, in health
seeking behaviour, and in the provision of ART could
also have contributed.

While the impact of HIV on IMR and U5MR in
SA can be estimated, better census data collection,
increased HIV testing of children, improved death
registration and the completion of ‘cause-of-death’ on
death certificates would facilitate ongoing monitoring
of paediatric HIV-related mortality trends. This is
increasingly important as the provision of ART to
children is scaled up.
Sentinel surveillance at health care facilities and
population-based prevalence surveys which include
children less than 2 years of age are required from
all provinces to monitor and evaluate the coverage
and impact of the PMTCT programme and the rollout of ART, as routine data are currently inadequate.
Improving the tracking and follow-up of infants at and
between primary health care facilities is necessary to
obtain better routine data of the coverage and impact
of the PMTCT programme.

Figure 5:
HIV related admissions at four Gauteng Hospitals (paediatric wards)
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HH – Heidelburg Hospital, CH – Carltonville Hospital, KH
– Kalafong Hospital and CHB – Chris Hani Baragwanath Hospital.
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Prevention of Mother-to-Child
Transmission of HIV
HIV infection in children is preventable. In Europe
and the United States, MTCT rates have been reduced
to under 2% and few HIV-infected babies are born in
these countries.30,31 In 2002, SA set a goal to reduce
the proportion of infants infected with HIV by 20%
by 2005.32 There are no reliable data to assess whether
this has been achieved.
PMTCT involves providing information, education
and counselling on primary prevention of infection
and unintended pregnancy in women; identification of
HIV-positive pregnant women; and ART prevention of
perinatal transmission, as well as feeding options.

Prevention of HIV infection of
women and of unintended pregnancy
The primary prevention of HIV infection and of
unintended pregnancies in women is essential to the
prevention of vertical transmission to children. Sweat
et al. demonstrate through modelling, that the impact
of small reductions in HIV prevalence among young
women and in unintended pregnancy, is equivalent to
that of antiretroviral interventions on reducing HIV
incidence in children.33

Voluntary Counselling and Testing
The uptake of Voluntary Counselling and Testing
(VCT) at antenatal services is reportedly low, with
some indication that less than 50% of women attending
PMTCT sites agree to be tested.34 Current approaches
to VCT adhere to ‘opt-in’ principles although opt-out
strategies appear to dramatically increase uptake of
testing.35

Repeat testing of women in late
pregnancy
Pregnant women have a higher risk of acquiring HIV
than non-pregnant women36 and the risk of transmission is increased in women with high viral loads37
which are found in patients with acute primary
HIV infection. A second test at or around the time
of delivery, would allow for the provision of postexposure prophylaxis which has been shown to reduce

transmission of HIV to infants of untreated mothers.38
The incidence rate of HIV infection in women 15-49
years of age in SA was recently reported to be 6.3% with
an even higher incidence of 7.9% in women who had
been pregnant in the past 24 months.5 The methodology
used in this study to determine incidence is thought
to significantly over-estimate incidence, possibly by
as much as 2-3 fold.7 A seroconversion rate of 5% in
pregnant women attending CHB Hospital has been
cited elsewhere,39 and a seroconversion rate of 2% was
reported in rural KwaZulu-Natal in 2000.40 However,
a study in the Western Cape utilising repeat HIV-Elisa
tests in late pregnancy found no late seroconversion
during pregnancy in 532 women.41 An American study
concluded that re-testing, together with the provision
of triple therapy to newly identified HIV positive
women in late pregnancy, would be cost-effective in
a population with an incidence rate of 1.2 per 1 000
person-years.42 The local feasibility, programmatic
effectiveness and cost-effectiveness of implementing a
repeat testing strategy needs to be studied with reference
to the type of test (Elisa versus Ribonucleic acid [RNA]
Polymerase Chain Reaction[PCR]) and intervention
(triple therapy versus single dose nevirapine) before a
recommendation on repeat testing can be made.

Feeding options
HIV transmission to infants can occur through breastfeeding, although exclusive breastfeeding for the first
few months of life is associated with lower transmission
rates than mixed feeding.43,44 Replacement feeding is
available as an option for women through the national
PMTCT programme. Counselling on risks to the
infant anticipated by either choice should ensure that
women make an informed decision around feeding
options most suitable to their circumstances. Chopra
et al. have illustrated that late transmission of HIV to
children through mixed feeding is occurring, reversing
some of the effects of antiretroviral intervention and
that this is likely due to inadequate counselling, support
and education of women.9 (Refer to the HIV and
Infant Feeding chapter for a more detailed discussion
of the debate around feeding options and programme
outcomes for HIV-exposed infants in this Review.)
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Antiretroviral prevention of
perinatal transmission

dose nevirapine appears to decrease the emergence of
resistance.60,61

Single-dose nevirapine to mothers and babies has been
standard of PMTCT care in SA since 2003. Although
simple and cost-effective, its efficacy is at best around
50%.45 The national DoH’s report to the United
Nations General Assembly Special Session on HIV
and AIDS (UNGASS) indicates three widely different
nevirapine coverage rates of 15%, 55% and 78%
within the same document.46 The authors believe that
nevirapine coverage for HIV-infected pregnant women
is no more than 30%, based on PMTCT task team
reports.34

Women testing HIV positive in early pregnancy
should have a CD4 count performed immediately in
order to assess whether they require triple ART which
would both improve their own outcome and decrease
perinatal HIV transmission to their infants. Anecdotal
evidence suggests that very few pregnant women with
CD4 counts under 200 are receiving triple therapy.

No routine information on MTCT rates in SA exists.
However, in some urban facilities where more women
choose to formula feed, HIV perinatal transmission
rates with single-dose nevirapine have been reported to
be about 9%.47,48
Nevirapine resistance has been documented in
high proportions of mothers and babies following
the provision of single-dose nevirapine.49,50 The
implications for future treatment regimens for mothers
and babies are currently being investigated. Evidence
suggests that nevirapine-containing regimens for the
treatment of women recently receiving nevirapine for
PMTCT or with known resistance mutations may not
be as efficacious as in women never previously exposed
51
to nevirapine. However, this does not appear to be
the case when treatment is commenced after delayed
periods of time.52,53 Prior single dose nevirapine
exposure also does not appear to have an impact on the
efficacy of the drug when used to prevent transmission
in future pregnancies.54,55
The addition of zidovudine to single-dose nevirapine
significantly reduces transmission to less than 2% in
non-breast-feeding populations.56-58 The WHO, in the
2005 updated guidelines, recommends and advocates
that countries consider implementing combination
therapy where feasible.59 The Western Cape has
implemented this approach. Sweat et al. show that it
is more cost-effective for programmes to implement
more expensive regimens when these are likely to
significantly reduce transmission of HIV beyond that
achievable with nevirapine alone.33 The addition of
zidovudine and zidovudine plus lamivudine to single242

Recommendations
Information on the coverage and efficacy of the
PMTCT programme is urgently needed. The following
represent practical suggestions from the Concerned
Child Health Workers’ forum34 as well as Chopra et
al.62
✦ Incorporate VCT into family planning activities
and family planning into VCT services;
✦ Implement an opt-out approach to VCT at antenatal
clinics;
✦ Train all nursing staff who come into contact with
pregnant women or mothers of young infants
to provide information on PMTCT and infant
feeding choices;
✦ Improve counsellor training:
-

Provide counsellors with prompt cards
reminding them of key issues to be discussed
with pregnant women;

-

Include a checklist of counselling topics covered
by counsellors in patient files; and

-

Monitor counsellors’ competency in delivering
key messages.

✦ Pregnant women testing HIV positive should
immediately have a CD4 count performed to assess
whether triple therapy is indicated. Point of service
CD4 count machines should be introduced at
PMTCT sites;
✦ Pregnant women with a CD4 count <200 should
access ART as a matter of urgency and systems
should be put in place to expedite this at all
facilities;
✦ Assist health care workers to easily identify exposed
children by recording maternal HIV status on
the child’s Road to Health Chart, the mother’s
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antenatal clinic card or alternatively on a separate
form/smart card which should be presented at
Expanded Programme on Immunisation (EPI)
visits. However, the potential for negative impact
on EPI uptake would need to be evaluated first;
and
✦ Include zidovudine (ZDV) together with nevirapine for PMTCT (follow WHO recommendations63 ZDV from 28 weeks, single dose
nevirapine to mother and baby and ZDV one week
to baby postpartum).

HIV Diagnosis of Infants and
Children
Early infant diagnosis
Early identification of HIV-infected children is vital
for a child’s entry into comprehensive care and to
monitor the efficacy of the PMTCT programme.
HIV Deoxyribonucleic acid (DNA) PCR testing was
introduced in 2004 for early diagnosis of infants from
6 weeks of age.12,64 More than 1 million babies were
born in SA in 2005 and about 300 000 of these are
estimated to have been exposed to HIV, requiring a
laboratory capacity to perform 300 000 PCR tests per
annum. In January 2006, approximately 5 500 PCR
tests were performed nationally, equating to 22% of
the total capacity required. Only three laboratories,
one in Western Cape, KwaZulu-Natal and Gauteng
respectively, are currently processing substantial
volumes of HIV DNA PCR tests in SA. The NHLS
plans to have 11 HIV DNA PCR laboratories nationally
by end of 2006 to improve equity and accessibility.
Capacity to perform HIV DNA PCR testing on
infants at health care services, particularly outside the
major cities is limited. Facilities are poorly staffed and
many have no skills required for paediatric venesection.
However, dried blood spots (DBS) have been shown
to be as accurate as those performed on liquid
blood.65-67 DBS from heel pricks are thought to be
easier to obtain than liquid blood as many health care
workers have been trained to obtain a drop of blood by
pricking the heel of infants for evaluation of neonatal
jaundice or blood glucose levels. Efforts are underway
	

Personal communication, T Marshal, National Health Laboratory
Service, September 2005.

to massively scale up DBS nationally to improve the rate
of diagnosis in the field, despite the fact that it is less
complicated to process liquid blood at the laboratory.
It is appropriate to perform HIV antibody tests from
birth if the mother’s HIV status is unknown in order
to establish whether the child is HIV-exposed or not.
Research on the feasibility of rapid HIV tests in young
children is ongoing. Preliminary data suggest the less
sensitive rapid tests are highly accurate in excluding
infection between 9 and12 months of age and may be
useful as early as 6 months of age as waning maternal
antibodies in an HIV uninfected child are less likely to
be detected. A negative test in this instance is helpful in
confirming lack of infection without requiring repeat
testing or an HIV PCR test. False negative rapid HIV
test results have been noted. These usually occur in
infants with AIDS-defining illnesses making it essential
that the HIV test results are interpreted in conjunction
with clinical findings. Since false negative rapid HIV
results have occurred in asymtomatic, HIV-infected
infants it is recommended that rapid HIV tests are
performed in parallel (two tests used simultaneously)
until further data become available. Oral fluid tests
in addition to rapid HIV tests have the potential for
excluding HIV infection in HIV-exposed children at
less than 9 months of age, further reducing the need
for PCR tests. However, further operational research
is required.68
Since diagnostic PCR is still being phased in, there are
many older HIV-infected children who have yet to be
identified. The clinical features of HIV in children are
too non-specific to enable health care workers to reliably
diagnose HIV on clinical grounds alone.22 Laboratory
testing is recommended by WHO if it is available prior
to the commencement of antiretroviral (ARV).69
Opportunities for testing and diagnosing children
attending EPI, TB or in- and out-patient paediatric
services, and children of adults attending VCT services,
are being missed. Only 63% of children admitted to
Kalafong, a regional hospital in Gauteng, were tested
for HIV.26 In the Problem Identification Programme
(PIP) study, in 22% of the deaths reported as being
HIV-related, patients were clinically suspected to have
had HIV but had not been formally tested.70
	

Personal communication, G Sherman, National Health Laboratory
Service, June 2006.
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Challenges for scaling up diagnosis
✦ Knowledge and skills are required by health care
workers to perform testing and interpret and act on
results speedily;
✦ Health workers are anxious about taking blood in
infants and children;
✦ Scaling up diagnostic services in both clinics and
laboratories requires space, human resources and
training;
✦ Breastfeeding populations present a particular
challenge to infant diagnosis because of ongoing
exposure to the virus through breast milk and the
need to repeat testing after breastfeeding is stopped;
and
✦ There is a lack of systems in place for health care
personnel to easily identify participants of the
PMTCT programme who bring their infants for
immunisation or other well-baby programmes.

Recommendations
Widespread improvement in the identification of
HIV-infected children from 4-6 weeks of age must be
urgently implemented.
Early diagnosis with HIV DNA PCR (particularly
with DBS) requires that the scale up of laboratory and
clinical capacity be synchronised.
At the clinical level, a diagnostic service has to be
commenced. This will require:
✦ Identifying facilities (e.g. PMTCT programmes,
immunisation clinics, etc.);
✦ Providing appropriate staffing at these facilities
(e.g. phlebotomists, counsellors); and
✦ Training staff in blood sampling, laboratory
logistics, record keeping, tracking and interpretation
of test results.
At the laboratory level:
✦ Space has to be found for new instruments that
need to be procured;
✦ Staff require training;
✦ Research and development is needed to improve
laboratory capacity e.g. increase automation with
careful quality control; and
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✦ Procurement and distribution of consumables is
required to enable DBS testing.
Routine HIV testing of children of all ages needs to be
established at all health services, e.g. TB services, inpatient and out-patient, and adult HIV services where
parents should be encouraged to bring their children
for testing.
Key indicators must be documented to assess service,
and monthly HIV DNA PCR test statistics should be
made available. A system for feedback from clinics for
central monitoring of, for instance, service issues and
quality control, should be established.

Prophylaxis against
Opportunistic Infections
Cotrimoxazole prophylaxis
Cotrimoxazole (CTZ) prophylaxis for prevention of
Pneumocysitis jirovecii pneumonia (PCP) and other
commonly acquired infections reduces mortality in
HIV-infected children by as much as 43%.71 PCP has a
peak incidence in children between 3 and 6 months of
age carrying a very high mortality.72 SA follows WHO
guidelines in advising CTZ prophylaxis from 4-6 weeks
of age for all HIV-exposed infants, continuing in those
with a definitive diagnosis of HIV until such time as
demonstrated CD4 response has occurred on ART.12
Boerma et al. recently estimated that the number of
children requiring CTZ prophylaxis in sub-Saharan
Africa would be reduced from 3.5 million to 1.9 million
through the implementation of early infant diagnosis,
as, once a definitive diagnosis has been made, HIV
negative infants may have their CTZ stopped.73
In 2001, only a third of clinics in SA reported routine
administration of CTZ to HIV-exposed children and
the majority of those providing CTZ were administering
inappropriate doses.74 In 2005, 85% of HIV-exposed
infants at Community Health Centres (CHC) in the
Cape Town Metropole received CTZ. There are few
data from elsewhere, but anecdotal reports indicate
that this coverage is inadequate with occasional stockouts of CTZ occurring at CHC facilities in Soweto.
	

Personal communication, L Obidike, Wits Paediatric HIV Clinics,
March 2006.
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Tuberculosis prophylaxis

Antiretroviral Treatment

Tuberculosis (TB) and HIV co-infection is common in
South African children.75-78 At Harriet Shezi Children’s
Clinic, 38% of children less than three years of age were
on TB treatment at the time of starting ART, despite
the fact that bacteriological confirmation of TB was
rare.79 There is no guidance regarding TB prophylaxis
for HIV-exposed or infected children in the South
African Guidelines.12 Children under five years of age
(both HIV infected and uninfected), where TB has
reasonably been excluded and there is an open TB
contact, should receive isoniazid (INH) prophylaxis.12
Routine INH prophylaxis for HIV-infected children
has raised concern because of the potential for children
with undiagnosed TB to receive INH monotherapy
which would result in inadequate treatment and
possible resistance to INH.

Access of children to antiretroviral
therapy

Zar et al. have reported that routine INH prophylaxis
for HIV-infected children has early and significant
survival benefit.80 Further data are awaited to verify
this finding.

Highly active antiretroviral therapy (HAART) has
been responsible for converting HIV disease into a
chronic, manageable disorder in adults and children
for more than a decade. This life-sparing therapy has
become widely available through the CCMT since early
2004. Early in the programme very few children were
accessing this care, although paediatric numbers have
increased from fewer than 3 00081 at the beginning of
2005 to more than 14 000 (Table 2) by early 2006. The
total number of children on treatment through private
medical aids and other treatment projects outside of the
public health system is unknown. However, in one of
the largest such programmes, Aid for AIDS, there were,
in May 2006, 1 233 children under-12 years of age on
treatment, of whom 34% were under-2 years of age.

Recommendations
Cotrimoxazole prophylaxis is simple and cheap enough
to implement widely. A media campaign targeted at
HIV-infected women explaining the benefits of CTZ
prophylaxis should be implemented to increase client
awareness and demand for this service. Health workers
should educate expectant mothers about the benefits
of CTZ prophylaxis for their infants at early postnatal
contact with mothers e.g. visits for fetching formula, 6
week postnatal check-ups or EPI visits.
Pharmacy control systems need to be in place to ensure
that stock-outs of this essential drug do not occur and
that it is widely available at primary health care levels.

	

Personal communication, L Regensberg, C Whitelaw and M Hislop,
Aid for AIDS, May 26th 2006.
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Table 2:
Provincial breakdown of children on ART, early 2006 (public sector)
Children on ARV

Total Number of
People on ART

EC

1 523

21 511

7.1

March

FS

605

4 928

12.3

March

GP

4 217

39 165

10.8

February

KZN

3 522

34 205

10.3

March

LP

680

6 679

10.2

March

MP

387

4 796

8.1

March

NC

408

2 320

17.6

NW

896

14 821

6.0

March

WC

2 009

16 300

12.3

March

14 247

14 4725

9.8

Province

South Africa
Source:

Percentage patients
on ART <14 years

Month in 2006

February

February/March

Statistics provided to authors by provincial CCMT directorates and provincial health care workers.

The rapid increase in absolute numbers of children
on treatment is in part, driven by the increase in the
number of accredited facilities, with a total of 204
facilities having been accredited by the end of 2005.46

DoH. The national DoH has called upon provincial
HIV/AIDS, STI and Tuberculosis (HAST) directorates
to ensure that children comprise at least 15% of patients
on ART.

The publication of the guidelines for the management
of HIV-infected children in 2005 removed a barrier to
the provision of ART to children. Nine thousand copies
have been disseminated and the guidelines are available
on the DoH’s web site.12 Experience in other health
programmes, however, suggests that the dissemination
of guidelines is unlikely to have had a large impact on
care.82

Despite the successful scaling up of ART access
for children, marked inequities in care exist. Most
provinces have not achieved the targeted proportions.
In the Eastern Cape, Mpumalanga and North West
provinces, children make up considerably less than 10%
of all patients on ART (Table 2). Inequalities in access
to paediatric ART exist even within provinces (Table
3) where, for instance in KwaZulu-Natal, children
comprise between 5.7% and 20% of patients on ART
in the different districts. While KwaZulu-Natal has
successfully increased the proportion of children from
less than 5% in November 200483 to more than 10%
in 2006, the large differences in absolute numbers and
percentages of children on ART by district is cause
for concern. The rural district of Umkhanyakude has
as many children on ART as eThekwini which has
nearly double the number of accredited facilities and
incorporates the large hospitals in Durban. ART sites
such as Manguzi Hospital, where children comprise
28% of patients on ART, have succeeded in scaling up
paediatric ART in very remote, rural areas.

WHO has recently released updated guidelines for the
management of children.69 Decisions around which
recommendations will need to be adopted for South
African programme and how these updates should be
disseminated will need to be made.
In early 2005, the DoH responded positively to the
concerns of health care workers and civil society
members about the limited access to care for children
provided through the CCMT. Six task teams were
formed (PMTCT, infant diagnosis, training and
guidelines, integration of services and improvement of
health systems, adolescent care and pharmacological
issues) to identify barriers and develop specific
recommendations. The task teams’ recommendations
were finalised in November 2005 and tabled to the
246

	

Personal communication, D Kalumbo, National Department of
Health, June 2006.
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Table 3:
Children on ART by district in KwaZulu-Natal, March 2006
Accredited
Children
ARV
on ART
Facilities

District

Adults
on ART

Percentage of
patients on ART
<14 years of age

Amajuba

3

148

1 530

8.8

eThekwini

9

542

4 769

10.2

iLembe

4

234

1 745

11.8

Sisonke

4

139

1 932

6.7

Ugu

4

127

2 107

5.7

Umgungundlovu

5

816

3 272

20.0

Umkhanyakude

5

548

3 701

12.9

Umzinyathi

4

247

2 784

8.1

Uthukela

3

265

2 613

9.2

Uthungulu

8

329

3 074

9.7

Zululand

6

127

1 896

6.3

55

3 522

29 423

10.7

TOTAL KZN
Source:

Weekly Report on ARV Roll-Out, KZN, DoH March 2006.

The provinces where the estimated number of infected
children is low, most notably the Western Cape and
Northern Cape, are faring much better in meeting
the demand for paediatric ART. As noted earlier, it is
not known what proportion of HIV-infected children
require ART. However, for purposes of comparison, in
Figure 6 below, it has been assumed that 40% of all

HIV-infected children require ART. While the
percentage of coverage for each province is a very rough
estimate, it is clear that there are very large inequities
among the provinces, with a child with advanced disease
living in the Western Cape having approximately a 14
fold higher chance of being on ART than a similar
child in Mpumalanga.

Figure 6:
Estimated percentage of children with advanced HIV who are receiving ART
60

Percentage

50
40
30
20
10
0
Source:

	

EC

FS

GP

KZN

LP

MP

NC

NW

WC

11

Data compiled from ASSA2003 (provincial output) mid-2005 estimates and Table 3 above.

These are rough estimates and the dates of the numerator and denominator differ.
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As shown in Figure 7, almost half of all children on
treatment in Gauteng are receiving ART from tertiary
hospitals and only 6% at Community Health Centres
(CHCs). The scale up of ART at primary and secondary
level facilities in Gauteng has been hampered by a lack
of human resources together with inadequate skills to
provide appropriate medical care for children. Many
facilities lack doctors and primary health care nurses
have not been trained to manage HIV-infected patients
on ART. However, at CHB Hospital, primary health
care nurses have been trained and successfully initiate
and manage children on ART with the support of
medical officers.
Figure 7:
Breakdown of children on ART by health facility level
in Gauteng
314

246

2072

1530

Source:

Regional Hosp (10 sites)

Tertiary Hosp (4 sites)

District Hosp (3 sites)

CHC (8 sites)

Compiled from data provided by Gauteng DoH.

The Western Cape has made some progress in
decentralising paediatric ART, having decreased the
proportion of children receiving ART in the province
at three referral hospitals from 78.4% to 49.5% between
March 2004 and 2006.

	

Personal communication, B Eley, University of Cape Town, June
2006.
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Health Systems Challenges of
Scaling up Paediatric ART
Impact of the vertical nature of ART
services on the care of children
While the CCMT intended to integrate the component
services into the primary health care (PHC) framework,
integration of ART with PHC services has been very
limited. The current vertical nature of ART poses
specific challenges to the provision of care to children.
The functional and frequently structural separation of
the ART services from other components of the CCMT
precludes continuity of care for children and results in
high leakage rates between the component services.
This is particularly true for children as the PMTCT
programme is generally independent from the HIV
infant diagnosis services, which in turn are frequently
removed from the ART services.
Furthermore, the basket of HIV-related services
are delivered independently from the Expanded
Programme of Immunisation (EPI), Integrated
Management of Childhood Illnesses (IMCI) and
Tuberculosis programmes, resulting in missed
opportunities. Despite the vast majority of children
acquiring HIV from their mothers, ART services for
adults and children are separated, with very few familybased clinic services known to the authors.
Staff appointed to the smaller accredited ART facilities,
where there is frequently only one ART doctor,
are isolated from colleagues in the general services.
Experience suggests that ART health care providers
frequently do not have the skills or knowledge to
adequately manage general paediatric conditions,
resulting in a lack of confidence.84 Doctors working
in ART facilities report ‘fear’ of taking blood from
children.85 Guidelines for the management of HIVinfected children were only distributed in late 2005.
This delayed distribution of guidelines has been
compounded by the lack of a nationally standardised
training programme in paediatric ART. In addition,
practical on-site case-based training is believed to be
necessary to improve health care workers’ confidence.
Furthermore, health care providers working in small
ART services have difficulty in attending training
programmes, or even taking leave, as this can result
in interruption of service to their patients. The lack of
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human resource capacity to provide treatment to all
those who need it potentially results in indirect rationing
of treatment to those who are informed, geographically
close to treatment sites, have time to wait in queues
every month to collect medicines and have higher
socio-economic status.85,86 The lack of family-based
services and the geographical concentration of children
in the larger ART facilities results in inequity of access
and indirectly rations treatment for children. The
concentration of children on ART in tertiary/regional
facilities also results in inappropriate utilisation of
highly skilled staff to manage stable children on ART.
These experienced staff will be increasingly needed to
attend to more complicated cases related to adverse
reactions and treatment failure as the provision of ART
matures.

✦ Family-orientated services should be aimed at all
levels of care where they are feasible, to ensure that
families are not inconvenienced by multiple visits.
It is recommend that at least one day a week be
assigned for family care at ART facilities.

Recommendations

✦ A standardised patient management tool to
support both the management of patients and
the reporting of indicators needs to be developed
and piloted. The tool needs to add value to health
care workers and facility managers in order to be
easily implemented. The system ideally needs to
support the tracking of patients across the vertical
programmes (VCT, PMTCT, infant diagnosis and
ART) and provinces. Programme managers at site
level need to be trained to use the data collected
to improve the efficiency and effectiveness of their
service.

The differences in infrastructure, disease burden
and access to resources across provinces and districts
requires that local solutions tailored to local conditions
are tested and if successful, implemented. Districtlevel networks of all service providers with community
representation should be formed to coordinate services
and test strategies to improve the functional integration
of services. Appointing CCMT staff to a district-based
cluster of ART facilities where appropriate could provide
staff flexibility, facilitate outreach training and support
from the larger ART sites, and improve communication
and referrals between ART sites and related services.
This cluster strategy needs to be tested.
In addition the following is recommended:
✦ The normalisation of HIV, particularly HIV
testing, within the health sector is appropriate
and necessary, especially since ART has become
available.87 Removing the exceptionalisation of
HIV, however, does not necessarily mean integrating patients on ART into the general queues in
PHC clinics.
✦ Emphasis should shift away from a doctor-based
to a nurse-based service with clinically trained
primary health care nurses becoming the key
personnel to prescribe treatment to stable patients
on ART. Pharmacist assistants should be utilised
likewise.

✦ Theoretical training for nursing and medical
students should be aligned with the DoH treatment
guidelines for children.
✦ Outreach from sites with experience in treating
children should be encouraged to inexperienced
sites to provide practical patient-based on-site
training.
✦ A team needs to be appointed by DoH as technical
advisors for regularly updating guidelines and a
strategy for dissemination of updated information
needs to be developed.

Challenges in Providing ART to
Children
Managing children on ART is more complex than in
adults because:
✦ CD4 percentage rather than absolute count is used
in children and the cut-off for initiating therapy
differs according to age of child;
✦ Drug doses need to be regularly reviewed to keep
up with growth;
✦ No guidance is provided in DoH guidelines for
infants under-6 months of age as few formulations
have been studied in this age group and because the
mortality is so high, these young infants deserve
special attention;
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✦ Even for older children, fewer formulations exist
than for adults and palatability is generally poor;
and

Highly Vulnerable Children

✦ Elderly caregivers often have practical difficulties
dispensing medication e.g. drawing up solutions
requires good vision as well as some degree of
numeracy.

HIV-infected infants have a high mortality rate.23 As
described above, limited delivery of infant diagnosis
services results in relatively few infants being identified
and referred to ART centres. In addition fewer
formulations have been studied in young infants
and drug dose calculations in the very young require
the use of body surface area making treatment more
complicated. Obtaining blood samples for monitoring
young infants is technically challenging.

In addition, as the programme matures, side effects
are becoming more evident. In particular, lipoatrophy/
lipodystrophy from stavudine is being reported more
frequently. Fourteen children at CHB have required
regimen changes from stavudine to abacavir because of
toxicity.

Infants

Orphans and vulnerable children

Adherence to ART is enhanced by the simplification of
treatment. ART regimens include three separate drugs
and sometimes large volumes and/or poorly palatable
formulations are prescribed for children. Adequate drug
levels and good clinical outcomes have been reported
with the use of fixed dose combination (FDC) tablets
in children, even when adult strength FDC tablets are
broken to approximate paediatric doses.88,89 No fixed
dose combinations are currently registered for use in
children in SA.

Children are often subject to changing caregivers
due to ill-health or death, or adult migration. Child
care professionals frequently encounter children with
no identifiable or reliable caregiver or family support
system. The number of HIV-infected orphans in childheaded households, with unreliable caregivers or who
cannot access health services at all, is unknown. There
is currently no legislation that addresses this vulnerable
group adequately.

The following has been recommended90 to address
these concerns:

Adolescents

✦ The immediate placement of stavudine 15 mg and
paediatric strength enteric-coated didanosine on
tender and made available in all ART facilities;
✦ The fast tracking of the registration of paediatric
(i.e. chewable or dispersible) and scored adult FDC
formulations by the Medicines Control Council;
✦ The even distribution of the active ingredient
within adult formulations and the scoring of tablets
to facilitate breaking of these for paediatric dosing,
where appropriate, by drug manufacturers;
✦ The improvement of thermo-stability and palatability of paediatric solutions; and
✦ The countrywide standardisation of colour coding
of individual antiretroviral agents.

	

Personal communication, H Moultrie, Wits Paediatric HIV Clinics,
May 2006.
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In 2001, the DoH recognised the unique needs of
adolescents by formulating a specific health policy
which outlines comprehensive and sensitive community-based therapy for all adolescents.91 ART
provision is resulting in more HIV-infected children
surviving childhood and entering adolescence, and
adolescents are becoming HIV-infected as a result
of high-risk behaviour. HIV-infected youth have
particular needs which are not addressed by the current
policy and few health care workers in SA are skilled
at addressing these needs. Adolescent HIV clinics will
become increasingly needed.
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Disclosure of HIV status
Disclosure to other household members and to the child
about their own disease is often difficult for caregivers.
Children have a right to know their status in an ageappropriate way. Caregivers find it difficult to disclose
to children for a number of reasons including fear that
the child and family may be stigmatised if the child leaks
the information to others. They are also concerned that
the information may be overwhelming for the child.92
Although disclosure to children is recommended from
early ages, as they enter adolescence it becomes more
critical that children are aware of their HIV status so
that they can make appropriate behavioural choices.

Recommendations
✦ Early diagnosis should urgently be scaled up, as
discussed above;
✦ District Child Care Forums, involving the health
sector, social welfare, businesses, non-government
organisations and community based organisations,
need to be formed or where existing, strengthened.
A registry of highly vulnerable children should be
kept in each district to coordinate support; and
✦ Adolescent-friendly clinic services should be made
available in every district by the end of 2006.
Adolescent-focused training materials, such as those
developed by the National Adolescent-Friendly
Clinic Initiative (NAFCI), need to be updated to
include information on ART and disseminated.

Childrens’ Outcomes on ART

in children enrolled in the programme. In the Northern
Cape, 67 of the first 100 children completing at least
6 months of ART achieved viral load suppression
(<400copies/ml).96 Significant improvement in CD4
percentages and good clinical outcomes in children have
been reported in a cohort in Cape Town.97 Significant
improvement in weight-for-age z-scores98 and viral load
suppression rates of more than 80% at 6 months on
ART99 have been documented in Soweto.

Conclusion
Through the CCMT, SA has a programme in place to
both prevent children from becoming infected with
HIV and to improve the quality of life of those who do
become infected. Effort is being placed on the scale-up
of paediatric prevention and care, although monitoring
processes are not yet sufficiently in place to accurately
assess the outcomes of the programme. Focused
attention and efficient use of available resources is
needed to ensure that the particular needs of children
are not overshadowed by the overwhelmingly large
adult HIV epidemic. What is evident is that there is
marked inequity in access to care in different parts of
the country. HIV prevention and care for all children
must be addressed urgently and measures should be put
in place to track outcomes.
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ART in well-resourced countries has resulted in children
living healthy, productive lives well into adolescence
and early adulthood.93,94 Programmes in less resourced
countries have also documented good outcomes for
children on ART – for instance, in the Ivory Coast,
two-year survival rates of 98% in children on ART
with CD4 counts of ≥5% have been reported.95
No routine data on adherence, retention, viral load
suppression, clinical status, mortality or side effects
are available for children accessing ART through the
CCMT. This information is urgently required to assess
the impact of the programme. Some sites have, however,
published data demonstrating the early benefits of ART
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Abstr act

SA has the challenge of improving perinatal care, paediatric and child health services,
controlling over and under-nutrition and decreasing poverty in order to prevent chronic
conditions. The establishment of a family based multidisciplinary service for children
with long term illness is a priority. The nature and scope of the service is outlined in the
2002 Policy framework for non-Communicable chronic conditions in children.
Excellent specialised services exist in pockets in the country; however, these services are
inequitably distributed. For many conditions, children from rural areas are much less
likely than their urban counterparts to access specialised care, and thus will inevitably
have a poorer outcome and quality of life.
Ensuring equity in provision of service, and establishing good family based care for
children throughout South Africa will require innovation and commitment. Centres
of excellence that provide care should be maintained and provided with resources to
service the region. NGOs, patient-provider organisations and specialist working groups
are encouraged to continue and extend the role they play in advocacy and support for
service development and best practices.

Ch ron ic Con di t ions
i n Ch i l dr e n

M

any South African children suffer from a chronic condition that requires
ongoing care. The most prevalent of these conditions are congenital heart
disease, neurological problems and HIV. In urban areas asthma affects
more than 10% of children. The sequelae of poor perinatal care, poverty and poorly
managed infections cause disability and place a high toll on rural families. In addition,
a wide range of congenital conditions that affect children globally affect South African
children as well. Diseases of lifestyle, previously mainly affecting adults, are now more
prevalent as almost 20% of South African urban children are overweight.
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Introduction
HIV-related conditions, perinatal conditions, pneumonia, diarrhoea and malnutrition are the leading
causes of death in children under-5 years of age.1
In addition to this burden of disease, about 20%of
children in South Africa (SA) have a chronic condition.
A chronic condition is a health problem that requires
ongoing management over a period of years. These
include diseases and impairments.
Many families misunderstand a chronic disease to be a
serious illness. This stems from the common usage of
the word chronic in this context. In order to avoid this
association it has been proposed that the term Long
Term Health Condition (LTHC) be used instead. A
long term health condition is defined by the Policy on
Non-Communicable diseases in Children as:
“…a condition that
✦ affects the child for enough time to potentially affect
the child’s physical or psychological development
(more than a year, sometimes for life);
✦ causes the child to require ongoing health and / or
other services in order to function optimally; and
✦ as a result the child requires coordinated,
comprehensive health care.”a
LTHC can be grouped according to cause as follows:
Sequelae of common childhood diseases and
perinatal problems. Examples include cerebral palsy,
developmental delay, epilepsy and mental impairment.
Rheumatic heart disease, which follows on streptococcal
throat infections, affects many older children. HIV
infection is now a common chronic condition of
childhood. In addition to low birth weight resulting in
neurological sequelae, there is evidence that low birth
weight is associated with an increased risk of adult
onset of chronic disease such as hypertension, glucose
intolerance and ischaemic heart disease.2
Congenital disorders and birth defects affect up to 6%
of children3 and embrace a wide range of conditions.
Some are present at birth and most are evident by 5 years
of age. Congenital heart disease is the most prevalent of
	

Source: Policy framework for non-communicable chronic conditions
in children. This is an official document but has not been published
and is not on the government web site, however can be obtained
from the author on request.
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these conditions, followed by neural tube defects and
hydrocephalus. The incidence of congenital conditions
and birth defects is fairly constant throughout the
world, but some communities in the developing world
have a higher incidence of recessive disorders. This may
represent an evolutionary defence against malaria or be
as a result of consanguinity.4
Acquired chronic conditions of multifactorial
aetiology. Examples include asthma, insulin dependent
diabetes and renal disease.
The consequences of adopting an unhealthy lifestyle
in childhood not only predisposes children to adult
chronic disease, but affects older children and
adolescents, especially those living in urban areas.
Advances in paediatric and surgical care have resulted
in children with chronic diseases from better-resourced
areas of the country surviving through childhood and
into adolescence and adulthood.
Chronic diseases in children are different to those of
adults. Adults suffer from a small range of common
diseases (many of them the consequences of adopting
an unhealthy lifestyle) such as hypertension, acquired
heart disease and arthritis. Primary health care
practitioners are usually familiar with the management
of these conditions. Children on the other hand, suffer
from a wide range of complex conditions that require
care from many health professionals, often at different
levels of the health care service.5
This chapter outlines the burden of LTHC affecting
South African children. It uses information from
relevant national and international publications,
policy documents and guidelines as well as reports
available from the internet. In addition it draws on
national experts on the subject through interviews and
discussions in order to address the gaps. The health
sector responses and challenges in addressing LTHC
are discussed and recommendations on how to improve
service delivery are proposed.
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Current situation
Burden of Disease
Between 15-30% of children globally have a chronic
condition. The prevalence varies between studies partly
because different definitions of chronic disease have
been used. An estimated 18% of children in the United
States have a chronic condition and require health
services beyond that required by children generally.6
A study conducted in a Cape Town suburb in 1987
showed that 13% of surveyed children had a chronic
condition.7

Birth prevalence studies provide reliable data about
conditions detected at birth. Because some of these
disorders affect childhood survival, birth prevalence
data cannot be extrapolated into later childhood. There
have been relatively few community based studies of
chronic disease in SA and the data obtained are prone
to some degree of diagnostic uncertainty. Health
service data provide disease-specific information on the
number of children with chronic conditions.

Table 1:
Sentinel Long Term Health Conditions in South Africa
Condition

Prevalence and / or Incidence

Sentinel issues

1. Asthma

Affects up to 14% of school children Common in urban areas.
in urban areas8 and 0.14% of school Most cases can be well controlled at primary level if drugs and
children in rural areas.9
services are available and accessible. A few children require
highly specialised care.

2. HIV

An estimated 5.6% of children
under the age of 15 are HIV
positive.10

PMTCT can prevent over 50% of cases.
Half the infected children die by the age of 2 if they do not
receive treatment.
Comprehensive treatment of HIV requires a well-developed and
accessible service.

3. Congenital heart
		 disease

5-7 children per 1 000 are born with Most cases are not preventable.
a congenital heart disease.11
Congenital malformation most common.
All require highly specialised care by a Paediatric Cardiology
service.
75% will require cardiac surgery.10
Most children live a normal life after surgical correction.

4. Childhood
		 Cancer

70-100 new cases per million
children per year.12

Early identification, referral to a Children’s Cancer Centre is
essential for cure.
60-70% of children can be cured at an accredited Children’s
Cancer Centre.

7 per 1 000 children suffer from
epilepsy. More than half of
these have developmental and
neurological problems.13,14

Preventable causes including birth asphyxia and brain injury.

6. Spina bifida

0.5-6 children per 1 000 are born
with a neural tube disorder.15,16
Higher birth prevalence are in rural
areas.

Folate, food fortification and antenatal screening can prevent
spina bifida.
Highly specialised care and rehabilitation are required.

7. Haemophilia

1 boy per 10 000 male births.17

Rare.
Lethal if not identified and treated.
Compatible with a normal life if competent well organised care
is available.

5. Epilepsy

b
8. Diabetes mellitus 5/100 000 new cases in WC
		 type 1
2-35/100 000 new cases
worldwide.18

Children with developmental problems require rehabilitation
and specialist care.

Not preventable or due to lifestyle. Requires insulin therapy and
complex monitoring, nutritional guide and education directed
by a children’s diabetic centre to secure longevity.

9. Chronic renal
		 failure

12 new cases / million children /
year.19

Not preventable.
All will require dialysis and possible transplantation.

10. Rheumatic heart
		 disease

1-7/1 000 children 5-15 years.20

Preventable through good primary health care.
Requires Penicillin prophylaxis into adulthood.
Many require valvular surgery.

b

A conclusion is considered to be sentinel if it is common, preventable or highlights important issues.
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However, this information is limited to children
who can access the health service. It is likely that the
majority of children with chronic diseases in SA do
not access appropriate care. A review of health service
registers for conditions with a known and consistent
global prevalence showed that only 10-20% of rural
children access the care they require.
There are many LTHC affecting children in SA. Table
1, summarises the prevalence and sentinelb issues of
childhood.

“We are currently under-servicing our patients
because of poor funding, poor equipment and
personnel. These services on the whole, provide a
huge improvement in quality of life for patients
and in many cases a complete cure. The existing
facilities are being stretched to the limit and this
pressure is affecting quality of care. The current
geographical distribution of units is inadequate.
There needs to be a national network for referral
to the various levels with referral protocols in
place.” 2 1

Congenital heart disease

Neurological conditions

Congenital heart disease as a group is the most
common congenital abnormality. The prevalence of
severe congenital heart diseases that require paediatric
cardiac care is around 5-7 children per 1 000 live
births. Seventy-five per cent of these children require
cardiac surgery, and can subsequently live a relatively
normal life.11

The World Health Organization (WHO) figures
indicate that up to 10% of children have a neurological
disability.22 A community based study in rural SA,
identified an epilepsy prevalence of 7 children per
1 000. Of these children, 70% had an associated
neurological disability.23 The same study found the
prevalence of cerebral palsy to be 3 per 1 000 children.
Mental impairment affects up to 8% of children.23
The birth prevalence of spina bifida and isolated
hydrocephalus are each around 1 per 1 000 live
births. Many children have preventable neurological
conditions, while a wide range of neurometabolic and
neurogenetic conditions affects others.

Based on these figures of the 1 million children born
annually in SA, 6 000 will have a congenital heart
disease and 4 500 will require surgery.
Currently 1 380 paediatric cardiac operations are being
performed annually in the public and private sector
in SA. This includes operations for rheumatic heart
disease.21 This suggests that only 30% of children who
require surgery, access this care. Fewer children from
rural provinces than urban provinces receive surgery.
It is estimated that 50% of affected children from
urban provinces receive surgery as compared to 10%
of children from rural provinces. This is due to poor
identification of congenital heart disease at primary
care level and inadequate specialist centres.
The Modernisation of Tertiary Services (MTS)
Paediatric Cardiology Working Group made the
following comment:

	
	

	

Personal communication, Dr Chris Sutton, Department of
Paediatrics and Child Health, University of Limpopo, May 2006.
Personal communication, Prof. S Delport, Head of Paediatrics
Endocrinology and Diabetes Services, Department of Paediatrics,
Red Cross Children’s Hospital, June 2006
Personal communication, Dr Chris Sutton, Department of
Paediatrics and Child health, University of Limpopo, Polokwane
campus, May 2006.
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The management of these children is multidisciplinary
and care at different levels of the service is often required
for complex cases. The affected children may have a
number of impairments and disabilities requiring care,
community support, social interventions and special
education.

Asthma
Asthma is a common chronic condition whose
prevalence in the urban areas of Cape Town and
Durban is between 10 and 13%.24 Little data are
available from rural inland areas. The prevalence in
these areas is thought to be lower, but is not known. A
study done in 1979 compared the incidence of bronchial
hyperactivity in children aged 6-9 years, in Transkei
and Gugulethu. The prevalence was 0.14 in rural
children and 3.7 in urban children.9 Allergy specialists
expect the prevalence of asthma in SA to double within
the next ten years. Asthma deaths are much higher in
SA than in other countries with a similar prevalence.25
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Reasons for high death rates could be lack of access to
follow up care.26
Seventy per cent of children with asthma have
intermittent or mild persistent asthma. Care for this
is available at primary health care level. For persistent
asthma, care includes the use of inhaled steroids to
prevent acute attacks. Competent care at this level is
critical. Specialist supervision of care is required by the
25% of children with moderate persistent asthma. The
5% of children with severe persistent asthma, require
subspecialty care.27

Childhood cancer
Childhood cancer is relatively uncommon affecting
110-130 per million children annually throughout the
world.28 In SA, 70-80 cases per million children are
identified per year. The other children who are not
identified presumably die before they are correctly
diagnosed.

“There are several excellent treatment centres in SA
which use internationally accepted protocols, and
achieve results comparable to hospitals in North
America and Europe for similar stages of diagnosis
of the illness. However, statistics have indicated
that in some communities in SA, over 80% of
children are diagnosed with tumours in the late
stages, compared with 15% in developed countries.
These late-diagnosed children have a much poorer
chance of being treated successfully.” 2 9
In an attempt to improve this situation, the South
African Children’s Cancer Study Group, which
includes all of the specialist paediatric oncologists in
the country, has prepared a set of ‘Warning Signs’ (WS),
aimed particularly at the primary health care sector.
WS have been adopted by the SIOP for use in all
developing countries, and were adopted by WHO
in 2002. Another set of WS targeting doctors is
available.29

The survival of children with cancer in the last few
decades has been remarkable, with 70% of children
being potentially curable. This is only possible if the
child is treated in a Paediatric Cancer Unit, meeting the
International Society of Paediatric Oncology standards
(SIOP), and if the child is diagnosed early.29 Cancer
care is intensive and extends over 2-3 years.
In SA, there should be 1 400 new cases of paediatric
cancer treated each year, but only 600 (less than 50%)
children are identified and treated annually. There is
a wide variation of cases between provinces as shown
in Table 2. Urban provinces detect almost 3 times as
many cases.
Table 2:
Number of children under-15 years of age with Cancer:
2000-2004
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Average number of
children <15 with
cancer per year
2000-2004

61

45

145

129

42

31

19

34

88

596

Cases / million
children <15 / year

23

54

70

39

20

28

76

30

71

41

Source:

	

Children’s Cancer Register, 2006.

Personal communication, Prof. Glyn Wessels, Tygerberg Children’s
Hospital, July 2006.
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Box 1:
Saint Siluan* warning signs for cancer in children

S: Seek:

Medical help early for
persistent symptoms

I: Eye:

White spot in the eye, new
squint, blindness, bulging
eyeball

L: Lump:

Abdomen and pelvis, head
and neck, limbs, testes,
glands

children registered in this service. This could translate
to an incidence of 5 per 100 000 cases per year and may
be an underestimate of the true incidence. There are far
fewer children with diabetes attending clinics at other
specialist centres and presumably many children with
diabetes never access specialist care.

Birth defects and congenital
conditions
“Worldwide, 2-3% of infants are born with a
recognisable congenital disorder, and by five years,
depending on the country’s health care and socioeconomic status, their incidence has cumulated to
5-8% of children having suffered the effects of a
serious congenital disorder. In SA with an annual
birth rate of just in excess of 1 million infants,
this translates into a minimum of 61 000 annual
births harbouring a serious congenital disorder. It
needs to be emphasised that each of these children
is born with a congenital disability. In the best
circumstances, in industrialised countries, 30%
of children born with a serious congenital disorder
will die within a year of life, 30% will live with
chronic disability and 40% can be treated or
corrected, mainly by paediatric surgery. Data
for the developing world are not available, but
it is estimated that almost 50% probably die in
infancy or shortly thereafter.” 3

U: Unexplained:	Fever, loss of weight and
appetite, pallor, fatigue,
easy bruising or bleeding
A: Aching:

Bones, joints, back and
easy fractures

N: Neurological signs: Change in behaviour,
balance, gait and
milestones, headache,
enlarging head.

HIV
Although other chapters in this Review such as
‘Management of Children Infected with HIV’ discuss
HIV in detail, it is important to note that HIV is now
a manageable long term health condition. Because it
is common, competent family based care at primary
health care level is required, with support from specialist
services. Integration into other services for children
with long term health conditions is required.

Diabetes
Children, unlike adults, are chiefly affected by type 1
or insulin dependent diabetes. Children require insulin
injections and monitoring 2-4 times a day. Intensive
family and patient education and support are required
to establish effective insulin therapy and glycaemic
control. Without this, the outcome will be poor.
The international incidence (new cases per year) of
Type 1 diabetes in children 0-14 years is 10 per 100 000
children. This varies from 2 per 100 000 in Macedonia
18
to 35 per 100 000 in Finland. The incidence in South
Africa is not known. The Red Cross Children’s Hospital
Diabetic Clinic that sees most new diabetic children
in the Western Cape, has 50-60 new cases of children
with diabetes per year and there are currently 600
262

Children with these problems require multidisciplinary
care at all levels, including a full range of surgical services.
In addition, these children require rehabilitation
services and the management of intercurrent problems.
This care needs to be available close to the patient’s
home, hence it is easier for children residing in urban
areas to access this highly specialised care.

Haemophilia
The World Haemophilia Foundation (WHF) estimates
that worldwide prevalence of haemophilia is 1 case
per 10 000 male births.17 This is most likely to be the
case in SA. Information from haemophilia registers
demonstrates that many cases remain unrecognised. It
is likely that these children die young from untreated
bleeds. Many boys suffer disability as the result
	

Personal communication, Professor S. Delport, Head of Paediatric
Endocrinology, Red Cross Children’s Hospital, UCT, August 2006.
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of recurrent bleeding into joints and soft tissues.
Haemophilia requires frequent expensive treatment
with the appropriate replacement factor as well as
supportive care and rehabilitation. Dependent on the
severity of their disease, factor replacement is required a
number of times per week or on demand as prophylaxis
when the patient bleeds.

Health sector responses

The work of the WHF (SA) through education,
to patients, doctors and nurses, support for the
development of clinics at all provincial centres, has
resulted in a great improvement in the care of children
with haemophilia.

Policy

Consequences of adopting an
unhealthy lifestyle in childhood
The consequences of an unhealthy lifestyle are the
precursor of many chronic diseases in adults. These
are increasingly becoming important in childhood,
especially in urban based children.
Childhood obesity and being overweight are
increasingly evident in SA. The National Household
and Food consumption survey reported that 17.1% of
SA children between the ages of 1-9 living in urban
areas are overweight.30 In contrast, the prevalence of
overweight in rural children is still low, for example
Monyeki et al. found only 0.25% of girls and 0.43% of
boys to be overweight.31
Childhood obesity and overweight have negative health
implications in children. A study of 5 - 10 year olds
found that 60% of overweight children presenting with
one cardiovascular risk factor and 25% presenting with
two or more risk factors.32 A tenfold increase in type 2
diabetes between 1982 and 1994 has been documented
in American children.33
The Birth to Ten study, demonstrated that 11% of 5
year olds had severe hypertension (>124/84). Blood
pressure was also inversely proportional to birth weight,
i.e. children who had a low birth weight had the highest
blood pressure.34

The health sector has responded in a number of ways to
the challenge of prevention and care for children with
LTHC. There are policies in place as well as prevention
strategies. In addition, various services and organisations
are applying innovative strategies for care.

A Policy Framework for noncommunicable chronic
conditions in children was finalised in December
2002 and approved by the health Minister and
Members of Executive Committee (MINMEC). The
Policy was drafted under the auspices of the Chronic
Diseases Directorate.a
The implementation of this policy is the responsibility
of the National Directorate of Child Health.
Currently there is a draft implementation guideline,
“Implementation Framework for the Management of
Children with Long Term Health Conditions” which
outlines a model, framework and standards for the
development of services for children with LTHC.
Important elements of the policy and its implementation
are:
✦ The need for a competent family orientated
multidisciplinary service for children at each level
of the service.
✦ The key role of the paediatric nurse (practitioner)
who assists with coordination of the care, therapeutic education, counselling and monitoring. At
tertiary level, s / he works in a particular discipline
as a liaison person, and provides support to regional
and district services.
✦ Good Communication through case management
plans that are developed for each child by the
highest level of referral. These will outline the
condition, care at each level, including emergency
care and contact.
✦ Patient held records that will aid coordination as
patients move between services and disciplines.
	

The Draft Document: “Implementation guideline to the policy
framework for long term health conditions in children” and Policy
Framework for noncommunicable chronic conditions in children
was finalised in December 2002 available from Dr A Robertson or
Dr T Westwood. arobertson@dhw.norprov.gov.za; Awestwood@
pgwc.gov.za
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✦ Community and intersectoral linkages. This
ranges from linkages with patient-provider
organisations, community organisations, as well as
formal and informal social and education bodies.
✦ Monitoring and audit of the service, will include
the development of a number of indicators to
monitor equitable care in sentinel conditions
Standards for services at each level are outlined in
Appendix 1.

Prevention strategies
Primary prevention of chronic conditions includes
good antenatal, perinatal, neonatal and paediatric care,
nutrition and food fortification.
Family planning, antenatal, perinatal and
neonatal care
Good care will decrease the incidence of many chronic
conditions in childhood and adolescents. All elements
of the service contribute to prevention of chronic
conditions. They include:
✦ Prevention of unwanted pregnancies;
✦ Prevention of pregnancy / screening in women of
advanced maternal age;
✦ Prevention of alcohol ingestion;
✦ 5 antenatal visits with routine screening of BP,
urine, and foetal growth;
✦ Syphilis screening;

and integrated nutrition programmes. While malnutrition is a priority, more attention needs to be focused
on the prevention of obesity in urban children.
Access to these services is theoretically good, but the
coverage and quality of care are problematic. Neonatal
and paediatric hospital care is a concern, and is reflected
in the Saving Children report.35
Food fortification
The fortification of staple foods with folate and other
micronutrients have been shown elsewhere to decrease
the prevalence of neural tube defects at birth. Food
fortification commenced in 2003 in SA. The results of
surveillance to assess whether there has been a decline
in neural tube defects are awaited. Preliminary findings
suggest a 30% decline in the prevalence of neural tube
defects after the introduction of fortification.,36

Status of Health Care Services
The health sector response to children with chronic
conditions is varied. Many academic hospitals are
responding to the needs of urban children who have
access to them. They often work together with patientprovider organisations. Paediatric and neonatal care
at these facilities is good. On the other hand, rural
residents cannot easily access this care, and services for
LTHC in rural areas is very limited.
Additional reasons for the inequitable care are:
✦ Tertiary services are inequitably distributed.
Most sub-specialist services are currently situated
in the 4 major urban centres of Gauteng, Western
Cape, Free State and KwaZulu-Natal. They are
funded and mandated to provide tertiary services
to children from all 9 provinces, but the reality is
that children from rural provinces do not access
these services as frequently as their urban peers.

✦ PMTCT;
✦ Health Promotion;
✦ Maternal care guidelines and partogram usage;
✦ Examination of all newborns; and
✦	Newborn care guidelines for sick and low birth
weight babies.
Prevention is dependent on the effective implementation
of these policies and guidelines.

✦ Many children are referred too late for effective
treatment.
This may be due either to late recognition of the
illness or to bottlenecks in the referral system.

Adequate child health care
This is provided through involvement of the household,
the Integrated Management of Childhood Illness
(IMCI) and good hospital care. Nutritional guidelines,
and breastfeeding support is provided through IMCI
264

✦ Far fewer children than adults have accessed
antiretroviral treatment to date. Those that do,
mostly receive their care at a tertiary level. Few
	

Personal communication, Dr David Bourne, Department of
Community Health, UCT, June 2006.
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level 1 and 2 hospitals have specific organisational
arrangements for the care of children with LTHC.
As a result there is no foundation on which to build
the HIV service. A big challenge is to improve
linkages between PMTCT, VCT, IMCI and the
CCMT clinics.
✦ Health care is too centralised at present.
Tertiary services treat many children who could be
treated at level 1 and 2, but they continue to be
managed at tertiary level, because of inadequate
services, or lack of medication at level 1 and 2.
There is also a lack of patient education about the
referral system.
✦ Dysfunctional specialist services. Secondary
(specialist) level services, which are seen as the
hub of care for children with long term health
conditions are poorly developed. This results in a
large communication and service gap between level
1 and 3 services.
✦ Transport for many patients between hospitals is
a problem, resulting in missed appointments and
opportunities for care.

Innovations

in care and assisting with practical aspects of care,
monitoring and procurement.17
The Children’s Cancer Study Group has ensured
that there are guidelines for the early recognition of
childhood cancer. In addition, they have a toll free
line, for health workers and parents to access telephonic
advice. By monitoring the number of cases of children
with cancer and promoting an open door policy for new
cases in any of the centres, more patients are identified
and access care. Much of their work is also supported
by a patient-provider organisations.
Nurse practitioner involvement
A number of services rely on the nurse practitioners.
In diabetes care, at Red Cross Children’s Hospital
(RCCH) they provide an essential role that includes:
✦ Education of new patients about their condition,
home management and care. This takes many
sessions, and early regular follow up is needed.
✦	Follow up to ensure care is going well.
✦ Monitoring patients.
✦ Liaison with other service providers, educators and
family.
✦ Support groups for parents, patients, adolescents.

There are a number of services that have introduced
innovative ways to provide care.

✦ Camps for patients.

National working groups and patientprovider organisations

✦ Liaison between the patient and doctors.

A number of national organisations and working
groups exist for specific conditions, e.g. allergies,
children’s cancer and cystic fibrosis. In some instances
these are supported by patient-provider organisations.
They work well together to achieve a number of goals.
These include:

Nurse practitioners play similar roles in care of asthma,
epilepsy, HIV and bleeding disorders.

✦ Advocacy among professionals, community and
heath services;
✦	National treatment guidelines;

✦ Being on call for patient queries.
The low case fatality rate at the RCCH service is largely
a result of this service.

Comprehensive Management of children infected
with HIV has highlighted important aspects of a
chronic disease service for children. These include:
✦ Adequate counselling of the caretaker and child on
adherence;

✦ Increase awareness of illness and early identification
of cases; and

✦ Disclosure to the child;

✦ Training and educating patients and providers.

✦ Role of team members such as lay counsellors,
pharmacists, social workers, dieticians;

The Haemophilia Foundation has led with an excellent
model. They provide support services for people with
haemophilia by developing the services, participating

✦	Family management;

✦ Short message services (SMS) and telephonic
reminders and support; and
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✦ Support from groups such as Institute for Healthcare Improvement (IHI) has demonstrated that
nurses in rural clinics can provide care.

Recommendations

Team work / Multidisciplinary care

✦ Determine indicators for monitoring, for example:

Many services have a multidisciplinary team of people
on the same site at the same time, which facilitates
services for patients e.g. Cerebral Palsy and Cystic
Fibrosis.
Increasing specialist services
Once a critical mass of specialist services (paediatricians
with other team members) is attained at a designated
site, more children from the catchment area will be able
to access appropriate care.
Children struggle to access specialised surgical care.
A number of initiatives providing services for children
across provincial boundaries facilitate access e.g.
Craniofacial Clinic at Johannesburg hospital.

Conclusions
✦ There are many children with LTHC and
impairments in South Africa.
✦ Primary prevention such as PMTCT, good perinatal
and paediatric care as well as health promotion are
a priority.
✦ Many children with chronic conditions are
undiagnosed, or poorly managed and do not access
the care they require. Either the service does not
recognise the need, or there are problems with
inequitable distribution of health care facilities, the
referral system and transport.
✦ South Africa does have the expertise within the
health sector and the community to develop
innovative ways to provide a network of services for
children with long term conditions and disability.
This expertise is, however, currently housed only in
the major urban centres, thus children at academic
centres receive good care.

✦ Implement the policy on the Management of
children with LTHC.
-	Number of children accessing heart surgery
-

PMTCT targets

-

Paediatricians per population

-	Number of children with sentinel conditions
accessing services
-

Treatment targets for children on ARVs.

✦ Patient-provider organisations must be encouraged
to continue their work, especially within the
framework of the policy.
✦ Specialist services need to be developed as a matter
of urgency. Regional teams must be put in place to
care for children with chronic illnesses.
✦ There must be recognition of the role of the
paediatric nurse in the ambulatory service for
children with chronic illnesses. There is also a
need to ensure that there are sufficient nurses with
adequate skills to provide care for children with
chronic illness especially HIV-related diseases.
There is also a need to ensure a strong community
health worker programme.
✦ Services for children with chronic illness should
be based in a child and family friendly ambulatory
facility that includes a walk in facility for emergency
care.
✦ Integrate chronic HIV care into services for other
children with chronic illness.
✦ Designate and accredit centres to take regional
responsibility for the care of children with certain
conditions. Provincial boundaries must be
transcended.
✦ Implement the recommendations from
Modernisation of Tertiary Services project.
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Appendix 1:
Long term Health Conditions in Children: Minimum Standards for Service Provision
Clinic / CHC

District Hospital / CHC

Regional Hospital

Tertiary / National
Hospital

Definition of
level

A clinic is situated close
to the community and
is staffed mainly by
Professional nurses.

A District hospital
operates at PHC level
with general medical
officers.

A regional hospital
provides care centred
around general
specialists i.e.
paediatricians.

A tertiary hospital
provides sub-specialist
paediatric and paediatric
surgical care.

Average
population
served

10 000-15 000

100 000

1 000 000

2.5-5 000 000;
4 million used for data.

Estimated
number of
children
requiring a
service

4 000 children under-15;
200 children with a LTHC
needing care.

40 000 children under-15; 400 000 children;
20% have a LTHC,
5% need care at this level;
2 000 children need LTHC. 20 000 children need
LTHC.

1 600 000 children;
2% will need care at this
level.
32 000 children need this
service.

Patient profile

Asthma, epilepsy,
cerebral palsy and HIV.

Asthma, epilepsy, HIV,
cerebral palsy, and comanagement of other
conditions with regional
paediatric service.

Complex asthma,
epilepsy, cerebral palsy,
HIV, bleeding disorders,
congenital and genetic
conditions and comanagement of children
with diabetes, heart
disease and other rare
conditions.

All children with
congenital heart disease,
cancer, end stage renal
disease, congenital
conditions requiring
surgery, diabetes and
other complex and rare
conditions will require
care coordinated at this
level.

Clinical Service Early Identification
Delivery
Referral to doctor or
district hospital.
Counselling and testing
for HIV.
Prevention and Care
through competent IMCI,
PMTCT, Antenatal care,
Peripartum care.
Management and
monitoring of children
with LTHC through Case
Management Plan.
Treatment of intercurrent
problems and
emergencies.
Larger clinics, health
centres provide
rehabilitation.
Initiation of support
groups.

Early Identification
though appropriate care.
Management and
monitoring of children
with LTHC with support
from a regional
paediatrician and use of
case management plans.
Full range of
Rehabilitation
Social support and Care
dependency grants.
Follow up of high risk
and abnormal babies.
Appropriate referral
case management plans.
Issue and repair of
assistive devices.

Paediatric Care of
children with LTHC.
Development of
individual Case
Management Plans.
Rehabilitation and
Social support.
Multidisciplinary liaison
and care.
Assistive devices.
Referral to tertiary
Support for District
hospitals.

Sub-specialised medical,
surgical and allied health
care.
Multidisciplinary care and
liaison.
Advanced rehabilitation
Individual case
management plans.
Support for regional
services.
Development of
guidelines.

Organisation
of the clinical
service

Booked Clinics in a
dedicated Paediatric OPD.
Multi-disciplinary clinics.
Multi-disciplinary
meetings.
Outreach to PHC clinics.
Visits to special schools
and centres.
Hosting visiting
paediatrician once a
month.

Daily multidisciplinary
specific clinics e.g. HIV,
Neurology, Cardiology
and Allergy in Paediatric
ambulatory unit.
Inpatient services.
Multidisciplinary
meetings.
Outreach visits to District
hospitals, schools,
centres and homes.
Hosting visiting subspecialists.

Full tertiary service that
incorporates condition
specific multidisciplinary
services, in child friendly
inpatient and ambulatory
environments.
Regional support through
visits, telephonic and
telemedicine links.

As part of integrated PHC
services.
Additional afternoon
clinics and or support
groups as indicated
Home visits where
necessary.
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Clinic / CHC

District Hospital / CHC

Regional Hospital

Tertiary / National
Hospital

Clinical Staff

Professional nurses
trained in IMCI, PHC,
PMTCT, and VCT.
Larger clinics may have
visiting medical officers
and therapists.

3 Paediatric medical
officers dedicated
to service including
ambulatory and
comprehensive HIV
service (Diploma
in Child Health is a
recommendation).
3 Paediatric nurses in
ambulatory service
(Training in Paediatrics,
IMCI, HIV, VCT, Genetics,
Haemophilia, Diabetes).
Paediatric ward staff;
emergency care staff
all allied health workers.

3 Paediatric / Child health
nurses in Paediatric
ambulatory specialist
unit.
3-5 Paediatricians
Senior rehabilitation
staff, dedicated to the
paediatric service.
5 Paediatric Medical
Officers for Paediatric
service.

Refer to Modernisation of
Tertiary (MTS) Services.
In most units 2-3 subspecialists.
Multidisciplinary teams
in each.
Specialist Liaison
Nurses for each team
e.g. Diabetes, Oncology,
Haemophilia.

Facilities

Confidential consultation
and counselling rooms.
Large room for meetings,
support groups and
rehabilitation.

Paediatric Ambulatory
area with adequate
space for consulting,
counselling, waiting and
playing.
Rehabilitation facilities
next to OPD.
Multidisciplinary work
space.
Paediatric ward.
Mother lodger facility.

Paediatric outpatient area
with adequate space for
consulting, counselling,
therapeutic interventions,
waiting and playing.
Paediatric rehabilitation
facilities.
Meeting areas.
Paediatric Wards.
Mother lodger facility.

Facilities for each
discipline according to
international standards.
Children’s wing or
separate hospital
preferable.
Family lodger facility.

Equipment
required

No additional

As per District hospital
norms.

As per Regional hospital
norms. Monitoring
equipment for diabetes,
asthma, and other
conditions.

Refer to MTS
Monitoring equipment
for home ventilation,
oxygen, and dialysis.

Drug
management
requirements

As found in the Primary
care EDL.
Chronic care dugs to be
obtained on order every
6 months from District
Hospital.

As per Primary care EDL
and Paediatric hospital
level EDL.
Additional drugs
according to 6 monthly
paediatric prescription.

Drugs according to
Paediatric EDL and
motivation per child.

Specialised drugs, care
needs to be taken to
ensure that these are
available at appropriate
level when child is
referred back.

Referral and
support

To and from district
hospital.

To and from a paediatric
specialist service, if a
level 2 service is not
in place then a level 3
service.

Referral to and support
and visits from the
full range of children’s
subspecialty services.

National and international
organisations.
National support for
highly specialised
services.

Audit and
monitoring

Register of children with
special needs.

Register of children with
LTHCs.
Indicators developed
with province / regional
paediatrician.
National HIV data set.

Data-base of conditions.
Indicators developed
with province / tertiary,
sentinel indicators.
National HIV data set.

Service data-base and
some national registries
e.g. children’s cancer
register.
National sentinel
indicators.

Community
liaison

Implementation of the
Integrated Management
of Childhood Illness
(IMCI) household and
community component
with use of care groups.
List of care centres and
CBOs.

List of community
organisations, care
centres, and schools.
Regular liaison with
above.

List of community
organisations, care
centres, and schools.
Visits to special schools.

Provincial NGOs.
National organisations.
Education, Social
development.

Responsibility
and
Coordination
of the service

Community Liaison
Officer, MCWH
coordinator district and
MCWH coordinator
province.

Paediatric medical officer,
Paediatric Nurse,
Practitioner
District MCWH
coordinator.

Regional Paediatrician;
provincial led
Paediatrician.i
Provincial MCWH
coordinator.

Academic institutions.
Provincial led
Paediatrician.

Source:

i

Draft implementation guidelines on the management of children with long term health conditions, 2006.

This is a paediatrician who provides the province with technical support.
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of disability – both impairment and exclusion – are described. The limited

prevalence rates that are available for childhood disability and chronic illness are
presented. Key policies and legislation that affect children with disabilities are cited,
particularly in relation to the health sector. The impact of these policies at service
provision and community level is described, as there are persisting barriers that exclude
children with disability from effective preventative, curative and rehabilitation health
services. Finally, recommendations are made as to how these should be addressed.
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Introduction
The particular vulnerabilities of children with
disability are created and perpetuated by a number of
factors. This vulnerability is determined not only by
levels of impairment, but also by levels of exclusion and
poverty. Despite key achievements in terms of the legal
framework protecting the rights of disabled people,
many children with disability still do not have access to
the services that they require.
This chapter explores several existing guidelines and
policies of the Department of Health (DoH) in relation
to disabled children. It describes several policies and
initiatives which aim specifically to improve accessibility
of service and to promote the inclusion of children with
disability. These include the Rehabilitation Policy1 and
advocacy around the Children’s Act.

Discrimination and disability
During the pre-1994 era, people with disabilities were
closely aligned to the struggle for liberation, and the
protection of human rights for all. Since that time, great
strides have been made towards racial integration, and
all discriminatory laws have been repealed. However, a
number of recent publications2-5 indicate that disabled
children do not have much to celebrate, as they continue
to be excluded from access to a number of key social
services, including health services.
“Major steps have been taken since 1994 to ensure
that people with disabilities will not continue to
be subjected to the discrimination, inequities and
exclusion of the past. An enormous task remains,
however, in transforming the institutions, attitudes,
practices, buildings, facilities and environments that
continue to deny people with disabilities their rights to
dignity, equality and freedom.” 5
As the country celebrates its 12th year of democracy, the
challenge is to continue the process of transformation
already begun in the health (and other) sectors, so
that equal rights and opportunities for the most
vulnerable groups, including children with disabilities
is achieved.
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Disability is a priority in theory
but not in practice
That disability is a priority human rights issue is clearly
articulated in policy guidelines such as the Integrated
National Disability Strategy6 and in policies of the
DoH – such as Free Health Care for Disabled Persons.7
However, to a great extent this priority is not reflected
at the programmatic level. One reason is that there is
competition for limited resources in the health sector.
The needs of people with life-threatening conditions
such as HIV, or those who are likely to ‘get better’ as
a result of treatment, are given greater priority than
people with disabilities. The tendency leans to that of
‘cure or care’ i.e. focus is placed on those who can be
cured, failing which they need to be cared for. This
leaves little room for those with chronic conditions and /
or permanent disabilities who wish to live independent
lives in the community. The pressure of service delivery
in general and the focus on curative services for other
diseases and prevention, treatment and care for people
living with HIV makes it difficult to prioritise the
needs of children with disabilities. An article reviewing
the Health Sector Strategic framework8 indicated that
with regard to mental health and rehabilitation:
“Physically and mentally disabled people have
unique service needs. When budgets were growing
some improvements were made, matching stated
commitments. But, as budget cuts started to bite,
advances in these services were one of the first casualties
and this needs to be revisited… Service models need
to be changed to more effective and cost-effective
approaches.”
The lack of human resources is a major constraint at
managerial and service delivery levels. The DoH faces
an ongoing challenge not only to recruit rehabilitation
personnel, but also to retain them.2 The shortage of
rehabilitation personnel means that rehabilitation
often becomes a ‘forgotten part’ of Primary Health
Care. Despite this, the compulsory community service programme has resulted in providing access to
rehabilitation services in some rural areas which did
not previously provide such services. In some instances,
therapists have chosen to remain beyond their one year
of compulsory service. Additionally, in some provinces,
acknowledgement of the value of community service
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therapists has resulted in the creation of new permanent
posts. However, a limitation of this strategy is a lack of
continuity of rehabilitation services, because the tenure
of community service therapists is only for one year.

with little consideration given to the circumstances
which create and perpetuate these limitations. The
current definition being used by the DoH (2005)14 is
as follows:

By its very nature, disability is a cross-cutting issue.
The lack of coordination and communication among
programmes, within government departments and
between government and civil society (NGOs and
Disabled People’s Organisations {DPOs}) remains
a critical factor undermining the prioritorisation of
disability needs. The lack of coordinated strategies
means that service provision focusing on children,
continues to be fragmented and thus available resources
have limited impact. 9,10

“Disability means a moderate to severe limitation
in a person’s ability to function or ability to perform
daily life activities as a result of a physical, sensory,
communication, intellectual or mental impairment.”

Another critical factor that hinders implementation of
policy is lack of information in regard to the prevalence
of childhood disability, the needs of disabled children,
as well the resources available.11,12

From a social model of disability, the view is that the
greatest difficulties faced by a person with impairment
are those barriers and limitations that are created by the
way that society is organised, which exclude them from
participating. However, in practical terms, disability is
not determined only by the extent of the impairment,
but is a function of both impairment and the level
of exclusion being experienced. The determinants of
disability are illustrated in Figure 1 below.
Figure1:
Determinants of disability: impairment and exclusion

Limited understanding of what
inclusion means

“Inclusion does not mean that disabled children should
just slot into an unchanging society. This denies both
disability and difference. It is about disabled children
having their needs met and their rights protected in an
adapting society. Most importantly, disabled people
(both adults and children), should be involved in
shaping an inclusive society.” 13

Different dimensions of
disability
There has been a great deal of discussion regarding
different approaches to disability which underpin
service delivery. Within the health sector, the approach
to disability is predominantly a medical one, focusing
on the impairment or limitations of the individual,

Extent of exclusion and/or poverty

It is often assumed that inclusion means ‘treating all
children the same.’ The problem with this assumption
becomes evident when one realises that disabled
children have an unequal start in life, and therefore
equality cannot be achieved without certain provisions
being made to ensure that all children can participate
equally.

Child 2

Child 1

Extent of impairment
Less severe

Source:

More severe

Philpott, 2006.

It may be possible to have a high level of impairment,
but a low level of exclusion, or a relatively small
impairment with a high level of exclusion. For example
(as illustrated by child 1 in Figure 1), a child may be
paraplegic (high level of impairment) but with the
necessary assistive devices and accessible environment,
may continue her education, socialisation and other
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activities. To the extent that she is able to participate
in this way, the disability is minimal. Another child
with the same impairment (child 2 in Figure 1), but
in a context of poverty, even with an assistive device,
would have much greater difficulty obtaining access to
transport and to an accessible school. The child may
never be able to attend school, and the extent of her
exclusion (and disability) is high.

Prevalence of children with
disability and chronic illness
A major challenge in identifying the number of
children with disability and chronic illness is the lack
of age, gender and cause-specific prevalence data on
children with chronic diseases and impairments in
15
South Africa. It is important that the age range of the
population sample being studied is identified because
impairments are age-dependent and the prevalence is
difficult to interpret if age-specific rates are not given
in relation to impairment types.16
It is not easy, particularly in developing and low-income
countries, to obtain good estimates of the prevalence of
disability, because chronic illnesses and diseases may go
undiagnosed and resultant impairments unrecognised.
Therefore, in such countries, population-based studies
are essential to measure the prevalence of childhood
impairment. According to three childhood disability
prevalence population-based two-phased surveys
conducted in South Africa between 1992 and 200215
the overall prevalence rates, for all categories of
developmental disability, varied from 1.6 to 6.0%. This
variation might have been due to poor methodologies
that did not meet the criteria for the two-phase
surveys.
The only national disability survey was populationbased, but was not a two-phase prevalence survey. It
was commissioned by the national DoH and conducted
by the Community Agency for Social Enquiry (CASE)
in 1999.17 It described reported moderate to severe
disability. It should be noted that it is not possible to
use the CASE prevalence rates in combination with
the StatsSA Census data of 2001 because different age
groupings were used.
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According to the CASE study, the overall crude rate
for children under-18 years of age was 3.3%. The agespecific rates for children by age-category were:
	Years

%

✦

1-5

1.6

✦

6-10

3.2

✦ 11-15

4.5

✦ 16-20

4.1

In terms of impairment-specific surveys, the studies on
hearing loss in SA have been school or hospital-based
rather than population-based.18-20 The overall crude
prevalence rates for first year entry (Grade 1) school
children were 6% for mild hearing impairment and
0.2% for bilateral sensorineural deafness, while 74% of
the children had both normal ears and normal hearing.
The prevalence of overall ear disorders was 96.1 per
1 000 children. Improved treatment of otitis media,
which is common in pre-school age children, could
reduce the sequelae of the disorder, which have serious
effects on hearing and impairs educational achievement
in school children. It is important that health services
be developed for this target group, which is presently
poorly serviced in regard to the management of deafness
and ear disease.21
There are no accurate population-based data for
childhood blindness in SA.22

Disabled children and
developments in legislation and
policy
An important piece of legislation affecting adults
and children with disabilities is the Promotion of
Equality and Prevention of Unfair Discrimination
Act.23 This Act identifies ways in which discrimination
is manifest in South African society, and deals with
the prevention, prohibition and elimination of unfair
discrimination, hate speech and harassment. It prohibits
discrimination on the ground of disability, and in doing
so addresses issues around environmental accessibility
as well as reasonable accommodation in the workplace.
According to this Act, neither the state nor any person
may unfairly discriminate against any person on the
grounds of disability, including:
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✦ Denying or removing from any person who has
a disability any supporting or enabling facility
necessary for their functioning in society;
✦ Contravening the Code of Practice or regulations
of the South African Bureau of Standards that
govern environmental accessibility; and
✦ Failing to eliminate obstacles that unfairly limit or
restrict those with disabilities from enjoying equal
opportunities, or failing to take steps to reasonably
accommodate their needs.
As a result of this Act, it is anticipated that there will
be more respect for the human rights and dignity
of persons with disabilities, and people who find
themselves discriminated against can take the issue
to court. This Act will also help to improve access
to services by persons with disabilities – such as free
health care, social security, employment and economic
opportunities.
Despite these achievements, a recent review of legislative
provision for children identified the gap that exists for
children with disability.24 However, there are a range
of guidelines and policies that relate to children with
disabilities, including the Integrated National Disability
Strategy6 and Education White Paper 6.25 Within the
health sector, the priority given to disabled persons is
reflected in one of the goals contained in the White
Paper for the Transformation of the Health System in
26
South Africa, which is:
“to enable people with disabilities to become less
dependent and reach their potential for achieving a
socially and economically productive life”.
It is envisaged that this will be achieved with
improvement of access to health services and early
diagnosis and referral of persons with disabilities.
The National Rehabilitation Policy,1 the Assistive
Devices Policy,27 and the policy guidelines on Free
7
Health Care for Disabled People at Hospital Level,
all aim at improving access to services for disabled
adults and children. However, although these policies
guide service planning and implementation, they do
not place any obligation on government to budget for
or to ensure provision of services to disabled children.
As a result, services are discretionary and subject to
competing priorities.

The Rehabilitation Policy1 entitled Rehabilitation for
All, adopts as one of its key strategies, Community
Based Rehabilitation (CBR) the principles of which are
applicable at all levels of service delivery. The policy
defines CBR as follows:
“CBR is strategy within community development for
the rehabilitation, equalisation of opportunities and
social integration of all people with disabilities. CBR is
implemented through the combined efforts of disabled
people themselves, their families and communities and
the appropriate health, education, vocational and
social services.”
This definition indicates that CBR is not just about
providing community rehabilitation services, it is also
about the continual improvement in the quality of life
and social integration of all people with disabilities.
A description of CBR is contained in the norms and
standards of the PHC package,28 where the philosophy of
CBR is stated as being the concept of shared governance
viz. the active participation of disabled people and their
families in identifying needs and resources, as well as
planning, implementation monitoring and evaluation.
The debate between CBR as a philosophy / strategy
and CBR as a service has had a major impact on service
conceptualisation and development in the health
sector. Currently, SA has no comprehensive strategy
for CBR, and different strategies are in use in different
provinces:
✦ In Mpumalanga and some districts of KwaZuluNatal, programmes have been established in
which disabled people are given basic orientation
and work as CBR consultants. The primary focus
of their work is peer counselling, information
dissemination and referral. In both of these
provinces, this is being done through a partnership
between Disabled People South Africa (DPSA) and
the provincial Departments of Health, however, in
Mpumalanga this is being done on a much larger
scale than in KwaZulu-Natal.
✦ Another approach is where CBR is being implemented through mid-level workers who are
employed by the DoH or NGOs. A review
undertaken in 2005, indicated that there are close
to 180 Community Rehabilitation Workers /
Facilitators deployed in 6 provinces: Gauteng,
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Limpopo, Mpumalanga, North West, KwaZuluNatal and Free State.29 The Community
Rehabilitation Facilitators undergo an intensive 2year training programme, which combines elements
of community development and various therapies.
One of the most significant pieces of legislation which
is being finalised at present is the Children’s Act.30
The Disability Task Team, representing the Disabled
Children’s Action Group (DICAG), and other member
organisations of the SA Federation on Disability, has
been part of the broader civil society Children’s Bill
Working Group. The Task Team has been advocating
for the inclusion of children with disability or chronic
illness in all aspects of the Bill. Key activities of the
Disability Task Team during 2005/2006 have been:
✦ Compilation of submissions on the Children’s Act
in relation to children with disability or chronic
illness, and engaging with the disability sector on
the basis of these submissions; and
✦ Interaction with policy makers through constituency
visits, meetings with Members of Parliament and
members of the Portfolio Committee on Social
Development.
In addition to strengthening disability sector networks
and dialogue, this wide range of advocacy strategies has
contributed to advances in the rights of children with
disabilities as evidenced by amendments reflected in the
Children’s Act.30 The disability-specific clauses (Box 1)
represent major advances in recognising the rights of
children with disability or chronic illness, guaranteeing
they have access to all services provided by the Act. The
general principles section of the Act recognises that to
have equal access to those services, disabled children
may require special support. It not only prohibits
discrimination against disabled children, but places
on government the obligation to provide an enabling
environment for them. Disabled children have the right
to be treated equally, to have access to justice and to be
offered protection by the courts. They also have the
right to participate fully in decisions that affect them.
These provisions mean that when planning and
budgeting for services, all spheres of government
departments have to take into account the needs
of children with disabilities. The onus will be on
departments to show that they have taken effective
measures to address special needs of disabled children.
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Responses
Policy
As described earlier in this chapter, the DoH has several
policies that impact on services to disabled children.1,27
There is currently no general policy on prevention of
disability, as the DoH is moving away from a generic
policy on prevention, towards a set of impairmentspecific policies. For example, the DoH strategic plan
(2006-2009) has identified birth defects as a priority. It
aims to reduce morbidity and mortality due to genetic
disorders or birth defects and improve birth defects
surveillance. It is planned that, by 2006/07, 50% of
districts should have at least one genetically trained
health care provider and 15% of districts should be
implementing the new standardised birth defects data
collection tool.
The government’s Free Health Care (FHC) policy for
disabled people at hospital level is an indication of the
political commitment to ensuring improved accessibility
to services by disabled people. But on a practical level,
discretionary funding means that provision of services
does not always take place. Among the key limitations
of the policy-level response by the health sector to
provision of services for disabled children are:
✦	Lack of monitoring mechanisms. There are no
mechanisms in place to monitor the extent of
accessibility to services. For example, it is not
known how many clinics or hospitals are physically
accessible, how many disabled children have been
immunised, or have benefited from nutrition
programmes. Given that disabled children have
been excluded from most of the services, it is
important to disaggregate data on disabled children
within information systems, so that the number of
disabled children benefiting from different services
can be tracked.
If there are no clear mechanisms to monitor the
access to services for particularly vulnerable
children, patterns of discrimination and exclusion
are likely to be perpetuated.
✦	Lack of focus on community level services. A recent
review of disability research conducted on children
	
	

Personal communication M. Tshivhase, Directorate: Chronic
Diseases, Disabilities and Geriatrics, national DoH, 2006.
This is closely linked with the determinants of disability.
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from 1994-200531 revealed a lack of development
of community level services, including CBR. Of
over 350 studies that were reviewed, the research
32
by Behr was one of the very few to evaluate the
impact of outreach services on disabled children.
Given that SA has adopted PHC as a principal

strategy for health care delivery since 1994, it is a
concern that more studies have not been carried
out to assess the impact of community outreach
services – a component of PHC – on children with
disabilities.

Box 1:
Key clauses in the Children’s Act relating to disability

Principles
6.

(2) All proceedings, actions or decisions in a matter concerning a child must:
(d) protect the child from unfair discrimination on any ground, including on the grounds of the
health status or disability of the child or a family member of the child;
(f)

recognise a child’s disability and create an enabling environment to respond to the special needs
that the child has.

Best interest of the child standard
7. (1)	Whenever a provision of this Act requires the best interest of the child standard to be applied, the
		
following factors must be taken into consideration where relevant:
(i)

any disability that a child may have;

(j)

any chronic illness that a child may have;

Child participation
10. 	Every child that is of an age, maturity and stage of development to participate in any matter concerning
that child has the right to participate in an appropriate way and views expressed by the child must be given
due consideration.
Information on heath care
13. (2) Information provided to children in terms of this subsection must be relevant and must be in a format
		
accessible to children, giving due consideration to the needs of disabled children.
Children with disability or chronic illness
11. (1)

In any matter concerning a child with a disability due consideration must be given to
(a)

providing the child with parental care, family care or special care as and when appropriate;

(b) making it possible for the child to participate in social, cultural, religious and educational
activities, recognising the special needs that the child may have;
(c)

providing the child with conditions that ensure dignity, promote self-reliance and facilitate
active participation in the community; and

(d) providing the child and the child’s care-giver with the necessary support services.
(2) In any matter concerning a child with chronic illness consideration must be given to
(a)

providing the child with parental care, family care or special care as and when appropriate;

(b) providing the child with conditions that ensure dignity, promote self-reliance and facilitate
active participation in the community; and
(c)

providing the child with the necessary support services.

(3) A child with a disability or chronic illness has the right not to be subjected to medical, social, cultural
		
or religious practices that are detrimental to his or her health, well-being or dignity.
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Service provision
Although a range of services on the PHC continuum
are being provided to disabled children, the focus of
health services tends to be on the medical condition of
the child, and not on the child as a whole. For example,
33
the DoH Goals, Objectives and Indicators for the
period 2001-2005 included the goal of improving the
quality of life of people with disabilities. Although the
objective was to increase accessibility of health services
to people with disabilities, the indicator was narrowly
focused on the percentage of people with disabilities
in need of assistive devices, who have received these
devices (per province).
There exist a number of key barriers that limit children
with disabilities from accessing and / or benefiting from
services of DoH. These include:
✦ lack of information about available services on the
part of caregivers and service providers;
✦ lack of access to transport;
✦ negative attitudes on the part of service providers
and caregivers themselves; and
✦ fragmentation of services.3,11,12
Box 2:

“Thandi is a five year old girl with cerebral palsy. Her
mother has passed away, and she is being cared for
by her grandmother. Since she was a baby, Thandi
was taken by her grandmother to the nearest clinic
for medication to control her epilepsy. Thandi’s
grandmother is now complaining that Thandi is too
heavy – and she can no longer carry the child on her
back. She needs a wheelchair or buggy to transport
Thandi.
But as she goes to the clinic, they do not care about
how she (the grandmother) is carrying her, and
whether this is a good position or not. The nurses
just treat her epilepsy, but they don’t do any referrals.
They don’t tell her that the child should be handled
like this or like that… they don’t do that. They have
not supported the child to get into a pre-school or
crèche… A child like this could easily learn to feed
herself, if she doesn’t have contractures. But if the
granny continues to carry her in the wrong way, it
will make everything worse. Maybe she will never
go to school…”
Source:
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Personal communication, from Gloria Mnchunu, Community Rehabilitation Facilitator, Pietermaritzburg , June 2006.

Despite the many challenges, there have been some
specific initiatives by the DoH focusing on the removal
of barriers to access to information, particularly for
disabled young people. This has included a brochure
on prevention of hearing impairment. In addition,
there has been the production of health information
video material for deaf children, and translating of
information on HIV, AIDS and TB into Braille, as
part of Khomanani.,34

Community level responses
A number of NGOs and DPOs have been set up to
address the gaps in service provision for children
with disabilities. These include impairment specific
organisations (such as Cerebral Palsy Association,
Epilepsy South Africa), parent support groups, and
charity-orientated groups which focus on donations of
specific assistive devices or services (e.g. Rotary, which
donates wheelchairs). While the support provided by
these organisations is critically important, their services
are not comprehensive or sustainable due to constant
difficulties in accessing funding from donors.

Key challenges
The challenges facing the health sector include the
following:
Developing a holistic approach to disabled
children
Currently within the health sector, there is a tendency
to focus on the medical needs of the disabled child,
and not on their life as a whole (e.g. improving their
independence, and providing opportunities to play). It
is important for personnel within the health sector to
develop a holistic understanding of the determinants
of childhood disability, which takes into account both
the impairment and the levels of exclusion. This would
enable them to acknowledge the broad-ranging risk
factors for disability, and to work more collaboratively
in prevention and early intervention programmes.
Further, the challenge is more than improving access
to rehabilitation services and to appropriate assistive
devices, it requires ensuring that children with
	

Khomanani is the government’s main communication campaign on
HIV, AIDS and TB.
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disabilities and their families have access to all services
of the health sector, including prevention and early
intervention.
Translating policies into practice
Currently, policies within the health sector aim
to improve access to services by persons with
disabilities.1,7,27 However, the challenge remains to
develop specific programmes and budgeted services
to ensure that existing barriers to access (including
negative attitudes, ignorance about disability, physically
inaccessible built environments) are identified and
minimized. Ultimately, it involves transforming the
institutions, attitudes, practices, buildings and facilities
of the DoH, so that the constitutional right of children
with disabilities to health care services is protected.
Information about disability and use of
existing resources
Research has shown that there still exists a great deal of
ignorance on the part of personnel in the health sector
about the need for and type of support for disabled
children and their families and caregivers.3,11,12,35 This
includes a lack of awareness of resources available for
disabled children, and procedures for referral to these
services where necessary. This is compounded by the
difficulties that health personnel face in providing
long-term psycho-social and other support to disabled
children and their families, when there are so many
short-term medical needs which are pressing.
Relative to many other countries in the SADC region,
SA is well resourced. A key challenge however, is
how to use available resources in a way that allows
children with disabilities access to a freely available and
comprehensive basic package of health services.

services for disabled adults and children within health
policies, a great deal more needs to be done in terms of
removal of the (physical, attitudinal and information)
barriers that currently limit access of children with
disabilities and their families or caregivers to these
services.

Planning and resource allocation
for community level services
There needs to be a focus on the development of
community level services for children with disability,
both to improve access and to ensure that they are
appropriate. A clear strategy needs to be in place for
the development of CBR nationally – both in terms
of translating policies into actual programmes with
budgetary allocations. In addition, it is essential that
there are mechanisms in place for monitoring of these
services.

Formal service provision
A health facility is often the first place at which a
parent is informed, or there is confirmation of, a child’s
disability. The manner in which this information is
communicated to the parents has a long-term impact
on the parent’s own attitudes and their relationship
with the child. It is therefore essential that health care
professionals are given an orientation to disability, and
positive attitudes towards adults and children with
disabilities are promoted.35 There needs to be training
for all nurse and clinic staff on disability awareness,
with specific focus on:
✦ Causes of impairment and disability;
✦	Early identification (of risk factors and conditions
that could result in impairment) and intervention;

Recommendations

✦ Available resources and mechanisms for referral;
and

Policy

✦ Communication skills.

There is a need to ensure the inclusion of children
with disabilities in all aspects of service provision
in the health sector, not as an ‘add on’ or specialist
programme. Disabled children need to be considered in
the planning of services, as an integral part of services
that reach all children in the community. While there
is a commitment to improving access to comprehensive

There needs to be a multisectoral approach to addressing
the needs of disabled children and closer collaboration
between sectors (e.g. housing and health) as well as
between government and NGO service providers.
Each child must be viewed holistically – not just as a
recipient of health services.
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Community based responses
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his chapter reflects on the health of older children in the school setting as
schools are a site that is frequented by about 11.5 million learners nationally
per year. Several National Health Policies are outlined that guide the services

provided to older children. The role of School Health Services in particular is outlined
and the indicators related to its implementation strategy are described. The crucial
need for the development of systematically planned and evaluated health promotion
programmes that address the determinants of behaviours that place older children at
risk is illustrated through the evaluation of the Department of Education’s Life-skills
programme focusing on HIV. While recommendations to improve this programme
are made, the crucial conclusion regarding the health of older children in general is
that there is an urgent need for the adoption of a planned and systematic approach
to intervention development that aims at addressing the determinants of their health
behaviours.
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Introduction
South Africa (SA) may be characterised as a growing
population. Just under half of the population (43%) is
under-19-years of which 32% are of school-going age
(5 to 19 years old).1 The school setting itself provides
for about 11.5 million learners nationally from grade 1
to grade12.2 KwaZulu-Natal province has the highest
number of school-going children followed by the
Eastern Cape – with about 2.6 and 2 million learners
respectively. Nationally and provincially there are just
under twice the number of primary school learners
compared to secondary school learners. The findings of
the October Household Survey of 1999 showed that the
majority of older children 7-17 years, were perceived by
the respondents to be in good or excellent health and
in better health than younger children,3 while other
studies carried out amongst older school-going learners
showed that learners engaged in behaviours that placed
them at risk of contracting several preventable illnesses
or diseases.4,5 The first National Youth Risk Behaviour
Survey (NYRBS) carried out in 2002, provides crucial
data on eight behaviours that place young people at risk
of developing various physical and mental aberrations,
makes recommendations for the specific analyses of
the determinants of the risk behaviours, and informs
interpretation of the determinants and the systematic
and effective development, implementation and
evaluation of interventions.4
This chapter provides an overview of the policies that
guide service delivery to older children (5-19 years old),
some data about the health of school-going children
and the behaviours that place them at risk, a report of
an evaluation of a life-skills programme that focused
on HIV prevention and recommendations that will
help enhance service coordination and intervention
development, implementation and monitoring.

Framework for monitoring and
evaluation
National Health Policies
In SA there are several international and national
policies in place to guide and promote the health
and well-being of children. Examples include the
Convention on the Rights of the Child6 and the
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Framework Convention for Tobacco Control7 at an
international level and at a country level, the adoption
of the National Programme of Action for Children
(NPA)8 reflects the framework provided by the
Convention, the goals of the 1990 World Summit on
Children and the Reconstruction and Development
Programme.
The need to address specific priority areas like the
prevalence of HIV resulted in the development of ‘The
HIV and STI Strategic Plan for South Africa 20002005’9 in which youth and their sexual behaviour is
highlighted as a priority for research and service delivery.
The Policy Guidelines for Youth and Adolescent
Health10 incorporates a range of legal, policy and
treaty obligations that impact on service delivery and
the health of older children. In several policies the age
groups and the needs emphasised do not necessarily
relate to school-going children but overlap with either
the older youth (20-24 years) or younger children (0-5
years) and place a specific focus on the needs of other
youth; for example, youth out of school. There appears
to be a general lack of policy, evaluated interventions
and data collection about the health trends of schoolgoing children. This chapter therefore aims to highlight
the health needs of school-going children between 5
and 19 years.
The national Departments of Health and Education,
have developed specific documents that provide
guidelines to address the health of school going children
from a health and education perspective respectively.
The National School Health Policy and Implementation
Guidelines – 200311 specifically address the health needs
of school-going children. These include needs related to
poverty and the environment such as nutrition, sexual
activity, HIV and reproductive health issues, trauma
and violence, and substance abuse. Physical needs like
hearing, vision and speech impairment are achieved
through regular health assessment for learners in grades
R or 1, Health Promotion and Health Education for
grades 2-12, referral and follow-up. School Health
Services also responds to other issues like control and
management of disease outbreaks, counselling, parasite
control and provision of treatments for minor ailments
as the need arises.11
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The five-year plan of the Department of Education
(DoE) entitled ‘The Tirasano Programme’ was
launched to transform the education and training
system in SA from one of segregation and disparity
to one of equal opportunity for all South Africans.12
This programme spans both the health and education
needs of learners to include sexuality, gender, substance
misuse and HIV prevention. The implementation of
the programme is supported by the development of the
concept ‘Curriculum 2005’: Lifelong Learning for the
21st Century.13 The curriculum now has eight learning
areas targeting various aspects of education like the
development of new knowledge, skills and technologies.
Life-orientation is one of the eight learning areas in the
curriculum and is the designated learning area within
which health related issues pertaining to sexuality and
substance use for example, are taught.

The implementation of the guidelines is devolved to
the provinces to tailor the delivery of the school health
service according to their needs. This is monitored
by a set of indicators at district, regional, provincial
and national levels. As School Health Services are in
the process of being phased back into the education
system, the indicators developed are primarily to track
the implementation process in terms of service delivery;
for example the percentage of schools receiving the
service.11 A review of the list of indicators (Table 1)
suggests that the challenge for School Health Services
lies in developing an evaluation plan to assess the
implementation of the National School Health Policy
and Guidelines, the impact of the service and to obtain
evidence about its level of effectiveness.

School Health Services
The health of school-going children is overseen
primarily by the Department of Health (DoH) in collaboration with the Department of Education (DoE).
The 2003 School Health Policy and Implementation
Guidelines developed by the DoH, delineates the vision,
principles and objectives, target population and package
of services as well as guidelines for implementation,
monitoring and evaluation.11 The rationale for the
development and provision of an effective school health
service is that it provides a safety net for children who
have had limited access to the health system between
birth and starting school. This is achieved through the
health assessments that are carried out on children in
grades R or grade 1. The health assessments focus on the
early detection of problems and the appropriate referral
thereof, pertaining to gross motor, vision, hearing,
oral and anthropometric testing. For grades 2-12, the
provision of health promotion and health education are
viewed as crucial activities that need to be incorporated
into the school curriculum on an on-going basis
throughout the school years. Such education needs to
focus on life-skills, child abuse and high risk behaviours
such as substance abuse and violence amongst others,
and needs to be carried out in an environment that
supports healthy practices through the development of
Health Promoting Schools.
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Table 1:
Proposed Indicators for Implementation of School Health Services
Indicator

Purpose of Indicator

National Level
Number of provinces with 100% of districts with a fully
functioning school health service

Will assist national level to support provinces struggling to
implement the service

At Provincial Level
% of districts with fully functioning school health service
% of districts with school health staff: population ratio as per
the required norm

Provincial indicators can assist provinces to identify the
districts in need of most support and resources

% of districts with functioning coordinating forums
Presence of provincial person dedicated to managing the
school health service
% of districts with person dedicated to managing the school
health service

Ensuring management structures are in place

At District Level
Allocation of person responsible for managing school health
service

Will give districts an invitation of the management structure

Presence of a coordinating forum for the school health service
Coverage of the school health services in each district (% of
schools reached by the health service)

Useful for planning the coverage and expansion of the school
health service

% of schools receiving the complete set of school health
activities

Gives an indication of which schools receive all the proposed
school health activities. Further analysis as to which activities
are not delivered and reasons for this would help districts to
improve the full coverage and quality of the service

% of learners who had Grade R/l assessments
School health staff: population ratio

Will assist planning and allocation of required staff resources

% of referrals of learners with health problems
% of learners with identified health problems successfully
treated

Would assist districts in monitoring how well the referral,
treatment and follow-up systems work

% of learners with health problems who have been followed
up at least once
% of school with fully-equipped first aid kit
% of school with at least one staff member trained in first aid
Impact Evaluation

Indicators must be developed to measure the impact of this
service.

The ultimate impact of the school health service needs further consideration.
Source:
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DoH, 2003.11
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At district level, the quarterly report is an example of
the data that are captured on the above indicators. The
information in the report reflects the demographic
information about the schools, the number of schools
that received services for the quarter, general information
for example, the number of Health Promoting Schools
launched and functioning and the health assessments
done in terms of total number of learners assessed,
the defects detected and the total number of learners
referred for further assessment and treatment. The
health assessment includes a full examination and
specifically screens for gross motor, vision, hearing,
speech, anthropometric measures, immunisation, oral
health, child abuse and neglect, mental health and
other minor ailments like scabies and skin infections.
The data collected at district level reflect the extent of
the ailments suffered by early school-going children
and the line of action taken that is either treated or
referred.
The challenge that lies ahead for School Health
Services is to effectively address the development,
implementation, monitoring and evaluation of
programmes that target the factors that have been
identified to impact on the health of school-aged
children. These include:
✦ Poverty and environment;
✦ Nutritional status;
✦ Sexual activity, HIV and reproductive health;
✦ Trauma, violence and mental health;
✦ Substance abuse and risk taking;

Youth Risk Behaviour
The first NYRBS investigated eight risk behaviours that
older school children engage in.4 Some of the behaviours
investigated, for example unsafe sexual behaviour,
tobacco use, inadequate nutrition and physical activity,
showed that substantial numbers of young people are
at risk of developing HIV-related diseases, lung cancer,
obesity and cardiovascular disease later on. As these
diseases are preventable, a systematically planned health
promotion strategy to effectively curb the prevalence of
such behaviours is needed. Such a strategy needs to be
based on an effective planning and evaluation model
that systematically addresses the questions to be asked
and evaluated to ensure that the appropriate strategy
is used to address the specific determinants of the risk
behaviour. In applying the planning and evaluation
model, specific questions need to be addressed.14
Box 1:
Questions for Planning and Evaluation

The questions related to the planning are:
Step 1:

How serious is the health, social or
developmental problem?

Step 2:

Which health related and social behaviours
are involved?

Step 3:

What are the determinants of those
behaviours?

Step 4:

Which interventions may change the
behaviour?

Step 5:

How can the
implemented?

intervention

be

✦ Hearing, vision and speech impairment; and

The evaluation questions are:

✦ Trauma and violence.

Step 6:

Has the implementation been carried out
as expected?

Step 7:

Has the intervention been received as
planned?

Step 8:

Have the determinants of the behaviour
changed?

Step 9:

Has the behaviour changed?

Further to this, a range of indicators for each of theses
factors need to be identified that will serve to monitor
the impact of the programmes. A recommendation
for a surveillance system, for example the periodic
administration of the NYRBS, will serve to track
changes and trends in the targeted behavioural practices
of older children.

Step 10: Has the problem been reduced?
Source: Reddy et al., 1995.14
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Figure 1:
A model for planning and evaluation of interventions

PLANNING

Problem - Behaviour - Determinants - Intervention - Implementation

EVALUATION
Source:

James et al., 2006.15

To illustrate the importance of systematically planned
and evaluated interventions the results of an evaluation
by James et al.15 carried out on the Life-skills HIV
programme (LHAP) in secondary schools is outlined
below. The LHAP was the collaborative effort of the
Departments of Health, Social Development and
Education to address the prevalence of HIV amongst
young people.16

Methods

Evaluation of the Life-skills HIV
Programme

✦ Identify, access and mobilise sources of assistance
within a community;

Description of the Programme
The aim of the LHAP was to bridge the gap between
the high levels of awareness reported by adolescents
and their unsafe sexual practices. Schools were already
committed to reform and were implementing the
‘Curriculum 2005’ syllabus, based on outcomes based
education with a designated learning area for decision
making, critical and creative thinking, effective
communication, development of healthy relationships,
and a positive self-concept. These were seen as broad
themes within which core skills (empathy, self-awareness
and problem-solving, coping with stress and emotions,
and interpersonal relationships) are developed and
presented in a culturally sensitive manner.13 The LHAP
intervention is a 16-hour curriculum that has 11 key
learner objectives.17
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Intervention Learner Objectives are to:
✦ Demonstrate a clear and accurate understanding of
sex, sexuality, gender, and STIs;
✦ Identify ways in which HIV and STIs can and
cannot be transmitted;
✦ Identify and evaluate the effectiveness of HIV and
STI prevention methods;

✦ Critically evaluate reasons for delaying sexual
intercourse or practising abstinence;
✦ Respond assertively to pressures for sexual intercourse and unprotected sex;
✦ Critically evaluate reasons and methods for having
protected sex if sexually active;
✦ Accept, cope and live positively with the knowledge
of being HIV-positive;
✦ Show compassion and solidarity towards persons
living with HIV and those affected;
✦ Be able to provide basic care for persons living with
HIV in the family and community; and
✦ Understand and cope with the grieving process.
The lessons were to be taught at least once a week over
two schools terms. The content covered a range of
topics that included facts about HIV and the use of life
skills focusing on HIV risks; for example, assertiveness
and decision making to guide behavioural choices.
These sessions were intended to be implemented in
classrooms by teachers using didactic and interactive
teaching, group work and role-play methods.
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Programme Evaluation Findings
James et al.15 evaluated programme outcomes and
process amongst 22 schools (totalling 1 141 grade 9
learners with a mean age of 15.6 years) in KwaZuluNatal province, The schools were randomised into
treatment (those implementing the programme) and
control (those not implementing the programme). The
following outcomes were measured by a self-report
questionnaire:
✦ knowledge about HIV;
✦ attitudes towards condom use (perceived positive
and negative consequences);
✦ attitudes toward people living with HIV;
✦ perceived social support;
✦ confidence to assert oneself;
✦ perception of sexual behaviour;
✦ communication about HIV and safer sex; and

formal lessons, group work or a combination of both as
a means of delivery.18
Further analysis carried out on the differentiated study
groups (full implementation, partial implementation
and control groups), showed that under conditions of
full implementation, the programme was associated
with increases in knowledge about HIV, more positive
perceptions of sexual behaviour, a decrease in reported
sexual activity in the preceding six months and an
increase in condom use at last sexual encounter in the
short term i.e. immediately after the intervention was
implemented. In the longer term – four months after the
intervention was implemented – learners were able to
maintain the significant effects found on the variables
immediately after the intervention was implemented
as well as experience a higher level of perceived social
support.17

✦ reported sexual behaviour and intended condom
use behaviour.
Measures were taken at baseline, six months after
baseline immediately following the implementation,
and four months after the completion of the programme. The results of the multi-level analysis carried
out on the intervention and control groups showed
that except for knowledge there were no significant
differences between pre- and post-intervention scores.
The process evaluation of teacher implementation
of the programme sought to ascertain what teachers
recalled teaching, how often they taught the lessons and
the methodology they used. Teachers indicated using
mostly didactic teaching methods. Schools did not
implement the programme uniformly or with fidelity
to a programme design intended to build skills. Schools
could be differentiated by frequency of lessons, topics
covered and methods used. Dose of implementation
was indicated by number of topics (learner objectives)
taught. Seven schools were designated as fully
implementing the programme because they reported
working on all 11 learner objectives whilst 4 schools
partially implemented the programme (taught 7 or fewer
learner objectives). The teachers taught the sections of
the curriculum that covered information about HIV
and less about the life skills components of the course
and caring for people living with HIV. All schools used
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Suggestions for improving the Life-skills
HIV Programme
In an effort to make substantial recommendations for
programme improvement, a review of South African
literature related to sexual behaviour, curriculum
material and the evaluation reports by James et al.,
Magnani et al. and Visser et al.15,17,19 were carried out.
From the literature, a model of risk behaviour (figure 2)
as well as a logic model (figure 3) depicting the intended
programme inputs, outputs, potential determinants of
behaviour or mediating variables and outcomes of the
programme were developed.20
The risk model provides an example of a detailed
needs assessment and the areas that may be targeted to
effect changes in the cognitive and / or environmental
determinants of sexual behaviour.

Figure 2:
Modified Precede Risk Model

HIV
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R
V
E
N

HIV
Cognitive / behavioural factors
influencing risk behaviours
✧ Attitude to condom use
✧ Descriptive norms
✧ Intentions to use condoms
✧ Pregnancy prevention
✧ Self-efficacy to obtain / use
condoms
✧ Knowledge about HIV
✧ Beliefs about transmission
✧ Communication about
condom use
✧ Perception of risk – HIV
✧ Denial about HIV

T
I
O
N

Source:

	

James et al., 2006.20

Procedure stands for:
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Predisponsing, Reinforcing and Enabling
Constructs in Educational/Environmental
Diagnosis and Evaluation

Sexual risk behaviours
✧ Early initiation of sex
✧ Multiple sexual partners
✧ Unprotected sexual intercourse

Social / Environmental factors influencing
sexual risk behaviour
✧ Proof of virility
✧ Sexual coercion / violence
✧ Poverty
✧ Gender inequities – men – proof of
fertility; fatherhood; multiple partners;
females - condemnation of premarital sex
✧ Parent communication – disapproval of
youth sex
✧ Accessibility of condoms – nonavailability; lack of user-friendly clinics
✧ Peer influence

T
R
A
N
S
M
I
S
S
I
O
N
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Figure 3:
Life Skills Programme Logic Model
Programme
inputs

Outputs: Preparation for
implementation

Output Implementation

Learner or Community
Outcomes Cognitions
and skills

Curriculum
design based on
life skills model

Teacher Training :
✧ HIV and AIDS
knowledge

Presentation of HIV and
AIDS knowledge and
awareness activities

✧

Existing
life skills
programme

Knowledge of
HIV and AIDS
transmission, and
protection

Learner or Community
outcomes - Behaviour

Health
Outcomes

Improve life skills related
behaviours:
✧ Decision making and
problem-solving
✧ Assertive
communication
✧ Negotiation skills

Decrease
in HIV
prevalence
among
youth

Knowledge of STIs and
contraception

Partnerships:
Department
of Education,
Health
and Social
Development

Teacher training:
✧ Application of life
skills to HIV and AIDS

✧

Provincial
implementation
plans

Self – awareness of
personal meaning,
social norm, SRS
Re: relationships,
sexuality, HIV persons
living with HIV
✧

Translate life skills related
behaviours to specific HIV
risk reductions

Safe sex skills
development

Training plan

External
consultant
trainers

Implementation of life
skills training applied
explicitily to HIV and
AIDS (e.g. sexual risk
situation {SRS} decision
making)

✧

Implementations
systematic adaptation of
lessons to local/cultural
parameters

Master teachers,
teaches adaptation
of materials to own
cultural group and
situation
Master teachers,
teaches change agent
and build capacity
roles and skills

✧

✧

✧
Provide all LHAP
teaching in an interactive
participatory way that
facilitates normative
change and cultural
adaptation that is going

✧

✧

Personal control and
skills to communicate
assertively in the SRS
Skills in SRS decision
making, problem
solving and coping
Skills in caring for
persons with HIV
Strong skills and
positive attitudes
about condom use
Skills to communicate
with and care for
persons living with
HIV

Decrease in HIV risk
behaviours
✧ Increase age at
sexual initiation
✧ Increase secondary
abstinence
✧ Increase condom use
at first sex, consistent
condom use, condom
use at last sexual
encounter

SOCIAL AND ENVIRONMENTAL LEVEL CHANGE
Implementation Support
✧ Time allotted
✧ Teacher/ student
relations facilitative
✧ Non-exam subject
priority
✧ Supportive principal
behaviour
Fit curriculum with other
realignment
Key:

Implementation / Obtained

Source:

James et al., 2006.20

Implement capacity
– building – training of
local teachers implement
capacity – building
linkages to parents and
community

Planned / Not Implemented

Beginning on the left side of the model are the
components that contributed to the design and
implementation of the Programme. Moving to the
right across the columns, all programme components
and outcomes have been coded as either implemented/
obtained, planned but not implemented, or a component that was not included in the original programme
plan but that might be needed to better address the
factors depicted in the risk model in Figure 2. The
first two categories are from the review of the three
evaluation studies of the Programme while the third
one depicts elements that do not seem to be present,

Teacher knowledge and
skills for HIV prevention
Parent and community
leader knowledge and
skills for communicating
with adolescents and for
HIV prevention

Teachers consider ways
for school norm change
to facilitate dialogue
about safer sex
Parents and community
leaders consider ways for
school norm change to
facilitate dialogue about
safer sex

Additional Recommended Component (either unplanned or insufficient)

but would be necessary to fully address factors in the
risk model. The programme was analysed as it was
described in the reports and depicted characteristics of
the programme reading from the left column of the
figure as the following:
✦ Inputs such as partnerships for the design and
implementation of the LHAP.
✦ Outputs including: (1) processes to prepare for
implementation such as teacher training and (2)
those processes involved in implementation such as
instruction provided by teachers.
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✦ Outcomes including: (1) learner and community
cognitive and skill changes such as decision
making and condom use knowledge and skills, (2)
learner and community behavioural changes such
as application of decision making to sexual risk
situations, and (3) health such as decreases in HIV
risk exposure.
✦ The outcomes may also be re-written as indicators of
behaviour that tests the efficacy of the programme
over a period of time. To monitor the effectiveness
of programmes addressing sexual behaviour
indicators like the percentage of learners that used
condoms at last sexual encounter or at first sex may
be developed and tracked.
The gaps depicted in this picture of the programme
projected the foundation for the recommendations to
improve the programme; for example, the development
of teacher skill to enhance HIV risk reduction in
learners.21

Summary
The risk model depicts several social, environmental,
cognitive and behavioural factors that contribute to the
three very specific behaviours (early initiation of sex,
unprotected sexual intercourse and multiple sexual
partners) that lead to HIV transmission. The logic model
depicts the extent to which implementation to address
student HIV risk behaviours have been met following
a review of three evaluations undertaken on the South
African school-based Life-skills HIV Programme. The
areas that showed the least implementation guided
the focus for revision. These areas pertained to the
actual delivery and content of the programme. The
delivery was ineffective at two levels: Firstly, teachers
felt inadequately prepared to translate the life-skills
behaviours to HIV risk reduction situations and
secondly, school management (principals) felt pressured
to concede to the competing needs of the curriculum
resulting in teachers not fully implementing the
programme. These barriers to implementation are not
uncommon and have been found to hinder teacher
implementation. The barriers identified related to a lack
of time, resources and content delivery requiring more
innovative teaching methodology.21 Further delivery of
a skill based HIV risk reduction programme may be
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new to many schools and requires on-going monitoring
and evaluation.

Conclusions and
Recommendations
The health of older children is impacted upon by
a host of determinants some of which were outlined
above. The quality of intervention development,
implementation and evaluation, health promotion as
well as health education efforts designed to address
these determinants will impact on the eventual health
outcomes of older children. The evaluations outlined
above confirm that the degree of change in expected
outcomes was associated with the quality and content
of the programme. Programme developers therefore
need to ensure that programmes are underpinned
by sound theoretical and empirical data and address
the determinants of the behaviour in a targeted and
specific manner. Specific measures to ensure that actual
implementation of the programmes does take place,
together with provision of the necessary skills and
support structures like adequate materials, teaching
time and principal support needs to be available to
those implementing the programme.
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Abstr act

indicators; antenatal care attendance has remained over 90% since 1998;
deliveries conducted by skilled health workers have increased from 84% in 1998

to 92% in 2003. Despite this, maternal mortality is on the increase, with the latest Saving
Mothers Report showing that maternal mortality in the 2002-2004 triennium increased
from the previous three years. The non pregnancy related infections, particularly HIV
have impacted heavily on maternal mortality rates. Therefore, antenatal care, delivery
and postnatal care need to place a particular focus on screening for and appropriate
management of communicable diseases such as HIV infection during pregnancy and
beyond.
Although antenatal care attendance is high, the services rendered such as timing of the
first visit and providers’ attitudes need to be critically assessed as they are also important
if optimum quality of care is to be achieved.
Staff shortages, training and staff motivation appear to be particular issues in maternal
health care services. The introduction of the prevention of mother-to-child transmission
of HIV programme and more recently, the recommendation that women should be
initiated into the antiretroviral programme during antenatal care have placed additional
challenges on the maternal health services.
Postnatal care in South Africa has not been adequately prioritised as a maternal health
care service. With high maternal and perinatal mortality rates found in the postnatal
period there needs to be guidelines and systems put in place to ensure that care of the
woman and her newborn goes beyond the delivery.
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Introduction
The World Health Organization (WHO) estimates
that reproductive ill health accounts for a third of the
total disease burden for women.1 Maternal morbidity
and mortality is responsible for a large proportion of
this figure. In 2000, the Millennium Summit issued
a global call for a 75% decrease in maternal mortality,
and a 2/3 reduction in under-5 child deaths by the year
2015.2 This chapter sets out how the South African
Strategic plan was developed by the Department of
Health (DoH) and how monitoring and evaluation plans
and indicators are used. The chapter also describes the
South African maternal health programme including
policies and guidelines, availability of services and
implementation. Finally progress made to date and
challenges are discussed.

Strategy for improving
maternal health in South
Africa
South Africa (SA) has continued to develop strategies
to meet the global call of reducing maternal and child
mortality. The Reconstruction and Development
Programme (RDP) of 19943 provided the framework
for health priorities in SA and formulated goals
and objectives for maternal health among other
health issues. In 2000, the National Health System
Committee (NHIS/SA) compiled initial Health Goals
and Objectives for the country. These were then
reviewed and published in the White Paper in 2000
as Health Goals, Objective and Indicators (HGOI) for
2001-2005.4 The national DoH has further developed
the long term strategy in the HGOI for 2006-2010.5
Objectives include improving access to antiretrovirals
(ARVs) for pregnant women, improving women’s health
and reducing maternal and neonatal mortality and
morbidity. The targets include 50% of maternal service
facilities with providers trained in the prevention of
mother-to-child transmission of HIV (PMTCT) and
ARV programmes. The goal is to reduce the maternal
mortality rate by 25% from 150 to 100 per 100 000
live births, and by 50% when excluding deaths due to
HIV-related diseases.5
Ten recommendations were made in the Saving Mothers
document 1999-20016 and these targets were set to be
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achieved by December 2004. The evaluation of the
recommendations published in the Saving Mothers
Report 2002-20047 found that only the Voluntary
Counselling and Testing (VCT) recommendation
target was achieved with quality assurance of the
partogram and provision of Termination of Pregnacy
(TOP) services nearing their targets.
Another strategy to improve maternal health in SA has
been Pregnancy Education Week. This yearly activity
aims to raise community awareness on the importance
of promoting safe pregnancy through quality
information and education. Pregnancy education week
is held in February every year during which a number
of different activities are carried out, and the media is
relied on to generate awareness of this campaign.8

Indicators in Maternal Health
There are a number of output indicators used to
monitor and evaluate maternal health care services
internationally. Many of the WHO9 maternal health
indicators for global monitoring are similar to the
South African standard indicators described in Box 1.
The United Nations Millennium Development Goals2
also includes a maternal health target (i.e. ‘reduce by
three quarters the maternal mortality ratio’) and the
UNICEF World Summit for Children Goals includes
several maternal health indicators.10
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Box 1:
Key SA Maternal Health Indicators
Maternal health: Process Indicators
Antenatal care (ANC) coverage: Proportion of pregnant
women receiving some antenatal care
DHIS data source: Estimated from the number of first ANC
visits divided by the population <1 year (as a proxy for the
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.
Antenatal visits per patient:
DHIS data source: Estimated from the total number of ANC
visits divided by number of first ANC visits
SADHS data source: Median number of ANC visits reported
by women surveyed during the five years preceding the
survey.
Births assisted by trained health personnel: Percentage of
women who gave birth in the 5 years preceding the survey
who reported receiving assistance at delivery from a doctor,
nurse or midwife.
Caesarean section rate: Percentage of births that are by
caesarean section

Progress in key maternal
health indicators in South
Africa 
Table 1 shows progress made using selected process
indicators.
Antenatal care attendance is high in SA and has
remained over 90% since 1998.11,12 It can be seen
however that the figure has dropped by 3% between
1998 and 2003.
The maternal mortality rate (MMR) which was one
of the indicators for evaluation, has not declined
in SA over the last 10 years. In 2003 the deaths per
100 000 live births was 165 up from 135.6 per 100 000
in 2002.7
Table 1:
Selected process indicators used to measure progress
in maternal health care services collected in the South
African Demographic Health Survey 1998 and 2003

Women receiving tetanus toxoid injections.
Maternal health: Maternal Outcome Indicators
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.
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. (Although this information is not strictly
an indicator, it has been included due to the difficulty
in obtaining the denominator data to calculate MMRs
accurately.)
Maternal health: Perinatal Outcome Indicators
Perinatal mortality rate: Number of perinatal deaths per
1 000 births (perinatal period is from 28 weeks gestation /
1 000g to 7 days after delivery).
Source:

UN 2000,2 WHO 2001,9 UNICEF.10

Maternal Health Indicator

1998
%

2003
%

Antenatal care attendance

95

92

Antenatal visits per patient (median)

5.2

***

Deliveries conducted by skilled health
personnel

84.4

92

Delivery in a health care facility

83.7

***

59

55

Rate of Caesareans (ability to deal
with obstetric complication)

15.8

***

Use of family planning

62.1

65

One or more tetanus toxoid injections

Source:

DoH 2002,11 DoH 2004.12

Another key source of information on antenatal care
is the District Health Information System (DHIS).13
Table 2 shows antenatal care coverage data obtained
from the DHIS between 2000 and 2004. This is
calculated as the percentage of women coming for at
least one antenatal visit. The rate in 2003 from the
DHIS is similar to that reported in the 2003 SADHS
(92%).12

	

For definition of indicators refer to the Health and Related
Indicators chapter in this Review.
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Table 2:
Antenatal Care Coverage Data from the DHIS 2000-2004
EC

FS

GP

KZN

LP

MP

NC

NW

WC

ZA

2000

78.5

94.7

74.3

59.2

86.6

93.2

76.9

106.1

79.4

78.8

2001

91.7

95.9

91.0

88.8

99.9

101.1

97.5

95.8

83.8

92.6

2002

92.8

92.6

94.6

106.6

101.6

103.5

105.7

88.7

84.0

97.1

2003

96.4

86.2

103.6

113.4

98.8

101.5

104.4

87.2

77.1

99.0

2004

98.0

91.0

82.2

112.2

104.6

104.3

118.2

64.0

85.3

95.5

Source:

DHIS, DoH. Data extracted 2003-2005.

Caesarean Section
While these indicators seem to reflect a relatively high
rate of antenatal attendance, there needs to be further
critical analysis of the services themselves. Timing of
the first visit and services rendered during antenatal
care are also important if optimum quality of care is
to be achieved.

Figure 1:
Caesarean Section Rate by province 2004

Caesarean section is one of the indicators of the
availability of essential obstetric care. In the public
sector, the number of caesarean sections carried out
is theoretically reported by all hospitals as part of
the hospital minimum data set. In the private sector
information on the caesarean section rate is only
available from the SADHS,11 which indicates the rate
is much higher than it should be at 37%. The rate
reported by provinces in 2004 is shown in Figure 1. The
highest rate is seen in KwaZulu-Natal at 21%.14 This is
lower than the rate reported in the same province in
2002/2003 which was 22.7%.15

EC
FS
GP
KZN
LP
MP
NC
NW
WC
SA
0

5

10

15

20

Percentage
Source:

	

Barron et al., 2005.14

Values over 100% result because the proxy denominator is larger
than the true denominator. Work is underway to correct this.
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The caesarean section rate suggests that overall there is
not a shortage of facilities that can perform caesarean
sections. If anything, the figures suggest that at least
in some provinces there may be an over medicalisation
of births with too many caesarean sections being done.
This assumption would have to be further investigated
before any conclusions in terms of policy could be
drawn. In rural areas the caesarean section rate is
generally lower with Ukhahlamba in the Eastern
Cape having the lowest rate of 7.6% compared to
eThekwini Metro which stood at 27.7% which can be
partly attributable to referrals from other areas where
caesarean sections are not conducted.14
Perinatal outcome indicators
There are a number of key outcome indicators for
perinatal care. The perinatal care index (PCI) reflects
the standard of care. Data for perinatal outcome
indicators are available from the Fourth Perinatal Care
Survey of SA. This survey found that the perinatal
mortality rate (PNMR) for South Africa was 27.6 per
1 000 births. It also found that the most immediate
problem was the management of women in labour with
one in five deaths due to intrapartum asphyxia and
birth trauma. The neonatal death rate (NNDR) was
9.9% per 1 000 live births.16

Maternal mortality ratio and
other measures of maternal
mortality
There are three distinct measures of maternal mortality
in widespread use:17 the maternal mortality ratio,
the maternal mortality rate, and the lifetime risk of
maternal death. The most commonly used measure is
the maternal mortality ratio. This is a measure of the
risk of death once a woman has become pregnant. The
maternal mortality rate, reflects the frequency with
which women are exposed to risk through fertility.
The lifetime risk of maternal death takes into account
	

	
	

The perinatal mortality rate (PNMR) is the number of perinatal
deaths per 1 000 births and extends from 28 weeks gestation to 7
days post delivery. The neonatal death rate (NNDR) is deaths per
1 000 births from 8 days to 28 days. The perinatal care index (PCI)
is calculated by dividing the PNMR by the low birth weight rate.
The number of maternal deaths during a given time period per
100 000 live births during the same time period.
Refers to the number of maternal deaths in a given period per 1
00 000 women of reproductive age during the same time period.

both the probability of becoming pregnant and the
probability of dying as a result of that pregnancy
cumulated across a woman’s reproductive years. All
these require that there should be reliable registration
or notification of vital statistics in order to be able to
calculate the chosen measure.

Maternal death notification
Maternal death (deaths during pregnancy and the
puerperium) was made a notifiable condition in 1997.
The National Committee for Confidential Enquiries
into Maternal Deaths (NCCEMD) secretariat is
responsible for coordinating the process of notification
and reporting and making recommendations. In order
to have a systematic standardised way of reviewing
the cases of maternal death, a notification form was
developed which is completed by specially trained
maternal assessors. The information collected from the
patient files is used to explain the primary causes of
death (direct and indirect), avoidable factors, missed
opportunities and standard of care. The avoidable factors
component of the form addresses patient related factors
which include whether the patient attended antenatal
care, number and frequency of visits, and whether there
was delay in seeking medical help. It also includes issues
on unsafe abortions. A further component collects
information on administrative factors where access to
health services such as transport availability, barriers
to facility entry, availability of facilities, appropriately
trained staff and communication is analysed. Health
care provider factors include which level of provider
conducted the initial assessment, whether there were
problems in the recognition or diagnosis of symptoms
and if so, at which level. Whether the patient was
managed appropriately at different levels of care and
identifying whether a minimum standard of care was
given at each level is also considered. It also looks at
resuscitation provided.
The maternal mortality ratio is difficult to estimate in
SA because reporting is health institution based and
deaths in the community are often under-reported.
Data from the Savings Mothers 1999-20016 Report
indicated that the maternal mortality ratio of 150/
100 000 reported in the SADHS and the first report
was probably an underestimate. A more realistic figure
of between 175 and 200/100 000 was estimated.6
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It is also possible that there has been an increase in
the maternal mortality ratio due to an increase in non
pregnancy related infections such as HIV. Because of
difficulties in obtaining denominator data to calculate
the maternal mortality ratio, the number of maternal
deaths are also reported. Reported maternal deaths
in South Africa increased from 676 in 1998 to 1 173
in 2004.7 Rates increased markedly between 1998
and 2004 in many provinces. Whether this was due
to improved reporting or to increased deaths is not
known.7
Table 3 shows the primary causes of maternal deaths
in SA between 1999 and 2004 and is reported in the
Saving Mothers Reports.6,7 The five main causes of
death remain the same and include non pregnancy
related infections (including HIV), complications of
hypertension, obstetric haemorrhage, pregnancy related
sepsis and pre-existing maternal disease.
Table 3:
Primary obstetric causes of maternal deaths 1999-2001
and 2002-2004
Primary obstetric cause
Direct maternal deaths

1999-2001*
N
%

2002-2004**
N
%

1 462

59.8

1 767

53.6

Hypertension

507

20.7

628

9.1

Antepartum haemorrhage

100

4.1

313

3.9

Postpartum haemorrhage

240

9.8

213

9.5

Abortion

120

4.9

114

3.5

27

1.1

47

1.4

210

8.6

274

8.3

Anaesthetic related

76

3.1

91

2.8

Embolism

48

2.0

64

1.9

Acute collapse (cause
unknown)

134

5.5

107

3.2

Indirect causes

939

38.4

1 430

43.4

Non pregnancy related
infections

768

31.4

1 246

37.8

Pre existing maternal
disease

171

7.0

184

5.6

44

1.8

99

3.0

2 445

100

3 296

100

45

-

110

Ectopic pregnancy
Pregnancy related sepsis

Unknown
Total
Coincidence
Source:
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* Saving Mothers, DoH 20026
** Saving Mothers, DoH 2006.7

Relationship between HIV and
maternal mortality
The HIV infection prevalence in pregnant woman
attending antenatal clinics increased slightly between
2004 (29.5%) and 2005 (30.2%).18 A HIV-positive
woman may be prone to greater risk during a pregnancy
due to her compromised immune status and procedures
conducted during labour and delivery. The Saving
Mothers Report for the 2002-2004 triennium indicates
that HIV testing of women improved from 37.6% in
the previous triennium to 50%.6 This means that of
the women who died – half had been tested for HIV
infection. The target for HIV testing in antenatal care
has been set for 80% and therefore there still is need
for improvement. Table 4 shows that non pregnancy
related infections (NPRI) were the leading cause of
maternal death between 2002 and 2004. In addition
this proportion has increased from 31.4% in the 19992001 triennium to 37.4% and this also has resulted
in an increased proportion of deaths in the indirect
category.6,7 HIV-related diseases contributed to over
half (53.1%) of the deaths classified as NPRI and this
was predominately due to respiratory or immune system
failure. Pregnancy related sepsis following a viable
pregnancy also affected a high proportion of HIVpositive women in the 2002-2004 triennium.7 Of these
women tested for HIV antibodies, 68% were infected.
The maternal death assessment process cannot confirm
that a death is related to HIV infection unless a woman
has been tested. Therefore there is an assumption that
there is a considerable underestimation of HIV-related
deaths.
Table 4 shows the number of deaths by province in SA
between 1999 and 2004. Although the figure for 2004
is lower than 2003, not all provinces submitted the data
within deadlines and there has been an acknowledged
level of under-reporting in some provinces.6,7
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Table 4:
Number of maternal deaths reported in South Africa 1999-2004
EC

FS

GP

KZN

LP

MP

NC

NW

WC

ZA

1999

95

79

138

252

63

72

18

54

34

805

2000

120

96

171

238

88

128

29

115

50

1 035

2001

103

118

184

243

62

96

27

62

42

937

2002

113

100

213

238

72

98

38

80

60

1 012

2003

112

171

205

275

108

120

28

135

67

1 221

2004

145

161

251

209

101

75

40

111

80

1 173

Source:

Saving Mothers, DoH 20026
Saving Mothers, DoH 2006.7

Avoidable factors in maternal
deaths
Table 5 shows the breakdown of avoidable factors in
maternal deaths. An avoidable factor is where the death
could have been prevented either within the health care
system or by the patient. Data show that around half
of avoidable factors were patient orientated – meaning
that if a patient had acted timeously and appropriately,
the problem could have been prevented.6,7

HIV and Syphilis Screening
The national HIV and syphilis antenatal sero-prevalence
survey is conducted among women attending public
antenatal clinics in South Africa by the DoH.18 The
2005 survey shows that HIV prevalence increased
slightly from 29.5% in 2004 in 30.2% 2005. (Figure 2)
The province with the highest prevalence (39.1%) was
KwaZulu-Natal, and the lowest rates occurred in the
Western Cape (15.7%).18

Table 5:
Avoidable factors in maternal death cases 1999-2004
% of avoidable factors in
accessible cases

Category

1999-2001

2002-2004

Patient orientated factors

54.1

43.9

Administration

41.5

32.1

Primary level

73.3

53.8

Secondary level

6.07

48.3

Tertiary level

46.7

36.5

27.0

22.3

Health care provider factors

Resuscitation factors
Source:

6

Saving Mothers, DoH 2002
Saving Mothers, DoH 2006.7
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Figure 2:
HIV prevalence by province among public sector antenatal clinic attendees in South Africa 2004-2005
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DoH, 2005.18

Syphilis poses a significant risk to pregnancy and can
result in a number of negative outcomes including
spontaneous abortion, stillbirth and perinatal death.
Congenital syphilis is a notifiable condition; however,
the Health Informatics Department that collects such
information and reports on notifiable conditions
reports a very low level of syphilis notification from
facilities. Syphilis prevalence declined steadily between
1997 (11.2%) and 2004 (1.6%), but has since increased
slightly in 2005 to 2.7% (Figure 4).18

In addition to the national seroprevalence survey there
are also data on HIV prevalence at district level. The
data from the DHIS concur well with that collected in
the national sero-prevalence survey.
Although there are some variations within the provinces,
the districts in the Western Cape and KwaZuluNatal report the highest rates for testing (90%). Lack
of data from the rural districts make it difficult to
comment on any potential differences in testing and
HIV prevalence.14 Figure 3 shows the HIV prevalence
among antenatal patients tested by Metro district.

Figure 3:
HIV prevalence among antenatal patients tested by Metro District
South Africa
Metro average
eThekwini M
Johannesburg
Ekurhuleni Metro
Tshwane M
N Mandela Metro
Cape Town
0
Source:
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Barron et al., 2005.14
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Figure 4:
National syphilis prevalence among antenatal clinic attendees in South Africa 1997-2005
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The high HIV prevalence rates among pregnant women
and the projected rates in the general population suggest
the ever-increasing need for effective interventions and
programmes and strengthening partnerships that will
impact on the HIV epidemic.

Maternal health care services:
Policies, programmes and
guidelines
The antenatal care programme is the responsibility
of the Women’s Health and Genetics Directorate. A
number of important guidelines and policy documents
have been produced by the DoH.19-21, Although the
guidelines for maternity care have been updated to
include management of HIV-positive women, the
policy is yet to be updated.20

level of care. It defines the levels of care, referral systems
as well as staff required to be designated in those levels
of care and what services they should be rendering.
The extensive HIV epidemic in SA has led to rapid rollout of programmes that have implications for antenatal
care, delivery care, and postpartum services. The main
reason for introducing VCT in maternal health services
was for the administration of PMTCT which has now
been rolled out in all provinces. More recently, the
national roll-out out of ARVs has also begun at selected
hospitals. Each of these new programmes, however, has
been implemented vertically and is not well integrated
into existing services. The provision of an integrated
and comprehensive antenatal and postnatal package
poses a number of challenges in a fragmented and
vertical health care system.

The maternal health policy outlines a minimum set
of national requirements for management of patients
in maternal health care services. Each province is
autonomous in being able to adapt or even develop
their own guidelines based on the national guidelines.
The policy and guidelines deal with prevention and
management of pregnant patients and also specify
where or what management should be provided by each
	

These include ‘Saving Mothers’, Policy Guidelines for Common
Causes of Maternal Deaths; Guidelines for Maternity Care in South
Africa: A manual for clinics, community health centres and district
hospitals’, ‘Human Genetics Policy Guidelines for the Management
and Prevention of Genetic Disorders, Birth Defects and Disability’,
and the National Maternity Case Record and Guidelines for
completing the National Maternity Case Record.
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Guidelines for maternal care
The National Maternity Guidelines lay the foundation
for how maternity services should be rendered.20
Provinces were expected to adapt these according to
their specific needs. However, no systems have been
put in place to assess if all facilities have received or are
utilising the guidelines. In an in-depth assessment of 141
public sector PHC facilities distributed nationally, 62%
reported having maternity care guidelines available. Of
these, 74% had national guidelines.22
National guidelines for maternity care were updated
to incorporate PMTCT, and management of HIVpositive patients. Other issues of relevance with regard
to the HIV epidemic; for example, couple counselling
and HIV testing, involvement of men/companions
during the maternity period and support of HIVpositive women, are also not included. The guidelines
have a particular focus on the management of the five
major causes of maternal death mentioned earlier in
this chapter.
Some provinces are developing their own guidelines.
For example, the KwaZulu-Natal DoH Maternal Child
and Women’s Health Directorate, with the technical
support of the Population Council and Reproductive
Health and HIV Research Unit (RHRU), has
undertaken a systematic process in the development of
new evidence-based policy and guidelines which will be
available in 2007. A set of areas needing in-depth review
by task teams were identified by stakeholders including:
preconception, family planning, TOP, ANC, PNC,
health systems issues, community participation and
health promotion. Box 2 details the context in which
the guidelines were developed and although they refer
to KwaZulu-Natal in particular, the issues are similar
in all the other provinces.

Box 2:
Context of the Integrated and Evidence Based
Antenatal and Postnatal Policy and Guidelines for
KwaZulu-Natal

✧ Much of the practice of midwives is governed
by the SA Nursing Council regulations which
are out of date and do not address the HIV
epidemic.
✧ No comprehensive and integrated policy and
guidelines for antenatal and postnatal care are
currently in use.
✧ Many of the practices undertaken by nurses at
PHC level in the care of pregnant women are
traditional rather than evidence based.
✧ Antenatal and postnatal care is task orientated
rather than patient orientated, leading to
impersonal and incomplete care, as well as
contributing to staff burnout.
✧ Many women (22%) who die during pregnancy,
labour and postnatally had not attended
antenatal care
✧ Women attend antenatal care late during their
pregnancies delaying:
-

access to testing for HIV and potentially
ARV treatment;

-

the prevention of complications of previously
diagnosed or undiagnosed medical
conditions such as cardiac disease; and

-

complete treatment of STIs, (syphilis in
particular).

✧ Screening for tuberculosis, domestic violence,
cervical cancer and STIs does not routinely take
place (except for syphilis) and are not included
in routine antenatal or postnatal care.
✧ Postnatal care has not been formally addressed,
monitored or evaluated and many women die in
the postnatal period.
✧ Postnatal care after the immediate peurperium
has centred on the baby, (and not in a focused
or targeted manner) rather than the mother and
baby unit.
✧	Limited health education and planning for the
birth takes place at the antenatal visits.
✧ There has been no concerted effort to bring
community, family and partner participation
into the holistic care of pregnant women and
new mothers.
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Infrastructure and staffing
Facilities providing maternal health
care services in South Africa
The Maternity Guidelines classify facilities into clinics,
community health centres and three different levels
of hospitals. The UNICEF/WHO/UNFPA Safer
Motherhood Policy Statement in 1997 suggested that
there should be at least 4 basic essential obstetric care
(EOC) facilities and at least one facility providing
comprehensive obstetric care (COC) per 500 000
population.,23 Table 6 shows what is available in
SA in terms of basic and Comprehensive EOC and
indicates that the country does exceed these minimum
standards.24

Maternal health care service
providers
Maternal health care services are integrated in the South
African health system, therefore nursing staff providing
maternal health care will normally be providing other
services. Since 1985 nurse training has included basic
midwifery training, which is seen as adequate to
provide basic antenatal and delivery care. Advanced
midwives undergo a full year of post-basic training
and this equips them with skills for more specialist
maternal care. Almost all doctors have been trained
in basic midwifery and some specialise in Obstetrics
and Gynaecology. Any facility carrying out deliveries
should have at least one advanced midwife.20 These
guidelines stipulate the staff required for maternity
care at each level of service. But this does not take into
consideration the number of patients seen or the type of

Table 6:
Essential Obstetric Care Facilities in South Africa
Total

Clinics
Mobile
Satellite clinic
Fixed clinic
Community health centre (CHC)

755
370
3 185
141

141

0
0
0
0

Total clinic

4 451

141

0

Hospitals
Level 1 Hospital
Level 2 Hospital
Level 3 Hospital
Level 4 Hospital
Specialised Hospital

265
60
6
10
66

220
53
6
8
2

161
53
6
8
1

Total hospital

407

289

229

Total

430

229

Total / 500 000 public sector population

6.0

3.2

Source:

Basic EOC

Comprehensive
EOC

Level

0
0

Penn-Kekana et al., 2003.24

care a woman may require. The 1999 Saving Mothers
Report6 made recommendations on the need to have
staffing norms which could be specific to maternal
health care services. The Saving Mothers Report for
2002-2004 suggested that lack of appropriately trained
staff was a major administrative related avoidable factor
in 50% of maternal deaths.7
	

The availability of essential and comprehensive obstetric care
is defined as the number of facilities with functioning essential
obstetric care (EOC) per 500 000 population and the number of
facilities with functioning comprehensive obstetric care (COC) per
500 000 population.

According to the 1998 SADHS, antenatal care was
obtained mainly from trained health personnel, with
nurses or midwives providing care for 65.5% of pregnant
women and doctors caring for 28.7%.11 Doctors were
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more likely to render antenatal care in urban than in
non-urban areas (40.9% versus 16.8%). The lowest
proportions of women attended by doctors were in
Limpopo, Eastern Cape and KwaZulu-Natal. Most
White women (82.1%) received antenatal care from
doctors, whilst only 22.8% of African women were
attended by doctors. This was even more marked in
non-urban African women, with only 14.7% receiving
antenatal care from doctors and most (79.5%) attended
by nurses or midwives.11 Traditional birth attendants
are rarely used in SA and there is no training available
for this category of birth attendants.
A study25 investigating nursing staff dynamics and their
implications for maternal health carried out in Limpopo,
KwaZulu-Natal and Mpumalanga found that nursing
staff turnover, shortages of staff and workload were a
problem in some facilities. Staff in delivery sites were
regularly rotated (73.4%) through maternity services
unless they had training in advanced midwifery. This
indicates that staff will gain skills during their time in
delivery services but will not be permanently available
to these services. Almost three-quarters (71%) of
delivery services reported that they often had less staff
than allocated to maternity.25 Demotivation has also
been identified as a problem in services.25 Rural areas
appeared to have specific problems with poor quality
accommodation as many nurses and doctors had to live
on site at the facility. Transport was a problem in rural
areas for access to schools and other services. Security
was also mentioned as an issue. The rural allowance
was introduced to offset staff attrition; in particular,
reluctance of staff to work in rural areas. It was
noted that only professional nurses received the rural
allowance causing some discontent with lower nursing
grades who did not receive this allowance.

There is a shortage of nurses and doctors available to
the public health sector with the shortage being more
marked in the rural areas. Attempts to address these
problems have been made by the national DoH. A
one year community service has been enforced as a
prerequisite for registration for all doctors. This appears
to be providing a temporary solution for reducing the
wide gap between rural and urban health services.26
A number of other strategies have been implemented
including the introduction of a scarce skills allowance
to attract staff to both urban and rural facilities that
are for many reasons unable to recruit and retain staff.
For nurses in particular there has been some moves to
bring nurses out of retirement to fill the shortage of
vacant positions.

Antenatal Care services
Routine antenatal care for low risk women is supposed
to be provided at any primary health care centre;
however, a number of surveys have shown that not all
clinics can provide this service. The National Primary
Health Care Facilities survey showed that only 87.4%
of clinics were able to provide antenatal care and this
was not always provided daily.27
The guidelines for maternity care stipulate the content
and procedures that should be undertaken in the first
and subsequent antenatal visits.20 The main components
of antenatal care are indicated in the Figure 5.28 The
order of the procedures can vary according to the
institution. The group talk includes group counselling
and if a woman agrees to be tested for HIV, she is
then given individual counselling and testing. All this
information should be used to assess the pregnancy and
identify any risk factors.

Figure 5:
Routine procedure for antenatal care
Card/Registration

Group talk*

Pre-test counselling
and testing for HIV

Full history

Blood sample
Source:
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Beksinska et al., 2000.28

Urine testing*
BP* and Weight*

Examination*

Medication

* Procedure repeated at subsequent visits
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Delivery and Pueperium
In SA, it is recommended that all deliveries should take
place in facilities with essential obstetric care. This could
be a community health centre or any level of hospital.
On admission, the clinic card is reviewed, history of
labour is taken, nature of labour pains, vaginal bleeding,
foetal condition and any other relevant information is
taken. If a woman presents in labour without proof of
antenatal care all investigations are carried out at the
delivery site if she is in the early phase of labour. The
woman is monitored until she delivers unless there are
complications which may warrant a caesarean section.
Due to high rates of HIV infection, management of
stages of labour has changed. These changes include
shortening the period of rupture of membrane,
reduction of number of vaginal examinations, avoiding
episiotomy and the use of prophylactic antibiotics.
Changes in the third stage of labour include avoiding
unnecessary suctioning of the baby before delivery.
All vital signs should be checked according to the
guidelines.20

✦ To ensure the woman has all the information she
needs to manage every day situations with her new
born and family.
The definition of a maternal death includes the period
up to 42 days after being pregnant. The Saving Mothers
Report for 2002-20047 shows that 43.7% of emergency
cases in non-pregnancy related infections leading to a
maternal death were found to be in the postpartum
period. For HIV and non-pregnancy related infections
one of the key recommendations arising from the
report was that “special attention must be paid to
postnatal care, as most women succumb to ill-health
at this time”.7
The guidelines for maternity care stipulate that a woman
should be advised on discharge following delivery to
visit her nearest clinic after 3 days. Studies have shown
that maternal and neonatal mortality commonly
occurs within the first 3-7 days after delivery.20 There
is, however, no further information in the guidelines
relating to contents of postnatal care visits or postnatal
visits beyond this first check up.

All women are expected to stay at the delivery facility
for a minimum of 6 hours if they have no complications
and women are commonly discharged within 12 hours
post delivery. The majority of women deliver in a health
facility and the immediate postpartum period when they
are still at the health care facility provides a timely and
strategic opportunity to offer a range of services. This
would maintain continuity of care that started during
the antenatal care visits and continued during labour
and delivery, and particularly family planning. The
National Contraception Policy Guidelines recommend
that family planning advice should be given during the
postpartum period before discharge.29

The National Primary Health Care Facilities survey27
reported that 84.1% of clinics were providing postnatal
care; however, data on postnatal attendance are not
routinely collected and some studies show that women
rarely attend postnatal care and that there was not a
strong culture of rendering goal directed postnatal
care.32

Postnatal Care

Although postpartum care is seen as a key component
of the PMTCT programme, the main focus has been
on the antenatal period. Follow up rates post delivery
in the PMTCT programme have been disappointing.32
Postpartum care generally, and for women in a PMTCT
programme, remains weak and focused primarily on the
infant, with little attention being paid to maternal health
and to risk behaviour following delivery. Coordinating
family planning with other health services during and
after pregnancy can help improve reproductive health.33

Postnatal care is an integral component of maternal
care and should be focused on the following:30
✦ To assist the woman to return to optimal health as
soon as possible after delivery;
✦ To ensure the infant receives the care needed
to achieve and maintain optimal health and
development, and

The National Contraception Policy Guidelines29 makes
specific mention of the 6-week postnatal check up as
the second opportunity (postpartum being the first) to
counsel on contraceptive choices. The policy guidelines
include the need to counsel on appropriate methods
depending on breastfeeding practices and intention to
abstain from sexual activity.

309

‘PMTCT Plus’ programmes are designed to address the
needs of the woman and her family beyond delivery,
but are still in their infancy. The prevention of future
unwanted pregnancies as a strategy and fundamental
component of PMTCT of HIV programmes has not
received much attention to date.

Quality of services received
Although integration of antenatal care has been seen
as key to a quality service, in many facilities the first
antenatal visit is still restricted to certain days of
the week, as are the repeat visits.34,35 The currently
recommended visit schedule is that after a first visit
between 5-19 weeks gestation, visits are scheduled
every 4 weeks until 37-38 weeks. The woman should
be seen again around 39/40 weeks and then at weekly
intervals.20 Every woman should be given antenatal care
where all investigations and antenatal services rendered
are recorded. It is recommended that all women
receive all the services mentioned in the antenatal care
services section of this chapter, however, a number
of studies that have looked at what services women
receive in antenatal care have found this is not done.
In one study34 conducted in a rural area in KwaZuluNatal, observations were done to determine the type
of services given to the patients, how the service was
given, and the interaction between the providers and
the patients. Table 7 summarises the types of services
rendered at the first ANC visit versus those rendered at
a repeat ANC visit. Two other studies conducted in the
same province showed similar results.35,36

Table 7:
Routine ANC services delivered in rural KwaZulu-Natal

Type of service

ANC first visit
N = 125
(%)

Blood Pressure
measurements

100

98

HB assessment

93

18

Need for Anti-Tetanus
Toxin (ATT)

69

50

Blood drawn for syphilis
screening

90

15

Supplements given (Iron
and folate)

94

76

Urine taken for protein
and sugar

98

93

Exam external of genitalia

56

55

Pelvic examination

24

19

Source:

Chege et al., 2004.35

In the public sector, women are not given appointments
for an antenatal visit and many will arrive at the clinic
prior to the facility opening to ensure they are seen.
One study identified that 71% of women had already
arrived for antenatal care by 7.30 am and no woman
came after 10.30 am.28 Another study found that all
antenatal patients had arrived before 1pm.35

Figure 6:
Distribution of patients by time of first contact
35

Percentage of clients

30
25
20
15
10
5
0

7:00-7:29

7:30-7:59

8:00-8:29

8:30-8:59

9:00-9:29

9:30-9:59

10:00-10:29 10:30-10:59

ANC
Source:
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Kunene et al., 2004.35

ANC repeated
visit
N = 124
(%)

Other

11:00-11:29 11:30-11:59 12:00-12:29 12:30-12:59 13:00-13:59
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Table 8:
Waiting and contact time with provider for antenatal patients (first and repeat visits)
Type of visit

Contact time with a provider
(hours: minutes)

Waiting time in the clinic
(hours: minutes)

Total time spent at the clinic
(hours: minutes)

ANC 1st Visit

0:28

3:59

4:27

ANC Repeat Visit

0:14

2:46

2:69

Source: Kunene et al., 2004.35

The same study discussed above35 showed that although
women arrive early for their antenatal appointment
and may spend several hours within the facility they
have very little contact with the health providers. The
average antenatal first visit patient spent almost 4 and
a half hours in the clinic (Table 8) and four hours of
this time were spent waiting, while only 28 minutes
were spent interacting with a provider. Antenatal
repeat patients spent three hours at the clinic with only
14 minutes of provider contact time, and the rest of
the time was spent waiting. Waiting time could also
potentially be used to provide counselling. The length
of time taken to complete an antenatal appointment
would require many employed women to take a whole
day away from work and may potentially jeopardise
their work situations.

Relationship between health
care provider and patients
Quality of care encompasses many aspects of the health
care visit. In addition to the type of service received and
the quality of that particular service, there are also issues
of communication and interaction between patient
and provider. The nature of antenatal services in the
South African public sector does not encourage good
provider patient communication. Patients will often
see a different provider for each procedure meaning
that it is not easy to establish a relationship with any
particular provider. Services are often provided without
privacy in that antenatal patients will sit together and
take turns in receiving a service such as blood pressure
in full view of other patients. This makes it difficult for
a patient to discuss any personal problems or concerns
without being overheard. Women are usually grouped
together and may be wearing examination gowns. This
does not make it appropriate for partners to attend

the consultation.35 Although many studies report
that patients are generally satisfied with the quality
of ANC services,36 the same studies show that quality
was a problem. This maybe because expectations of a
service are generally low. At a national level, quality of
care in contraceptive services has shown that 20% of
women reported that the provider shouted or scolded
the patient in a family planning setting.9 Although
experiences of ANC services was not sought in this
questionnaire it can be assumed that as nurses rotate
through services that there may be similar problems in
antenatal services. Other studies have reported poor
quality of care in antenatal settings.37 This poor quality
of care extends into the delivery, where a woman will
often deliver without the support of a partner or family
member. Delivery settings do not often give privacy to
the woman making it difficult for partners to attend
the delivery.
Poor quality of care may be related partly to low staff
morale. The nursing dynamics study25 found that 27%
of nurses reported that they did not care for patients
like they used to and two thirds (60%) felt they no
longer felt motivated to work as hard as they could.
Poor motivation was blamed on a number of factors
including poor promotion prospects, poor management
and staff shortages.25
The Saving Mothers Report for 2002-2004 looked at
specific quality of care issues in HIV-positive women.7
A number of personnel related factors contributed to
avoidable factors leading to maternal death once a
positive HIV diagnosis was made or suspected.
These included fatalism and a non-caring attitude,
delay in providing care and management of infective
conditions. Lack of utilisation of ethical guidelines for
the management of women with HIV infection was also
noted. The Saving Mothers Report makes particular
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reference to case studies where the health care providers
appear to have not performed certain procedures or
given medication because the woman was HIV-positive.
The issue of neglect was raised where it appeared there
was no point in treating HIV-positive woman due to
the expectation that they would die anyway.

Conclusions and
recommendations
Maternal health indicators show that there have been
improvements in assistance at delivery but utilisation
of antenatal care although remaining high has dropped
a few percentage points. There have also been some
marked decreases in the number of women dying from
some of the common direct causes of maternal deaths
including hypertension and abortion. However, overall
maternal mortality is increasing mainly due to the non
pregnancy related infections as a result of the HIVrelated illnesses and diseases.
The terms of reference of the NCCEMD are to include
recommendations that are based on the analysis of
all maternal death information collected. The Saving
Mothers Report states that the implementation of the
recommendations should be measured and should
be within the health care resources of the country.7
There are 10 key recommendations emanating from
the 2002-2004 Saving Mothers Report and many of
these are the same or similar to those put forward in
the 1999-2001 report.7 In the latest Saving Mothers
Report the new recommendations are teamed with
specific implementation strategies to ensure that each
recommendation can meet targets set to be achieved by
December 2007.

Box 3:
Summary of Saving Mothers Key Recommendations
2002-2004

1. 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 on the use of these
protocols.
The following are key conditions for which
relevant protocols must be available:
✧ Hypertensive disorder in pregnancy
✧ Obstetric haemorrhage
✧ Septic abortion
✧ Puerperal sepsis
✧ Communicable Diseases: STIs including
HIV, TB and Malaria
✧ Resuscitation: Maternal and Neonatal
✧ Noncommunicable diseases: Diabetes
mellitus and cardiac diseases in pregnancy.
2. All pregnant women should be offered
information on and screening for appropriate
management of communicable and noncommunicable diseases including:
✧ Sexually transmitted infections (including
HIV)
✧ Tuberculosis
✧ Malaria
✧ Urinary tract infections
✧ Noncommunicable diseases – Pregnancy
specific conditions and pre-existing medical
diseases.
3. Criteria for referral and referral routes must
be established and utilised appropriately in all
provinces.
4. Emergency transport facilities must be available
for all pregnant and postpartum women and
their babies with complications (at any site).
5. Staffing and equipment norms must be
established for each level of care and for every
health institution concerned with the care of
pregnant women.
6. Blood for transfusion must be available at
every institution where caesarean sections are
performed.
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7. Contraception use must be promoted through
education and service provision and the number
of mortalities from unsafe abortion must be
reduced.
8. Correct use of the partogram should become
the norm in each institution conducting births.
A quality assurance programme should be
implemented, using an appropriate tool.
9. Skills in anaesthesia should be improved at all
levels of care, particular at level 1 hospitals.
10. 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.
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Abstr act

Since 2000, considerable progress has been made in expanding access to
counselling and testing, prevention of mother-to-child transmission of

HIV and antiretroviral therapy. However, HIV-infected women still face challenges and
obstacles in accessing comprehensive services for sexual health, prevention of sexually
transmitted infections, family planning and contraception, pregnancy, delivery, infant
feeding, psycho-social support, counselling and treatment.
Provision of comprehensive and holistic care to HIV-infected women requires
promotion of optimal therapeutic care and well-being through strengthening sexual
and reproductive health services. It also entails enhancing integration of HIV and
reproductive health services and providing guidelines for implementation. Other
pertinent considerations include improving antenatal, obstetric and postnatal care;
strengthening linkages with community based support structures and supporting
HIV-positive women in their reproductive choices. It also entails building capacity of
health providers in non-judgemental sexual and reproductive health service delivery;
expanding access to provider-initiated counselling and testing; empowering women
through increasing male involvement in sexual and reproductive health as well as
through improvement of the socio-economic environment.

OP T IONS FOR H I V-POSI T I V E
WOM E N

O

ver half the people currently living with HIV in South Africa are women.
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Introduction
Globally, higher rates of HIV infection occur
amongst women due to socio-economic, cultural and
physiological reasons, with young women facing the
highest risk of infection.1 At the end of 2005, there
were about 5.54 million people living with HIV in
South Africa (SA), 3 100 000 (56%) were women aged
15 years and older. Young women aged between 25 and
29 are worst affected, with almost 39.5% of women in
this age group living with HIV. HIV prevalence among
young women (<24 years) has remained constant over
the past three years, possibly indicating that the HIV
epidemic among young people is stabilising.2,3
The national Department of Health (DoH) has
responded to the HIV epidemic by prioritising
rapid implementation of its Comprehensive Care,
Management and Treatment (CCMT) plan for HIV
and AIDS and undertaking to strengthen programmes
for women and maternal health as part of its strategic
plan for 2006-2009.4 However, SA has a historical
legacy of division of services. Stand-alone reproductive
health, family planning and HIV services were initiated
at different times and largely continue to operate
as vertical programmes. Provision of health care to
HIV-infected women is primarily through two subprogrammes: Maternal, Child and Women’s Health &
Nutrition and HIV and AIDS, STIs and TB. Although
the CCMT includes integration of prevention of
mother-to-child transmission of HIV (PMTCT) and
antiretroviral (ARV) services, further integration of
these and other Sexual Reproductive Health (SRH)
services is essential to enhance comprehensive and
holistic service delivery.

Sexual Activity
Few studies worldwide have examined the sexuality of
HIV-positive women and the correlation between HIV
symptoms, HIV illness stage, quality of life, meaning
of illness, frequency of sexual intercourse and sexual
function. Factors commonly reported to have a negative
impact on sexuality, sexual confidence and desire for
sex in HIV-infected women include fear of disclosure,
fear of transmission in discordant relationships,
condom use, cervical dysplasia and drug side effects
5,6
e.g. lipodystrophy.
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Little information is available on sexual activity
amongst South African HIV-positive women. However
one small study of 21 sero-positive heterosexual women,
14% of whom were African, identified the following
issues: reduced libido, fears about transmitting HIV,
avoiding relationships and dislike of condoms.5
A survey of sexual functioning and activity among
HIV-positive women in all phases of HIV illness
(asymptomatic, symptomatic, and HIV-related illnesses)
in the USA, however, found that although most
women (90%) remained sexually active after testing
HIV-positive, few used safe sex practices, with more
than one-third (37%) engaging in regular unprotected
sexual activity. Although 51% reported consistent
condom use, 25.4 % reported never using condoms.
Few women reported that HIV itself caused a decrease
in sexual functioning. Reasons for abstinence included:
no current partner (31%), no interest in sex (27%),
‘because of HIV’ (19%), physical HIV symptoms (6%),
and ‘disinterested partner’ (4%). After testing HIVpositive; over half the women reported that the quality
of their sexual activity had either stayed the same (31%)
or improved (21%); only 11% reported that their sex
life became significantly worse. Sexual functioning did
not change as a function of HIV illness stage.7
The existing South African health programmes do not
addressing the sexual health needs of HIV-infected
women despite widespread global recognition of
its importance to women’s well-being. Also there is
minimal coverage of this subject in undergraduate
health provider curricula. In several studies conducted
in the country, HIV-infected women report limited
receptiveness of health providers to discussing sexuality
and childbearing issues.8,9 This attitude causes many
HIV-infected women to avoid discussing sexual activity
with their health care providers for fear of reprisals as a
result of engaging in sub-optimal safe sex practices.

Fertility Choices
Ethics and human rights accord HIV-infected
women the same reproductive rights as uninfected
women (Box 1) i.e. the right to decide freely on all
aspects of sexuality and reproduction, including the
number and spacing of their children as well as the
means to implement their reproductive decisions, since
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with proper management and access to antiretroviral
therapy (ART), the risk of mother-to-child transmission
(MTCT) of HIV may be considerably reduced.
However, the sexual and reproductive rights of HIVpositive women are often violated in health care
settings9 and currently there is no policy, nor are there
guidelines for the provision of fertility options and
services for HIV-positive women in SA.
Box 1:
Reproductive Health Rights of HIV-Infected Women

HIV-positive women have the right to:
✧ Decide whether and when to conceive without
being judged;
✧ Decide on the number and spacing of children;
✧ TOP or sterilisation on demand, without the
consent of another person;
✧ Education on reproductive health options
(labour, delivery, breastfeeding and PMTCT);
✧ Access to quality antenatal care (with or without
being accompanied by a partner);
✧ Equal access to reproductive health care,
regardless of social, economic or political status;
✧ Family planning information and decision
making over the type and use of contraception;
✧ Access to disease preventative methods of
contraception;
✧ Safe delivery, how and where they want;

whereas women who do not have children may be
stigmatised.

‘‘If the in-laws paid lobola, then they decide
how many children, because they brought you to
sustain the clan. Even if you have many children
you should continue falling pregnant until you
have a boy. If you don’t have children you are
less of a woman. You lose everything even your
inheritance. I have five children and am expected
to have another because I do not have a son.”
“My husband paid lobola and he must have a
child.”
Source:

ICW Voices and Choices Workshop, Zimbabwe 2002.

The rights of South African HIV-positive women are
often compromised by judgemental attitudes and an
environment that stigmatises their reproductive choices
as the following quotes illustrate:

“I had to put up with the judgemental attitude of
the health care staff, including their disbelief that
a woman with HIV would get pregnant.”
“The nurses advised me not to have any children
again. I gave birth two years later but my husband
became ill and died of HIV/AIDS in the same
year. The nurses shouted at me why I did not
listen to their advice. I had her because I wanted
a child in my life […] the child is healthy and I
don’t think she is infected.”

✧ Assisted conception or artificial insemination;

Source:

✧ Accurate information about infant feeding
options to allow informed decision making;

Advances in ART for PMTCT and increased access to
ART and the resulting improvements in health have
given many South African HIV-infected women a
renewed optimism about their future and increased
confidence about having children. They may reconsider
their reproductive options; some decide to have children,
and others resume sexual activity while wanting to avoid
pregnancy. A number of programmes in sub-Saharan
Africa have observed increases in unexpected (and
often unwanted) pregnancies in women on ART.10,11

✧ Feed the baby the way they want to; and
✧ PMTCT and ART services.
Adapted from the ICW ‘Young Women’s Dialogue’, Durban, 2004.9

HIV-positive women face a range of dilemmas,
discrimination and barriers in upholding their
reproductive rights to pregnancy and motherhood. As
the following quotes illustrate, decisions around child
bearing are influenced by a number of parameters
including: the woman’s desire, family and cultural
pressure to have children, and advice and / or directives
from health care workers not to have children. Having
children generally raises the social status of women,

Personal testimonies, HIV-positive women, South Africa

Current studies indicate that HIV adversely affects
ability to become pregnant. HIV-positive women who
want to have children may attempt to become pregnant
by having unprotected sex at the time of ovulation, which
carries risks of infection or re-infection.12 In developed
countries, this may be prevented by using artificial
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reproduction techniques such as ‘sperm washing’ selfinsemination kits at home or insemination at a clinic
using sperm from partners or donors (known or sperm
banks).13 Often HIV infected women face challenges
in getting partners to participate in these processes and
negotiating for sperm, especially at sperm banks, may
be prejudiced by the disclosure of their HIV status.14

Contraception Options
Preventing unintended pregnancies amongst HIV
infected women is said to be the most effective way of
reducing perinatal HIV transmission.15 Contraception
programmes were found to prevent 28.6% more HIVpositive births than the use of nevirapine for PMTCT at
a similar level of expense in a hypothetical sub-Saharan
African population.16
However, South African HIV infected women
are reported to encounter numerous obstacles in
preventing unwanted pregnancies, including a lack of
information about the most appropriate contraceptive
methods.8,17Access to contraceptive methods for HIVpositive women in the postnatal period is still limited
and promotion of condom use for pregnant women is
not usually a part of antenatal care (ANC), although
recommended by World Health Organization (WHO)
in settings where HIV prevalence is high and a
significant proportion of women become infected
during pregnancy.18 It may also be difficult for pregnant
women to justify use of condoms to their partners.
With increasing access to ART, demand for contraception among HIV-infected women is expected
to increase. Hence, there is a need to update South
African policies to align with the latest evidence-based
contraceptive guidelines for HIV-positive women
e.g. WHO 2004 Medical Eligibility Criteria for
Contraceptive Use in HIV-infected women (Table 1)17
and to introduce new strategies for PMTCT of HIV in
those wanting to get pregnant.
The WHO criteria19 advocate the unrestricted use of
male and female condoms in HIV-infected clients,
including those on ARV therapy, because condoms are
the only available method that can prevent HIV and STI
transmission and superinfection. The South African
government includes male and female condoms in their
	

Transmission of a different HIV strain to an HIV infected person.
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commodities purchasing plans, and ensures effective
logistics management. In 2004/5 over 300 million
male condoms were available free of charge at clinics
and other public venues. Female condoms are available
free of charge at designated clinics and for sale in some
pharmacies. Plans are in place to expand availability of
both male and female condoms in 2008/9.4
Hormonal contraception is freely available in SA
public sector facilities with use of injectables being
most widespread.20 Based on available research, the
WHO statement of 11 October 200521 advises that
women with HIV-infection and HIV-related illnesses
can generally use hormonal contraception (oral and
injectable) without any restrictions as they offer
excellent pregnancy protection. Since current evidence
is not sufficient to conclude otherwise, the WHO
2004 Medical Eligibility Criteria suggest that oral
contraceptions (OCs) can generally be used by women
on ART. There are however, theoretical concerns about
potential interactions between enzyme inducing drugs
(e.g. rifampicin, an anti-TB drug, some classes of ARVs
[NNRTI and PIs] and hormonal contraceptives) that
may increase or decrease the bioavailability of these
drugs and alter their effectiveness. Theoretically,
lower concentrations could reduce the effectiveness
of hormonal contraceptives (and increase risk of
pregnancy), while higher concentrations could increase
hormone-related side effects.
The WHO Medical Eligibility Criteria on contraception for women who are breastfeeding should also
be consulted and taken into account when counselling
pregnant HIV-positive women, and women in the
postpartum period, about contraceptive options. For
instance, Combined Oral Contraceptives (COCs) are
not be recommended for women (regardless of HIV
status) less than six weeks postpartum as there is some
theoretical concern that the neonate may be at risk due
to exposure to steroid hormones during this period.
Also COCs diminish the quantity of breast milk.
Progestogen-only hormonal contraceptives should only
be recommended less than six weeks postpartum if
other more appropriate methods are not available or not
acceptable. However, progestogen-only contraceptives
can be used from six weeks postpartum in breastfeeding
women. The Intra Uterine Device (IUD) is generally
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recommended for women with HIV who are clinically
well on ART.19
Male and female sterilisation are effective permanent
methods of contraception and are suitable for HIVinfected women not planning to have children.
Consistent condom use must be promoted in conjunction with sterilisation. Although available at
selected health facilities in SA, increased awareness
of services and more widespread availability of this
service is required. Other barriers to access sterilisation
services include lack of counselling by health providers
on sterilisation and its benefits. Several reports exist
of clients being denied access to information on
sterilisation services, and of undue coercion to undergo
sterilisation.9

“We should decide to keep baby or to terminate.
But they do not tell you if you keep it – they don’t
give you the option. They sterilise you. You feel
obliged to take the option they offer you or you feel
you can’t take the immediate service you need.”
“I went to clinic for counselling and abortion.
They said why don’t you sterilise because you will
have an HIV-positive child and because of your
condition. They said it is no use having another
child. Your health will deteriorate. I didn’t get
sterilised. I always wish I can have a baby, a
daughter – I have three boys.”
“I went to the hospital to be sterilised. They
wanted the husband’s consent, but he wouldn’t as
he did not have a boy child.”
Source:

ICW members, South Africa.
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Table 1:
Summary of Contraception Options for HIV-infected Women *
Combined Oral
Contraceptive Pills
(COC)

Progestogen-Only Pill
(POP)

Injectables
(DMPA,Net-En)

Copper IUD

HIV-infected Women

No risk,
can use
without restrictions

No risk,
can use
without restrictions

No risk,
can use
without restrictions

Generally can use, but
follow-up by provider
may be appropriate in
some cases

Women with AIDS

No risk,
can use
without restrictions

No risk,
can use
without restrictions

No risk,
can use
without restrictions

Generally can start or
continue using IUD, if
on ART and clinically
well**

Women on
Antiretroviral Therapy
(ART)

Generally can use
method, but follow-up
by provider may be
appropriate in some
cases

Generally can use
method, but follow-up
by provider may be
appropriate in some
cases

Generally can use, but
follow-up by provider
may be appropriate in
some cases

Generally can use if
clinically well on ART

HIV-positive women on
Rifampicin Treatment
(anti-TB)

Should not use
(not usually
recommended)

Should not use

Generally can use, but
follow-up by provider
may be appropriate in
some cases

No drug interaction
Above guidelines apply

Source:
*

Adapted from WHO, 2004 Medical Eligibility Criteria for Contraception.19

Excluding lactating women or those who intend breastfeeding

** If not clinically well on ART, not recommended to start using Cu IUD unless other more appropriate methods are not available or not
acceptable. However, can continue to use Cu IUD if not on ART.

Emergency Contraception

Termination of Pregnancy

Emergency contraception (EC) provides protection
against pregnancy but not against HIV or STI infection.
It is the only contraceptive method available for use postcoitally. It is recommended as a back-up method for
condom alone users in cases of inconsistent or incorrect
use, burst or slipped condoms or inability to negotiate
condom use. It is also an important contraceptive option
for women who have unprotected sexual intercourse,
but do not want to conceive, including women who
have been raped. EC use is indicated in HIV-infected
women, including those on ART.22

SA is one of the few African countries which provide
termination of pregnancy (TOP) on request. The
Choice on Termination of Pregnancy (CTOP) Act (as
amended) gives women the right to have safe and legal
terminations and provides the service free of charge at
state facilities.25

EC is available free of charge at all South African public
sector facilities EC is also available over the counter
in private sector pharmacies under the supervision of
pharmacists. An EC Hotline service providing advice
about EC and where to access it, is available in the
Western Cape and KZN provinces.
Although EC uptake is low in South Africa,23,24 research
findings suggest that if women have knowledge of EC,
where to access it, and how soon to take it, they would
use it.23
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Termination can only occur with informed consent
and HIV-infected women cannot be forced to undergo
TOP. Although South African women of any age can
consent to TOP, the law requires health personnel
to advise persons less than 18 years to consult with
parents or family members before undergoing the
procedure. However, this advice is not mandatory and
parental consent is not essential. Although more than
a quarter of South African women are reported to have
accessed TOP since its introduction;26 girls under 18
years constituted only 11% of those using the service in
South Africa in 2004 and are reported to face prejudice
from parents, nurses and doctors.21
The number of South African public health facilities
that provided TOP services during 2004/5 increased
by 10% compared to 2003/4; however, only 55% of
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facilities authorised to provide TOP were doing so.27
Despite lack of access to information and inadequate
provision of TOP services, demand in SA continues
to outstrip supply, despite high levels of contraceptive
awareness and usage. There are still considerable gaps in
awareness and standardising services across the country,
particularly in rural areas. Most women do not know
that TOP is available and legal and those who present at
hospitals often find the process inefficient. Furthermore,
women with HIV experience discrimination from
health workers when seeking TOP-related care. In one
South African study, TOP was found to be an ethical
and moral challenge for health care workers and only
32% provided counselling on TOP as an option for the
prevention of an unwanted pregnancy.8
In Gauteng, TOP outside designated services has
continued partly because many women see selfmedication as a primary health-seeking strategy when
faced with unwanted pregnancy, but also because of
lack of awareness of services and fear of ill treatment
from health providers.28
Although there has been a decline in TOP-related
complications since legalisation, thousands of South
African women die each year due to unsafe procedures
performed by unskilled providers and the resulting
complications. This problem may be even bigger in
HIV-positive women. In 2002-2004 there were 274
maternal deaths due to pregnancy-related sepsis (8.1%
of all maternal deaths) and 114 as a result of septic
abortion reported.29
South Africa’s TOP Act stipulates that the service
must be made available upon request to women during
the first 12 weeks of pregnancy (first trimester). TOP
during the second trimester is considered if a medical
practitioner is of the opinion that the pregnancy would
pose a risk to the woman’s physical, mental or social
well-being, or is a result of rape or incest.25 Many
women who try to access TOP are reported to be
unnecessarily delayed because of long waiting lists and
miss the second trimester which makes TOP unsafe.17
Further, women who undergo HIV testing at antenatal
services are usually at about 14 weeks gestation, which
would require a late termination involving labour.26
HIV-positive women seeking TOP in SA have reported
being sterilised without their permission.14 Sterilisation

should not be offered immediately after termination
and should only be considered after adjustment to the
trauma of a termination and / or HIV status if recently
discovered. The provision of contraception and family
planning services and referral for psycho-social support
as part of post-TOP care is strongly recommended in
SA.

Pregnancy
HIV prevalence among pregnant women in SA has
increased from 1.7% in 1991 to 30.2% in 2005.30 Early
and routine identification of HIV-infected pregnant
women facilitates access to ART, contributes to
postponement of orphanhood for children and results
in decreased HIV transmission to children. Although
counselling and voluntary HIV testing for pregnant
women was introduced in SA in 2002, uptake is
limited and the majority of women attending antenatal
care do not know their HIV status. If HIV diagnosis
occurs during pregnancy, women need sufficient time,
accurate information and support to able to explore all
options before decision making.
There is no evidence that pregnancy accelerates the
course of HIV-related diseases in asymptomatic
women in developing countries and pregnant women
were not found to be any more or less likely to develop
HIV-related illnesses than other HIV-positive women.
Several Western studies have found the prevalence of
birth defects in infants with in utero exposure to HIV
to be similar to those of the general population.30
Recent South African research has, however, shown
that HIV-positive women are more likely to experience
adverse pregnancy outcomes, complications and
mortality than HIV-negative women. HIV-positive
pregnant women were more likely to develop anaemia,
pregnancy-induced hypertension, have lower maternal
weight, double the risk of developing urinary tract
infection, a five-fold increase in the rate of syphilis,
a higher rate of abnormal vaginal discharge, slightly
earlier delivery and a 5% chance of in utero growth
retardation of the baby.31 Further, HIV in pregnancy has
been associated with increased severity of complications,
TB, malaria, miscarriages and stillbirths.31,32 During
pregnancy and lactation women are at increased risk of
malnutrition.33
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South African guidelines on maternal nutrition in the
context of HIV were completed and distributed in
2004/5. The national DoH has made it mandatory for
all HIV-positive pregnant women to be screened for
TB.34
National statistics demonstrate a steady increase in
HIV-related maternal deaths from 14.5% in 1998
to 20.1% in 2002-2004. In the 46.3% of maternal
deaths where HIV status was known in 2002-4, 36%
were HIV-positive and HIV-related illnesses were the
most common cause of non-pregnancy related death,
comprising 20.1% of all deaths. This figure could be
higher considering the high number of HIV-related
causes of death in women of unknown HIV status.26
The high rate of HIV-related maternal morbidity
and mortality in South Africa has been attributed
to the absence of practical guidelines for midwives’
antenatal assessment and management of HIV-positive
pregnant women.30 Guidelines that address specialised
obstetric care for pregnant HIV-positive women and
extended postnatal care are available35 but not widely
implemented.
The standard treatment for HIV-positive pregnant
women in developed countries is triple antiretroviral
therapy (HAART) throughout the pregnancy, delivery
by caesarean section and formula feeding, which may
reduce the risk of transmission to <2%. (Table 2).
Standard ART should not be deferred in pregnant HIVinfected women as the only clear evidence of adverse
effects of ART in pregnancy is a possible increased
risk of premature delivery. Adverse effects of ART
may, however, compound those of pregnancy – some
ARVs can cause anaemia or insulin resistance, which
tend to worsen in pregnancy. Ideally, triple therapy
should commence from at least 34 weeks gestation to
allow for at least 6 weeks of viral suppression. Women
on ART should not stop treatment either before or on
discovering that they are pregnant as this may carry a
risk of viral rebound and also increase the risk of vertical
transmission. Access to ART for pregnant women in
SA and developing countries still reaches fewer than
10% of people who need it. This may partly be due to
the fact that although public sector health care provides
HIV-infected women with antenatal care, obstetric care
and family planning services; these are often located at
primary health care facilities and separately from HIV
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services which are largely only available at hospitals and
a few Community Health Centres (CHCs).33,36
The drug Efavirenz (EFV) is associated with
teratogenicity and is contra-indicated for women trying
to conceive or who are already pregnant, especially in
the first trimester. Women who conceive whilst taking
EFV should be counselled about its potential effects on
the unborn child and the options for changing therapy.
Pregnant women should not use both ddI and d4T due
to high rates of lactic acidosis; and those with CD4
>250 should not commence NVP use. Also, although
95% adherence rates are necessary for optimal ART,
adherence rates between 34-80% have been reported in
pregnant HIV-infected South African women.37

Delivery
The standard method for delivery in HIV-positive
pregnant women in developed countries is through
Caesarean section (C/S). Obstetric interventions
recommended in SA include caesarean delivery
(available at hospitals); (though HIV is not an indication
for an elective C/S especially in the backdrop of other
life-threatening pregnancy complications that are not
always HIV-related) and vaginal birth with avoidance
of invasive tests, and birth canal cleansing.35,38
Elective C/S births have been shown to reduce the
risk of MTCT prior to the widespread availability of
ART and have also been shown to reduce MTCT risk
in resource constrained settings. They are, however,
costly and have an increased risk of post-operative
complications, morbidity and mortality. Complications
such as postnatal infections are five to seven times more
likely to occur after C/S with labour or membrane
rupture compared to vaginal delivery. Although C/S
complications appear to be the same in women with
and without HIV infection, routine elective C/S is
not recommended. C/S may be considered in cases
where prolonged labour is likely and where obstetric
complications may result in an increased risk of
MTCT.37
Most districts in South Africa reported high rates of
C/S in 2004 with the highest rate being in KwaZuluNatal at 21.0 per 100 deliveries.39 The high HIV
prevalence in the province may have an influence on
this and it is anticipated that the availability of ART in
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South African public sector services will ultimately lead
to a decrease in the use of C/S for MTCT prevention.
Table 2:
Factors influencing perinatal transmission of HIV
Perinatal
Transmission Rate
(%)

Factor
No intervention

15-30

Vaginal Delivery

10.5

C/Section

1.8

Single dose NVP

12

Zidovudine (AZT) during pregnancy

<8

AZT + NVP during pregnancy

2

HAART+VL<1 000c/ml

1

Source:

Modified from DoH 2001;35 Oyango-Okeyo 2006;37 Waugh
2003.57

For vaginal deliveries, use of episiotomy, vacuum
extraction or forceps may potentially increase risk of
MTCT by increasing exposure to maternal blood and /
or genital secretions through trauma to maternal or
neonatal tissue. These techniques should be used
judiciously together with interventions to shorten
duration of labour to decrease likelihood of MTCT.35
Routine Artificial Rupture of Membranes (AROM)
in pregnant women with HIV for longer than 4 hours
prior to delivery is associated with increased MTCT
and should be avoided unless there are specific obstetric
indications. Alternative methods of augmenting labour
should be considered (e.g. oxytocin).37

Access to PMTCT
SA implemented its PMTCT programme in 2002
and now has the largest PMTCT programme in the
world with services available at 2 525 sites countrywide
(more than 60% of all public sector health facilities
offered PMTCT services during 2004-5).27 Although
PMTCT is widely accessible and free of charge at public
sector facilities, transmission rates between mother
and child remain unacceptably high. The PMTCT
programme has been shown to be failing in parts of
KwaZulu-Natal.40 An MTCT rate of 20.8% (95% CI
18.2-23.6%) at six weeks has been recorded recently;

the expected rate is about 12%. The main reasons for
this appear to be pervasive stigma and discrimination
and the inability of current health services to ensure
uptake of prescribed medications (NVP). In 2006 it is
estimated that only 14.6% of pregnant women received
prophylaxis to reduce MTCT.2,27 Many pregnant
women do not take up voluntary counselling and testing
(VCT). PMTCT data from the 53 health districts in
SA for 2004 indicated that a relatively low proportion
of mothers actually got tested for HIV, resulting in
many deliveries in women of unknown HIV serostatus
and missed opportunities to prevent MTCT.39
The South African PMTCT programme offers testing
and counselling services, single dose nevirapine
(sdNVP) to mother and baby and free formula milk
(Pelargon®) for six months. In some areas the programme
is hampered by a lack of district management, shortages
of lay counsellors and stock-outs of formula milk
supplies.
Plans to integrate PMTCT with ART include assessing
nutritional status of HIV-positive pregnant women (and
supplementing accordingly), CD4 testing and referral
for ART if CD4 count <200. If CD4>200, women
continue with sdNVP as per the current PMTCT
protocol. Bactrim prophylaxis is indicated for women
waiting to commence ART. The referral of pregnant
women with low CD4 counts to ARV initiation sites is
still problematic and results in ‘loss’ of women most at
risk of vertical transmission.
Although sdNVP to HIV-infected mothers during
labour and to infants soon after birth is an effective
method of reducing the rate of HIV transmission to
infants to about 12%; studies in SA and Uganda found
that 20 to 40% of HIV-positive women developed
resistance to NVP after single dose monotherapy for
PMTCT.41
Prior exposure to sdNVP does not necessarily
compromise subsequent responses to NVP-containing
ART, particularly if enough time passes between that
exposure and the need for ART.
Women exposed to sdNVP who commence on NonNucleoside Reverse Transcriptase Inhibitors (NNRTI)
containing ART regimens within several months of
delivery are less likely to achieve virologic suppression
than unexposed women. Detection of NNRTI323

resistance mutations decreases over time suggesting that
women who have longer to wait before initiating ART
might have better responses to treatment.42 Studies
in African women with prior single dose Nevirapine
(sdNVP) exposure had lower viral loads compared to
unexposed controls at week 24.42,43 Based on these
findings, revised WHO guidelines on PMTCT44 now
recommend dual therapy ([azidothymidine] AZT and
NVP) which could reduce HIV transmission to as little
as two per cent and results in lower rates of Nevirapine
(NVP) resistance in both mothers and infants. This has
been adopted by the PMTCT programme in Zambia.
In South Africa this is only being implemented in the
Western Cape and should be considered as national
policy. Nevertheless, NVP-containing regimens are
still a good first-line option for ART for many sdNVP
exposed women in resource-limited countries and use
of NVP in repeat pregnancies could remain an effective
option.45
Ideally, South African women in immediate need of
ART should be identified early in pregnancy and should
either be enrolled directly into ART programmes, or
be offered a short-course AZT/3TC post-delivery to
prevent the development of resistance to NVP.42 At
this stage, referral of pregnant women with low CD4
counts (those most at risk of vertical transmission) to
ARV services is still problematic.
Although there is clear evidence that women benefit
from ART, the increased risk of serious side effects to
some ARV drugs in women highlights the importance
of careful monitoring. Women are reported to be
more likely to develop NVP-associated rash than
men. Moreover, women who have >250 CD4 cells at
the commencement of NVP use are at considerably
increased risk of liver toxicity than men.46 The SRH
needs of women need to be considered when prescribing
ART regimens, including those to women planning
pregnancy. Women on ART may require additional
counselling and support on sexuality and pregnancy
prevention and childbearing. Further research in
women is required on differences in dosage and
reactions to ARVs, the effective delivery of ART for
women, the effect of hormone level changes, the effects
of pregnancy, and levels and implication of ARVs in
breast milk and on ART in relation to fertility.
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Infant Feeding Options
There is evidence to suggest that exclusive feeding,
either breast, or with milk alternatives is most effective
in preventing mother-to-child transmission of HIV
(PMTCT). Several African studies47-49 have showed
that exclusive breastfeeding resulted in a lower HIV
transmission rate. HIV-positive mothers who breastfeed should do so exclusively. The better the adherence
to exclusive breastfeeding, the lower the risk of MTCT
of HIV or infant death. Findings by Iliff et al.48 showed
that early exclusive breastfeeding not only reduces the
risk of postnatal HIV transmission, but also increases
HIV-free survival. The study also showed that exposure
to education and counselling was associated with
increased adherence to exclusive breastfeeding, which
was in turn associated with reduced postnatal HIV
transmission.
HIV-positive mothers whose babies are HIV-negative
after 6 months of exclusive breastfeeding should
consider early cessation if safe alternatives (e.g. formula
made with clean water) are accessible and mothers have
adequate social support to implement these alternatives.
The cost of alternative sources of milk puts this choice
out of the reach of many women.
South Africa’s Infant Feeding policy for HIV infected
women50 subscribes to the recommendations and
guidelines of WHO/UNICEF/UNAIDS. The key
elements of this policy relevant for re-examination of
priorities include: provision of free formula milk, use
of Pelargon® as the only formula milk, and supply
of formula milk for six months (although this varies
between provinces from 6 months to 12 months). The
authors’ contention is that this policy is inappropriate in
a country where the overwhelming majority of women
who utilise public health services are poor, often unable
to exercise their own rights, and are conditioned by
centuries-old culture and traditions. The ‘Good Start’
study contributes objective data which support the
above criticism.51 For more details on infant feeding in
HIV-positive women, refer to the chapter on HIV and
Infant Feeding in this Review.
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Coping with Hiv and
Motherhood

Disclosing Information about
Hiv to Children

HIV infected mothers are faced with coping both with
the physical demands of their illness and child care and
with the emotional burden of decision making about
disclosure of HIV status, custody, fertility options, use
of health care services, and use of ART. This may be
compounded by additional problems, such as death or
illness of a spouse, worries about a child’s future, about
their own death, about establishing and maintaining
the mother-child relationship and grieving the death
of HIV-positive children. Motherhood may be
characterised by feelings of guilt, especially if a child
is infected. There is also the burden that children
(if uninfected) are likely to be orphaned before
adulthood. As well as worrying about the rearing of
young children, HIV-positive mothers may also worry
about their older children becoming infected. When
illness prevents them from physically mothering, they
may practice ‘virtual motherhood’, which recasts their
role as that of overseeing children and finding ways of
remaining in their children’s minds and hearts. Many
women develop strategies to ensure this. Some create
‘memory books or boxes’ comprising family stories and
family photos to give children a lasting idea of their
parents and pride in their personal history.52 In some
countries mothers receive training on making wills to
ensure that their property gets passed to their children
upon their deaths and is not taken by relatives or other
community members.

South African studies show that disclosure to children
is a complex process of negotiation and manipulation.54
However, there is little local research to provide a
broader understanding of emotional and physical
benefits of disclosure for both parents and children.
Several studies have highlighted the complexity of HIV
disclosure and the process of negotiation that women
undergo.54,55 Although significant research and policy
concerns are directed to paediatric ART and HIV care,
there is evidence to suggest that South African parents
and caregivers still grapple with the issue of disclosing
HIV status to children.

Motherhood also provides HIV-infected women with
positive aspects: social support, self esteem, and a reason
to live and fight HIV infection. HIV-infected women
report having to work hard to prove they are good
mothers because of the stigma of HIV. An analysis of
56 United States (US) studies of mothers with HIV
found that they sought to protect their children from
HIV infection and HIV-related stigma.53
To increase HIV client access to support services, the
national DoH plans to link at least two organisations
to each ARV accredited service point by 2007.4

The new Children’s Act states that a child can only
be tested for HIV if the test is in the best interests of
the child and the necessary consent has been given.
Children over and under the age of 12 years, depending
on their maturity, can request their own HIV tests.
Parents or guardians of children only have the right
to disclose the child’s HIV test results if the child is
under-12 years and not sufficiently mature enough to
understand the consequences of such disclosure.
Research in developed countries indicates that
disclosing HIV status to children and maintaining
open communication about the disease results in better
parent-child and family-health-facility relationships,
less parental anxiety, and, in children, better psychosocial adjustment and coping, fewer behavioural
problems, increased adherence to medication, and
better preparation for safe sexual practices.53
Parents are reported to generally partially disclose
information about HIV without naming it and to
delay full disclosure. The most frequently given reason
for delay in talking to their child about HIV was fear
that the child may accidentally reveal their diagnosis,
thereby simultaneously revealing maternal HIV status
and exposing the family to potential stigmatisation,
discrimination and prejudice.57
Disclosure to children is probably one of the most
difficult tasks faced by HIV-infected women and requires
considerable courage, preparation and time. Women
throughout the world are faced with the complexity of
HIV disclosure to their children, (either born infected
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or uninfected), because the disease is life-threatening
and highly stigmatised.58,59 Factors commonly reported
to influence decisions around disclosure include: age
and HIV status of the child, maternal health status,
ethnic / racial and socioeconomic position, maternal
temporal orientation, and mothers’ relationships with
health care providers.
Common negative factors related to disclosure to
children include fear of the emotional burden, fear
that the child will experience rejection, changes in
children’s behaviour, as well as uncertainty as to
when, how and what to say to children.54,55 Other
considerations include: protecting the child from the
fear of death, worry about the ability of the child to
be discreet and fear of public disclosure of the family
condition,53 children’s reactions and (potential)
questions about survival and disease transmission and
impact of disclosure on the health of the child. Adults
(caregivers and health care providers) tend to disregard
or ignore children’s capacity to understand. They fear
that children may be sad, rebellious, angry or depressed
after disclosure. For these reasons, mothers may delay
disclosing HIV status to children and some may decide
never to disclose.
Parents have varying opinions regarding whether to
disclose HIV status to children, and the appropriate
age at which to disclose. This will depend on the child’s
level of understanding). Although optimal age for
disclosure to children is debatable, experts suggest that
information given to children in response to questions
about clinic visits and medications etc. and should be
appropriate to the age and emotional development of the
child. In one study children, who had been disclosed to
had a mean age of 10.5 years.59 HIV-infected mothers
in Siphumelele, South Africa agreed that 10 years of
age was about the right time to speak to children about
terminal illness or death, however only one of the
sixteen children of these eight mothers had been told
of their mother’s HIV status.60 It is important to tailor
discussions to the child’s cognitive level and to personal
and individual issues.
The recent South African Department of Health
Guidelines on the Management of HIV-infected
Children (2005) discuss reasons for disclosure of HIV
status to children and make recommendations on how
this should be done.61 The guidelines are based on the
326

UN Convention on the Rights of Children, which state
that children have the right to participate in decision
making about their own health care.
Before disclosure, consideration should also be given to
the type of support the child will need, and whether it
would be helpful to have someone with them in whose
presence they feel at ease to express their needs and ask
questions. This could be family members, children of
other HIV-positive parents or close family friends. Some
HIV-positive women have found that getting someone
trusted e.g. a counsellor to talk to the child first to be
very supportive, both for themselves and for the child.
It is important that everyone involved is consistent in
what they say.
Studies of rural, peri-urban and urban HIV-infected
households in South Africa found that disclosing
HIV status was of concern to parents; that patterns of
disclosure differed across geographical settings; and
that HIV challenged existing cultural practices of
communication between children and adults in these
African communities, especially concerning death.62,63
Social workers who participated in the study revealed
that, as a normative belief and practice, death was not
typically spoken about, either in relation to HIV, or
in general and this impacted on parental ability to
disclose their potentially life-threatening illness to their
children.

Access to Counselling
HIV testing and counselling services are widely
available at South African public health facilities; more
than 80% offered voluntary HIV counselling and
testing (VCT) during 2004-5. However, the proportion
of targeted people accessing VCT (23%) remains suboptimal27 and efforts to increase use of testing services
must be made as VCT provides an entry point to care,
treatment with antiretrovirals and support. Benefits for
HIV-positive women, includes facilitation of informed
decision making regarding sexual activity, fertility,
contraception, CTOP, methods of infant feeding, and
the opportunity of seeking early access to care. In South
Africa, antenatal services provide pregnant women with
access to VCT and referral for ART. Entry points for
non-pregnant women and girls to VCT and treatment
need to be more readily accessible.
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SA uses the ‘opt in’ option i.e. HIV testing is not
done unless the woman is counselled and requests
testing thereafter. This is patient-centred and involves
assessing, counselling, testing and supporting the
patient. Alternative approaches to increase uptake of
HIV testing services and care and support include
‘Routine Counselling and Testing’, (RCT) whereby
HIV counselling and testing is routinely offered to all
patients within the health care setting, irrespective of
presenting illness. RCT is a provider-centred approach
that includes voluntary, specific and informed consent
and appears to be widely supported in Botswana.64
In Zambia, guidelines stipulate routine HIV testing
for all pregnant women; unless the women explicitly
asks not to be tested i.e. the so-called ‘opt out’ option.65
However, this option can result in females being tested
without informed consent and could drive some women
away from care.

Conclusions
South Africa has made significant progress in rapidly
expanding access to PMTCT, VCT and ART, and
has produced policies and guidelines supportive of
high quality treatment and care for HIV-infected
women; however, there are challenges and gaps in
translating these policies into action. For the majority
of South African HIV-infected women, despite having
good access to therapeutic services, decision making
around pregnancy and childbirth is characterised
by a number of negative factors including obstacles
to pregnancy prevention. These include a lack of
information on contraception, interactions between
ART, contraceptives and drugs for treatment of
opportunistic infections; inability to use condoms and
contraception consistently, lack of knowledge about
their HIV status when they become pregnant; and lack
of knowledge about fertility options and inadequate
access to prevention of unwanted pregnancies.
The integration of HIV care with SRH (including
family planning and STI services), 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.

Recommendations
Support for HIV-positive women who choose to have
children should include:
✦ Information about the impact of HIV on the
course and outcome of pregnancy and the impact
of pregnancy on HIV disease progression.
✦ Addressing infertility in HIV-infected women
by increasing awareness of and access to assisted
reproduction techniques and possibilities of
fostering and adopting.
✦ Developing linkages between health facilities and
community based support groups and systems.
✦ Appropriate therapeutic care to optimise viral load
and immune status prior to conceiving in order to
minimise risk of MTCT.
✦ Counselling on the risk of pregnancy to mother
and child and on PMTCT early in the course of
HIV care, and prior to conception.
✦ Improved counselling on feeding options during
PMTCT and revised selection criteria for
counsellors.
✦ Expanding access to services for emergency obstetric
care and enhanced postnatal care, especially in
rural areas.
✦ Further research on effects of ART on hormonal
contraception, breastfeeding, fertility, and sexual
activity.
✦ Strengthening support for disclosure of HIV to
children.
✦ Counselling for HIV-infected mothers on planning
future care of children which should include
information about social service organisations
and supportive networks, and coordination of
appropriate re-ferrals.
✦ Referral of pregnant women with low CD4 counts
(those most at risk of vertical transmission) to ARV
services is still problematic and strengthening of
this referral system is required.
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Developing evidence-based policies and guidelines
with involvement of HIV-positive women in policy
making and programme implementation:
✦ Guidelines for midwives’ antenatal assessment and
management of HIV-positive pregnant women.
✦ Policy framework and guidelines for the provision
of fertility options and contraceptive services for
HIV-positive women.
✦ HIV-positive women also require counselling on
a diverse range of SRH issues including contraception, fertility options, preventing HIV
transmission and safe sexual behaviour. Given
the large patient volumes at South African health
facilities and the human resource constraints, an
integrated HIV counselling and testing service
delivery model could increase HIV testing of
pregnant women and other high risk groups.
Expanding access to HIV counselling and testing so
that HIV-positive women can access treatment early in
disease progression:
✦ Minimising missed opportunities for HIV testing
by ensuring provider-initiated HIV testing, as
opposed to VCT 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.
Integration of Reproductive Health and HIV
services:
✦ Restructure vertical programming for sexual
health care, reproductive health care and STI/
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.
It is recommended that postnatal care guidelines
for HIV-infected South African women emphasise
evaluation of presence of infection, counselling on
contraceptive options and infant feeding options.
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Preventing Unwanted Pregnancies:
✦ Strategies to expand EC awareness are needed, as is
provision of HIV counselling and testing to women
accessing EC.
✦ Further research is required on the possible effects
of hormonal contraception on infectivity of HIVpositive women and potential relationships between
hormonal contraception and HIV-related illnesses
progression.
✦ Clinical judgement and access to ongoing medical
services must be provided for ongoing use of the
IUD in patients with HIV-related diseases who are
not on ART or not clinically well.
✦ HIV-positive women who decide to undergo TOP
require extensive support and counselling. Decision
making around TOP should consider factors such
as the woman’s views on termination and her
religious beliefs.
✦ Strategy to increase awareness and availability of
TOP services, EC and female condoms especially
in rural areas should be developed.
✦ Provision of family planning and contraception
services as part of HIV services, and post-TOP
care.
✦ Addressing gender inequality by counselling on
negotiating condom use and by implementing
strategies to increase male involvement in SRH
issues, including couple counselling.
✦ Promotion and provision of condoms during
pregnancy and family planning / dual protection
counselling in postnatal care.
✦ Counselling about appropriate contraceptives for
HIV-positive women.
✦ Counselling for women diagnosed with HIV
during pregnancy to facilitate the ability to make
informed choices about opportunities to terminate
pregnancy safely if desired, and future fertility.
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Building capacity and skills of health care workers:

References

✦ Supportive services that promote non-judgemental
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his chapter reviews the burden of cervical cancer in South Africa and shows
that it remains the most common cancer among South African women,
particularly women with least access to cervical cancer screening. The chapter

explains the rationale behind the South African cervical cancer screening policy, which
is to offer all asymptomatic women three free cervical smears in a lifetime, beginning
at age 30, 10 years apart. Further, the chapter illustrates that cervical cancer screening
offers unique opportunities for prevention at both the primary and secondary levels. The
causal association of human papillomavirus infection of the cervix and the possibility
for vaccination against the virus is discussed. The history of screening in South Africa
and why it has failed to make a major impact to date on the morbidity and mortality
of cervical cancer is also discussed. Finally, possible alternative approaches to cervical
cytology for the prevention of cervical cancer are briefly reviewed.
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Introduction
Central to the development of cervical cancer is
infection of the cervix with certain types of human
papillomavirus (HPV), the most common two being
HPV 16 and 18. To date the most powerful tool
for the prevention of cervical cancer has been the
implementation of national, organised mass cytologybased screening programmes. Where this has been
successful, the incidence of cervical cancer has been
dramatically reduced. Today cervical cancer is most
prevalent in areas where there is either no or very little
effective screening activity. Establishing and sustaining
cytology-based screening programmes requires a level
of infrastructure that few developing countries can
afford, prompting the evaluation of alternative methods
of cervical cancer prevention. The newest development
in this respect is the development of type specific
vaccines against HPV types 16, 16 and 18 and 6, 11,
16 and 18. South Africa (SA) has a policy of offering
asymptomatic women three free cervical smears in a
lifetime, beginning at age 30 at 10 yearly intervals. There
has been limited implementation of this policy, partly
due to the demands on the health system of competing
health needs, such as HIV infection, tuberculosis
	

Human papillomavirus is a name of a group of viruses that include
more than 100 different strains or types. More than 30 of these
viruses are sexually transmitted.

and maternal mortality. Other constraints include
lack of financial infrastructure and human resources
required to sustain preventative screening programmes.
Implementation, however, is slowly improving and
screening women has been prioritised by both national
and most provincial departments of health.

Burden of cervical cancer in
South Africa
The high incidence of cervical cancer in the poor
countries of the world is a reflection of the impact of the
inequity of access to health care resources. In 2000, it
was estimated that 471 000 new cases of cervical cancer
were diagnosed worldwide and that 233 000 women
died from cervical cancer worldwide.1 Eighty per cent
of the cases occurred in developing countries where
cervical cancer comprises approximately 15% of all
cancers in women (compared to less than 4% in women
living in developed countries) and which has access to
less than 5% of the world’s cancer care resources. Figure
1 shows the age standardised incidence rates (ASIR)
recorded in a number of cancer registries around the
world in 1995.2 It shows very marked differences in
incidences of cervical cancer, up to 20 fold, which is
largely a reflection of different levels of cervical cancer

Figure 1:
ASIR per 100 000 in different countries around 1995
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screening. The areas of greatest incidence of cervical
cancer include sub-Saharan Africa, Latin America,
Caribbean, South and South East Asia, where there are
few, if any, non-research related screening programmes.
It should also be acknowledged that data collection
in many poor countries is limited and the available
information probably considerably underestimates the
true incidence of the disease.
SA launched a pathology-based cancer registry in
1986, relying on information reported by 80 private
and public laboratories. In 1986,3 the total number
of cancers reported in women was 16 559, of which
2 897 (17.4%) were new cases of histologically confirmed
cervical cancer. In 1992, the total number of reported
cancers in women had increased to 25 143, but the
percentage of new cases of cervical cancer remained at
the same proportion 17.8% (4 467) as was reported in
1986. There were 1 105 deaths from cervical cancer
recorded in 1992.
In the 1993-1995 South African Cancer registry,4 an
average of 3 387 new cases of cancer of the cervix
were reported per year, with 1 497 deaths reported for
the year 1994. The ASIR of cervical cancer was 22/
100 000; however, this figure was 27/100 000 for
African women, the most disadvantaged women in
SA in terms of access to health care. The lifetime risk

of developing cervical cancer was 1 in 34 for African
women compared to 1 in 93 for White women.
A total of 6 061 and 5 203 new cases of cervical cancer
were reported to the South African Cancer registry in
1998 and 1999 respectively,5 representing 20% and 17%
of all cancers in women during this two year period.
The ASIRs of cervical cancer in South African women
were 34.4/100 000 and 28.7/100 000 in 1998 and 1999
respectively. About 84% of all women diagnosed with
cervical cancer in 1998-1999 were African women
with ASIRs of 42/100 000 in 1998 and 35/100 000
in 1999. One in 21 African women was at risk for
developing cervical cancer in 1998. Proportionately,
cervical cancer has remained the most common cancer
in women since the onset of the cancer registry in
1986, and the available data most likely underestimate
the true incidence of the disease as SA does not have a
population-based registry and many cases may be not
reported to pathology laboratories.
Figure 2 shows the age specific cervical cancer rates
per 100 000 women in the different race groups in SA
in 1998/99. In all groups the rate remained very low
until age 30 years after which the rates rose steadily
to peak at between 50 and 79 years. The highest age
specific rate for all race and age groups occurred among
African women aged 66-69 years with a rate of 152.5/
100 000.

Figure 2:
Age specific cervical cancer rates per 100 000, 1998/99
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Not only is cervical cancer a common cancer in poor
women, but cure rates are low because women present
with advanced disease. In Groote Schuur Hospital,
Cape Town, where approximately 200 new cases of
cervical cancer are diagnosed and treated per year, 7580% of women present with advanced disease (stage 11
B and higher). In an evaluation of cervical cancer in
African women in Durban, SA, Walker et al.6 reported
on hospital admissions for cervical cancer during 1994
and 1999. They found that the ASIR of cervical cancer
was 45/100 000 for urban women and that the lesions
of 66% of women were stage III and IV, with a mean
age of presentation of 52 years.

Natural history of cervical
cancer and rationale for
prevention
There is now a considerable body of epidemiological,
clinical and molecular evidence that infection of the
cervix with high-risk types of HPV is necessary for the
development of the vast majority of cases of cervical
cancer and its immediate precursor, cervical intraepithelial neoplasia (CIN) 3 (also known as high grade
squamous intra-epithelial lesion (HSIL). HPV is a very
common, largely sexually transmitted infection of the
genital tract which in the majority of cases is transient,
asymptomatic and clinically insignificant. In a minority
of women, however, the infection becomes persistent
and may lead to the development of high-grade cervical
cancer precursors and ultimately invasive cancer.
The strength of the association between infection of the
cervix with high-risk types of HPV and invasive cervical
cancer is almost unprecedented in cancer epidemiology,
with odds ratios over 50 in most studies.7,8 It is clear
that high-risk HPV infection is a necessary although
insufficient cause of invasive cancer. Other factors that
appear to influence progression to invasive cancer are
not well defined but multiparity and cigarette smoking
have been consistently found to be increased among
cervical cancer cases.9,10 In addition, long-term use of
oral contraceptives (>5 years)11 and co-infection with
other sexually transmitted infections (e.g. C.trachomatis
and Herpes Simplex Virus)12,13 have been found to
increase the risk of HPV associated cervical cancer.
	

Personal communication, Dr Leon Van Wijk, Radiation Oncology,
March 2006.
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Cervical cancer provides unique opportunities for
prevention because:
✦ Central to its aetiology is infection of the cervix
with a well defined virus and preventing infection
with the virus should have a major impact on the
incidence of cervical cancer; and
✦ The process of developing cervical cancer takes
at least 10 to 20 years, allowing opportunities to
intervene long before cancer develops.

Cervical Cancer and Infection
with HIV
While cervical cancer has been labelled by the Center
for Disease Control, USA as an AIDS-defining illness,
the expected increase in cervical cancer attributable to
HIV infection has not been strikingly demonstrated
in many African countries. This is most likely due to
women dying from other HIV-related disease prior to
developing cervical cancer. In a case-control study in
Johannesburg, Sitas et al.14 showed an odds ratio of 1.6
(95% CI: 1.1-2.3) of cervical cancer in HIV infected
women. Lomalisa et al.15 presented data on 776 HIVseronegative women and 60 HIV-seropositive women
treated in Johannesburg, SA in 2000 for cervical
cancer. The HIV-seroprevalence was 7.2% and the
HIV-positive women presented with invasive cancer
almost 10 years earlier than HIV-negative women
(mean age 44 versus 53 years respectively). Overall,
there was no difference in the distribution of advanced
lesions in the two groups (65% versus 55% respectively);
however, when stratified by CD4 count, HIV-positive
women with a CD4 count of less than 200/mm had
significantly more advanced disease than HIV-negative
women (77% versus 56% respectively).
Moodley et al.16 reported on a retrospective analysis
of 206 women with cervical cancer in Durban, SA
who underwent HIV testing and 45 (21.8%) were
found to be HIV-seropositive. HIV-seropositive
women were on average 13 years younger than HIVseronegative women, but did not differ significantly
in terms of stage of disease at presentation. There are
very few natural history studies of cervical cancer in
HIV-positive women, but available evidence suggests
significantly greater expression of HPV infection and
more rapid progression from initial HPV infection to
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the development of cervical cancer.17 Similar results
have been reported in SA in a case control study
where HIV-positive women were nearly 5 times more
likely to be infected with high risk HPV compared to
HIV-negative women. Further, women infected with
HIV and high-risk types of HPV were 40 times more
likely to have a cervical cancer precursor than women
not infected with either of the two viruses.18 This has
important implications for screening in HIV-positive
women and the current recommendation is for annual
screening of HIV-positive women who are immune
compromised (CD4 <350) but this may be revised as
more reliable natural history data emerge.

Primary prevention of cervical
cancer
Primary prevention of cervical cancer would require
the prevention of HPV infection of the genital tract
de novo, or, at least, preventing persistent infection of
the cervix with HPV. As the primary method for the
transmission of genital HPV is via sexual intercourse,
possible methods of primary prevention include
abstinence, mutual monogamy in virgins and use of
condoms.19, Another potentially very effective method
of primary prevention is vaccination against cancerassociated types of HPV.
The recent publication of a number of randomised
placebo-controlled trials of three different HPV
vaccines has brought new hope and energy to the fight
against cervical cancer. The results of the first trial
on a double blind placebo controlled study of women
aged 16-23 years who received three doses of vaccine
or placebo given at day 0, month 2 and month 6, were
published by Koutsky et al.20 After a follow up period
of a mean of 17.4 months, the incidence of persistent
HPV 16 infection was 0 per 100 woman-years at risk in
the vaccinated group (i.e. 100% efficacy) compared to
3.8 per 100 woman years at risk in the placebo group.
In addition, the vaccine was shown to be safe and
well-tolerated. In a publication on the same cohort of
women followed through to 48 months,21 the vaccine
demonstrated 100% efficacy against CIN 2/3 lesions
	

While condoms do seem to have some protective effect against
HPV infection, it is nowhere near as effective as preventing HIV
transmission and therefore is not a reliable method of primary
prevention.

and 94% efficacy against persistent HPV infection.
Harper et al.22 showed similar data using a bi-valent
vaccine against HPV types 16 and 18. Vaccine efficacy
was 91.6% against incident infection and 100%
against persistent infection with HPV 16/18. These
same authors have just published follow up data on this
cohort at 4.5 years since vaccination.23 The company
which developed the bivalent vaccine used in the study
has indicated that it will seek approval of the vaccine in
Europe and other countries in 2006.
Two other companies have developed a quadrivalent
vaccine that has efficacy against types 6 and 11 (which
cause genital warts and are not associated with cancer)
and types 16 and 18. Villa et al.24 showed that the
combined incidence of persistent infection or disease
(CIN 2/3, genital warts, CIN 1) with HPV 6, 11, 16
or 18 fell by 90% in the vaccinated group. An USA
based company has received the Food and Drug
Administration approval for the vaccination of preadolescent and adolescent boys and girls in June 2006.
These rigorous and scientifically sound trials provide
real hope that cervical cancer can be substantially
reduced. It is estimated that vaccinating against types
16 and 18 only could prevent approximately 70% of
cases of cervical cancer. Vaccinating against the 8
commonest types of HPV found in cervical cancer
would prevent 95% of the cases.25
While the data show clearly that these vaccines can
prevent significant morbidity and mortality associated
with HPV associated diseases, in addition to economic
barriers, there will be considerable challenges to
overcome prior to their introduction into the public
health sector in a country like SA. To begin with,
the intention is to vaccinate girls (and possibly boys)
either pre-puberty or early adolescence, and very few
developing countries have existing vaccine programmes
designed to target this age group. In countries that
provide hepatitis B vaccination to adolescents, a strong
school-based public health system has been shown to
be essential in order to achieve acceptable coverage of
young people, and this is an infrastructure that is not
yet well established in SA. It is also important to realise
that in some developing countries, many girls do not
attend school or attend only for short periods of time,
and girls are the primary target group for vaccination.
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Further, vaccination will require creating links and
communication between the cancer prevention
community (which deals with older women) and the
immunisation community (which deals with children)
and the reproductive health community (which in
general is not linked to the immunisation community).
Immunisation decision makers know little about
HPV and cervical cancer and will most likely focus
their attention on vaccines that can prevent diseases
they normally treat e.g. rotavirus, pneumococcus
vaccines. Another important issue will be the existence
of competing vaccines and decisions as to the ‘stable’
of vaccines any government will provide will have to
be made based on local epidemiology, the burden of
disease and economic modelling of cost-effectiveness.
Finally, while vaccination offers a new approach to
cervical cancer prevention, screening and efforts aimed
at secondary prevention of cervical cancer remain
critically important and should be greatly expanded.
Even with 100% coverage, the HPV vaccines as
currently formulated are only expected to prevent 70%
of cervical cancer according to current data.

Secondary prevention of
cervical cancer
While there have been no randomised trials of
cytology-based screening programmes, it has been well
documented that where these programmes have been
successfully implemented, the incidence of cervical
cancer has been dramatically reduced.
The International Agency for Research on Cancer
(IARC) conducted a comprehensive analysis of data
from several of the largest screening programmes in
the world in 1986 and showed that well-organised
screening programmes were effective in reducing the
incidence of and mortality from cervical cancer.26 In
the Nordic countries, following the introduction of
nationwide screening in the 1960s, cumulative mortality
rates of cervical cancer showed a falling trend. The
greatest fall was in Iceland (84% from 1965 to 1982)
where the screening interval was the shortest and the
target age range the widest. The smallest reduction in
cumulative mortality (11%) was in Norway where only
5% of the population were part of organised screening
programmes.27 The falls in Finland, Sweden and
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Denmark were 50%, 34% and 27% respectively. The
highest reduction in cervical cancer incidence was in
the 30-49 age groups where the focus of screening was
the most intense.
The association between mortality trends and the
extent of coverage of the population by organised
screening was most pronounced when the proportional
reductions in the age-specific rates were related to the
target ages of the screening programmes. The agespecific trends indicated that the target age range
of a screening programme was a more important
determinant of risk-reduction than the frequency of
screening within the defined age range. This finding
was in agreement with the estimates of the IARC
working group, that for inter-screen intervals of up to
5 years, the protective effect of organised screening was
high throughout the targeted age group (over 80%).28 It
is apparent therefore that the extent to which screening
programmes have succeeded or failed to decrease
incidence of and mortality from cervical cancer is
largely reflected in:
✦ The extent of coverage of the population at risk by
screening;
✦ The target age of women screened; and
✦ The reliability of cytology services in that
programme.29
The rationale behind the South African cervical cancer
screening policy is based on data from successful
screening programmes in developed countries which
is also supported by information from South African
studies.
Fonn et al.30 performed Pap smears on 20 603 women
from 9 provinces in SA in 1998. Of interest is that 80%
of the women had not had a Pap smear ever and 91%
had not had a Pap smear in the preceding 5 years. Of
the 468 women found to have low grade cervical cancer
precursors, the average age was 33 years. Among the
366 women with high grade cervical cancer precursors,
the average age was 38 years. The average age of
women with a cancer diagnosis on their Pap smears
was significantly older at 51 years. These data support
the current understanding of the natural history of
cervical cancer of an initial infection followed by a
long latent phase in which intraepithelial precancers
develop in women in their 30s and 40s followed by the
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slow evolution to cancer in women around the age of
50 years.
The study by Fonn et al.30 strongly supports the SA policy
of targeting older women for screening as the majority
of precursor lesions were found in women in their 30s
and 40s. The ‘yield’ in terms of abnormalities detected
per woman screened is much higher in women over
30 years of age compared to younger women. Similar
data have been presented from screening programmes
in developed countries, where cytology-based screening
programmes have substantially reduced the morbidity
and mortality from cervical cancer.27

History of cervical cancer
screening in South Africa
Until recently, SA did not have a national, organised
cervical cancer screening policy and cervical screening
was performed opportunistically, largely in family
planning and antenatal clinics.31 An example of the
typical screening activity encountered in SA is illustrated in a study performed by Baillie in the Western
Cape in 1994.32 Baillie collected data on cervical
smears analysed by the University of Cape Town
Cytology laboratory over a five year period and showed
that the highest proportion of smears were performed
in maternity obstetric units on pregnant women under
the age of 30 years. However, the highest proportion of
smears showing CIN 3 was found among women aged
30-39 years who were screened in local clinics, and
the highest proportion of smears showing malignancy
were found among women over the age of 50 years,
who were screened ‘opportunistically’ in day hospitals.
The peak incidence of screening overall occurred in
the 20-29 year age groups, and the screening incidence
for women over 40 years or more was one third to one
tenth of the peak screening incidence.
Cronje et al.33 reported a similar pattern of screening
in the Free State Province in SA. Just over 36% of all
smears performed in the province were in women aged
25-34 years and 29% of smears were performed in
women aged 15-24 years. By contrast, 19% of smears
were in women aged 35-44 years and only 16% were
in women 45 years and older. Although White women
constituted 21% of the population of the Free State, (a
group considered a relatively low-risk for cervical cancer
due to their higher socio-economic status and greater

access to screening), 53% of the women screened were
White. In comparison, 76% of the population of the
Free State were African women and only 43% of smears
were performed in this group of women. Further, the
vast majority of the smears (60%) were performed in
the Bloemfontein, Free State, with less than 10% of
smears performed in rural areas where the majority of
African women lived.
In another study conducted outside the Pretoria area,
Heystek et al.34 offered cervical smears to and assessed
knowledge of screening among 1 095 women attending
a local clinic for non-gynaecological complaints. Only
2% of the women interviewed had any knowledge
about Pap smears but the incidence of preinvasive
disease of the cervix was 54/1 000 women, which is
relatively high.
Another important study of screening in SA was ‘Project
Screen Soweto’ (PSS)35 which illustrates the difficulties
of establishing cytology-based cervical cancer screening.
In 1980, Baragwanath Hospital, a large tertiary
institution in Soweto documented an approximately
50% increase in the admissions for cervical cancer, from
150 cases in 1970 to 236 cases in 1980. In addition,
more than 70% of women with abnormal cervical
smears had not been followed up. In recognition of the
poor quality of the existing ‘opportunistic’ screening
programme and the apparently rising incidence of
cervical cancer, PSS was initiated in 1986.34
Prior to the establishment of PSS, a few basic goals
were accomplished. Firstly, laboratory capacity for
screening had been increased from 30 000 to 90 000
smears per annum. Pilot studies had identified the
prime screening target as an existing and available
pool of patients through the network of primary health
care clinics. Laboratory-based follow-up services had
been established and streamlined, and channels for
communication between patients, clinicians and the
laboratory had been created. The only unresolved
problem was the development of an accessible public
health education programme. PSS did not have
enough resources and there were fears that a public
health education programme would lead to a large
number of women seeking services from an untested
screening network. A decision was thus made to launch
PSS prior to instituting any public health educational
programme.
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During the planning phase of PSS in 1982, 32 365
smears were taken. The number of smears taken
decreased to 24 251 in 1983 and to 26 216 in 1984. In
addition, there was a rapid decline in the diagnosis of
both invasive and preinvasive cervical cancer, contrary
to what was observed in a previously unscreened
population. PSS was terminated after 5 years due to
poor performance. However, had available laboratory
facilities been utilised to full capacity during that 5year period, more than 300 000 women would have
received at least one Pap smear test, which should have
detected 6 000 preinvasive or invasive cancers.
The reasons for the failure of PSS are complex. One of
the key reasons for the PSS’s failure was the low priority
given by primary health care services to the collection
of Pap smears, most likely due to other competing
health needs. In addition, the failure to establish an
effective public health educational programme resulted
in women remaining ignorant about cervical cancer
prevention and no consumer demand for screening was
created.
Allocation of financial resources may also have played
an important role and the long-term savings created
by preventing cervical cancer may not have been
appreciated. For instance, with the prevailing cervical
cancer incidence rates in SA in 1984, it was estimated
that a saving of US$34 000 would be obtained for
every 1 000 women screened, with a very favourable
cost-benefit ratio of 0.72.36
The Women’s Health Research Unit formulated the
Cervical Health Implementation Programme (CHIP)
in order to develop and evaluate health systems
interventions for implementing cervical screening
within primary care services in SA. Three study
sites were chosen and Smith et al.37 reported on the
situational analysis undertaken in the Mitchells Plain
health district of the Western Cape. An audit of
screening activity in the clinic showed that only 16% of
all Pap smears performed were in the target age range of
30-59 years. Further only 56% of the smears taken were
considered adequate for evaluation by the laboratory
and endocervical cells were absent in 46% of smears.
The rate of adherence to follow-up recommendations
by the laboratory (i.e. follow-up smear in 3-6 months
etc.) was 71%. Although 91% of the nurses were aware
that some kind of policy existed, only 57% understood
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the policy and its rationale correctly. Twenty-two per
cent of the nurses did not understand the purpose of
Pap smears.
In 2003, Fonn published on the estimated human
resource requirements for introducing a cervical cancer
screening programme in SA.38 Based on data published
earlier30 Fonn showed that to achieve 100% coverage
of women eligible for screening over a 10 year period,
each nurse would have to perform on average less than
one Pap smear per day. She also indicated that if SA
were to follow the guidelines that each cytotechnician
only reads 48 smears per day, SA was under-resourced
to provide this service. Further, providing services for
women with abnormal cervical smears were considered
markedly limited in SA and Fonn suggested that every
regional hospital in the country would be required
to create and run a weekly clinic to provide services
to women with cervical abnormalities. In addition,
extensive training of providers (doctors or nurses) would
be required, particularly in colposcopy and treatment
of cervical cancer precursors.
Michelow and Dubb39 investigated the status of
public sector cytology laboratories in South Africa
and the changes that would need to occur before a
successful national cervical screening programme
could be implemented. They identified 14 public sector
laboratories which employed 97 cytotechnologists
and cytotechnicians, almost all of whom performed
functions other than screening Pap smears. These
14 laboratories examined half a million specimens
per year and the proportion of their workload that
involved screening Pap smears ranged from 70-80%.
They estimated that a total of 100 000 additional
slides could be screened annually on a national basis
without altering the current staffing and structure of
public sector laboratories. However, in the major urban
centres e.g. Johannesburg and Cape Town additional
screening could not be accommodated without increase
in cytoscreeners and support personnel.
Michelow and Dubb point out the absolute necessity
of computerising laboratories to maintain a careful
check on the functioning of the screening programme.
Despite extensive research the author was unable
to find any laboratory register that is connected
to a colposcopy and histology register. This leaves
important gaps in knowledge about the percentage or
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proportion of women with abnormal smears actually
undergoing colposcopy and further investigation and /
or treatment. This deficiency requires urgent attention
as it may be that the data from Leiman et al.35 which
showed that in the 1980s only 30% of women with
abnormal smears attended colposcopy, is still correct.
Fonn et al.30 however, showed that 90% of women in
their study of screening in 9 provinces did return for
their results. The difference between the two scenarios
is most likely due to having a system of tracking women
with abnormal smears to ensure appropriate followup. Denny et al.40 showed a over 90% return rate post
screening in a research setting where intense attention
was paid to recording women’s contact details, home
addresses etc. and women who defaulted were tracked
within a week of their missed appointment, suggesting
that mechanisms for recalling women with abnormal
smears for further investigation and treatment is
as essential a part of the structure of a screening
programme as is high quality laboratory services.
From these studies it is clear that the major challenges
in developing a South African cervical cancer screening
programme include:
✦ Creating consumer demand for Pap smears by
educating the public to understand the rationale
and purpose of cervical cancer screening;
✦ Stimulating political will and commitment to ensure
appropriate allocation of resources, both human
and financial to cervical cancer prevention;
✦ Training, educating and motivating nurses at
primary care level to perform good quality Pap
smears in the context of a woman centred and
patient centred health care service;
✦ Performing Pap smears on the correct targeted age
group (specifically women over 30 years);
✦ Improving the quality of the smears taken and
ensuring the training of sufficient numbers of
laboratory personnel to process slides according to
acceptable international norms;

✦ Creating an infrastructure for the referral, treatment and follow-up of women with abnormal
smears with adequate equipment and training
of providers. (See appendix 1 - procedure for
management of abnormal Pap smear.)

Screening in South Africa – the
current situation
The current policy in SA is to offer all asymptomatic
women aged 30 years and older, 3 free cervical smears
in a lifetime, ten years apart. Based on mathematical
models developed in the 1980s and assuming 100%
coverage of the population, this policy is expected to
reduce the cumulative incidence of cervical cancer by
approximately two-thirds.31
The latest data from the Western Cape indicate that
proportionately more women in the targeted age group
(over 30 years old) are being screened. For instance,
in 2005, 62 331 women were screened in the Western
Cape of whom, 45 997 were over the age of 30 years
(73.7%). Further, it is reported that 67.6% of smears
contained endocervical cells and the smears were
considered adequate for diagnosis. Abnormalities were
found in 7.3% of the smears.
Similar trends were noted in other provinces of SA
(Table 1). In the Eastern Cape in 2005, 18 485 smears
were performed on women over the age of 25 years. It is
estimated that to achieve 70% of the targeted age group
879 449 smears will need to be performed in Eastern
Cape over the next 10 years. In Gauteng, between April
2005 and Jan 2006, 49 503 smears were performed,
of which 10% (5 141) were found to be abnormal. In
Limpopo province, 17 404 smears were performed
in 2004-2005 and the target for 2006/07 is 52 212
i.e. to date one third of the target has been reached.
In KwaZulu-Natal 28 760 smears were performed in
2005, which represents 26% of the targeted number of
smears for 2006 and 2007.

✦ Ensuring an efficient mechanism for giving women
the results of their smears; and

	

Data provided by Ms Irene Le Roux, Cytology Coordinator, Coastal
Branch, NHLS.
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Table 1:
Overview of current and project cervical cancer screening activity in different provinces in South Africa*
Variable
Number of women
to achieve 70%
coverage
Target 2006/07
%

EC

GP

KZN

879 449

1 153 320

1 085 456

730 973

319 000

205 391

627 523

5 001 113

25 127

140 046

110 354

52 212

31 900

20 539

58 270

438 448

2.0

8.5

10

5.0

7.0

7.0

6.5

49 503

28 760

Cases screened
April 2005/Jan 2006
Cases screened
2004/05

18 485

LP

MP

NC

WC

Total

Screened
78 263
17 404

5 957

5 918

56 463

Screened
47 764
Total
182 490

Maximum distance
to travel for
colposcopy (kms)

130-840

100-300

350

130

400

* Data were not available for Free State and North West
Source:

Dr Pulane Tlebere National Department of Health, 2006.

These data, provided by national DoH and the
National Health Laboratory Service (NHLS), Western
Cape, indicate that relatively large numbers of women
remain unscreened. For instance in Gauteng province,
where 79 568 women had smears done in 2005, the
estimated number of women with a coverage of 70%
in 10 years requiring smears is 1 153 320. Over the
next 10 years the DoH estimates that nationally over
5 million women over the age of 30 years need to be
screened to achieve 70% coverage of the population.
Experience from countries that have successfully
implemented screening programmes indicate that with
high levels of commitment and good coordination
of the different aspects of screening programmes, a
significant impact on cervical cancer morbidity and
mortality may be achieved. The creation of a robust,
reliable, sustainable and patient centred programme
has been shown in many countries to have a highly
favourable cost-effectiveness and cost-benefit ratio.

	

Personal communication, Dr Pulani Tlebere and Ms Irene Le Roux,
NHLS, June 2006.
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Alternatives to cytology-based
screening programmes
While it is the intention of the South African cervical
cancer prevention programme to use cytology as its
primary screening test, and despite the many challenges
in implementing such a programme, there is every
possibility that a successful programme may be created
in SA. However, within the context of the HIV epidemic and the many other diseases of poverty, including
tuberculosis, and malaria and a high maternal mortality,
achieving adequate coverage of South African women
may be very difficult. Certainly in poorer countries in
Africa, where in general the health infrastructures are
much less well resourced than in SA, implementing
effective cytology-based screening programmes has
proved prohibitively difficult.
These challenges have prompted a number of researchers to look at alternative screening tests to
cytology, to both reduce the costs of screening by
finding simpler tests and to simplify the process to an
outpatient one-stop ‘screen and treat’ protocol. Two
tests that have been extensively investigated in both
cross-sectional and randomised trials are VIA (Visual
Inspection with Acetic Acid) and HPV DNA testing.
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VIA involves training a health worker (usually a nurse)
to wash the cervix with 3-5% acetic acid and to examine
the cervix thereafter for the presence of a ‘white’ lesion
(acetic acid turns precancerous lesions white) using a
bright light. (There is only one commercially available
kit for detecting HPV DNA known as Hybrid Capture
II [Digene, Gaitherburg, MD], which is able to identify
DNA from 13 high-risk types of HPV.) The test is
robust, reproducible and large numbers of tests can
be performed per day. Although it is also a laboratory
based test and is currently too expensive for developing
countries, new HPV DNA tests are being developed
that may become affordable in developing countries in
the future.

the result of the screening test. The prevalence of high
grade CIN (defined histologically) was significantly
lower in the two screen and treat groups at six and 12
months post randomisation compared to the delayed
evaluation group. HPV DNA testing followed by
cryotherapy however was twice as effective as VIA
followed by cryotherapy in reducing histologically
proven CIN 2 and 3 at both 6 and 12 months of follow
up (Figure 3). This was the first study of alternative
screening approaches to the secondary prevention of
cervical cancer that evaluated effectiveness (as opposed
to safety and feasibility), both of which were addressed
in a study conducted in Thailand.44

The test characteristics of VIA have been evaluated
in several cross-sectional studies in less developed
countries and have shown a similar or often higher
sensitivity that cytology, although a consistently lower
specificity.41 These studies together have involved more
than 150 000 women and have reported promising
results supporting its use as an alternative to cervical
cytology. The sensitivity of VIA to detect high-grade
precursor lesions and invasive cervical cancer has varied
from 49% to 96% and the specificity from 49% to
98%.35 Pooled estimates of sensitivity vary from 62%
to 80% and specificity from 77% to 84% for VIA to
detect high-grade cervical intraepithelial neoplasia.

Conclusions

There are also many studies showing the significantly
higher sensitivity than cytology or VIA of HPV
DNA testing for the detection of cervical cancer and
its precursors and currently there is a large body of
opinion that believes HPV DNA testing should be used
for primary screening of women (over 30 years of age)
and cytology reserved for those women who are high42
risk HPV DNA positive. In addition to the improved
sensitivity and easier infrastructure, both HPV DNA
testing and VIA offer the potential of ‘screening and
treating’ women without intervening steps of colposcopy and histological sampling. Denny et al. performed
a randomised controlled trial of 6 555 non-pregnant,
unscreened women, aged 35-65 years.43 All women were
screened using HPV DNA testing (Hybrid Capture II)
and with VIA. Women were randomised thereafter to
one of three groups: cryotherapy (performed by trained
nurses) if the HPV test was positive, cryotherapy if
VIA was positive or delayed treatment regardless of

Cervical cancer remains a significant and pervasive
cause of death among women in SA and other
areas with restricted resources. Yet, this is a largely
preventable cancer. The failure to implement screening
programmes for the secondary prevention of cervical
cancer in poor countries is unlikely to be easily
resolved in the future due to the considerable costs
and infrastructure associated with cytologically based
secondary prevention approaches.
SA is unique in Africa in that resources for the
diagnosis and treatment of cervical cancer are relatively
sophisticated in most urban centres, with availability
of advanced surgery, radiotherapy and chemotherapy.
These resources are however very expensive and cure
rates remain low due to the late presentation of most
patients. Further, rural women are considerably
discriminated against due to lack of access to these
facilities. Many studies have confirmed that cervical
cancer prevention has a very favourable cost-effectiveness and cost-benefit ratio and efforts to prevent the
disease are likely to be highly rewarding.
Studies31,32,34 on the situation with regard to screening in
SA suggest that the country has the capacity to develop
an effective cytology based screening programme, but
clearly this will require not only significant political
will, but the allocation of considerable resources both
for development of skills and infrastructure. While it
is critical to pursue secondary prevention of cervical
cancer, it may well be prudent for countries such as
SA to implement in demonstration projects some of
343

the alternative approaches to cervix cancer prevention
mentioned above, particularly in areas that are
significantly under-resourced. This should happen in
parallel to the development and expansion of cytology
and colposcopy services.
In addition, attention needs to be paid to the huge
potential benefits of vaccinating women and girls who
have not been exposed to HPV to prevent infection with
HPV. The results of numerous mathematical models
suggest that used as a vaccine to prevent a prevalent
and lethal cancer, the HPV vaccine will be a highly
cost-effective intervention.

Appendix 1:
Algorithm for the management of abnormal Pap smears

Pap smear

Cervix macroscopically normal
ASC-US or LSIL
Repeat 2 -3 times,
6 months apart
Abnormality persists

Cervix macroscopically normal
ASC-H, AGUS, HSIL,
Suspicious for
Carcinoma

Refer colposcopy

Refer colposcopy
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Cervix macroscopically
abnormal or symptomatic
(bleeding, persistent discharge)

Immediate
Colposcopy or biopsy
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even more so, with the latter receiving little attention within the South
African public health sector. This chapter provides a selective, focused

overview of women’s mental health issues requiring public sector attention in South
Africa. It reports global and South African prevalence rates and burden of disease
estimates for common mental disorders in women, focusing on depressive and anxiety
disorders. Several key factors which impact on the mental health status of South African
women are discussed, namely gender disadvantage, poverty, gender violence, HIV and
peripartum depression. Policy and programme implications of women’s mental health
issues are noted, and recommendations for effecting a comprehensive, multi-sectoral
approach to improving the mental health status of women are outlined.
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Introduction

Epidemiology

Mental health is a neglected topic, and that of women’s
mental health even more so, with the latter receiving
little attention within the South African public health
sector. This chapter aims to provide a selective, focused
overview of the key concerns in women’s mental health
which must inform improved public health attention
to this issue. Very little relevant South African research
has been published in this area. Where necessary,
international research findings have been used to
contextualise the issues and to assist in delineating the
areas where further South African research is needed.

Prevalence of psychiatric disorders

The permutations of ‘mental illness’ and its psychiatric
counterpart, ‘psychiatric disorders’ are too extensive
to accurately reflect in a short chapter of this nature,
and this chapter reports on the most prevalent and
potentially most disabling conditions where prevalence
and / or burden of disease is significantly higher
amongst females than amongst males. As women
are significantly more likely than men to suffer from
depressive disorders and most anxiety disorders, as well
as unspecified psychological distress,1-9 this chapter
will focus on these common mental health disorders.
International and local research is used in considering
pertinent social correlates of depression and anxiety
in South African women, specifically poverty, gender
violence and HIV. A brief review of current South
African policies pertaining to women’s mental health
and some recommendations for addressing the issues
raised within the public health context will be offered.
Extensive key-word searches of major data-bases of peerreviewed literature were carried out. In addition, handsearching for relevant journals was done. The web sites
of the South African Department of Health, various
South African non-governmental organisations and
research institutes and the World Health Organization
(WHO) were searched for relevant ‘grey’ literature and
documentation. This information was supplemented
with materials known to the authors from professional
experience. Where South African data were not
available, data from similar contexts (i.e. specifically
from African and other developing countries) that
would provide some indication of issues that may be
relevant in the South African context, are presented.
	

Anxiety disorders include obsessive-compulsive disorder, panic
disorder, post traumatic stress disorder, social phobia, specific
phobia, agoraphobia and generalised anxiety disorder.
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No representative South African population-based
studies of prevalence rates for psychiatric disorders
have been published to date; nor are reliable genderdisaggregated prevalence estimates currently available.
The South Africa Stress and Health Study10 was
conducted several years ago using a nationally
representative sample, but the results are still to be
published. A recent consensus estimate of prevalence
rates for selected mental disorders in the Western Cape
Province, South Africa,11 derived to inform local public
health service planning for mental health, found an
overall prevalence rate for mental disorders of 25.0%
for adults and 17.0% for children and adolescents.
Among adults, the highest unadjusted prevalence
rate was for nicotine use (48.0%), followed by alcohol
dependence and major depressive disorder / dysthymia
(both 15.0%). The anxiety disorders were the next
most frequent: 6.0% for generalised anxiety disorder
and post traumatic stress disorder, and 5.0% for simple
phobia. For further prevalence data, see the chapter on
Morbidity and Mortality Trends in South Africa in
this Review.

Burden of psychiatric disorders
The most reliable available estimates of the burden
of psychiatric disorders in South Africa (SA) are the
revised burden of disease estimates for SA 2000, 12,13
which are a revision and extension of earlier work.14
These population-based best estimates (based on an
extrapolation of models) provide some indication of the
relative non-fatal burden of neuropsychiatric diseases
in SA (Table 1 and Figure 1).

	

The category of ‘neuropsychiatric’ diseases is a combined category
consisting of mental and nervous system disorders. The term was
used in the South African burden of disease revised estimates12,13
following its use in other international burden of disease studies. It is
used here because disaggregated information on the specific category
of ‘mental / psychiatric disorders’ is not currently available.
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Table 1:
Neuropsychiatric causes of years lost to disability
(YLDs) in SA, revised estimates for 2000
% of total
YLDs
reported:
females

Cause

% of total
YLDs
reported:
males

% of total
YLDs
reported:
persons

Unipolar
depressive
disorders

7.12

4.36

5.76

Schizophrenia

2.19

1.95

2.07

Bipolar disorder

2.08

2.14

2.11

Other
neuropsychiatric
disorders

1.66

1.55

1.61

Alcohol
dependence

1.65

3.94

2.77

Panic disorder

1.27

0.63

0.96

Obsessivecompulsive
disorder

1.10

0.87

0.99

Alzheimer and
other dementias

1.10

0.79

0.95

Epilepsy

0.81

0.82

0.82

Drug use disorders

0.80

2.32

1.55

Mental retardation,
lead-caused

0.65

0.65

0.65

Post traumatic
stress disorder

0.63

0.22

0.43

Multiple sclerosis

0.14

0.07

0.11

Parkinson disease

0.11

0.18

0.14

21.32

20.48

20.91

Total
neuropsychiatric
conditions
reported
Source:

Table 1 indicates that neuropsychiatric diseases
account for an estimated 21% of the non-fatal disease
burden experienced by South African women. Both
Table 1 and Figure 1 show that whereas the estimated
proportionate non-fatal burden of alcohol dependence
and drug use disorders is higher for men, the estimated
proportionate non-fatal burden of unipolar depressive
disorders, panic disorder and post traumatic stress
disorder is notably higher for women.

Adapted from Norman et al., 2006.13
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Figure 1:
Neuropsychiatric causes by gender of years lost to disability (YLDs) in South Africa, revised estimates for 2000
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Adapted from Norman et al., 2006.13
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Depressive disorders
Prevalence
Global and comprehensive reviews of general population
studies concur that the lifetime prevalence of depressive
disorders in women is significantly higher than in
men.6,9 Two recent systematic reviews of populationbased studies in a range of countries found consistently
and significantly higher rates of depression6,8 and
dysthymia6 in women. In one review,6 the female to
male prevalence ratio varied between 1.2:1 and 4.8:1,
with the conclusion that women are approximately
twice as likely as men to suffer from major depression.
Although intermittent depression and brief recurrent
depression have received less research attention in
population-based studies, the authors of one review6
reported similar findings for these disorders. In the
studies reviewed, no consistent gender differences were
found in the prevalence rates of bipolar disorder.6,8
Üstün et al.15 conducted a systematic review of
population-based studies of depression in order to
produce estimates of depression burden for the year
2000 for the WHO 2000 Global Burden of Disease
study. Based on this review they estimated point
prevalence (as opposed to lifetime prevalence) of major
depressive disorder in 2000 for the WHO AFRO E
region, based on data from Zimbabwe,16 Lesotho17
and Ethiopia.18 Regional point prevalence estimates
were 2 173 per 100 000 (i.e. 2.2%) for females and
1 426 per 100 000 (i.e. 1.4%) for males. Chisholm et
al.,19reporting on the same data set, reported the point
prevalence rates reflected in Table 2. In the AFRO E
region, prevalence was consistently higher for women
than for men in all age groups over the age of 15 years.

	

The WHO AFRO E region includes the following countries:
Botswana, Burundi, Central African Republic, Congo, Côte
d’Ivoire, Democratic Republic of the Congo, Eritrea, Ethiopia,
Kenya, Lesotho, Malawi, Mozambique, Namibia, Rwanda, South
Africa, Swaziland, Uganda, United Republic of Tanzania, Zambia,
Zimbabwe

Table 2:
Point prevalence of major depressive disorders in women for
the WHO AFRO E Region
Age Group

Point Prevalence Rates (%)

15-29 years

2.1

30-44 years

3.4

45-59 years

3.2

60-69 years

2.6

70-79 years

1.1

Source:

Chisholm et al., 2004.19

Burden of disease
It is widely recognised that psychiatric disorders, and
major depression in particular, contribute substantially
to the non-fatal burden of disease.9,20 According to the
South African revised burden of disease estimates for
2000,13 unipolar depressive disorder (major depression)
was the second leading cause of years of life lost to
disabilities (YLDs) after HIV, for South African
women. Table 1 and Figure 1 indicate that unipolar
depression accounts for the greatest proportion of
neuropsychiatric disease burden measured in YLDs and
that the proportionate burden of unipolar depressive
disorder is much higher in South African women than
in South African men.

Anxiety disorders
Anxiety disorders constitute the most prevalent
category of disorders in, for example, the US National
Comorbidity Survey Replication.4,5 No reliable
representative South African prevalence estimates of
anxiety disorders are available. Nevertheless, a recent
systematic global review7 found consistently higher
prevalence in women than in men of each of the
following: total anxiety disorder, panic disorder, phobic
disorders and general anxiety disorders. There was
little consistency observed for sex-specific prevalence
rates of obsessive compulsive disorder.7 Another recent
evidence-based review of international research found
that life-time prevalence of Post Traumatic Stress
Disorder (PTSD) in women is higher than that in
men.21 The authors note that “women with PTSD
arguably experience a greater symptom burden, longer
351

course of illness and have worse quality-of-life outcomes
than men”.
Table 1 and Figure 1 provide the available South African
burden of disease estimates for anxiety disorders.
According to these estimates, panic disorder, obsessive
compulsive disorder and post traumatic stress disorder
each constitute a higher proportion of total YLDs for
South African women than for South African men.

Comorbidity and common mental
disorders
International data indicate high prevalence rates
of lifetime comorbidity of depression and anxiety,
particularly in women.3,9,22 Parker et al.22 analysed data
from the data-base of the United States (US) National
Comorbidity Study3 (conducted between 1990 and
1992) and concluded that “a proportion of the female
preponderance in major depression and dysthymia
in the general community appears determined by a
primary sex difference in anxiety”.22 No comparable
South African data are available. Nonetheless, other
authors are less than convinced of the usefulness of
comorbid diagnoses from a public health perspective,
particularly in developing countries. Patel23 argues
that “the diagnostic differentiation between depression
and anxiety in general health care settings is not
clinically valid”, especially in the light of the WHO
multinational study24 which found that “‘comorbidity’
of depression and anxiety exceeded 50%”.23 Instead of
studying these disorders separately, he and others chose
to study a construct called “common mental disorders”
(CMDs), defined as “non-psychotic”25 mental disorders
or “depressive and anxiety disorders that are classified
in ICD-10 as: ‘neurotic, stress-related and somatoform
disorders’ and ‘mood disorders’”.26 In another article,
Patel et al.27 argue that “the concept of CMDs is valid
in community settings because of the high degree of
comorbidity between these categories and the similarity
in their epidemiological profiles and treatment
responsiveness”. In a recent review of the association
between poverty and CMDs, Patel and Kleinman
assert that there is “a consistent sex difference in risks
for common mental disorders in all societies”.26

	

No burden of disease estimates were reported for generalised anxiety
disorder, social phobia, specific phobia or agoraphobia in this study.
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Although depressive and anxiety disorders have been
called ‘common’ or even ‘minor’ mental disorders, this
does not imply that their impact can not be severe.
The range of psychiatric disorders is wide. Any specific
disorder may have a mild, moderate or severe impact on
psychosocial functioning. The course of a disorder may
be restricted to one episode, comprise several discrete
episodes, with the person functioning well between
episodes, or in a smaller proportion of people, result in
a lengthy or lifelong disabling condition.

Social determinants of common
mental disorders in women:
gender disadvantage
Social theories of mental health
and illness
Social and gendered models of health recognise the roles
of “both individual behavioural factors and material,
economic and psychosocial factors, and their complex
reciprocal relationships, in determining health and
illness”.9 From a public health perspective, social factors
are particularly important. Desjarlais et al.2 assert that
there is substantial evidence of social determinants
of women’s psychological distress: “poverty, domestic
isolation, powerlessness (resulting, for example, from
low levels of education and economic dependence),
and patriarchal oppression, are all associated with
higher prevalence of psychiatric morbidity (exclusive of
substance disorder) in women”. Similarly, an evidencebased review9 that explored social theories of depression
in women emphasised the depressogenic effects of
subordination and lower social ranking and found
“ample evidence that depression in many women is a
predictable response to severe events and difficulties in
their environment and with those with whom they have
‘core ties’, that evoke a sense of humiliation, entrapment
and lack of control over life”.
According to the same report, “common life stressors
and events that are disproportionately experienced by
women” include not only childbearing and reproductive
events but “also include the impact of poverty, single
parenthood, the ‘double’ shift of paid (often low paid)
and unpaid work, employment status, lower wages,
discrimination, physical, emotional and sexual violence
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and the psychological costs of childcare and other
forms of caring work”.9 Other reviews of the aetiology
of women’s psychological distress have reported similar
findings. Dennerstein et al.1 claim that “stresses that
have more impact on women and may contribute to a
higher risk for depression include: physical and sexual
abuse; sexual harassment; sex discrimination; unwanted
pregnancy; divorce; poverty and powerlessness”.1
Patel et al.25 studied four low and middle income
countries (Zimbabwe, Chile, Brazil and India) and
found a consistent “association between CMD and
female gender, older age, low education and economic
deprivation” supporting several studies finding that the
over representation of depressive and anxiety disorders
in women is linked to multiple social roles, poor social
and economic standing and consequent vulnerability
to interpersonal, domestic and societal violence.
In SA, the lives of most women have been characterised
by chronic social adversity and race / class and gender
oppression and inequality of access to resources.28
Below, we discuss key factorial issues identified as
particularly aetiologically germane to depressive
and anxiety disorders in South African women.
These issues, which are partially constitutive of an
overarching social context of gender disadvantage and
discrimination,29 are poverty, gender violence and
HIV. They have emerged from international and local
studies and reviews, particularly those focusing directly
on SA or on low and middle income countries with
similar contexts. A further issue that merits attention is
peripartum depression.

Poverty
For epidemiological purposes, the relevant dimensions
of poverty are socio-economic status, (un)employment
and level of education.26,30 Women, and especially
African, Coloured and rural women, are over represented
amongst the poor in SA. The rate of unemployment for
females in all racial groups in SA is considerably higher
than for males.31 In September 2005, the highest rate of
unemployment was amongst African females (37.1%).
This was 10.3 times higher than that of White males
(3.6%) and 1.4 times higher than that of African males
(26.6%).31
More than half of all African women live in rural areas,
and according to Kehler, African rural women are the

poorest 49% of South Africans.28 Kehler28 notes that
“African rural women’s lack of access to resources and
basic services are combined with unequal rights in
family structures, as well as unequal access to family
resources, such as land and livestock. This explains
further why African rural women are not only poorer
in society as a whole but also in their own families,
and defines why their level and kind of poverty is
experienced differently and more intensely than that
of men”.
Patel and Kleinman,26 in a comprehensive review of 11
population-based studies in six developing countries,
found a consistently significant association between
poverty and CMDs. Likewise, a meta-analytic review
of population-based studies found that low socioeconomic status (SES) individuals were significantly
more likely to be depressed.32 A systematic exploration
of the reasons for this association is beyond the scope
of this chapter. However, it is worth mentioning that
poverty places severe constraints on personal choice
in many dimensions2,33,34 and that the resulting
limitation in agency is likely to heighten the impact
of other stressors. This is likely to be compounded by
women’s relative lack of autonomy in decision making.
Patel et al.27 found that women’s limited autonomy
in decision making was significantly associated
with CMD. Furthermore, lower SES tends to be
accompanied by higher levels of (often chronic) social
adversity and severe life events, which pose major risks
for depression.1,9,26,33-36

Gender violence
The authors of an evidence-based review of women’s
mental health9 comment that “violence against women
encapsulates all three features identified in social
theories of depression – humiliation, inferior social
ranking and subordination, and blocked escape or
entrapment”. The prevalence of gender-based violence
and abuse in SA has been increasingly studied in recent
years, and there is convincing evidence of very high
rates in girls and women of child sexual abuse,37-39
rape,40-42 forced first intercourse,43 adult sexual assault
by nonpartners,43 sexual partner violence,43-45 physical
assault and / or abuse by current and ex-partners,40,44,45
physical abuse during pregnancy40 and emotional
partner abuse.40
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Whilst a systematic review of the social aetiology of
gender violence is beyond the scope of this chapter, it is
noteworthy that Dawes et al.44 reviewed recent literature
and found that significant “socio-cultural predictors of
spouse abuse include the co-occurrence of low male
SES, male approval of violence as a mode of conflict
resolution, and support for male power over women”.
They found that in a South African population-based
sample (n = 1 198), significant correlates of partner
violence were poverty (low income), being African
or Coloured (although they acknowledged that in
the South African context, race may be confounded
with poverty), low levels of education, youth and
cohabitation (as opposed to marriage).44 Jewkes et al.,46
who studied domestic violence in community based
samples in three South African provinces (n = 1 306)
and conducted extensive regression analyses, argued
that their own findings “suggest that domestic violence
is most strongly related to the status of women in a
society and to the normative use of violence in conflict
situations or as part of the exercise of power”. There is
growing support9,44,47-50 for this emphasis on the cultural
influence of “ideologies of male superiority, supporting
violence to women, particularly in economically
stressed communities”.44
The WHO9 asserts that “regardless of whether
violence occurs during childhood or in adult life or
is primarily physical, sexual or psychological, there is
now incontrovertible evidence that women who have
experienced violent victimisation, manifest greatly
increased rates of depression, anxiety, PTSD and
other psychological disorders in adult life compared
with their non victimised counterparts”. Globally,
depressive disorders and PTSD are significantly
associated with male physical and sexual violence
against girls and women, and are the most common
psychiatric sequelae.9,51 Comorbid diagnoses following
gender violence are common.9 In a cross-sectional
survey27 of women aged 18 to 45 years in Goa, India,
marital sexual violence was a significant predictor of
CMDs.

HIV
Researchers have begun to explicate the common
aetiology of the twin local epidemics of HIV and gender
violence.50 While gender violence has been found to
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contribute to the prevalence of HIV in South African
women, the rate of both is exacerbated by oppressive
patriarchal cultural beliefs and gender (and other social)
inequalities.44,49,50,52-55 It is highly germane to note that
much of women’s psychological distress is rooted in
these same cultural patterns and social inequalities.
Furthermore, women’s psychological distress is
compounded by the effects of these epidemics.20
Further local research into the interlinkages between
these health issues is warranted.
In the South African context the prevalence of HIV
sero-positivity is much higher in women than in
men. In the latest 2005 national survey of the general
population, HIV prevalence rates were 13.3% in
females and 8.2% in males.56 In younger females, the
rates were significantly higher than for males.
Table 3:
Prevalence of HIV sero-positivity in SA: males and
females
Age Group

Female (%)

Male (%)

15-19 years

9.4

3.2

20-24 years

23.9

6.0

25-29 years

33.3

12.1

Source:

Shisana et al., 2005.56

In the older age groups, prevalence was higher in men
than in women. The Department of Health’s national
HIV and syphilis sero-prevalence survey of pregnant
women attending antenatal care for the first time
during the current pregnancy in October 2005 in SA
(n = 16 510)57 found a rate for HIV sero-positivity of
30%.
Evidence-based reviews have reported significant
correlations between HIV sero-positivity and a range
of psychopathology and psychological distress.20,58-61
Reported associated psychopathologies include delirium, dementia, personality disorders, mood disorders,
PTSD, suicide and suicidal ideation.20,59,62-66
Nevertheless, the mental health risks of HIV in
developing countries and particularly with respect
to female populations have received little research
attention.20,61 Morrison et al.67 found a significantly
higher prevalence of depression in a sample of HIV seropositive US women than in a comparison sample of HIV
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sero-negative women. High rates of depression (30%
to 60%) in sero-positive women have been reported
from community samples in the United States.67
South African studies with clinical samples found
significantly higher rates of depression and PTSD in
HIV-positive women than in HIV-positive men.60,61,65
However, it is noteworthy that whereas sexual violation
was found to be a significant predictor of PTSD in
seropositive women, PTSD was not significantly
related to the diagnosis of HIV.65 Similarly Freeman,
in his paper on the potentially disastrous mental health
implications of the HIV epidemic in SA,20 points out
that comorbidity between HIV and psychopathology
does not imply that the psychopathology was caused
by the presence of HIV (or vice versa). Nevertheless,
comorbidity has important implications for prevention
and treatment, both of HIV and AIDS and of the
associated psychopathology.20
Poverty, adversity and HIV place considerable strain
on social networks and particularly on women, who
tend to carry the disproportionate burden of caring,
not only for their own families but for others in their
social networks, and may thus be especially vulnerable
to stress ‘contagion’.1,9,20,36 A recent South African
qualitative study of primary caregivers of people living
with AIDS found that care giving, especially in the
context of poverty, insufficient support and stigma,
was highly stressful and debilitating.68 Furthermore,
Freeman highlights the vulnerability to secondary stress
of “the formal caregivers, the health and social service
workers, and even the community volunteers who work
with people living with AIDS”.20 It is noteworthy that
the majority of workers in these categories are women.
Freeman20 comments on the stressors and grief
experienced by the families of those who live with and
die of HIV-related diseases. Grief after the death of a
family member is often compounded by the associated
loss of income, social and material support. Such
material losses appear to be particularly distressing
to women, who are more likely to be economically
dependent on other family members. Furthermore,
HIV-positive women’s access to care and support for
their own illness is constrained by their roles and by
expectations:69 they bear the greater burden of caring
for the sick in the community, have limitations on their
own access to care due to continuous nature of house-

hold work, limitations on how they may acceptably
conduct their activities and cultural norms which
discourage females from discussing sexuality. Fear of
violence or abandonment may also prevent women
from seeking treatment and support for their positive
status.69

Peripartum depression
Peripartum psychopathology, especially depression, is
highly prevalent in women globally70 and even more so
in developing countries where, as Cooper et al.71 point
out, mothers are more likely to suffer from depression
and socioeconomic stressors. Research in Khayelitsha
found prevalence rates of 34% (approximately three
times higher than international estimates) of maternal
depression at 2 months postpartum.33,70-74 Whereas
postpartum psychosis is strongly linked to biological
factors,1 there is little evidence that the cause of
postpartum depression is primarily biological.75 Rather,
available international evidence points to psychosocial
aetiology.75 According to evidence-based reviews,
significant predictors include stressful life events,
unemployment, poor interpersonal relationships and
lack of social support.1,75
Stein et al.76 also highlight the risks to mental health
of the combination of pregnancy and HIV. They point
out that “the relatively few studies of women with
HIV have shown consistently that the psychological
impact of being HIV-positive is profound and may
be especially severe during pregnancy. Most women
in Africa discover their HIV status during pregnancy.
Thus, a mother is diagnosed with a life threatening
condition, while at the same time preparing to bring
a new life into the world. The studies that have been
conducted suggest that a significant proportion of such
women experience depression and suicidal ideation, as
well as disruption of their social and material support
networks”.
In one study in Khayelitsha,33 the following socioeconomic predictors were found to be significant: “a
lack of financial support from the father, the father
being negative towards the infant, the mother describing
herself as receiving no support or help, the infant being
unplanned, and the infant being unwanted”. The
authors argued that the high absolute prevalence in a
relatively homogenous sample of poor women indicated
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that poverty was likely to be a risk factor. Rochat et
al.77 studying prevalence of depression among women
undergoing first-time HIV testing in prevention of
mother-to-child transmission programmes (PMTCT)
in rural northern KwaZulu-Natal, found a point
prevalence rate of depression of 41%. Participants did
not know their HIV status when depression assessments
were made. Factors significantly and independently
associated with increased depression scores included
an unplanned current pregnancy, absence of a regu
lar household income and the perceptions of reduced
access to household financial resources following an
HIV diagnosis and of discrimination in access to health
care. It appears likely that with a high prevalence of
depression during pregnancy in this sample of poor
women, poverty may have been a risk factor.

Laws, Policies and Programmes
to address women’s mental
health issues
‘Healthy’ policies
‘Healthy’ policies are non-health policies which
indirectly promote (mental) health by improving the
political, economic, social, cultural, environmental,
and other factors which impact on health status.2
Complete physical, mental and social wellbeing is
best attained in an enabling environment which offers
peace, shelter, education, nutrition, income, a stable
ecosystem, sustainable resources, social justice and
equity.78 The literature reviewed in this paper suggests
that to build an environment such as this for women,
policy and practice must:
✦ Prioritise approaches which address the gendered
inequalities which impact on women’s wellbeing,
in particular those aimed at improving women’s
social and economic base within society;
✦ Promote participation of women as agents of
change in economic, social and political processes;
✦ Provide appropriate services and supports to prevent
mental health problems in women; and
✦ Support the attainment of optimum recovery
and functioning for women with mental health
problems.
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The national legislative and policy
framework
South African gender equality provisions are enshrined
in the Bill of Rights of the Constitution of the
Republic of South Africa79 and guided by international
and regional treaties such as the Convention on
the Elimination of All Forms of Discrimination
Against Women (CEDAW)80 and the policy and
institutional framework for gender mainstreaming in
the Southern African Development Community.81 The
National Gender Machinery (NGM), comprising the
Commission for Gender Equality, Parliamentary Joint
Monitoring Committee for the Improvement of the
Quality of Life and Status of Women, the Office on
the Status of Women, and civil society, informs and
monitors the inclusion of women’s needs in activities
82,83
of the state and broader society.
South Africa’s
84
gender policy framework addresses women’s needs for
access to basic resources in society, and to the power
and decision making processes within government, the
workplace and the community. It provides sectors and
government departments with a framework and process
for promoting equal access to goods and services for
women and men.83 Many departments have gender units
or gender focal persons, and a gender policy guideline
in place. Within health, the gender policy guidelines
for the public health sector85 are available to guide
public health sector progress towards implementation
of South Africa’s gender related commitments.
Improving women’s social and economic base
Employment and social assistance
Women remain the poorest, lowest paid workers in
SA, with gains in political rights not matched by gains
in social and economic rights.82 There is legislative
and policy support for improving women’s economic
position, but the implementation of these laws and
policies have not yet led to substantive improvement
in the lives of poor working women. For example,
the Employment Equity Act86 prohibits unfair
discrimination against, and provides for affirmative
action to ensure that Previously Disadvantaged
Individuals (PDIs) are appointed, retained, developed
and protected from barriers to employment, and
where necessary, reasonably accommodated within the
workplace. Yet this legislation has little impact on the
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lives of women who are unemployed, working in low
paying sectors such as the domestic, retail or informal
trade sector, or within the home. For formally employed
women, implementation gives little practical attention
to “reasonable accommodation” of issues which may
impede the progress of women, such as the impact of
their multiple roles, their childcare needs, and sexual
harassment in the workplace.87
Programmes to address the economic disadvantage of
women are also offered by poverty alleviation strategies
within the social welfare system, through programmes
such as the community based public works programme,
funded by the social security and welfare budget, and
via social assistance grants.82 Again, the constraints of
available resources and competing priorities have not
yielded satisfactory coverage by these programmes. For
example, social grants provide assistance to poor girls
and boys through the child support grant for children
under-14 years, and the foster care grant for children
less than 18 years. A care dependency grant is also
available from 1 year to less than 18 years for disabled
children requiring permanent care or support services.
Mentally and physically disabled women and men
who are unable to support themselves due to their disability may be eligible for a disability grant from 18 to
60 years (women) or 18 to 65 years (men). Women are
eligible for an old age grant from the age of 60 years.
As yet, these social assistance grants do not provide
economic relief to poor women between the ages of 19
and 59.88-90
Elimination of gender-based violence
Butchart et al.,91 reviewing the changing ideological
and policy perspective on violence in SA, describe a
transition in the early 1990s from policy supporting
state-entrenched violence, and violence as a means
to political power, to policy which, in a rights based
post-apartheid society, addresses the consequences
of pre-democracy violence on the mental and social
wellbeing of South African citizens. The pervasive
impact of gender-based violence has placed it high
on the political priority list.92-94 The establishment of
the NGM and the promulgation of the Prevention
of Domestic Violence Act95 are tangible expressions
of South Africa’s commitment to eradicating gender
violence. The prevention of violence, and services for

redress, social and psychological support for victims
of violence have been foregrounded in policy, with
“child abuse, women abuse, assault and other forms of
criminal violence as discrete sub-categories” requiring
attention.91 The National Crime Prevention Strategy,
launched in 1996,96 prioritised a focus on preventing
gender violence and supporting victims of such violence
within services provided by its victim empowerment
programmes (VEP). Mental health services within
this framework focused on providing counselling and
support services for victims of violence, particularly
women and children.91 Still, despite this effort, there
remains a gap between policy and practice which poses
a significant barrier to the prevention of the abuse
of women today. For example, Vetten94 found little
evidence for financial planning and resource allocation
to implement the Domestic Violence Act. Furthermore,
the health, social development and criminal justice
sectors have limited resources for the development of
support services, especially in rural areas, and where
services exist, the judgemental attitudes of service
providers may also impact on the protection of women
from abuse.92 Further, Jewkes93 draws attention to the
potentially disempowering effects of framing women
exposed to gender violence as “victims of violence
needing protection”. Butchart et al.91 support this view
and advocate a shift from broad-based conceptual
strategies on “victimisation” to the development of local,
evidence-based interventions, grounded in scientific
analysis of the violence impacting communities, and in
capacity for sustained implementation of interventions
within the criminal justice, social, health and other
systems.
It has been argued91 that “effective policies for
preventing violence must be firmly grounded in science
and attentive to unique community perceptions and
conditions. Scientific research provides information
essential to developing such policies and prevention
strategies and methods for testing their effectiveness”.
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Promoting women’s participation
The participation of women in policy and programme
development, whether aimed at poverty alleviation,
improving the mental health of women and men, boys
and girls, reducing the impact of HIV, or any other
priority public health concern, is also central to the
success of these policies and programmes. Policy and
programme developers should be mindful of power
relations and cultural practices which separate available
or preferred settings for the participation of men and
women. The current practice of including women in
traditionally male dominated settings is insufficient,
and should be expanded to include settings in which
women are already located, to maximise women’s
involvement in strategies geared towards improving
their health. At the same time, programmes which
support prosocial models of masculinity and discourage
and ultimately eliminate anti-social, violent male
behaviour are urgently needed.47,50,69,97

Health policies in support of women’s
mental health
While there is as yet no ‘women’s health policy’ as such,
the health sector has several policy directives which
mandate the prioritisation of women’s health concerns:
The White Paper for the Transformation of the Health
System in South Africa98 identifies women, especially
rural and urban poor women, as a priority group for
consideration in health service provision, along with
children, youth, the aged, the disabled and the poor.
It provides for programmes vital to the wellbeing of
women and their families, including programmes for
nutrition, maternal, child and women’s health, HIV
and sexually transmitted diseases, environmental
health, and mental health and substance abuse.
In keeping with this, the Health Sector Strategic
Framework, 2004-2009 (also known as the Ten
Point Plan)99 includes commitment to strengthen free
health care for people with disabilities, programmes
on women and maternal health, and programmes for
survivors of sexual abuse and victim empowerment; to
accelerate implementation of the Operational Plan for
Comprehensive HIV and AIDS Care, Management
and Treatment for South Africa;100 and to improve
mental health services, including the implementation of
the Mental Health Care Act.101 Similarly, the National
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Health Act102 prescribes that the best possible district
based health services be equitably provided within
available resources, mindful of “protecting, respecting,
promoting and fulfilling the rights of vulnerable
groups such as women, children, older persons and
persons with disabilities”. The Department of Health
is mandated to consider these groups in the provision of
available free health services, and to include services for
sterilisation and termination of pregnancy, and social,
physical and mental health care.
Mental health policy
Within the mental health sector, almost ten years have
passed since the Minister and Members of Provincial
Executive Councils (MECs) for Health (MINMEC)
approval of the National Health Policy Guidelines for
Improved Mental Health in South Africa103 in 1997.
This policy focused on the involvement of all relevant
governmental and civil partners in the development
of an intersectoral mental health service framework at
all levels of care and the integration of mental health
care into general health care, deinstitutionalisation,
rehabilitation and the development of a safety net
of community based care. Although never formally
disseminated for implementation, the policy was based
on accepted international trends and national priorities
for mental health care, and informed by public
consultation regarding mental health needs. It set the
tone for the principles and actions which drove National
and Provincial Mental Health Offices’ activities to
transform mental health services, and provided a solid
underpinning to guide the development of the Mental
Health Care Act (MHCA).101 The Act is now in force,
Regulations have been developed, and provinces are
currently in the process of developing capacity to come
into compliance with the Act.
Concerted action, however, is required to improve
mental health care users’ access to effective mental
health services, and to work toward dismantling
the fragmented services which have resulted from
	

Other policies and guidelines developed include norms and
standards for services for South Africans with severe psychiatric
morbidity,104 norms for community mental health services in South
Africa,105 policy guidelines for child and adolescent mental health106
and norms for South African child and adolescent mental health
services.107 In keeping with the trend toward deinstitutionalisation,
offering services which are least restrictive and which promote
integrated community participation by persons with mental
disability, a policy guideline for psychosocial rehabilitation108 has
also been developed.
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the ‘Cinderella’ status109 which has plagued mental
health service provision to date. Currently mental
health services, for the most part, remain inequitably
distributed geographically, with particularly poor
access in rural areas.109,110 The integration of mental
health into primary health care services is still a struggle
in many areas, with a poor ‘fit’ between traditional,
medically-focused health service provision and the
more appropriate biopsychosocial approach for mental
health conditions.111,112 Emsley110 postulates that many
men and women with anxiety, mood and other nonpsychotic disorders are either not seeking help, are
making use of alternative therapies such as those of
traditional healers, or continue to be underdiagnosed
and undertreated within primary health care settings.
Mental hospital services are poorly developed in some
areas, and overstretched in others, while community
services remain underdeveloped and underfunded.
Preventive and promotive mental health services remain
few and far between.

National Mental Health Policy this year, providing an
opportunity to effect these recommendations.

De la Rey113 and Orner114 also highlight, respectively,
the gender implications of mental health policy, and
of legislative support for home and community based
mental health care. They point out that it is mostly
women, as primary caregivers, who will bear the
psychosocial and economic impact of implementing
this policy. The need to integrate people with mental
disabilities into community life is incontestable,
but requires concomitant resources to develop the
necessary infrastructure, programmatic supports to
community and household structures, and social
assistance to implement this policy appropriately. This
is essential to ensure that men and women with mental
health problems and mental disabilities live dignified
lives in society, and that people in their support
system, the majority of them women, are positioned
to provide support without any adverse impact to
their own mental, physical and economic wellbeing.
Freeman,115 in response to Orner,114 suggests that the
gender-based implications of the MHCA101 may more
appropriately be addressed by mental health policy,
plans and programmes which emerge in response to
the provisions of the Act. The National Department
of Health has prioritised the process of redrafting the

The WHO Mental Health Policy Project has produced
a mental health policy and service package designed
to assist governments with drafting and implementing
national mental health policies, plans and programmes.
The package can be accessed through the WHO
Mental Health Service and Development web site.
Clear recommendations for developing a comprehensive
policy are set out to inform both the development of a
national mental health policy, and a women’s mental
health policy. As a first critical step, an extensive broadbased process of consultation is needed to inform a
draft policy, followed by wide consultation to obtain
consensus, to build political and resource support for
the policy, and to support the development of a wellconstructed strategic plan to effect the policy. To achieve
this aim, WHO117 recommends that it is realistic to
allow one to two years for development of a mental
health policy, and five to ten years for implementing and

	

	

For example, the post of National Director for Mental Health within
the National Mental Health and Substance Abuse Directorate has
been vacant for more than 3 years.

Although the process of drafting a mental health policy
for women was initiated a few years ago,115 this policy
has not yet been finalised. The National Directorate:
Mental Health and Substance abuse has supported
projects which impact on women’s mental health,
such as a national project to prevent Foetal Alcohol
Syndrome, launched in 1998, in collaboration with
the Maternal Health Programme,83 and a VEP funded
pilot project to encourage positive interactions between
at-risk mothers and their young children (The MotherChild Bonding Project).116 However, impact studies to
measure the efficacy of the former are not yet available,
and funding for the latter has not been allocated beyond
piloting, again raising the question of the prioritisation
of sustainable funding for effective programmes to
address women’s mental health issues.
Drafting an effective mental health policy

	

Personal communication, Mr Sifiso Phakathi, Acting National
Director, Mental Health and Substance Abuse, May 2006.
http://www.who.int/mental_health/policy/en/
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achieving changes. Inclusion of the voices of women in
the situational analysis, drafting and implementation
of a (women’s) mental health policy will be essential
to incorporate women’s own understanding of what
leads to, constitutes and maintains their mental health
or results in psychological distress or mental disorder
in the South African context. Such an enquiry could
focus attention on core interventions required to impact
on the interpersonal, social and economic factors that
influence women’s mental health.

Barriers to improving women’s
mental health
The legislative, policy and programme environment
in SA displays a strong commitment to the wellbeing
of women. Despite this enabling policy environment,
implementation has not reached sufficient scale to
impact in practice on the physical and mental health
and wellbeing of the majority of South African women.
Women remain among the poorest of the nation and
have limited access to available political, economic
and social resources of society. Gender disadvantage,
manifested, for example, in male violence against girls
and women, and higher levels of poverty and HIV
among women, continues to play a contributory role
in the incidence of mental health problems experienced
by South African women.118 The above literature and
policy review suggests several factors which may impact
on this policy-practice gap, including:
✦ A lack of gender skills among policy makers and
planners;
✦ Insufficient capacity and resources within the
NGM;
✦ Insufficient staffing, power, authority and skills
within departmental gender units to effect needed
interventions;
✦ Insufficient prioritisation of government resources
to programmes to enhance women’s physical,
mental, and economic well being, including mental
	

The Mental Health and Poverty project, a DFID-funded 5 year
project (2005-2010) coordinated by the Department of Psychiatry,
University of Cape Town, is currently undertaking an analysis
of existing mental health policies and systems in four African
countries, including South Africa. A key purpose of the project
is to develop interventions which will assist mental health policy
development and implementation in these countries, with a view to
generating new knowledge on multisectoral approaches to breaking
the negative cycle of poverty and mental ill-health in developing
countries.
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health and mental health-related programmes;118
✦ A lack of civil society organisation of the voices
of poor women, including women with mental
disability, to participate in national policy and
budgetary debates on women’s issues; and
✦ A lack of substantive political support, public
health sector leadership and civil society action
in foregrounding mental health as a public health
priority.

Recommendations
Several key areas require attention to impact on the
improvement of women’s mental health in SA:
Policy developers and planners: Women’s health and
mental health must be addressed within a genderbased framework of analysis. A review of economic
policies and development strategies to ensure access of
poor women to social and economic resources, such as
networking capacity, education, training, employment,
trade and social insurance, will have a direct impact on
the mental wellbeing of women and their households.
An assessment of implementation of progress and
sustainability should be an essential aspect of such
reviews.
Government departments: Mental health – and
women’s mental health – must be integrated as cross
cutting intersectoral, departmental and programmatic
issues. As resources are limited, women’s mental
wellness impact indicators should be integrated into
all relevant public health efforts, including, housing,
education, social development and labour. The needs
of men and woman with mental disabilities should also
be accommodated within the disability plans of these
sectors.
The mental health sector: The integration of mental
health care into general health must be stepped up.
The Mental Health Care Act101 provides a road map to
inform policy and programme development, and low
cost, effective treatments for common mental health
disorders are available.26 In order to most effectively
utilise the limited resources dedicated to mental
health, commitment to implementing a national plan
of targeted (women’s) mental health interventions
is needed to guide action in the next period. Mental
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health programmes for women would need to target
a variety of settings including the home, school,
workplace, health care settings and other community
institutions. For example, prevention programmes
aimed at the early detection of psychosocial distress,
postpartum depression or other mental disorders in
young mothers in primary health care clinics116,119 and
community settings71 suggest promising interventions
for the prevention of postpartum depression.
We recommend that the mental health sector take
the following steps to in order to foreground women’s
mental health:
✦ Firstly, a mental health perspective should be
integrated into the National Women’s Health
Policy, when this is developed.

Researchers: There is a need for reliable populationbased, gender-disaggregated information about
prevalence, burden of disease and risk factors for
mental illness in SA. The national health research
agenda should include funded research to inform
evidence-based public mental health interventions
directed at improving the mental wellbeing of women,
men, girls and boys. Greater collaboration between
academic clinicians and researchers, on one hand,
and public service planners and policy makers on the
other, is needed to ensure that evidence based findings
inform policy and programme development and
implementation.

✦ Secondly, a gender-based analysis should be applied
in order to clearly identify and respond to the
gender implications of the implementation of the
MHCA,114 the redrafting of the National Mental
Health Policy and of other mental health policies
mentioned above.
✦ Thirdly, mental health and women’s mental health
could more clearly be integrated into the policies
of other sectors, such as policies for inclusion
in education, social security within the social
development sector, special housing needs, criminal
justice responses to violence against women, women
as workers, etc.), and other health programmes
(such as the health promotion, chronic care, care
of the elderly and rehabilitation, HIV, reproductive
health and the maternal health programmes).
✦ Fourthly, when human resources permit, it is crucial
to complete the task of drafting a mental health
policy for women. Such a policy should reflect and
respond to the unique biological, psychosocial and
economic issues which impact on women’s mental
health and their vulnerability to mental illness.
Civil society: National, provincial, district and
community level opportunities should be available for
advocacy activities by women, and persons with mental
health problems. There is a need to rebuild a national
women’s lobby, and to strengthen the participation
of people with mental disabilities within the national
mental health and disability movements.
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T

he immediate post-apartheid era was marked by a dearth of data on health,
but also an acute awareness that inequalities in health and related indicators,
and in access to health services, had to be faced. The means to quantify those
inequalities had to be developed, so that efforts to eradicate them over time could be
monitored and evaluated. Those challenges remain, although the range and depth of
available data has improved.
This year, the Review has focused on maternal and child health. This chapter continues
that focus, but has also tried to show the extent to which disaggregated data have become
available. The most important level of disaggregation is to the district level. The original
WHO construct envisaged a ‘district health system based on primary health care’ as ‘a
more or less self-contained segment of the national health system. It comprises first and
foremost a well-defined population, living within a clearly delineated administrative
and geographic area, whether urban or rural.’ Inclusivity and comprehensiveness are
fundamental to this construct: ‘It includes all institutions and individuals providing
health care in the district, whether governmental, private, or traditional.’ The extent to
which the most important indicators of health inputs, process, outputs and outcomes
are available at district level is thus an important test of the implementation of the
District Health concept in South Africa.
The second aspect of disaggregation is the ability to show the differences between
groups. Previous Reviews have used ethnic groups as the most common descriptor
or categorisation. This remains important in measuring progress towards correcting
the consequences of apartheid-based discrimination. It must however be noted that
membership of an ethnic group is no longer based on any legal definition, and for data
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gathering purposes is based on self-perception and selfclassification. There are, of course, many other ways to
categorise groups including:
✦ Demographic variables – age, sex;
✦ Socio-demographic variables – area of residence,
ethnicity;
✦ Measures of economic status;
✦ Measures of social position;
✦ Social environment – housing conditions, rural vs.
urban settings;
✦ Social capital – social networks and social supports
[Monitoring Equity].
A number of newly produced reports provide the
opportunity to show the differences between at least
some of these categorisations. It must, however, be
recognised that many forms of disadvantage are intercorrelated. Individuals in society occupy a position
on several of the dimensions described above. For
example, an unskilled and unemployed black African
woman living in an inner city building with her two
children occupies a number of positions that may
be described differently, depending on the level of
disaggregation applied. The World Health Statistics
2006 report provided country-level data on a number
of selected data items that are sensitive indicators
of health inequities, but disaggregated by three
descriptors: place of residence (rural, urban), wealth
quintile (lowest, highest), and the educational level of
the mother (lowest, highest). The indicators reported
were the under 5 mortality rate, percentage of children
under 5 stunted for age, percentage of births attended
by skilled health personnel and the percentage of 1year-olds immunised against measles. This chapter of
the Review has specifically sought out such data.
Another approach is to search for a unifying metric,
one that can indicate an overall health rating. Two
examples are Disability Adjusted Life Expectancy
(DALE) / Years (DALYs) and Quality Adjusted Life
Years (QALYs). Their advantage supposedly lies in the
ability to measure the gains achieved by any healthcare
intervention, combining both fatal and non-fatal
outcomes in a single measure.
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Critically, setting targets for selected indicators is
of immense value in judging progress. The Global
Health Watch 2005-2006 included some challenging
input and process targets that may help show progress
towards attaining the Millennium Development Goals
in respect of health:
✦ Countries to raise the level of tax revenue to at least
20% of their GDP;
✦ Public health expenditure (including government
and donor finance) to be at least 5% of GDP;
✦ Government expenditure on health to be at least
15% of total government expenditure;
✦ Direct out-of-pocket payments less than 20% of
total health care expenditure;
✦ Expenditure on district health services (up to and
including Level 1 hospital services) at least 50% of
total public health expenditure, of which half (25%
of total) should be on primary level health care;
✦ Expenditure on district health services (up to and
including Level 1 hospital services) at least 40% of
total public and private health expenditure; and
✦ A ratio of total expenditure on district health
services in the highest spending district to that of
the lowest spending district of not more than 1.5.
These targets can be used in addition to those proposed
in the Department of Health’s strategic plan 2006/7 to
2008/9.
As before, the data referenced in this chapter have
come from various sources, using various methods.
These have included routine reporting systems,
surveys and specific research studies. The validity
and comparability of such data can be problematic,
particularly when data collection times are far apart,
or when all data come from only one survey or source.
Comparability over time is only possible where the
data collection methodology and confounding factors
remain constant. Caution should therefore be used
when attempting such comparisons.
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Data sources and collection
Available routine data are constrained by the choices
exercised in terms of the current National Indicator
Data Set. Since few changes have been made since the
publication of the last Review, the listing of indicators
and definitions is not repeated here. Nonetheless, there
has been an increase in the variety and depth of data
sources available, and in some areas it is now possible
to show values for an indicator from a variety of data
sources. This should enable some assessment of the
accuracy or stability of the values reported.
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 e.g. ‘StatsSA Midyear Estimates’ (together with any specific notes about
the section of the reference used, or notes about the
data itself). At the end of the chapter full details of
each reference are supplied, ordered by the short names
of the references. Where possible the means to access
the complete data electronically has been identified.
It should however be noted that specific Universal
Resource Locators (URLs) are not always available for
the exact document sought. In such cases, the location
of the issuing authority’s web site has been provided
(e.g. Statistics SA can be accessed at http://www.statssa.
gov.za).
Data quality, and in some cases accessibility and an
inadequate level of disaggregation remain a problem.
The existence of cross-boundary sites continues to
complicate analysis at the district level. Currently
indicators in a number of health districts that cross
provincial boundaries are affected because the data on
which these indicators are based are collected by two
provinces with differing information systems. This
is a fluid situation, which is also going to be affected
by proposed changes to provincial boundaries. The
department of provincial and local government has
gazetted the Cross-Boundary Municipalities Laws
Repeal Bill for public comment. At the same time,
the Municipal Demarcation Board has published the
proposed changes to municipal boundaries, in terms
of section 22 of the Demarcation Act, which will
eventually see the abolition of 16 cross-boundary
municipalities, affecting five provinces. Until these

processes have been completed, the District Health
Information System (DHIS) will continue to use the
existing boundaries.
Delays in the release of key data sources, such as the
2003 SADHS, which only became available in June
2006, have hampered timely access to information. In
addition several results of this survey as published in
the preliminary report appear unlikely so indicators
from this data source should also be interpreted with
caution. The planned StatsSA community survey in
2007 should provide new information at lower levels of
aggregation. Work is also currently underway between
StatsSA and the national DoH to produce population
estimates broken down by age groups to sub-district
level. This is of great importance since population
values and adjusted population values are denominators
(or proxy denominators) for many health indicators.
Data from the DHIS in this chapter were exported in
June 2006 from the national data file. Even where data
cover the same time periods as reported in previous
SAHRs there may be differences as a result of these
data having been verified or being more complete
since the previous data sets were extracted. The data
included have been scanned for major errors, and data
for some indicators have been suppressed where there
are clearly errors of some nature (missing numerators/
denominators, very small numbers, outliers), in order
to calculate more representative averages for provinces
and national. No data values have been edited/
changed apart from the effect of suppressing some
data as indicated. However it is not possible to check
every single figure, or to know for certain whether all
outlying values are due to data errors, or real changes in
the indicators. Indicators for cross-boundary districts
are frequently outliers, and the values for both parts of
each site should be considered together. Although there
have been improvements in the DHIS overall, there are
still areas of substantial concern about data quality, and
therefore the data should be interpreted with caution,
and if necessary verified with the relevant provincial or
national health department.
It must be noted that all available data cannot be
provided in the Review itself. More data, particularly
showing trends over time, can be accessed on the
Health Systems Trust web site (hst.org.za), and are
stored in the Health Statistics Database.
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Table 1:
Main data sources used: 2006 SAHR
Data source/organisation

Main products / indicators

Actuarial Society of South Africa (ASSA)

ASSA2003 model HIV and AIDS projections.

Bureau for Economic Research

Macroeconomic impact of HIV/AIDS.

Children’s Institute

South African Child Gauge 2005.

Council for Medical Schemes

Private sector financing.

Department of Health (www.doh.gov.za)

Routine health service delivery monitoring data (DHIS);
Demographic and Health Survey 2003, TB data, Antenatal
Survey, Confidential enquiries into maternal deaths.

Global Health Watch 2005-2006

Critical assessment of international health status.

Human Sciences Research Council (HSRC)

HIV Household Survey 2005.

Medical Research Council

Chronic Diseases 1995-2005.

National Treasury, Department of Finance
(www.treasury.gov.za)

National health care financing indicators.

National Treasury and the Valley Trust

BAS financial data for 8 provinces.

North West province

Health care financing indicators for NW.

PERSAL (Vulindlela – www.vulindlela.gov.za)

Public sector health personnel.

Statistics South Africa (www.statssa.gov.za)

Demographic and socio-economic indicators.
Mortality and cause of death data 2003, 2004.
General Household Survey 2005.
Provincial Indices of Multiple Deprivation.
Stages in the life cycle of South Africans 2001.
2006 mid-year population estimates.

United Nations Statistics Division

Millennium Development Goals and Indicators.

World Health Report 2006, Human Development Report
2005, State of the World’s Children 2006, UNAIDS 2006
Report on AIDS as well as a range of other reports by major
international agencies.

International comparator data.

Demographic Indicators
Accurate estimates of population are crucial to the
calculation of many indicators. The challenges lie in
different levels of disaggregation, especially to district
or sub-district level. Another challenge lies in the
breakdown to age bands. Both the StatsSA Census in
1996 and in 2001 showed substantial under counting
of children under 5 years and children under 1 year.
Since the number of children in both age bands is used
as the denominator in many key maternal and child
health indicators, this poses a major challenge. The
problem is compounded by the fact that the under
counting varies considerably from province to province
and within provinces. Recently StatsSA have worked
on revising the mid-year estimates. In November 2005
372

a new set of estimates were calculated by StatsSA, but
have not been officially published [District Health
Barometer Year 1]. The national DoH is also working
with StatsSA to produce population estimates broken
down by age groups to sub-district level. This will make
comparisons at those levels much easier. This chapter
provides estimated district populations for 2005 and
2006, together with the estimated population under 1
year in 2006, as provided by the DHIS. Other potential
errors identified by StatsSA include:
✦ An overestimate of the number of teenagers aged
between 10 and 20;
✦ An underestimate of the number of men relative to
the number of women;
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✦ An underestimate of the number in the White
population;

✦ The elderly (65+ years) – this group comprised
almost 5% of the population.

✦ Higher than expected numbers aged 80 and older,
in the African population;

The following are some selected extracts from that
report.

✦ Age mis-statement in the range 60-74; and
✦ An overestimate of the number of paternal orphans
and the number of fathers missing from the
household.
Another challenge relates to estimating the proportion
of the population that is dependent on the public sector
for services. Such estimates are essential in order to
allow for the calculation of indicators that reflect public
health services delivered by the State. In the past, the
accuracy of the estimates was increasingly problematic,
as the figures from the 1999 October Household Survey
had to be applied to each year’s mid-year estimates. In
2005, the first of the General Household Surveys was
published, providing new data. An additional source
of provincial level data has also been added, with
reporting on medical scheme beneficiaries per province
by the Council on Medical Schemes. This allows for
another estimate of the ‘uninsured’ population, which
would include those dependent on the public sector.
Two challenges remain, however: there are no data
below provincial level, and the possibility of significant
cross-border patient flows also complicates any
assessment. Finally, it must also be acknowledged that
such estimates also ignore the degree to which indigent
patients purchase health related goods and services in
the private sector.
An important new source of demographic insights has
been provided by the ‘Stages in the life cycle of South
Africans’ report, based on the Census 2001 [StatsSA
Stages 2001]. This provides a breakdown for 2001 into
the following age categories:
✦ Infants (0-4 years) – this group comprised almost
10% of the population;
✦ Children (5-13 years) – this group comprised
almost 20% of the population;

Infants:
✦ “Although for 93% of infants both parents were
recorded as alive, only 42.8% of these infants lived
in the same household as both parents. Of black
African infants, only 37.7% of those with both
parents alive lived with both parents.”
✦ “Family structures are also revealed by the
proportion of infants who were living where a
grandparent was the household head rather than
a parent. In KwaZulu-Natal this reached 45.7% of
all infants.”
Children:
✦ “By the age of 13, both parents were alive in 81.3%
of cases, whilst the proportion with neither parent
alive had risen to 2.0%. However among all White
children, only 0.2% were reported as having neither
parent still alive.”
The report noted that “The model of the conventional
nuclear family, consisting of a married couple and their
children, is really not an appropriate one to describe
relationships and family structures among South
Africa’s youth. There is a great deal of variation in family
structures.” Although the rate of teenage pregnancy
could not be calculated from the figures reported, it
was interesting to note that 2.8% of 15-year-olds had
given birth to 1 or more children. By age 16, this was
6.5%, increasing to 13.1% at 17 and 21.8% at 18 years.
By age 19, 30.5% of women had given birth to 1 or
more children. However, just more than half (50.2%)
of women aged 14-34 years who had given birth to at
least 1 child had never been married.
Given the Review’s focus on maternal and child health,
the following graphs from the ‘Stages in the life cycle of
South Africans’ report are reproduced/adapted here.

✦ Youth and young adults (14-34 years) – this group
comprised almost 40% of the population;
✦ Mature adults (35-65 years) – this group comprised
just over 25% of the population; and
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Figure 1:
Number of people in each province according to five-year age category, 2001
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Source:

StatsSA Stages 2001.

Note:

In Gauteng, there were relatively few infants and children, compared to the number of people in their twenties and thirties. In the
Eastern Cape, on the other hand, there were large numbers of children, and a steep drop in the number of people in their twenties and
thirties.

Figure 2:
Orphanhood by ethnic group, children age 13
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Source:

StatsSA Stages 2001.

Note:

The profiles for Coloured and Indian children fell somewhere between the profiles for African and White children.
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Table 2:
Demographic indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Annual population growth rate
1996 a

2.2

1.4

1.7

1.6

3.0

2.1

1.0

1.5

1.5

1.9

2005b

-

-

-

-

-

-

-

-

-

1.1

169 580

129 480

17 010

92 100

123 910

79 490

361 830

116 320

129 370

1 219 090

1.4

7.6

10.2

6.5

29.7

9.5

10.6

100.0

Area (square km)
2001c

Area as a % of total area of South Africa
2001c

13.9

10.6

Average household size (people per home)
1996 d

4.6

4.1

3.7

5.0

4.9

4.6

4.3

4.6

3.9

4.4

2001c

4.1

3.6

3.2

4.2

4.3

4.0

3.8

3.7

3.6

3.8

Crude death rate (deaths per 1 000 population per year)
2001 low estimate e

13.0

12.0

10.7

11.5

12.8

11.8

10.6

12.5

9.8

11.7

2003 f

11.7

15.6

12.0

13.7

8.1

13.0

13.5

13.2

10.0

12.1

2003 adjusted f

-

-

-

-

-

-

-

-

-

13.6

12.2

16.6

12.0

13.7

8.3

13.3

13.9

13.4

9.7

12.2

-

-

-

-

-

-

-

-

-

14.3

1996

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

2001

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

2004

7 088 547

2 950 661

8 847 740

9 665 875

5 511 962

3 244 306

899 349

3 807 469

4 570 696

46 586 607

2005

7 039 300

2 953 100

9 018 000

9 651 100

5 635 000

3 219 900

902 300

3 823 900

4 645 600

46 888 200

2006

7 051 500

2 958 800

9 211 200

9 731 800

5 670 800

3 252 500

910 500

3 858 200

4 745 500

47 390 900

2004f
2004 adjusted f
Populationg

Population % by province g
1996

15.5

6.5

18.1

20.7

12.1

6.9

2.1

8.3

9.7

100.0

2001

14.4

6.0

19.7

21.0

11.8

7.0

1.8

8.2

10.1

100.0

2006

14.9

6.2

19.4

20.5

12.0

6.9

1.9

8.1

10.0

100.0

Population % compositionh
2001 60+ years

9.2

7.3

6.2

6.9

7.7

6.3

8.2

7.3

7.8

7.3

2001 <15 years

36.8

30.7

23.6

34.7

39.4

35.0

30.6

31.3

27.3

32.1

2001 female

53.8

52.1

49.7

53.2

54.6

52.1

50.4

51.2

51.5

52.2

2001 female 60+

63.4

61.2

57.9

64.7

66.8

61.0

57.4

58.7

57.3

61.7

Population density (people per km2)
1996 d

38.4

21.0

448.4

95.1

41.7

36.7

2.3

29.9

31.5

34.4

2005i

41.5

22.8

530.2

104.8

45.5

40.5

2.5

32.9

35.9

38.5

Public sector dependent population (calculated using OHS/GHS medical scheme coverage)
2001j

5 780 213

2 306 172

6 459 977

8 228 913

4 814 835

2 679 525

665 586

3 192 334

3 194 181

37 321 736

2005 k

6 363 407

2 512 189

6 651 387

8 564 902

5 276 281

2 827 475

774 550

3 374 207

3 443 077

39 922 438

Public sector dependent population (calculated as population not beneficiaries of a medical scheme)i
2001

-

-

-

-

-

-

-

-

-

37 794 516

2004

6 492 721

2 631 839

6 268 336

8 637 275

5 232 304

2 790 098

747 016

3 494 539

3 376 811

39 670 941

Rural (non-urban) percentage
1996 d

63.4

31.4

3.0

56.9

89.0

60.9

29.9

65.1

11.1

46.3

2001m

61.2

24.2

2.8

54.0

86.7

58.7

17.3

58.2

9.6

42.5

1998 SADHSn

3.5

2.2

2.3

3.3

3.9

3.1

2.7

2.4

2.3

2.9

2001 CAReo

3.3

2.5

2.4

3.0

3.6

3.1

2.4

2.8

2.4

2.8

2003 SADHSp

2.2

2.0

2.3

0.6

2.7

2.3

2.8

2.5

2.6

2.0

2004 StatsSAq

3.4

2.6

2.5

3.1

3.7

3.2

2.5

2.8

2.5

2.8

Total fertility rate

2006 StatsSA r

2.7

Urban percentage
1996 d

36.6

68.6

97.0

43.1

11.0

39.1

70.1

34.9

88.9

53.7

2001s

38.8

75.8

97.2

46.0

13.3

41.3

82.7

41.8

90.4

57.5

a
b
c
d

StatsSA Mid-year Estimates. Growth rates are for 1996-2002.
StatsSA Mid-year Estimates. For 2005-2006. 2006 mid-year
estimates.
Census 2001.
Census 1996.

e

IFR Projections 1999. Fig 4.5 pg 165. Estimated for 1996-2001.
Low population projections: The impact of HIV and AIDS is
incorporated from 1996 onwards; fertility rates are similar to those
of the medium projections; and a low degree of in-migration
(100 000 per annum) is assumed.
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f

StatsSA Causes of death 2004.
2003: Calculated from valid causes of death reports (552 825) per
1 000 estimated population. ‘Adjusted’ value takes into account that
estimated data completeness is 88.5%.
2004: Calculated from valid causes of death reports (567 448) per
1 000 estimated population. ‘Adjusted value takes into account that
estimated data completeness is 85.5%.
g StatsSA Mid-year Estimates, Census 1996 and Census 2001.
h Census 2001, and Census 2001 data as reported in SAHR 2003/04
Ch11.
i
StatsSA Mid-year Estimates.
j
Fiscal Review 2001. Calculated using provincial medical schemes
coverage (quoting October Household Survey 1999) and StatsSA
Census 2001 population.
k StatsSA GHS 2004. Calculated using provincial medical schemes
coverage from GHS 2004 and StatsSA Mid-year Estimates for 2005.
l
Medical Schemes 2002-3 and Medical Schemes 2004-5.
m Urban and Rural definition. Note that there are some differences
between Census 2001 and Census 1996 regarding the classification
of the country into urban and rural areas. This report identifies
these differences and then gives some suggestions on objective
means of measurement, as well as reclassifying EAs for purpose of
comparison between the Censuses. With the reclassification of the
1996 Census figures the national rural percentage is given as 44.9%
(compared to 46.3% originally).

n

o
p

q

r
s

SADHS 1998. Table 11 pg 19. The 1998 national TFR is considered
to be an under-estimate. The real figure is considered to be about 3.2
(see Udjo EO, Lestrade-Jefferis J. Fertility and mortality in South
Africa. {on request from StatsSA}). Differences between subgroups
show that fertility rates are correlated with education level, urban/
rural residence, province and population group [SAHR 2000 Ch 4].
CARe Fertility.
SADHS 2003 (Preliminary). This survey shows a rapid decline in
TFR, and it is necessary to explore how much is real, and how much
is due to under-reporting of births. When the very low value for
KZN is omitted the national TFR rises to 2.4. This data should be
viewed with some caution since this report is still preliminary.
StatsSA Mid-year Estimates. 2004 mid-year estimates. TFR
assumptions used in development of the current mid-year estimates.
Source includes comparison of values to other estimates.
StatsSA Mid-year Estimates. 2006 mid-year estimates.
Urban and Rural definition. Note that there are some differences
between Census 2001 and Census 1996 regarding the classification
of the country into urban and rural areas. This report identifies
these differences and then gives some suggestions on objective
means of measurement, as well as reclassifying EAs for purpose of
comparison between the Censuses. With the reclassification of the
1996 Census figures the national urban percentage is given as 55.1%
(compared to 53.7% originally).

Table 3:
Total population and population under 1 year by district
Code

District

DC44

A Nzo DM

DC12

Amathole DM

DC13

C Hani DM

DC10

Cacadu DM

407 424

410 502

9 716

NMM

N Mandela MM

1 116 378

1 126 383

26 563

DC15

O Tambo DM

1 804 907

1 812 105

42 684

DC14

Ukhahlamba DM

340 451

339 629

8 722

EC

Eastern Cape

7 039 650

7 058 853

170 730

DC20

Fezile Dabi DM

512 252

515 532

10 804

DC18

Lejweleputswa DM

761 283

758 492

11 017

DC17

Motheo DM

782 961

788 302

17 253

DC19

T Mofutsanyane DM

763 969

766 550

17 449

DC16

Xhariep DM

132 376

132 982

2 488

FS

Free State

2 952 841

2 961 858

59 011

Ekurhuleni

Ekurhuleni MM

2 476 129

2 530 204

53 671

Jhb

Johannesburg MM

3 176 946

3 240 795

76 028

CBDC2

Metsweding DM

163 932

168 468

3 036

DC42

Sedibeng DM

911 447

918 325

16 891

Tshwane

Tshwane MM

1 580 581

1 625 355

35 072

CBDC8

West Rand DM

709 808

722 647

13 239

GP

Gauteng

9 018 843

9 205 794

197 937

DC25

Amajuba DM

582 451

585 858

13 259

Durban

eThekwini MM

3 132 008

3 158 797

64 882

DC29

iLembe DM

612 139

617 391

15 429

DC43

Sisonke DM

307 774

311 021

8 508

DC21

Ugu DM

695 105

700 711

17 224

DC22

uMgungundlovu DM

980 654

987 304

18 671

DC27

Umkhanyakude DM

578 718

585 747

15 722

DC24

Umzinyathi DM

465 716

468 546

13 181

DC23

Uthukela DM

622 379

626 695

15 018

DC28

Uthungulu DM

858 223

866 816

21 145

DC26

Zululand DM

816 928

824 260

21 169

KZN

KwaZulu-Natal

9 652 095

9 733 146

224 208
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2005

2006

624 794

627 966

Population <1 year, 2006

1 861 961

1 862 482

45 413

883 735

879 786

21 367

16 265
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Code

District

2005

2006

CBDC4

Bohlabela DM

721 758

726 895

Population <1 year, 2006
18 779

DC35

Capricorn DM

1 192 992

1 195 840

29 635

CBDC3

Gr Sekhukhune DM

807 540

806 877

18 091

DC33

Mopani DM

985 568

992 145

25 479

DC34

Vhembe DM

1 282 063

1 293 444

34 199

DC36

Waterberg DM

LP

Limpopo

CBDC4 (mp)

Bohlabela DM (mp)

2 182

2 209

51

DC32

Ehlanzeni DM

952 278

961 992

21 586

DC30

G Sibande DM

905 327

910 101

20 237

CBDC3 (mp)

Gr Sekhukhune DM (mp)

226 350

226 832

5 386

CBDC2 (mp)

Metsweding DM (mp)

38 487

39 306

803

DC31

Nkangala DM

1 096 877

1 104 920

22 740

MP

Mpumalanga

3 221 501

3 245 360

70 803

DC9

Frances Baard DM

342 813

345 370

7 148

CBDC1 (nc)

Kgalagadi DM (nc)

33 507

33 019

599

DC6

Namakwa DM

114 527

115 015

1 971

DC7

Pixley ka Seme DM

183 762

184 360

3 140

DC8

Siyanda DM

227 620

230 861

5 077

NC

Northern Cape

DC37

Bojanala Platinum DM

DC39

Bophirima DM

DC38

Central DM

DC9 (nw)

Frances Baard DM (nw)

CBDC1

Kgalagadi DM

DC40
Tshwane (nw)
CBDC8 (nw)

West Rand DM (nw)

67 963

69 476

1 361

NW

North West

3 824 232

3 851 677

89 765

Cape Town

Cape Town MM

3 047 476

3 117 361

61 199

DC2

Cape Winelands DM

627 110

639 761

10 967

DC5

Central Karoo DM

61 380

62 290

1 219

DC4

Eden DM

444 324

454 568

7 790

DC3

Overberg DM

194 695

200 624

3 981

DC1

West Coast DM

271 408

278 348

4 731

WC

Western Cape

4 646 393

4 752 952

89 887

SA

South Africa

46 893 182

47 386 873

1 061 062

645 477

653 407

14 603

5 635 398

5 668 608

140 786

902 229

908 625

17 935

1 247 125

1 260 111

29 082

462 459

464 251

12 030

766 388

767 946

18 157

22 705

22 539

235

162 497

163 331

3 301

Southern DM

622 741

628 038

14 612

Tshwane MM (nw)

472 354

475 985

10 987

Source:

DHIS. Distributed via DHIS email list 20 March 2006.

Note:

Provincial and national values do differ slightly from the StatsSA mid-year estimates.
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Table 4:
Demographic indicators by ethnic group
African

Coloured

Indian/Asian

White

Other

SA

Annual population growth rate
1996 a

2.8

2.0

1.7

1.1

-

1.9

2004b

1.1

1.0

0.8

-0.4

-

0.9

Average household size (people per home)c
1996

4.7

4.7

4.3

2.9

-

4.4

2001

3.9

4.3

4.0

2.8

-

3.8

Crude death rate (deaths per 1 000 population per year)
2001 low estimated

12.6

9.0

5.6

9.0

-

11.7

2003 e

9.3

6.0

6.4

8.6

-

12.1

2004 e

9.7

6.0

6.3

7.9

-

12.2

1996

31 127 631

3 600 446

1 045 596

4 434 697

375 204

40 583 573

2001

35 416 166

3 994 505

1 115 467

4 293 640

-

44 819 778

2004

36 934 181

4 086 790

1 131 342

4 434 294

-

46 586 607

Population f

2005

37 205 700

4 148 800

1 153 900

4 379 800

-

46 888 200

2006

37 662 900

4 198 800

1 163 900

4 365 300

-

47 390 900

1996

76.7

8.9

2.6

10.9

0.9

100.0

2001

79.0

8.9

2.5

9.6

-

100.0

2006

79.5

8.9

2.5

9.2

-

100.0

Population % by ethnic groupf

Population % compositiong
2001 60+ years

6.4

6.4

7.8

15.9

-

7.3

2001 <15 years

34.0

30.8

23.5

19.0

-

32.1

2001 female

52.3

51.9

51.1

51.5

-

52.2

2001 female 60+

63.8

58.9

57.3

56.7

-

61.7

Public sector dependent population (calculated using OHS/GHS medical scheme coverage)
2001 OHSh

31 756 679

3 044 931

788 586

1 459 655

202 847

37 252 698

2005 GHSi

34 526 890

3 385 421

738 496

1 327 079

-

39 922 438

1998 SADHSj

3.1

2.5

-

1.9

-

2.9

2001 CARe k

3.0

2.4

2.0

1.8

-

2.8

2003 SADHSl

2.1

2.3

1.6

-

-

2.0

2004 StatsSA m

2.9

2.4

1.9

1.7

-

2.8

2006 StatsSA n

2.9

2.3

1.9

1.7

-

2.7

Total fertility rate

a
b
c
d

e

f

g
h

StatsSA Mid-year Estimates. Growth rates are for 1996-2002.
StatsSA Mid-year Estimates. For 2004-2005. 2005 mid-year
estimates.
Census 1996 and Census 2001.
IFR Projections 1999. Fig 4.5 pg 165. Estimated for 1996-2001.
Low population projections: The impact of HIV/AIDS epidemic is
incorporated from 1996 onwards; fertility rates are similar to those
of the medium projections; and a low degree of in-migration (100
000 per annum) is assumed.
StatsSA Causes of death 2004. Calculated from valid causes of
death reports (552 825) per 1 000 estimated population. Note
that estimated data completeness is 88.5% for 2003 and 85.5% for
2004. In addition the CDR for each ethnic group is lower than the
SA estimate since over 25% of the deaths were ‘unspecified’ with
respect to ethnic group. Therefore these values for CDR should not
be quoted as the actual CDR, but provide some insight as to the
possible level of mortality.
Census 1996, Census 2001 and StatsSA Mid-year estimates.
Preliminary independent demographic analyses of the Census
2001 report suggest that the final figures probably reflect an
underestimate of the white population.
Census 2001, and Census 2001 data as reported in SAHR 2003/04
Ch11.
Fiscal Review 2001. Calculated using racial medical schemes
coverage (quoting October Household Survey 1999) and StatsSA
population estimates for 2001 (without AIDS).
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i

StatsSA GHS 2004. Calculated using ethnic group medical schemes
coverage from GHS 2004 and StatsSA Mid-year Estimates for 2005.
j
SADHS 1998.
k CARe Fertility.
l
SADHS 2003 (Preliminary). The number of White women
interviewed was too small to provide a reliable measure of the TFR.
This survey shows a rapid decline in TFR, and it is necessary to
explore how much is real, and how much is due to under-reporting
of births. This data should be viewed with some caution since this
report is still preliminary.
m StatsSA Mid-year Estimates. 2004 mid-year estimates.
n StatsSA Mid-year Estimates. 2006 mid-year estimates.
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Socio-Economic Indicators
The Global Health Watch 2005-2006 opens with
this observation: “Today’s global health crisis reflects
widening inequalities within and between countries.
As the rich get richer and the poor get poorer, advances
in science and technology are securing better health
and longer lives for a small fraction of the world’s
population. Meanwhile children die of diarrhoea for
want of clean water, people with AIDS die for want
of affordable medicines, and poor people in all regions
are increasingly cut off from the political, social
and economic tools they can use to create their own
health and well-being.” The same can still be said, on
a country level, of South Africa. Poverty remains the
major blight on public health. Deprivation is, however,
“concentrated in specific areas within the country
and is correlated with ill-health” [Health Policy Plan
17 Suppl (30-9)]. This paper also noted that a single
measure – lack of access to piped water – could be a
useful and sensitive indicator of deprivation.
The World Development Report 2006 (Equity
and Development) uses the example of two South
African children, born into different circumstances,
to show how these circumstances may affect their
lives and health. It also notes the difficulties inherent
in measuring economic status: “An ideal measure
of economic well-being for assessing inequality will
capture an individual’s long-term economic status. But
it is difficult to produce such a comprehensive indicator
accurately. In practice, it is common to work with
measures of current income or consumption compiled
from household survey data. While consumption and
income inequality are expected to correlate reasonably
well with long-term wellbeing, it is unclear exactly
how well they actually do. And different measures of
economic welfare – based on income, consumption,
or wealth – can yield quite different assessments of
inequality.” Equally importantly, the report points
to the inter-relatedness of socio-economic status and
health: “Economic well-being can also contribute to
improved education outcomes and better health care.
In turn, good health and good education are typically
important determinants of economic status.”
A new StatsSA publication [StatsSA Indices of
Deprivation] has produced Provincial Indices of
Multiple Deprivation (PIMD), based on Census 2001

data, in order to identify the areas of greatest need
within each province. The report focuses on 5 domains
of deprivation:
✦ Income and Material deprivation;
✦ Employment deprivation;
✦ Health Deprivation – identifies areas with relatively
high rates of people who die prematurely – years of
potential life lost;
✦ Education deprivation;
✦ Living environment deprivation.
This fits with a sense of the multi-dimensionality of
poverty, not being merely a “lack of income but denial
of opportunities and choices most basic to human
development to lead a long, healthy, creative life and to
enjoy a decent standard of living”.
The data provided in this section need to be understood
in relation to South Africa’s progress in implementing
the primary health care approach. Fundamental to the
1978 Alma Ata Declaration was the recognition that
the goal of ‘Health for All’ could only be achieved
by addressing the underlying social, economic and
environmental determinants of health, in addition to
improving health care services. Those interested in
learning more about how the social, economic and
environmental determinants of health can be tackled
by a strong public sector response, but also about how
such efforts are hampered by constraints on public
expenditure and the increasing commercialisation of
basic services (including water and education), should
access the Global Health Watch 2005-2006. This
‘alternative world health report’ aims to be a regular
publication and ‘call for action’. Detailed arguments
about inequality and human development can also be
accessed in the Human Development Report 2005.
A more local focus can be found in the AfroBarometer
Briefing Paper 13, entitled “Lived Poverty in South
Africa”. The report noted that “despite ten years of
massive investment in development infrastructure,
many South Africans continue to experience daily
poverty”. Other findings from their survey, conducted
in 2004, included:
✦ 43% of all South Africans, 18 years and older,
reported that they “went without” food at least
once in the past year;
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✦ 36% reported that they went without clean water;
✦ 40% experienced at least periodic shortages of fuel
for cooking or home heating;
✦ 43% experienced at least periodic shortages of
medicine or medical treatment;
✦ 45% experienced at least periodic shortages of
electricity; and
✦ 60% experienced at least periodic shortages of a
cash income.
Importantly, the latest Afrobarometer survey showed
that gains made between 2000 and 2002 had been lost
again by 2004. While the report noted that African
citizens still faced the highest levels of lived poverty, it
did record a sharp rise in experienced food and other
shortages amongst White South Africans (from 1 to
8%). It cautioned, however, that “the results of the two
surveys is not larger than their respective margins of
sampling error, given the smaller sample size of this
sub-group”. This is a common feature of many surveys
and must always be borne in mind when comparing
data for smaller groups. The report also stated that “a
person’s residential location seems to have as large an
impact in shaping experienced shortages as race”. The
example quoted to back this statement is that a greater
proportion of respondents in Mpumalanga (21%) and
North West (20%) report going without sufficient food
than in the Free State (8%) and KwaZulu-Natal (5%),
despite these being provinces in which the population
is largely African. These data should thus be treated
with some caution.
Unemployment figures remain a contested area.
The StatsSA Labour Force Survey was published in
September 2005. The key findings were reported as
follows:
✦ “The unemployment rate remained virtually
unchanged at 26.7% in September 2005, as against
26.2% in September 2004, due to the growth in the
numbers of both employed and the unemployed.”
✦ “According to the Survey, 658 000 jobs were
created between September 2004 and September
2005. There was also an increase in the number of
people actively seeking employment, accompanied
by a fall in the numbers of discouraged workseekers who did not actively seek employment in
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the month prior to September 2005. The number
of discouraged work-seekers declined from 3.9
million in September 2004 to 3.3 million in
September 2005. Over 600 000 people shifted
from being discouraged to actively seeking work or
being employed.”
How this may affect different parts of the country can
be gauged from these two statements:
✦ “In the year to September 2005, agricultural
employment continued a downward trend but this
was more than offset by employment gains in trade
(which increased by 482 000 jobs), finance (up
148 000) and construction (up 111 000).”
✦ “Over a longer period, from September 2001 to
September 2005, job gains in the labour market
were over 1 million (1 120 000), of which 960 000
were in the non-agricultural formal sector.”
In keeping with the focus of the Review, the following
graphs from the ‘Stages in the life cycle of South
Africans’ report show how poverty is affecting infants,
using access to piped water and toilet facilities as
indicators.
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Figure 3:
Access to main water source for infants (0-4) by province, 2001
100

Percentage

80
60
40
20
0
EC

KZN

LP

NW

MP

FS

NC

GP

WC

SA

Piped water inside dwelling/in yard

Piped water less than 200m from dwelling

Piped water more than 200m from dwelling

No access to piped water

Source:

StatsSA Stages 2001.

Note:

Just under half of the infants living in EC did not have access to piped water, decreasing with each successive province to only two in
every hundred infants in WC.

Figure 4:
Access to sanitation for infants (0-4) by province, 2001
100

Percentage

80
60
40
20
0
LP

EC

MP

NW

KZN

FS

NC

GP

None

Bucket toilet

Pit latrine without ventilation

Pit latrine with ventilation (VIP)

WC

SA

Flush or chemical toilet

Source:

StatsSA Stages 2001.

Note:

Only 12.5% of infants in LP were living where there was access to a flush or chemical toilet, compared to 85.4% in WC.
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Table 5:
Socio-economic indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

1996 a

83.5

56.4

42.0

68.2

92.4

68.3

62.3

2001b

75.7

55.4

38.1

64.8

81.8

64.6

56.4

63.5

52.4

64.4

57.0

48.2

58.7
19.3

Age dependency ratio

Education level (percentage of population aged 20 years and above with no schooling)
1996 no schoolinga

20.9

16.1

9.5

22.9

36.9

29.4

21.7

22.7

6.7

2001 no schooling c

22.8

16.0

8.4

21.9

33.4

27.5

18.2

19.9

5.7

17.9

2001 no schooling 60+b

48.7

40.2

20.0

48.1

74.2

66.0

34.0

45.2

11.8

42.9

2005 no schoolingd

13.2

9.2

3.9

11.4

18.8

17.7

12.2

14.1

3.4

10.3
5 916

GDP per capita (PPP US$)
1996 e

2 856

5 185

11 862

4 563

2 019

6 105

6 513

3 509

9 381

1996 rurale

-

-

-

-

-

-

-

-

-

2 314

1996 urbane

-

-

-

-

-

-

-

-

-

9 023

2003 f

-

-

-

-

-

-

-

-

-

10 346

1996 e

0.643

0.671

0.771

0.658

0.629

0.657

0.679

0.608

0.762

0.688

1999 g

-

-

-

-

-

-

-

-

-

0.702

2000 h

-

-

-

-

-

-

-

-

-

0.695

2001i

-

-

-

-

-

-

-

-

-

0.684

2002j

-

-

-

-

-

-

-

-

-

0.666

2003 f

-

-

-

-

-

-

-

-

-

0.658

1999 g

-

-

-

-

-

-

-

-

-

94

2000 h

-

-

-

-

-

-

-

-

-

107

2001i

-

-

-

-

-

-

-

-

-

111

2002j

-

-

-

-

-

-

-

-

-

119

2003 f

-

-

-

-

-

-

-

-

-

120

Human development index

Human development index rank

Percentage of households by type of housing c
2001 formal

47.3

62.9

65.6

56.6

70.7

67.3

80.2

68.6

78.4

63.8

2001 informal

11.0

26.1

23.9

10.8

6.6

16.0

12.5

22.3

16.2

16.4

3.6

3.8

9.2

4.7

3.0

3.8

3.8

3.8

3.2

5.0

38.1

7.2

1.3

27.9

19.7

12.9

3.5

5.3

2.2

14.8

2001 other
2001 traditional

Percentage of households using electricity for cooking
1996 a

23.2

42.0

72.9

45.8

19.5

35.6

52.4

33.8

76.5

47.1

2001c

27.8

47.0

73.2

48.3

25.0

40.0

59.0

44.6

78.8

51.4

2005 d

37.2

61.4

80.7

61.8

33.6

46.7

69.5

57.2

87.2

61.3

Percentage of households with access to piped water
2001c

62.4

95.7

97.5

73.2

78.0

86.7

96.6

86.2

98.3

84.5

2005 d

65.4

95.2

96.9

79.4

72.3

83.9

95.5

85.2

98.3

84.9

Percentage of households with no toilet
1996 a

29.1

8.8

2.5

15.2

21.1

8.7

10.7

6.3

5.4

12.4

2001c

30.8

9.7

3.6

16.2

23.3

10.3

11.2

9.6

7.7

13.6

2005 d

27.3

4.3

4.4

12.5

14.9

8.6

6.2

7.0

7.0

10.9

Percentage of households with telephone (telephone in dwelling or a cellphone)
1996 a

15.6

22.9

45.3

26.9

7.4

18.2

30.8

16.8

55.2

28.6

1999 k

-

-

-

-

-

-

-

-

-

33.7

2001c

29.0

35.3

56.1

39.0

28.0

37.9

41.8

34.5

63.1

42.4

2005 d

-

-

-

-

-

-

-

-

-

64.6

66.5

28.4

13.1

46.8

62.6

44.1

19.9

38.2

7.5

40.0
28.2

Poverty prevalence
1998 l

Unemployment rate (official definition)m
2003

31.8

28.6

28.2

31.3

30.6

25.0

27.5

29.4

20.6

2004

32.5

26.1

28.2

32.2

30.8

25.7

22.3

30.4

16.9

27.8

2005

29.9

30.2

22.8

32.8

30.1

26.9

24.7

27.4

18.9

26.7

a
b
c
d

Census 2006.
Census 2001. Calculation reported in SAHR 2003/04 Ch11.
Census 2001.
StatsSA GHS 2005.
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e
f
g
h

StatsSA HDI 2001.
Human Development Report 2005.
Human Development Report 2001.
Human Development Report 2002.
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i
j
k
l

Human Development Report 2003.
Human Development Report 2004.
StatsSA OHS. Table 6.12 OHS 1999.
Chronic Diseases in SA. Table 2.6. 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.
m StatsSA Labour Force Survey. September 2003, March 2004 and
September 2005.

Table 6:
Socio-economic indicators by ethnic group
African

Coloured

62.2

53.4

Indian/Asian

White

Other

SA

43.1

-

58.7
19.3

Age dependency ratio
2001a

39.2

Education level (percentage of population aged 20 years and above with no schooling)
1996 no schoolingb

24.3

10.2

6.5

1.2

-

2001 no schooling c

22.3

8.3

5.3

1.4

-

17.9

2001 no schooling 60+a

58.3

22.7

22.0

2.4

-

42.9

2005 no schoolingd

12.9

5.0

2.6

-

-

10.3

2001 formal

55.5

85.7

92.7

95.1

-

63.8

2001 informal

20.4

7.4

1.1

0.5

-

16.4

5.5

4.1

4.8

3.3

-

5.0

18.7

2.8

1.4

1.1

-

14.8

1996b

30.4

75.5

97.7

97.2

68.1

47.1

2001c

39.3

82.3

97.1

96.6

-

51.4

2005d

51.3

-

-

-

-

61.3

2001c

80.3

97.6

99.2

99.3

-

84.5

2005d,e

81.2

-

-

-

97.6

84.9

1996b

16.4

5.1

0.2

0.1

7.1

12.4

2001c

16.9

6.0

0.8

0.7

-

13.6

2005d

-

-

-

-

-

10.9

Percentage of households by type of housing c

2001 other
2001 traditional
Percentage of households using electricity for cooking

Percentage of households with access to piped water

Percentage of households with no toilet

Percentage of households with telephone (telephone in dwelling or a cellphone)
1996b

11.3

43.4

76.9

88.5

49.7

28.6

1999f

19.4

50.2

82.5

87.5

-

33.7

2001c

31.1

54.4

87.1

95.2

-

42.4

2005d

58.2

68.6

87.9

96.8

-

64.6

2003

37.4

22.9

18.7

6.2

-

28.2

2004

33.5

17.7

17.0

5.0

-

27.8

2005

31.5

22.4

15.8

5.0

-

26.7

Unemployment rate (official definition)g

a
b
c
d
e
f
g

Census 2001. Calculation reported in SAHR 2003/04 Ch11.
Census 1996.
Census 2001.
StatsSA GHS 2005.
Insufficient data to calculate for other race groups.
StatsSA OHS. Table 6.12 OHS 1999.
StatsSA Labour Force Survey. September 2003, March 2004 and
September 2005.
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Health Status Indicators
Child Health
The graphic representation below explains the
often confusing and overlapping measures of child
mortality.
Still
births

Early neonatal
deaths

>28 weeks
gestation

Late neonatal
deaths

Post-neonatal
deaths

Child
deaths

Birth ➜ end of 8th day ➜ end 28th day ➜ end 1st year ➜ end
the 7th day
of 27th day
of 365th day
of 4th year

Perinatal
Mortality
Neonatal
Mortality

Post-neonatal
Mortality

Infant
Mortality

Child
Mortality

Under-5
Mortality

A key element in the national DoH strategic approach
to child health is the implementation of the integrated
management of childhood illnesses (IMCI) strategy.
The 2006-2009 strategic plan reported that this
had been extended “to all 53 health districts during
2004/05”, including that “almost 60%” of public health
workers who managed children were IMCI trained.
Other targets dealt with school health services, the
provision of nutrition supplements and immunisation
coverage [DoH Stratplan 2006-09].
District-level immunisation data are presented. These
are well-known to be subject to the effects of crossboundary flows. Combining data from adjoining areas
can result in more reasonable figures (Calle Hedberg
email to DHIS list 11 November 2005), as has been
shown for adjoining parts of the Northern Cape and
North West, Eastern Cape and KwaZulu-Natal. Only
Gauteng and the Western Cape have managed to
include immunisation data from the private sector.
The SADHS 2003 showed that only 7.9% of children
under five years were reported to have had diarrhoea in
the two weeks before the survey, compared to 13.2% in
1998. On a positive note, it also reported that “almost
two-thirds of these children were treated with some
sort of oral rehydration therapy (ORT)”. Roughly equal
numbers were reported to have received oral rehydration
salt solution (ORS) or a home solution. Less positively,
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the SADHS 2003 showed that supplementation of
breast milk started early in SA, with only 12% of
babies under 4 months being exclusively breastfed. In
addition, nearly 40% of babies under four months of
age were bottle fed.
Critically, the SADHS data on mortality came with
a warning: “due to the high level of sampling errors
associated with childhood mortality rates, the data
should be viewed with caution”. Caution is also suggested
when comparing child mortality figures derived from
the DHIS (public sector facilities only) and the StatsSA
causes of death reports (population-based, but subject
to an unknown level of under-reporting).
Child mortality indicators are important in monitoring
the outcome of public health interventions, yet the
various data sources yield quite a range of uncertainty
and in most cases are not available at a disaggregated
level. Therefore some assessment of data from the
StatsSA Causes of death data and DHIS were
attempted. The DHIS is the only data source that will
provide indicators below provincial level, as even the
StatsSA data has not been released with any geographic
identifiers. It should be noted that the DHIS data are
facility based i.e. only cover deaths and births occurring
in facilities (mostly public sector) whereas the StatsSA
data are population based (death reports for the whole
country). It should also be noted that while completeness
of total death forms estimated at 88.5% and 85.5% for
2003 and 2004, under-reporting of children’s deaths
is said to be higher than for adult deaths. However
calculations based on these data should at least provide
a minimum estimate for child mortality indicators.
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health and related indicators

Table 7:
Comparison of selected child mortality indicators
2001

2002

2003

2004

StatsSA

14 611

15 444

DHIS

19 467

20 174

StatsSA

1.4

1.4

DHIS

2.8

2.5

31 202

33 180

26 860

30 358

29.4

30.7

38.4

38.2

2005

No. stillbirths
21 096

Stillbirth rate (% of total births)
2.5

No. of perinatal deaths
23 538

StatsSA

27 929

DHIS

29 559

PMR (perinatal deaths per 1 000 total births)
22.7

StatsSA

26.9

DHIS

34.9

Deaths under 1 year
StatsSA

29 811

34 338

38 242

40 604

28.8

33.1

36.5

38.1

41 034

46 380

51 627

56 305

39.6

44.7

49.3

52.8

1 036 149

1 037 015

1 046 990

1 065 603

1 061 601

1 081 047

699 108

795 563

IMR (deaths under 1 year per 1 000 live births)
StatsSA
Deaths under 5 years
StatsSA
U5MR (deaths under 5 per 1 000 live births)
StatsSA
Denominators
Population-based estimates (for StatsSA indicators)
Live births (Pop <1x1.04 as a proxy)
Total births (live births + stillbirths)
Facility based estimates (for DHIS indicators)
Total births (in facility)

847 514

Source:

DHIS June 2006, StatsSA Causes of Death 2003, StatsSA Causes of Death 2004.

Note:

StatsSA indicators calculated using DHIS population under 1 multiplied by a factor to estimate live births. Total births obtaining by
adding stillbirths.
DHIS indicators on other hand are calculated using data in the system as to the total number of births.
There is no DHIS comparator for U5MR because data for deaths under 5 are not yet collected comprehensively.

Two other reports on child health have been published
recently – the ‘South African Child Gauge’ and the
‘Children Count – Abantwana babalulekile’ publication
by the Children’s Institute
(www.childrencount.ci.org.za).’
Internationally, the UNICEF publication ‘State of
World’s Children 2006’ provides a much-needed focus
on those “excluded and invisible” [SWChildren 2006].

385

Table 8:
Child health indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Mortality indicators
Stillbirth ratea (% of total births that are stillbirths)
2003 District Hospitals

-

-

-

-

-

-

-

-

-

3.1

2003 Regional Hospitals

-

-

-

-

-

-

-

-

-

4.0

2003 National Central Hosp

-

-

-

-

-

-

-

-

-

6.2

Perinatal mortality rate (perinatal deaths per 1 000 live births)
2000b

-

-

32.1

-

-

-

-

-

18.4

40.0

2002c

35.0

40.3

37.0

35.0

29.0

30.0

32.0

43.3

20.2

-

Low birth weight rate (% of live births <2500g)
1998d

-

-

-

-

-

-

-

-

-

15.0

2002c

15.0

18.7

19.2

18.2

13.8

14.1

22.0

14.4

17.6

-

2.32

2.12

2.30

1.45

3.00

1.15

19.8

Perinatal care index (perinatal mortality rate / low birth weight rate)
2002c

2.32

2.16

1.90

Neonatal death rate (NNDR) (neonatal deaths per 1 000 live births)
1998e

24.7

9.9

17.8

23.2

18.3

23.6

20.5

20.0

4.0

2002c

14.0

10.4

12.1

10.4

12.0

9.0

9.0

11.5

5.0

-

2003f

11.9

33.0

24.2

22.6

19.9

21.5

18.4

26.9

5.4

15.0

2003 femalef

-

-

-

-

-

-

-

-

-

13.6

2003 malef

-

-

-

-

-

-

-

-

-

26.0

2003 ruralf

-

-

-

-

-

-

-

-

-

18.6

2003 urbanf

-

-

-

-

-

-

-

-

-

20.4

Post-neonatal mortality rate (post-neonatal deaths per 1 000 live births)
1998e

36.5

26.9

18.5

28.9

18.9

23.6

21.3

16.8

4.4

25.6

2003f

56.4

15.1

9.3

7.8

14.2

18.9

10.3

35.0

38.1

27.5

2003 ruralf

-

-

-

-

-

-

-

-

-

25.5

2003 urbanf

-

-

-

-

-

-

-

-

-

21.2
17.0

Infant mortality rate (deaths under 1 year per 1 000 live births)
1998 highest asset quintileg

-

-

-

-

-

-

-

-

-

1998 lowest asset quintileg

-

-

-

-

-

-

-

-

-

61.6

61.2

53.0

36.3

52.1

37.2

47.3

41.8

42.0

30.0

45.0

1998 rurale

-

-

-

-

-

-

-

-

-

52.2

1998 urbane

-

-

-

-

-

-

-

-

-

32.6

2000i

70.9

61.8

44.4

68.4

51.6

58.9

46.4

55.2

31.7

59.1

2003f

42.5

1998 revisedh

68.3

48.1

33.5

30.4

34.1

40.5

28.7

61.9

43.5

2003 ruralf

-

-

-

-

-

-

-

-

-

44.1

2003 urbanf

-

-

-

-

-

-

-

-

-

41.6

2004j

-

-

-

-

-

-

-

-

-

43.0

2005j

-

-

-

-

-

-

-

-

-

53.6

62.0

58.0

37.0

62.0

37.0

53.0

34.0

44.0

26.0

48.0

2006 ASSA2003k

Child mortality (deaths between 1-4 years per 1 000 live births)
1998e

20.5

19.0

9.3

23.6

15.7

17.3

14.3

14.0

9.0

15.4

2003f

11.6

21.1

9.4

3.0

10.1

12.3

10.6

15.3

13.6

15.8

2003 ruralf

-

-

-

-

-

-

-

-

-

12.3

2003 urbanf

-

-

-

-

-

-

-

-

-

10.3
61.0

Under 5 mortality rate (deaths under 5 years per 1 000 live births)
1998 revisedh

80.5

72.0

45.3

74.5

52.3

63.7

55.5

56.0

39.0

1998 rurale

-

-

-

-

-

-

-

-

-

71.2

1998 urbane

-

-

-

-

-

-

-

-

-

43.2

2000i

105.0

99.0

74.6

116.4

80.7

99.8

68.1

88.5

46.3

94.7

2003f

79.1

68.2

42.6

33.2

43.9

52.2

39.1

76.3

56.5

57.6

2003 ruralf

-

-

-

-

-

-

-

-

-

55.9

2003 urbanf

-

-

-

-

-

-

-

-

-

51.4

2004 WHRl

-

-

-

-

-

-

-

-

-

67.0

2005j
2006 ASSA2003k
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-

-

-

-

-

-

-

-

-

72.1

91.0

89.0

61.0

97.0

57.0

82.0

51.0

69.0

39.0

73.0
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Other child health indicators
Diarrhoea incidence <5 years per 1 000 children under 5
1998m

275.6

197.5

204.0

386.3

316.8

351.5

225.7

264.7

214.8

286.4

2000n

-

71.8

66.1

173.3

180.0

120.1

-

272.5

91.5

144.8

1998 4-6 monthse

-

-

-

-

-

-

-

-

-

1.2

1998 <3 monthse

-

-

-

-

-

-

-

-

-

10.4

2003 4-6 monthsf

-

-

-

-

-

-

-

-

-

1.5

2003 <4 monthsf

-

-

-

-

-

-

-

-

-

11.9

Exclusive breastfeeding rate

Note:

a
b

c
d

e
f
g
h

Provincial values for some indicators that are derived from DHIS data are included in the tables by district (see later).

i
j
k
l
m

DHIS. Data from Hospital Minimum Data Set, reported in SAHR
2003/04.
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.
Saving Babies 2002.
SWChildren 2006. Based on SADHS 1998 but adjusted since figure
reported was 8.3% with birthweight unknown for one third of
deliveries.
SADHS 1998.
SADHS 2003 (Preliminary).
World Development Report 2006. Based on SADHS 1998.
SAHR 2000 Ch4. Table 4 pg 99. Comparison of the provincial
estimates from different sources revealed that the SADHS 1998
estimates for three provinces required some adjustment.

n

Burden of Disease Prov 2000.
StatsSA Mid-year Estimates.
ASSA 2003.
World Health Report 2006. Range of uncertainty 57-78.
DHIS Dec 2001. Data calculated from percentage of children
with diarrhoea in previous 2 weeks reported in SADHS 1998 to
approximate an annual incidence.
DHIS. Data extracted January 2003. 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.

Table 9:
Child indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

Neonatal death rate (NNDR) (neonatal deaths per 1 000 live births)
1998a

20.6

9.6

-

-

19.8

2003b

22.5

6.0

21.1

-

15.0

Infant mortality rate (deaths under 1 year per 1 000 live births)
1998 revisedc

47.0

18.8

-

11.4

45.0

2003b

45.0

41.1

24.8

-

42.5

Child mortality (deaths between 1-4 years per 1 000 live births)
1998a

17.4

9.6

-

-

15.4

2003b

9.8

18.2

9.9

-

15.8

Under 5 mortality rate (deaths under 5 years per 1 000 live births)
1998 revisedc

63.6

28.2

-

15.3

61.0

2003b

54.4

58.6

34.4

-

57.6

a
b
c

SADHS 1998.
SADHS 2003 (Preliminary).
SAHR 2000 Ch4. Based on SADHS 1998.
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Table 10:
Perinatal health indicators by district, 2003-2005
Low birth weight rate

Perinatal mortality
rate in facility

Stillbirth rate

Code

District

2003

2004

2005

2003

2004

2005

2003

2004

DC44

A Nzo DM

7.9

8.9

8.1

2.8

2.5

2.9

46.9

41.4

2005
50.1

DC12

Amathole DM

5.8

10.2

12.5

2.5

2.6

2.6

40.1

36.3

36.2

DC13

C Hani DM

9.1

17.9

13.4

2.7

2.1

1.9

37.1

29.4

23.0

DC10

Cacadu DM

21.9

21.3

19.6

2.8

3.0

2.7

41.6

42.7

36.6

NMM

N Mandela MM

16.5

15.5

15.3

3.0

3.3

6.2

40.9

45.3

103.3

DC15

O Tambo DM

7.8

6.1

8.9

3.6

3.6

4.1

52.5

52.8

60.7

DC14

Ukhahlamba DM

9.7

9.0

9.4

3.2

2.8

2.7

50.4

41.5

45.1

EC

Eastern Cape

10.5

11.5

12.1

3.0

2.9

3.3

44.0

42.4

49.2

DC20

Fezile Dabi DM

0.5

0.2

5.8

3.4

3.0

2.8

38.3

37.2

32.9

DC18

Lejweleputswa DM

0.8

1.0

6.7

3.9

4.3

3.3

51.6

57.0

44.0

DC17

Motheo DM

3.1

2.8

8.1

3.6

5.0

3.1

44.9

60.7

40.2

DC19

T Mofutsanyane DM

0.8

0.8

7.0

3.0

3.7

2.9

43.7

52.6

40.4

DC16

Xhariep DM

1.6

1.7

9.2

2.0

2.2

2.5

28.4

32.5

34.8

FS

Free State

Ekurhuleni

Ekurhuleni MM

Jhb

Johannesburg MM

CBDC2

Metsweding DM

DC42

Sedibeng DM

Tshwane
CBDC8

1.4

1.4

7.1

3.4

3.9

3.0

44.4

51.8

39.7

10.2

6.7

3.9

2.9

2.5

2.3

43.4

34.1

36.4

5.2

2.3

2.0

2.5

2.0

1.9

31.8

29.3

29.1

-

-

-

-

-

-

-

-

-

27.5

10.8

3.9

2.6

2.7

2.2

35.8

33.1

29.3

Tshwane MM

3.1

2.0

1.4

2.7

2.3

2.2

32.3

26.0

31.8

West Rand DM

5.8

5.4

6.3

2.7

2.7

2.0

37.0

48.6

35.1

GP

Gauteng

8.4

4.5

3.0

2.7

2.3

2.1

36.1

32.0

32.2

DC25

Amajuba DM

5.0

9.8

5.6

4.2

4.0

4.6

58.8

51.7

49.6

Durban

eThekwini MM

6.3

8.9

4.5

5.0

3.0

3.1

65.3

39.6

40.1

DC29

iLembe DM

6.9

0.3

0.0

3.7

3.1

3.2

51.4

44.6

46.0

DC43

Sisonke DM

3.8

0.1

0.2

2.7

2.5

1.8

39.9

41.8

38.1

DC21

Ugu DM

5.9

8.7

4.7

3.5

2.9

2.7

47.7

35.4

33.3

DC22

uMgungundlovu DM

7.3

3.9

7.3

3.2

3.6

3.2

37.7

40.1

42.8

DC27

Umkhanyakude DM

6.0

5.0

6.5

3.2

2.9

2.0

42.9

39.8

26.7

DC24

Umzinyathi DM

5.6

0.1

0.1

3.4

2.3

2.4

42.4

29.5

33.2

DC23

Uthukela DM

7.2

1.4

9.2

3.9

3.0

2.3

48.4

41.7

31.4

DC28

Uthungulu DM

9.7

13.2

5.3

3.1

2.9

2.4

45.5

40.0

33.5

DC26

Zululand DM

7.0

0.5

0.4

3.6

4.6

6.7

50.4

60.0

73.7

KZN

KwaZulu-Natal

6.6

6.2

4.4

3.8

3.1

3.1

50.7

41.3

40.3

CBDC4

Bohlabela DM

1.7

6.7

3.0

2.7

2.3

2.1

44.5

37.7

45.2

DC35

Capricorn DM

0.4

11.2

5.5

2.8

2.7

2.5

41.4

39.1

38.0

CBDC3

Gr Sekhukhune DM

1.8

2.8

6.8

3.3

2.8

2.8

51.1

DC33

Mopani DM

10.3

11.5

4.6

2.9

2.3

2.4

43.5

38.1

35.3

DC34

Vhembe DM

26.0

DC36

Waterberg DM

LP

Limpopo

CBDC4 (mp)

Bohlabela DM (mp)

DC32

Ehlanzeni DM

DC30

G Sibande DM

1.9

CBDC3 (mp)

Gr Sekhukhune DM (mp)

0.0

CBDC2 (mp)

Metsweding DM (mp)

-

DC31

Nkangala DM

3.6

MP

Mpumalanga

6.5

5.8

DC9

Frances Baard DM

20.0

19.5

CBDC1 (nc)

Kgalagadi DM (nc)

12.6

11.5

8.8

2.3

1.4

2.4

DC6

Namakwa DM

21.2

21.6

18.7

1.9

2.0

3.5

DC7

Pixley ka Seme DM

24.7

29.7

14.4

4.1

2.4

1.3

59.1

DC8

Siyanda DM

32.3

27.3

17.3

4.2

4.6

2.7

61.6

58.1

36.1

NC

Northern Cape

23.2

22.6

15.3

3.3

3.1

2.5

45.4

42.9

32.6
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40.4

2.0

1.8

2.6

2.8

2.3

1.8

48.3

38.4

14.9

11.4

5.2

2.9

2.6

2.2

42.2

38.9

31.4

4.6

7.1

4.4

2.9

2.5

2.3

45.0

38.5

35.4

-

-

-

-

-

-

-

-

-

13.5

14.1

11.4

2.6

2.2

2.5

36.2

30.1

34.8

1.1

1.0

3.2

3.2

3.0

47.3

45.8

42.6

0.2

3.8

3.1

2.5

2.0

48.9

43.1

32.7

-

-

-

-

-

-

-

-

2.0

5.9

3.6

3.6

6.5

48.4

50.8

73.6

6.4

3.1

2.8

3.6

43.7

41.0

46.1

15.1

2.9

3.0

2.6

36.9

40.6

33.0

27.0

24.3

30.3

32.8

48.6

37.7

34.8

22.9
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Low birth weight rate

Perinatal mortality
rate in facility

Stillbirth rate

Code

District

2003

2004

2005

2003

2004

2005

2003

2004

2005

DC37

Bojanala Platinum DM

2.5

2.2

2.8

0.6

0.5

0.4

6.6

5.3

5.2

DC39

Bophirima DM

3.9

3.5

3.0

0.6

0.4

0.4

5.8

5.3

4.9

DC38

Central DM

3.3

3.5

3.7

0.4

0.6

0.4

4.5

6.7

5.9

DC9 (nw)

Frances Baard DM (nw)

12.3

10.1

12.6

1.9

0.5

0.8

19.5

5.3

10.6

CBDC1

Kgalagadi DM

2.7

0.9

1.3

1.5

0.4

0.5

14.7

3.5

6.7

DC40

Southern DM

0.4

1.1

3.1

0.1

0.1

0.2

1.0

1.5

3.2

3.7

4.5

4.7

0.6

0.5

0.4

5.5

5.0

4.3

-

-

-

-

-

-

-

-

-

2.7

2.6

3.3

0.5

0.4

0.4

5.4

4.9

5.0

Tshwane (nw)

Tshwane MM (nw)

CBDC8 (nw)

West Rand DM (nw)

NW

North West

Cape Town

Cape Town MM

14.2

14.2

15.1

1.6

1.9

1.9

21.3

26.8

25.4

DC2

Cape Winelands DM

18.9

17.0

16.7

2.3

2.1

1.8

28.2

25.7

23.4

DC5

Central Karoo DM

22.9

22.8

21.9

1.4

2.0

1.6

30.6

38.0

30.2

DC4

Eden DM

17.8

16.9

16.5

2.0

1.7

2.2

23.7

21.9

27.1

DC3

Overberg DM

15.2

17.1

13.2

1.6

3.3

1.6

20.6

37.5

23.2

DC1

West Coast DM

16.4

15.3

15.0

2.2

2.0

1.9

29.6

26.3

27.0

WC

Western Cape

15.5

15.1

15.5

1.8

2.0

1.9

23.1

26.6

25.4

SA

South Africa

7.9

7.3

6.6

2.8

2.5

2.5

38.4

38.2

34.9

Source:

DHIS June 2006.

Note:

Low birth weight rate: Percentage of live births under 2 500g.
Stillbirth rate: Percentage of total births that are stillbirths.
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.
Data for low birth weight rate appear very low with reasonable figures only in NC and WC.
North West data for stillbirth rate and perinatal mortality rate are also very low, probably due to data errors/missing data.
= suppressed.
-

= no data.

389

390

Amathole DM

C Hani DM

Cacadu DM

N Mandela MM

O Tambo DM

Ukhahlamba DM

Eastern Cape

Fezile Dabi DM

Lejweleputswa DM

Motheo DM

T Mofutsanyane DM

Xhariep DM

Free State

Ekurhuleni MM

Johannesburg MM

Metsweding DM

Sedibeng DM

Tshwane MM

West Rand DM

Gauteng

Amajuba DM

eThekwini MM

iLembe DM

Sisonke DM

Ugu DM

uMgungundlovu DM

Umkhanyakude DM

Umzinyathi DM

Uthukela DM

Uthungulu DM

Zululand DM

KwaZulu-Natal

DC12

DC13

DC10

NMM

DC15

DC14

EC

DC20

DC18

DC17

DC19

DC16

FS

Ekurhuleni

Jhb

CBDC2

DC42

Tshwane

CBDC8

GP

DC25

Durban

DC29

DC43

DC21

DC22

DC27

DC24

DC23

DC28

DC26

KZN

0.3

0.3

0.2

0.7

0.2

0.4

0.1

0.4

0.4

0.1

0.1

0.2

0.2

0.1

0.4

0.4

0.3

0.2

0.2

4.5

3.6

5.9

2.3

5.5

4.0

2.3

2.2

2.0

1.6

3.7

3.9

2.2

2.1

2003

1.2

1.7

0.9

3.6

0.8

1.3

0.3

1.8

1.7

1.9

0.8

1.0

0.7

0.7

1.1

1.0

0.7

0.5

0.8

3.5

2.9

3.9

2.3

4.5

3.3

1.7

1.9

1.1

1.2

3.1

3.2

1.5

1.7

2004

1.5

2.3

1.0

4.2

0.9

1.1

0.8

1.8

2.7

2.0

1.1

1.1

0.7

0.7

0.8

1.2

0.8

0.4

1.1

3.3

2.9

3.7

1.9

4.4

3.3

1.3

1.9

0.9

0.9

2.5

2.3

1.2

1.4

2005

267.4

359.0

294.5

206.5

313.6

315.1

243.7

223.0

284.9

326.2

219.1

276.2

35.3

29.9

55.0

31.8

22.5

36.6

26.5

145.4

243.5

170.6

113.3

118.4

160.1

130.7

163.8

147.2

80.8

133.7

163.0

100.0

147.2

2003

507.3

500.9

635.6

346.2

522.9

492.3

481.5

458.2

479.3

794.9

472.4

497.6

95.9

105.0

118.6

130.3

50.0

103.3

65.2

193.5

334.2

208.4

168.5

165.5

202.2

74.8

200.8

67.9

32.5

76.8

95.7

58.9

90.1

2004

487.0

513.1

526.3

254.6

433.3

427.7

494.7

473.9

514.2

680.8

530.7

411.9

93.9

87.9

110.0

107.9

54.8

103.5

73.6

193.5

311.2

198.5

160.7

159.8

245.7

88.9

278.7

56.4

89.4

2005

Diarrhoea incidence
under 5 years

89.3

78.4

95.3

78.0

90.3

89.2

93.9

99.3

103.7

88.5

88.9

89.1

75.8

60.4

72.9

88.1

54.1

77.7

77.1

82.0

78.3

84.5

82.6

79.1

82.1

91.7

78.9

78.8

124.4

88.0

93.8

90.2

102.6

2003

88.3

77.0

91.7

73.4

92.3

88.3

95.0

104.7

103.8

92.4

86.5

87.8

79.9

54.9

90.7

86.1

56.4

83.3

76.7

84.1

76.7

82.5

88.6

84.4

81.5

94.4

84.1

85.2

110.0

89.8

101.9

94.9

103.7

2004

96.0

89.4

97.9

75.8

94.1

99.9

110.1

129.1

106.3

106.0

90.5

85.2

85.1

66.1

95.1

91.8

62.5

87.8

81.4

91.3

88.1

90.0

93.4

86.7

97.9

109.2

89.4

106.0

114.7

103.2

120.6

107.2

119.5

2005

Measles 1st dose
coverage)

85.7

73.7

90.1

77.7

84.7

88.4

88.4

97.7

94.3

86.8

85.2

87.2

75.2

60.2

72.2

87.7

53.6

77.2

76.1

80.5

70.6

84.1

81.1

77.8

80.0

85.9

70.9

70.0

121.6

85.8

89.5

86.3

96.4

2003

85.8

72.7

91.4

73.2

86.7

89.3

101.7

99.3

104.9

88.4

80.0

88.1

79.3

54.3

89.9

85.7

56.3

82.8

75.9

82.7

70.1

82.0

86.7

83.5

80.5

91.3

79.2

79.4

106.3

85.0

104.7

94.2

100.0

2004

97.3

85.1

101.4

75.4

86.9

96.8

161.2

115.9

102.6

102.1

87.1

83.2

84.4

65.6

94.3

91.7

62.3

87.3

80.3

90.1

80.3

89.8

92.0

85.7

96.8

103.0

81.9

98.1

109.4

93.1

119.0

102.9

110.9

2005

Immunisation
coverage < 1 year

7.7

3.0

9.9

0.7

8.5

4.5

20.6

4.2

4.3

8.5

7.6

7.4

6.1

8.9

4.6

6.0

9.1

4.4

8.2

6.3

6.3

4.6

6.2

7.0

8.2

6.5

8.3

8.1

6.5

8.5

6.2

5.9

1.2

2003

9.1

9.8

13.6

7.5

8.9

7.6

13.0

6.7

5.5

8.2

8.5

8.0

6.9

11.8

4.5

7.5

4.0

6.1

8.0

5.5

0.9

6.0

3.4

6.9

7.2

10.2

7.0

19.1

6.0

9.6

6.1

5.2

6.9

2004

5.5

3.5

3.0

5.7

2.9

3.9

13.9

-3.4

2.7

7.0

7.5

5.8

3.6

7.9

0.6

11.7

6.5

2.1

3.7

2.5

7.0

5.4

-4.5

4.8

3.4

6.3

4.5

12.5

6.6

6.4

2.2

2.2

1.5

2005

Immunisation drop
out rate (DTP1-3)

11.4

16.3

16.0

13.0

14.7

15.3

8.3

7.4

13.8

9.8

7.9

13.1

16.5

19.6

13.3

16.5

7.6

17.1

16.8

13.9

5.4

13.9

14.1

14.4

15.2

17.4

24.5

18.1

12.7

6.2

24.0

15.3

21.8

2003

13.3

6.4

16.1

19.9

12.7

16.6

10.0

15.5

16.5

15.4

10.7

18.3

16.3

18.0

15.7

15.9

19.0

15.7

17.2

13.7

8.1

11.9

12.8

17.9

13.4

24.9

28.3

28.2

13.9

12.9

27.9

27.5

26.9

2004

= suppressed. Data have been excluded from calculations of provincial and national averages due to apparent data errors, missing numerators or denominators.

20.6

26.1

21.0

29.5

20.9

24.0

12.0

27.2

22.7

19.2

17.3

14.0

19.1

22.6

21.1

23.0

19.3

18.3

17.0

18.6

16.9

20.3

20.1

20.6

11.6

25.8

29.1

27.3

15.1

18.6

32.5

26.7

28.5

2005

Immunisation drop
out rate (Measles1-2)

Targets for immunisation coverage set by national DoH include % of districts with more than 90% full immunisation coverage. Target for 2006/07 = 80%; for 2007/08 = 90%; for 2008/09 = 95%
[DoH Stratplan 2006-09]. The above data indicate that for 2005, 46% of districts have >90% full immunisation coverage.

A Nzo DM

DC44

Note:

District

Code

Not gaining weight
under 5 years rate

Table 11:
Child health indicators by district, 2003-2005

Capricorn DM

Gr Sekhukhune DM

Mopani DM

Vhembe DM

Waterberg DM

Limpopo

Bohlabela DM (mp)

Ehlanzeni DM

G Sibande DM

Gr Sekhukhune DM (mp)

Metsweding DM (mp)

Nkangala DM

Mpumalanga

Frances Baard DM

Kgalagadi DM (nc)

Namakwa DM

Pixley ka Seme DM

Siyanda DM

Northern Cape

Bojanala Platinum DM

Bophirima DM

Central DM

Frances Baard DM (nw)

Kgalagadi DM

Southern DM

Tshwane MM (nw)

West Rand DM (nw)

North West

Cape Town MM

Cape Winelands DM

Central Karoo DM

Eden DM

Overberg DM

West Coast DM

Western Cape

South Africa

DC35

CBDC3

DC33

DC34

DC36

LP

CBDC4 (mp)

DC32

DC30

CBDC3 (mp)

CBDC2 (mp)

DC31

MP

DC9

CBDC1 (nc)

DC6

DC7

DC8

NC

DC37

DC39

DC38

DC9 (nw)

CBDC1

DC40

Tshwane (nw)

CBDC8 (nw)

NW

Cape Town

DC2

DC5

DC4

DC3

DC1

WC

SA

DHIS June 2006.

Bohlabela DM

CBDC4

Source:

District

Code

1.3

0.8

0.5

1.1

2.5

2.1

0.8

0.5

-

-

-

-

-

-

-

-

-

3.8

4.7

4.8

5.1

2.8

2.6

2.1

2.2

-

2.7

2.2

2.0

-

1.2

2.1

0.6

1.3

1.8

1.0

2.0

2003

1.4

0.7

0.5

0.7

2.9

2.2

0.8

0.3

2.7

-

2.2

7.0

0.7

1.9

4.2

2.6

3.5

4.3

3.7

4.5

1.8

2.9

2.0

2.2

-

2.3

2.3

1.6

-

1.0

1.4

0.5

0.8

2.2

0.6

1.5

2004

1.4

0.8

0.5

1.1

2.8

1.6

0.6

0.4

2.4

2.2

4.6

1.3

2.7

0.1

2.4

3.1

2.1

3.3

4.4

3.9

5.0

1.6

2.2

1.4

1.4

-

2.7

1.5

1.2

-

0.9

1.4

0.5

0.8

2.1

0.6

1.7

2005

Not gaining weight
under 5 years rate

163.9

91.8

63.3

59.9

52.2

130.9

74.1

107.2

158.8

125.5

147.6

141.3

224.2

243.8

169.7

262.3

107.5

203.0

157.5

258.8

188.3

369.5

188.2

246.3

250.1

-

161.0

223.0

286.0

-

190.5

131.8

177.9

317.3

103.6

144.7

277.0

2003

238.1

107.2

61.7

50.9

57.1

111.7

93.4

128.4

190.9

90.7

94.8

150.1

458.6

273.5

254.8

286.2

121.0

201.7

165.2

232.3

178.3

416.1

191.3

227.5

249.4

-

139.5

170.6

283.7

-

272.6

183.0

343.6

385.5

145.3

215.5

306.1

2004

268.7

106.4

60.4

78.4

59.1

75.9

93.9

125.7

260.5

149.6

127.3

238.5

762.6

438.5

308.0

264.9

212.4

203.2

143.5

210.5

108.4

427.8

248.7

229.7

245.0

-

186.0

166.2

288.9

-

388.5

242.6

517.2

541.4

192.9

289.3

485.9

2005

Diarrhoea incidence
under 5 years

84.1

87.1

76.0

79.7

76.4

81.7

79.2

92.6

79.0

65.7

97.0

71.6

76.5

79.6

78.0

84.0

76.0

100.5

88.5

116.8

84.1

171.8

97.5

77.3

91.3

-

56.8

77.1

68.7

-

84.3

79.2

91.8

89.4

79.4

82.5

76.0

2003

85.0

86.5

80.1

70.0

77.6

79.2

77.3

92.1

78.1

52.2

89.8

74.9

80.4

89.8

73.5

81.1

79.0

102.5

92.6

113.7

85.8

205.2

97.3

78.1

86.2

-

62.1

85.2

67.3

-

84.4

65.0

94.3

81.6

84.3

86.5

82.0

2004

92.0

88.8

79.5

78.5

85.4

95.6

79.8

93.1

85.3

59.4

126.7

77.2

84.3

99.5

74.9

90.7

82.7

105.4

91.8

111.3

80.6

203.5

108.7

81.0

89.5

-

70.2

83.6

72.9

-

92.9

69.4

100.8

91.8

100.0

95.4

90.9

2005

Measles 1st dose
coverage)

81.1

85.7

75.9

79.7

76.4

76.2

78.3

90.6

73.8

49.0

91.8

65.2

67.8

79.6

75.7

80.8

69.7

95.6

79.8

114.4

74.7

165.9

95.3

73.3

88.6

-

44.5

70.1

68.2

-

82.3

76.1

91.5

88.1

73.0

82.1

73.1

2003

83.1

85.3

80.1

70.0

77.7

79.2

77.2

90.3

75.9

47.8

84.9

72.1

72.7

92.0

76.3

79.8

74.8

100.9

96.2

111.3

78.5

199.1

94.6

74.3

82.5

-

46.7

80.4

66.8

-

83.5

63.0

94.0

80.2

82.6

85.4

82.8

2004

90.2

87.3

79.4

78.2

85.3

95.6

78.9

90.9

81.0

52.1

121.3

74.9

82.4

99.5

71.3

86.6

77.0

102.2

89.9

110.0

78.3

179.9

105.7

76.2

84.8

-

50.7

77.8

72.1

-

91.2

65.0

100.6

89.9

95.5

95.3

90.0

2005

Immunisation
coverage < 1 year

5.6

3.2

1.8

-1.0

2.0

4.3

4.2

3.6

4.5

1.7

4.1

11.0

7.5

14.5

5.7

-20.9

11.2

-0.2

8.7

6.4

1.8

6.3

-12.5

6.4

5.0

-

9.1

7.9

6.3

-

3.0

4.5

1.4

3.9

4.8

0.0

6.8

2003

7.7

5.9

3.9

-1.6

7.3

12.4

7.2

5.9

7.2

15.0

4.3

1.7

2.0

8.8

9.1

4.3

11.6

1.3

5.9

7.6

0.2

12.8

-7.1

6.2

3.2

-

12.0

7.3

7.8

-

7.8

9.6

6.5

8.1

9.3

7.1

8.7

2004

4.7

5.7

2.4

1.1

2.9

-0.4

5.5

6.8

5.9

1.9

6.7

3.2

1.1

12.1

3.7

3.2

10.1

5.2

0.9

7.6

-0.6

13.1

5.5

2.9

2.5

-

4.5

2.6

3.3

-

3.8

5.0

2.8

4.3

1.8

2.4

8.9

2005

Immunisation drop
out rate (DTP1-3)

12.8

7.9

-2.7

7.4

2.9

12.0

4.8

10.1

14.8

24.1

10.7

12.0

25.3

15.1

11.7

17.0

17.1

9.5

14.8

0.1

3.3

30.5

9.8

8.3

6.2

-

0.1

12.1

8.3

-

10.9

19.7

4.3

11.7

13.1

7.7

19.1

2003

15.2

9.0

7.8

0.8

10.1

5.4

7.3

9.9

14.3

16.5

13.1

12.8

14.5

23.3

10.6

17.3

16.2

11.0

10.8

14.5

4.7

34.9

4.9

11.9

-2.1

-

10.7

26.0

11.7

-

15.1

23.4

5.8

14.0

17.3

18.6

23.1

2004

20.0

10.7

7.8

13.0

14.8

5.9

8.8

10.6

21.0

22.6

24.6

15.3

16.1

18.9

14.7

18.4

27.8

15.0

16.6

10.7

14.1

29.1

13.8

19.8

11.1

-

21.6

28.8

19.1

-

21.9

25.0

14.5

22.7

24.0

23.6

28.6

2005

Immunisation drop
out rate (Measles1-2)
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Map 1:
Immunisation coverage under 1 year, 2005
Gauteng enlarged
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Map 2:
Immunisation drop out rate (Measles 1-2), 2005
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Figure 5:
Immunisation drop out rate (Measles 1-2) by district, 2005
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Reproductive Health
The national Department of Health’s strategic plan
for 2006-2009 devoted the majority of its section
on maternal health to the issue of termination of
pregnancy:
“The number of public health facilities that provided
Termination of Pregnancy (TOP) services during
2004/05 increased by 10% compared to 2003/04. By
December 2005, 50% of health facilities authorised to
provide TOP services were providing these services. A
seven-year evaluation report on the implementation of
the Choice on Termination of Pregnancy Act (CTOP)
of 1996 was also produced, focusing on the period
1997-2004. The key findings of the evaluation were that
South Africa successfully implemented the CTOP Act,
despite many challenges, including legal, management
and health systems difficulties. Over a seven-year
period, access to TOP had increased annually. A
total of 344 477 TOPs were recorded at public health
facilities nationally from 1 February 1997 to 31
January 2004. Of this figure, 262 994 TOPs (76.35%)
had been conducted in the first trimester of pregnancy
as recommended. About 81 483 (23.65%) had been
conducted in the second trimester of pregnancy. Only
11% of all TOPs services were provided to women under
the age of 18 years. A total of 55% of health facilities
authorised to perform TOP services actually provided
them, against a national target of 45%.”
Two other issues were touched upon in the strategic
plan:
✦ “Provision of Vitamin supplementation to infants
0-60 months and postpartum mothers was increased
during 2005/06. By December 2005, 72.8% of
infants 6-12 months of age; 13.9% of infants aged
13-60 months and 25.8% of postpartum mothers
were receiving Vitamin A supplementation.”
✦ The Fourth Interim Report from the Confidential
Enquiry into Maternal Deaths [Maternal Deaths
2003] was finalised in September 2005. The
National Committee on Confidential Enquires
into Maternal Deaths (NCCEMD) has completed
the second Triennial Report, which will be printed
by April 2006.”

	

At time of writing this report had not been released.
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The Fourth Interim Report from the Confidential
Enquiry into Maternal Deaths noted that there had been
“a continual increase in the number of deaths reported,
from 676 cases in 1998 to 1154 cases in 2003”. This
was attributed, at least in part, to improved reporting
and notification. Of concern, it was noted that the
proportion of indirect maternal deaths had risen from
33.5% of all maternal deaths in 1998 to 45.6% in 2003.
It was felt that this was largely due to the increased
proportion of deaths due to non-pregnancy-related
sepsis, mainly HIV. Other findings from the report
were as follows:
✦ In 2002-3 the ‘big 5’ causes of maternal death were
non-pregnancy related sepsis (36.5%, mainly deaths
related to HIV), complications of hypertension in
pregnancy (20.3%), obstetric haemorrhage (13.3%),
pregnancy related sepsis (12.7%, includes septic
abortions and puerperal sepsis) and pre-existing
maternal disease (5.7%, mainly cardiac disease).
✦ Together, these ‘big 5’ accounted for 86.5% of
maternal deaths.
✦ There had been approximately a two-fold increase
in women reported as dying as a result of HIV
(from 82 in 1998 to 176 in 2003).
✦ There had been an increase in testing of maternal
deaths for HIV infections from 30.2% in 1999 to
47.2% in 2003.
The report did note that wide variations in testing of
maternal deaths for HIV infections were still seen –
ranging from 25% to 67%. In cases of maternal death
due to non-pregnancy related sepsis, 26% did not
have HIV testing, including those with pneumonia,
tuberculosis and meningitis. The net effect was that the
number of maternal deaths as a result of HIV would
have been underestimated.
Since data on live births are not available in South
Africa, the MMR has been estimated using children
under 1 year as a proxy. However since it is not known
what the degree of under-reporting of maternal deaths
is, this ratio is likely to be an underestimation of the
true MMR, although there is also uncertainty about
the accuracy of the number of children under-1 year.
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Maternal deaths per 100 000 live births

Figure 6:
Maternal mortality ratio by province
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Calculated from number of maternal deaths [Maternal Deaths 2003] and proxy for number of live births (population <1 x 1.04 to adjust
for infant mortality). Population estimates for under 1 age group generated by DHIS based on StatsSA 2005 data for the mid-2001, 2002
and 2003 population.

Data on maternal deaths were extracted from the
StatsSA Causes of Death 2004 report for comparison,
selecting all deaths for 1997-2004 where the underlying
cause of death fell within ICD-10 code ‘O’ (pregnancy,
childbirth and peurperium). Between 1998 and 2003
these figures were 4.5-36.4% lower than those reported
via the confidential enquiries system, indicating
substantial under-reporting through the vital
registration system for some years.
Additional data about maternal care were collected in
the SADHS 2003. Care should be exercised though in
comparing the results from the 1998 and 2003 SADHS
results – in the more recent survey the percentage
of mothers reporting seeing a health professional
(medical practitioner, nurse or midwife) at least once
for antenatal care for the most recent birth in the five
year period before the survey was cited, whereas the
1998 survey asked the same question about all births
in the previous 5 years. While differences in antenatal
coverage are not that stark (except that women with no
education are less likely to receive any antenatal care),
greater differences are seen in the type of provider
consulted. Urban women are more likely, for example,
to receive antenatal care from a medical practitioner.
These results are provided in Figure 7.
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Figure 7:
ANC coverage by background characteristics, 2003
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Data quality remains a challenge for the DHIS. ANC
coverage is well over 100% for many provinces. The
number of 1st ANC visits in the database seems high.
It is possible that cross-boundary flows are higher than
anticipated, or that the denominators (which are based
on the number of children under 1 year adjusted by a
factor as a proxy for the expected number of pregnant
women) are too low.

What the HSRC survey did find was “clear evidence
of excellent condom distribution systems, with positive
perceptions of ease of access”. Public sector clinics and
hospitals were reported to be the most likely source.
Encouragingly, condom use at last sex among youth
aged 15-24 was reported to have increased from 57.1%
in 2002 to 72.8% in 2005 for males and from 46.1%
to 55.7% for females.

Both the SADHS 2003 and the HSRC HIV Household
Survey 2005 addressed the important issues of the
timing of sexual debut and access to contraceptive
services. The HSRC survey showed that “15-24 yearolds are engaging in sexual intercourse much earlier
when compared to the findings from both the 2002
survey and RHRU’s 2003 survey” [see HIV Youth
2003]. The authors felt that messages to promote
primary sexual abstinence and to delay sexual debut
were not being clearly transmitted.

In contrast the SADHS 2003 reported that “Trends
since 1998 in current contraceptive use are mixed.
Current use has remained constant for all women
(from 50% in 1998 to 51% in 2003) and increased
among currently married women (from 56% to 60%)
and women who reported having been sexually active
in the month prior to the survey (from 62% in 1998 to
65% in 2003).” However, the most common modern
contraceptive used by this last group was still the
injectable progestogens (33.2%), while male condom
(7.9%) and female condom (0.3%) use at that stage was
still far lower.
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Table 12:
Maternal and reproductive health indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA
94.2

ANC coverage
1998 a
2003 doctor or nurse/
midwifeb
2003 no educationb

94.7

94.8

94.8

94.4

94.1

94.0

93.3

94.1

91.7

95.4

90.6

89.8

89.6

93.4

93.2

89.9

93.9

89.7

91.7

-

-

-

-

-

-

-

-

-

78.5

2003 post Gr12b

-

-

-

-

-

-

-

-

-

93.3

2003 ruralb

-

-

-

-

-

-

-

-

-

92.8

2003 urbanb

-

-

-

-

-

-

-

-

-

91.1
8

Age of first sex ≤14 years (% having had sex at age 14 or younger)c
2003 age 15-24

-

-

-

-

-

-

-

-

-

2003 female age 15-24

-

-

-

-

-

-

-

-

-

5

2003 male age 15-24

-

-

-

-

-

-

-

-

-

12

Births assisted by trained health personnel
1998 a

74.6

88.0

94.0

82.6

78.5

76.0

90.3

88.3

96.1

84.4

1998 doctora

17.8

30.9

43.2

34.1

13.7

20.6

38.5

31.4

44.4

30.0

1998 nurse/midwifea

54.4

56.8

57.1

50.8

48.5

64.8

55.4

51.8

56.9

51.7

1998 rurala

-

-

-

-

-

-

-

-

-

75.5

1998 urbana
2003 doctor or nurse/
midwifeb
2003 no educationb

-

-

-

-

-

-

-

-

-

93.4

85.0

91.9

95.2

91.7

87.7

92.5

94.4

93.9

93.3

92.0

-

-

-

-

-

-

-

-

-

78.7

2003 post Gr12b

-

-

-

-

-

-

-

-

-

97.1

2003 ruralb

-

-

-

-

-

-

-

-

-

86.1

2003 urbanb

-

-

-

-

-

-

-

-

-

94.7
-

Caesarean section rate
2000 d

-

-

15.0

-

-

-

-

-

-

2002e

12.6

14.4

20.4

22.8

13.1

13.6

19.6

6.8

23.5

-

2003 District Hospitals f

-

-

-

-

-

-

-

-

-

13.0

2003 Regional Hospitals f

-

-

-

-

-

-

-

-

-

22.0

2003 Central Hospitals f

-

-

-

-

-

-

-

-

-

31.0

Condom use at last sex (SADHS)
1998 female age 15-24 a

-

-

-

-

-

-

-

-

-

17

2003 female age 15-49 b

31

28

35

47

27

27

20

33

24

33

2003 female age 15-19 b

-

-

-

-

-

-

-

-

-

48

2003 female age 20-24b

-

-

-

-

-

-

-

-

-

49

Condom use at last sex (RHRU/loveLife Survey)c
2003 age 15-24

-

-

-

-

-

-

-

-

-

52

2003 female age 15-24

-

-

-

-

-

-

-

-

-

48

2003 male age 15-24

-

-

-

-

-

-

-

-

-

57
46

Condom use at last sex (HSRC surveys)g
2002 female age 15-24

-

-

-

-

-

-

-

-

-

2002 male age 15-24

-

-

-

-

-

-

-

-

-

57

2005 female age 15-24

-

-

-

-

-

-

-

-

-

56

2005 male age 15-24

-

-

-

-

-

-

-

-

-

73

Contraceptive prevalence rate (any method)
1998 sexually activea

59.9

67.9

60.9

57.1

53.3

53.2

65.9

69.6

73.7

61.2

2003 sexually activeb

63.7

59.7

63.1

77.0

59.4

62.4

60.1

60.9

63.1

65.2

Ever had sex (%)
2002 NYRBSh

44

47

47

37

42

41

45

35

38

41

2003 age 15-19 c

-

-

-

-

-

-

-

-

-

48

2003 age 15-24 c

-

-

-

-

-

-

-

-

-

67

2003 age 20-24 c

-

-

-

-

-

-

-

-

-

89

2005 age 15-24i

-

-

-

-

-

-

-

-

-

58

2005 female age 15-24i

-

-

-

-

-

-

-

-

-

62

2005 male age 15-24i

-

-

-

-

-

-

-

-

-

54

6.7

3.5

4.6

11.8

14.8

5.6

7.8

Female condom distribution rate (annualised) (per 100 females)
2002 STI Baselinej

7.2

8.6

10.4
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

1998 k

-

135

67

-

-

-

-

-

50

1998 a

-

-

-

-

-

-

-

-

-

150

2000 l

-

199

112

-

-

-

168

-

68

-

2001l

-

-

-

144

-

-

-

-

58

-

2001 updatedm

68

182

107

108

52

116

110

121

46

96

2002m

77

168

125

115

67

120

173

103

66

104

2003 m

81

234

114

118

78

143

147

102

70

110

1998

56

94

131

188

27

66

22

58

34

676

1999

95

79

138

252

63

72

18

54

34

805
1 035

Maternal mortality ratio (MMR)

Number of maternal deaths n

2000

120

96

171

238

88

128

29

115

50

2001

103

119

184

245

71

97

23

106

42

990

2002

119

107

220

259

91

97

35

90

60

1 078

2003

129

147

208

267

108

112

29

90

64

1 154

2000 Total

90.9

55.6

44.0

12.1

13.9

27.3

100.0

75.0

23.7

31.5

2003 Total

58.1

72.7

60.0

30.4

85.4

41.7

60.0

100.0

76.4

61.8
44 238

TOP facilities functioning (%)o

TOPs (Terminations of Pregnancy)p
1999

3 109

4 062

19 195

5 766

1 288

2 269

642

2 166

5 741

2000

3 264

6 919

15 172

11 592

1 962

3 697

583

2 286

6 697

52 172

2001

4 652

4 824

19 970

4 688

4 254

3 520

738

3 021

8 300

53 967

2002

5 814

3 949

18 227

9 592

4 706

3 218

910

3 070

10 065

59 551

2003

6 819

4 952

29 021

11 015

4 236

2 206

779

2 011

10 513

71 552

2004

6 210

8 343

37 806

10 602

4 587

3 757

1 408

3 165

11 157

87 035

2005

7 458

8 890

33 599

12 706

4 357

1 346

1 305

2 336

15 149

87 146

TOPs by gestational age (%)p
1999 >12 wks

15.7

50.8

23.2

15.8

48.4

32.3

33.2

4.0

23.0

24.6

2000 >12 wks

13.2

38.8

29.1

18.5

40.7

39.2

24.5

9.1

23.3

26.5

2001 >12 wks

16.7

32.4

23.2

23.2

17.5

38.7

27.0

5.8

22.5

23.0

2005 >12 wks

-

-

-

-

-

-

-

-

-

19.4

1999 <18 yrs

8.1

12.7

-

5.3

14.8

12.2

19.9

8.6

14.9

6.1

2000 <18 yrs

5.8

6.6

-

4.8

16.0

11.5

20.8

15.4

15.6

6.6

2001 <18 yrs

6.0

8.0

-

9.5

9.2

10.9

17.2

41.2

15.4

8.4

2005 <18 yrs

-

-

-

-

-

-

-

-

-

9.7

18.2

12.6

9.5

16.7

20.0

25.2

18.0

13.4

16.4

16.4

-

-

-

-

-

-

-

-

-

20.9

TOPs by maternal age (%)p

Teenage pregnancy
1998 ever pregnant a
1998 ever pregnant rurala
1998 ever pregnant urbana

-

-

-

-

-

-

-

-

-

12.5

14.8

8.4

8.9

13.8

14.9

18.8

15.2

11.0

13.7

13.2

2002 NYRBSh

12.5

15.9

13.3

21.8

29.8

27.1

9.3

17.1

12.0

19.1

2003 ever pregnantb

13.6

15.4

12.3

2.0

16.8

13.1

16.1

14.3

14.3

11.9

7.3

12.2

11.2

2.0

14.0

12.1

12.3

10.6

10.4

9.4

-

-

-

-

-

-

-

-

-

15.0

1998 mothers a

2003 mothersb
2003 ever pregnant RHRUc

a
b
c
d
e
f
g
h
i
j
k

SADHS 1998.
SADHS 2003 (Preliminary).
HIV Youth 2003.
Saving Babies 2000.
Saving Babies 2002.
DHIS. Data from Hospital Minimum Data Set, reported in South
African Health Review 2003/04.
HIV Household Survey 2002 and 2005.
NYRBS 2002.
HIV Household Survey 2005.
STI HIV Baseline Survey.
Maternal Deaths 1998. The methodology of confidential enquiries
make them a poor public health tool for estimating maternal
mortality ratios, primarily because reporting is health institution
based and often under-reported. For 1998, the only provinces where
there is a fair degree of confidence that the vast majority of deaths
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were recorded were Free State, Gauteng and Western Cape.
l
Maternal Deaths 2001.
m Maternal Deaths 2003. Calculated using proxy for number of live
births of population <1 x 1.04 to adjust for infant mortality - of
population estimates by age group generated from DHIS based on
StatsSA data for the mid-2001, 2002 and 2003 populations.
n Maternal Deaths 2000, 2001 and 2003.
o RRA 1997-2002.
p RRA Barometer Aug 2001 and RRA Barometer May 2002. Total
calculated from sum of monthly provincial totals and differs from
total given in publication which is for years of implementation
running from Feb-Jan.
Data for 2002-2005 from spreadsheet received from DoH August
2006.
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Table 13:
Maternal and reproductive health by ethnic group
African

Coloured

Indian/Asian

White

SA

ANC coverage
1998a

94.8

91.8

93.4

88.4

94.2

2003 doctor or nurse/midwifeb

92.3

87.2

97.6

86.9

91.7

9

5

5

4

8

1998a

82.1

94.8

99.1

99.0

84.4

1998 doctora

24.8

40.3

52.7

89.0

30.0

1998 nurse/midwifea

57.3

54.5

46.4

10.0

54.4

2003 doctor or nurse/midwifeb

91.3

94.1

99.0

98.3

92.0

2003 female age 15-49b

36

21

9

26

33

2005 female age ≥15d

38

13

10

15

33

2005 male age ≥15d

44

22

35

17

38

1998 sexually activea

57.6

68.4

80.1

74.9

61.2

2003 sexually activeb

62.8

70.2

75.3

81.1

65.2

2002 NYRBSe

44

36

25

26

41

2003 age 15-24c

71

58

43

43

67

2005 age 15-24d

61

52

32

38

58

1998 ever pregnanta

17.8

19.3

4.3

2.2

16.4

1998 mothersa

14.2

15.7

2.9

2.2

13.2

2002 NYRBSe

20.8

10.7

27.1

5.8

19.1

2003 ever pregnantb

12.5

11.7

2.2

2.4

11.9

2003 mothersb

10.2

6.4

2.2

0.0

9.4

Age of first sex ≤14 years (% having had sex at age 14 or younger)
2003 age 15-24c
Births assisted by trained health personnel

Condom use at last sex

Contraceptive prevalence rate (any method)

Ever had sex (%)

Teenage pregnancy

a
b
c
d
e

SADHS 1998.
SADHS 2003 (Preliminary).
HIV Youth 2003.
HIV Household Survey 2005.
NYRBS 2002.
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District

A Nzo DM

Amathole DM

C Hani DM

Cacadu DM

N Mandela MM

O Tambo DM

Ukhahlamba DM

Eastern Cape

Fezile Dabi DM

Lejweleputswa DM

Motheo DM

T Mofutsanyane DM

Xhariep DM

Free State

Ekurhuleni MM

Johannesburg MM

Metsweding DM

Sedibeng DM

Tshwane MM

West Rand DM

Gauteng

Amajuba DM

eThekwini MM

iLembe DM

Sisonke DM

Ugu DM

uMgungundlovu DM

Umkhanyakude DM

Umzinyathi DM

Uthukela DM

Uthungulu DM

Zululand DM

KwaZulu-Natal

Code

DC44

DC12

DC13

DC10

NMM

DC15

DC14

EC

DC20

DC18

DC17

DC19

DC16

FS

Ekurhuleni

Jhb

CBDC2

DC42

Tshwane

CBDC8

GP

DC25

Durban

DC29

DC43

DC21

DC22

DC27

DC24

DC23

DC28

DC26

KZN

7.2

3.8

3.4

4.8

5.5

10.4

5.1

5.9

16.3

4.2

9.8

5.7

0.6

0.3

0.0

0.0

0.0

0.5

1.3

7.4

9.4

14.9

3.5

5.6

4.9

8.5

10.2

7.7

7.1

7.6

9.7

9.2

8.8

2003

6.9

6.9

3.5

5.9

5.9

11.6

4.6

6.2

9.4

3.7

8.4

6.2

5.2

1.7

1.5

0.5

0.6

10.8

2.9

6.0

9.6

7.9

4.0

6.0

5.5

9.1

9.8

8.0

6.4

10.3

14.0

9.3

9.3

2004

7.5

4.8

3.8

5.9

8.0

9.2

4.9

8.4

12.0

6.2

9.1

8.2

5.5

3.5

5.1

3.2

1.9

8.2

3.7

7.1

10.0

8.2

4.6

8.6

7.0

10.0

10.8

11.5

5.6

11.0

15.1

9.4

9.3

2005

Male condom distribution rate

Table 14:
Reproductive health indicators by district, 2003-2005

20.6

13.7

15.2

18.6

16.5

17.0

22.2

20.5

31.4

17.8

24.1

20.2

16.8

13.4

10.9

22.9

7.4

17.8

18.7

27.9

28.4

31.4

24.3

27.0

29.7

27.0

28.6

16.8

36.5

33.5

25.9

30.2

21.5

2003

19.7

15.2

14.6

19.5

16.1

17.2

21.7

18.9

25.9

16.7

22.6

19.1

19.7

13.6

14.1

18.0

13.3

24.8

19.0

25.6

26.5

26.0

22.7

25.9

29.1

58.7

27.2

17.0

214.7

34.9

29.3

28.7

20.0

2004

19.8

19.2

16.3

17.3

17.7

20.8

21.7

21.2

25.4

9.1

21.9

19.0

18.9

15.1

17.3

17.3

11.5

21.9

17.7

26.4

26.6

26.3

23.1

26.5

32.1

26.4

29.9

19.7

29.6

32.9

29.9

28.5

20.2

2005

Women year protection rate

73.8

61.9

86.5

63.1

86.2

64.4

86.5

77.3

94.3

66.0

71.8

69.9

79.7

73.9

98.5

89.9

-

73.3

81.5

78.6

56.9

76.7

89.3

72.6

80.2

69.3

72.2

47.2

122.5

84.4

66.7

73.8

58.2

83.5

58.0

93.5

58.5

92.7

81.8

88.1

92.0

109.2

63.0

95.7

69.1

84.7

84.6

104.5

96.1

-

79.2

83.4

72.4

59.5

72.7

71.0

69.8

81.6

89.1

86.0

72.9

127.3

87.3

89.3

104.8

61.6

2004

85.3

59.2

93.8

67.3

96.9

84.4

86.7

96.8

114.4

66.5

93.3

79.4

83.8

82.3

102.5

97.4

-

77.1

84.8

85.6

59.2

84.8

99.1

78.4

84.4

93.3

90.1

74.6

133.9

94.4

93.7

107.7

68.7

2005

Delivery rate in facility
2003

22.2

14.2

18.7

18.2

12.8

10.5

24.8

22.3

16.9

16.6

34.2

15.9

17.7

14.1

25.8

15.8

-

18.7

12.9

15.4

0.8

13.3

21.0

12.5

15.9

12.7

5.6

8.9

23.9

10.8

7.3

12.9

6.3

23.2

14.2

21.4

18.5

12.9

10.8

26.6

23.0

16.3

20.9

32.7

15.5

18.2

14.6

25.3

16.4

-

19.1

14.1

18.7

2.6

16.4

28.2

15.6

16.8

15.0

7.5

13.4

26.1

12.3

7.5

16.1

7.9

2004

23.7

15.4

24.5

19.1

14.7

11.8

35.8

26.9

17.9

21.8

29.6

13.4

18.8

16.2

25.9

18.5

-

19.7

14.1

15.3

5.3

13.7

18.9

14.0

15.1

15.7

6.3

14.9

25.6

15.6

9.3

16.4

8.0

2005

Caesarean section rate
2003

Capricorn DM

Gr Sekhukhune DM

Mopani DM

Vhembe DM

Waterberg DM

Limpopo

Bohlabela DM (mp)

Ehlanzeni DM

G Sibande DM

Gr Sekhukhune DM (mp)

Metsweding DM (mp)

Nkangala DM

Mpumalanga

Frances Baard DM

Kgalagadi DM (nc)

Namakwa DM

Pixley ka Seme DM

Siyanda DM

Northern Cape

Bojanala Platinum DM

Bophirima DM

Central DM

Frances Baard DM (nw)

Kgalagadi DM

Southern DM

Tshwane MM (nw)

West Rand DM (nw)

North West

Cape Town MM

Cape Winelands DM

Central Karoo DM

Eden DM

Overberg DM

West Coast DM

Western Cape

South Africa

DC35

CBDC3

DC33

DC34

DC36

LP

CBDC4 (mp)

DC32

DC30

CBDC3 (mp)

CBDC2 (mp)

DC31

MP

DC9

CBDC1 (nc)

DC6

DC7

DC8

NC

DC37

DC39

DC38

DC9 (nw)

CBDC1

DC40

Tshwane (nw)

CBDC8 (nw)

NW

Cape Town

DC2

DC5

DC4

DC3

DC1

WC

SA

-

= no data.

DHIS June 2006.
= suppressed.

Bohlabela DM

CBDC4

Source:
Note:

District

Code

5.9

10.1

2.9

2.5

3.4

6.7

3.0

14.1

5.1

1.2

4.4

5.9

2.0

12.6

5.2

5.7

5.2

4.8

3.6

7.9

5.0

3.7

4.0

8.0

-

5.7

8.5

-

8.8

12.1

9.6

10.6

4.8

7.3

7.8

2003

7.8

14.4

4.5

3.3

4.0

7.6

4.2

20.3

5.5

1.2

3.9

6.3

5.7

16.2

5.2

5.8

5.9

5.2

4.5

8.4

5.3

4.6

4.0

11.3

-

3.6

12.9

-

9.9

8.4

9.6

12.7

5.9

8.7

14.4

2004

8.8

17.1

5.4

4.0

5.5

9.8

6.4

23.6

6.0

1.6

5.0

5.2

5.7

16.0

5.9

6.9

6.7

5.2

3.4

10.0

5.3

4.7

4.0

13.7

-

4.4

15.7

-

12.0

9.3

12.5

14.9

7.7

11.7

15.5

2005

Male condom distribution rate

23.8

31.1

26.9

33.0

23.6

26.8

26.0

33.6

24.8

21.2

20.6

24.7

19.6

21.9

25.2

22.9

27.7

28.8

24.8

32.5

30.5

40.5

27.9

20.5

20.8

-

22.4

15.4

24.4

-

31.4

31.2

31.5

42.3

24.6

24.4

33.9

2003

28.4

34.5

29.3

33.0

22.9

28.0

26.7

38.4

24.6

16.4

19.3

26.0

24.9

24.8

23.3

22.7

28.0

28.8

27.6

30.3

30.8

42.5

26.7

20.7

21.4

-

20.1

13.7

26.3

-

30.7

25.5

31.2

40.3

24.7

25.2

35.1

2004

23.9

33.0

28.9

29.9

27.5

31.9

28.7

35.4

24.6

17.1

19.0

24.1

24.9

23.4

23.6

24.9

28.0

29.1

25.8

36.9

27.6

46.5

26.1

18.4

17.4

-

18.0

11.4

25.9

-

31.2

27.2

31.7

40.9

25.0

26.4

34.6

2005

Women year protection rate

74.3

83.2

70.8

56.4

76.1

70.7

84.0

87.8

66.2

0.3

51.0

80.0

55.1

113.0

66.3

67.5

68.7

97.4

88.9

82.3

79.8

193.7

106.4

64.3

59.3

-

99.9

53.9

71.0

-

71.8

68.7

80.8

75.0

61.9

65.4

74.6

2003

82.6

81.7

73.0

56.7

81.0

77.6

88.4

83.3

76.9

0.0

56.5

83.9

65.2

132.3

73.7

80.2

86.3

101.7

88.8

89.5

83.6

201.2

112.1

70.7

71.1

-

115.7

54.1

76.4

-

86.2

67.7

89.7

83.6

87.8

91.3

88.5

2004

83.1

64.7

72.0

52.7

79.9

77.9

84.3

57.5

72.7

0.0

55.5

84.8

66.5

113.6

79.3

68.0

73.9

87.9

85.6

64.8

83.5

215.5

89.5

70.2

63.6

-

112.4

60.3

76.8

-

97.5

79.6

98.9

95.4

101.4

101.9

104.2

2005

Delivery rate in facility

16.0

16.6

10.6

14.3

19.2

14.2

13.3

17.6

10.5

0.0

6.2

20.6

8.4

0.0

12.6

6.4

6.4

15.3

10.5

9.1

14.6

16.2

20.9

12.2

11.9

-

10.8

12.9

12.5

-

10.8

11.8

13.2

10.7

8.4

8.8

10.4

2003

17.0

17.9

9.5

13.6

19.4

12.4

14.3

19.6

10.4

-

7.8

20.2

9.2

0.0

11.8

5.8

7.4

16.1

9.1

8.4

14.1

16.8

23.8

12.1

10.2

-

11.2

14.6

12.4

-

12.4

13.0

14.6

11.3

8.5

14.2

10.5

2004

17.7

23.1

10.1

15.7

20.7

15.0

16.2

28.4

11.5

-

10.8

21.3

10.6

0.0

11.1

7.4

8.0

14.8

10.6

7.5

11.0

15.9

21.2

13.6

13.5

-

11.5

14.2

13.7

-

12.9

13.3

15.2

12.1

9.6

12.9

12.9

2005

Caesarean section rate
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Figure 8:
Caesarean section rate by district, 2005
A Nzo DM
Amathole DM
Chris Hani DM
Cacadu DM
N Mandela MM
O Tambo DM
Ukhahlamba DM
Eastern Cape
Fezile Dabi DM
Lejweleputswa DM
Motheo DM
T Mofutsanyane DM
Xhariep DM
Free State
Ekurhuleni MM
Johannesburg MM
Metsweding DM
Sedibeng DM
Tshwane MM
West Rand DM
Gauteng
Amajuba DM
eThekwini MM
iLembe DM
Sisonke DM
Ugu DM
uMgungundlovu DM
Umkhanyakude DM
Umzinyathi DM
Uthukela DM
Uthungulu DM
Zululand DM
KwaZulu-Natal
Bohlabela DM
Capricorn DM
Gr Sekhukhune DM
Mopani DM
Vhembe DM
Waterberg DM
Limpopo
Bohlabela DM (MP)
Ehlanzeni DM
G Sibande DM
Gr Sekhukhune DM (MP)
Metsweding DM (MP)
Nkangala DM
Mpumalanga
Frances Baard DM
Kgalagadi DM (NC)
Namakwa DM
Pixley ka Seme DM
Siyanda DM
Northern Cape
Bojanala Platinum DM
Bophirima DM
Central DM
Frances Baard DM (NW)
Kgalagadi DM
Southern DM
Tshwane MM (NW)
West Rand DM (NW)
North West
Cape Town MM
Cape Winelands DM
Central Karoo DM
Eden DM
Overberg DM
West Coast DM
Western Cape
South Africa

0
Source:
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STIs
While additional data on other aspects of STI
management (partner notification, tracing and
treatment) are available in the DHIS, these are not
covered here. More data can be found in the sections
on infectious diseases (syphilis), HIV and AIDS, and
reproductive health (condom distribution).
The true STI burden is likely to be higher than that
shown by either the 2002 STI Baseline data below
or the DHIS data. Of particular concern, KwaZuluNatal has had to change a number of STI standard
treatment guidelines because of growing resistance to
ciprofloxacin among Neisseria gonorrhoea isolates.
Table 15:
Incidence of STI treated by province

2002
Source:

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

6.6

6.5

2.9

8.7

10.6

7.9

5.0

7.2

4.6

6.5

STI HIV Baseline Survey. Indicator calculated from estimated number of STI clients from survey in July 2002, annualised.

Table 16:
STI indicators by district, 2003-2005
Incidence of STI treated – new

Male Urethritis Syndrome rate

2003

2004

2005

2003

2004

A Nzo DM

8.0

9.3

7.9

20.8

19.9

18.9

DC12

Amathole DM

6.0

5.8

5.2

27.9

28.3

28.4

DC13

C Hani DM

5.1

5.8

5.9

26.8

26.0

25.7

DC10

Cacadu DM

3.9

3.7

3.4

29.7

31.1

33.3

NMM

N Mandela MM

3.3

3.3

38.1

32.1

30.8

DC15

O Tambo DM

6.4

7.2

6.9

23.9

22.5

23.8

DC14

Ukhahlamba DM

5.3

5.3

5.2

30.3

29.3

30.0

EC

Eastern Cape

5.4

6.3

5.4

27.2

28.4

26.2

DC20

Fezile Dabi DM

3.8

3.2

3.3

29.9

27.4

25.1

DC18

Lejweleputswa DM

5.5

5.3

5.6

24.7

24.8

21.7

DC17

Motheo DM

3.9

3.5

3.3

28.8

26.1

27.3

DC19

T Mofutsanyane DM

5.2

5.1

4.6

26.0

23.2

25.9

DC16

Xhariep DM

4.2

3.4

3.7

30.5

26.9

24.2

FS

Free State

4.6

4.3

4.2

27.1

25.0

24.7

Ekurhuleni

Ekurhuleni MM

4.6

3.3

3.0

21.3

26.4

25.7

Jhb

Johannesburg MM

4.6

4.1

3.5

22.2

25.8

25.0

CBDC2

Metsweding DM

1.7

1.3

1.3

20.9

23.5

20.5

DC42

Sedibeng DM

4.1

2.8

2.2

21.3

21.1

28.6

Tshwane

Tshwane MM

4.0

3.8

3.4

16.1

18.0

15.5

CBDC8

West Rand DM

3.9

3.5

2.9

21.7

21.6

24.4

GP

Gauteng

4.4

3.6

3.2

20.8

23.9

23.5

Code

District

DC44

2005

403

Incidence of STI treated – new

Male Urethritis Syndrome rate

2003

2004

2005

2003

2004

2005

Amajuba DM

8.4

6.8

7.0

25.3

27.4

28.8

Durban

eThekwini MM

7.5

7.2

7.1

23.5

26.2

25.7

DC29

iLembe DM

6.6

5.6

5.9

24.7

32.1

12.4

DC43

Sisonke DM

12.2

9.0

9.0

16.7

17.8

18.5

DC21

Ugu DM

7.9

6.6

6.8

19.2

20.5

21.8

DC22

uMgungundlovu DM

7.4

8.6

9.2

22.9

27.9

21.9

DC27

Umkhanyakude DM

8.4

7.6

7.0

19.7

23.6

24.5

DC24

Umzinyathi DM

8.8

7.9

7.8

17.6

21.0

20.8

DC23

Uthukela DM

7.3

6.6

6.0

20.7

25.9

29.9

DC28

Uthungulu DM

7.4

6.1

5.0

23.7

28.4

37.1

DC26

Zululand DM

7.8

6.4

6.0

28.6

31.7

27.9

KZN

KwaZulu-Natal

7.8

7.1

6.9

22.7

26.2

25.0

CBDC4

Bohlabela DM

9.9

9.7

8.2

30.9

26.6

30.9

DC35

Capricorn DM

4.9

4.9

4.3

20.7

21.2

23.1

CBDC3

Gr Sekhukhune DM

3.5

3.4

3.0

19.5

20.4

23.6

DC33

Mopani DM

9.9

9.1

7.7

28.0

28.1

30.2

DC34

Vhembe DM

10.0

9.5

9.5

21.2

20.6

20.8

DC36

Waterberg DM

6.8

5.2

5.5

23.8

26.5

25.8

LP

Limpopo

7.6

7.1

6.5

24.3

23.9

25.2

CBDC4 (mp)

Bohlabela DM (mp)

-

-

-

-

-

-

DC32

Ehlanzeni DM

6.7

8.0

7.7

42.5

35.1

34.3

DC30

G Sibande DM

4.7

4.6

4.3

44.4

45.2

38.4

CBDC3 (mp)

Gr Sekhukhune DM (mp)

3.0

2.9

3.2

32.3

33.0

32.0

CBDC2 (mp)

Metsweding DM (mp)

-

-

-

-

-

-

DC31

Nkangala DM

3.3

3.3

2.9

47.4

45.9

41.3

MP

Mpumalanga

4.7

5.1

4.8

43.7

39.9

36.6

DC9

Frances Baard DM

5.0

5.3

4.9

30.1

31.9

33.4

CBDC1 (nc)

Kgalagadi DM (nc)

13.1

10.9

9.1

20.4

19.3

24.4

DC6

Namakwa DM

2.1

1.6

1.3

25.0

30.7

23.8

DC7

Pixley ka Seme DM

3.7

3.6

3.3

39.0

40.7

38.9

DC8

Siyanda DM

2.7

2.8

2.1

38.8

40.7

34.2

NC

Northern Cape

4.2

4.1

3.6

31.3

33.3

33.0

DC37

Bojanala Platinum DM

6.3

6.6

5.4

23.8

22.5

23.8

DC39

Bophirima DM

5.6

5.3

4.9

22.9

24.7

25.5

DC38

Central DM

6.2

6.1

4.9

16.8

18.0

18.2

DC9 (nw)

Frances Baard DM (nw)

7.1

3.8

3.1

12.7

13.3

16.9

CBDC1

Kgalagadi DM

4.5

6.1

5.8

10.6

17.4

19.1

DC40

Southern DM

4.5

4.6

4.4

24.6

24.9

22.7

Tshwane (nw)

Tshwane MM (nw)

5.8

5.3

4.5

36.9

43.0

37.4

CBDC8 (nw)

West Rand DM (nw)

6.3

3.8

3.3

15.7

19.0

21.2

NW

North West

5.8

5.8

4.9

23.4

24.3

24.1

Cape Town

Cape Town MM

2.2

3.5

3.1

48.5

28.6

29.6

DC2

Cape Winelands DM

2.1

2.2

2.1

27.8

27.3

30.3

DC5

Central Karoo DM

2.1

2.5

2.6

32.4

28.4

27.1

DC4

Eden DM

2.3

2.4

2.4

35.5

35.7

37.5

DC3

Overberg DM

2.1

2.1

2.7

33.1

30.4

22.3

DC1

West Coast DM

2.2

2.6

2.6

25.2

24.1

26.8

WC

Western Cape

2.2

3.1

2.8

42.1

28.8

29.8

SA

South Africa

5.4

5.3

4.8

25.6

26.9

26.1

Code

District

DC25

Source:

DHIS June 2006.

Note:
-
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= suppressed. Data have been excluded from calculations of provincial and national averages due to apparent data errors,
missing numerators or denominators.
= no data.
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Map 3:
Incidence of STI treated – new, 2005
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Mortality
Appropriately, no single health statistic has been as
closely followed and debated as mortality. While the
Demographic Indicators section covered the crude
death rate and the Child Health section covers infant
mortality in more detail, this section tries to provide
in-depth coverage of the causes of mortality as well as
the changes in age-specific mortality rates over time.
The StatsSA P0309.3 statistical release was updated
in May 2006, with a report entitled ‘Mortality and
causes of death in South Africa, 2003 and 2004.
Findings from death notification’ [StatsSA Causes of
death 2004]. The previous year’s release had covered data
from death notifications from 1997 to 2003 [StatsSA
Causes of death 2003]. Using death notifications as
source documents is not without its problems, as is
readily acknowledged by StatsSA. Potential sources of
error include:
✦ Incomplete and inaccurate recording of details,
such as marital status, education, occupation;
✦ Under-registration of deaths, particularly in rural
areas and of children;

✦ Misreporting of the cause of death (either an
incorrect cause of death or where the cause of death
is not detailed).
StatsSA reports on estimates of “completeness of
information”. For example, for 2003, the completeness
of information published was about 90% for males
and 87% for females. For 2004, StatsSA reported the
completeness of the published information as 87% for
males and 82% for females. Problems encountered with
the 2004 data were:
✦ Non-recordal of population group for approximately one-quarter of the death notification
forms;
✦ Non-recordal of sex, age and province of death
occurrence on less than 5% of forms.
Perhaps the best way to see how mortality is changing
in SA over time is to examine the number of deaths
in each 5-year age band over the period from 1997 to
2004.
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Figure 9:
Distribution of deaths by age and year of death, 1997-2004
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StatsSA Causes of death 2004.

The same data can also be represented as the age-sex
percentage distribution of deaths. The graphs for 1997
and 2004 indicate clearly how the pattern of death has
changed over this time.
Figure 10:
Age-sex percentage distribution of deaths, 1997 and 2004
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StatsSA Causes of death 2004.

Note:

Number of recorded deaths was 316 505 (1997) and 567 488 (2004).
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Increases in the number of deaths from 1997 to 2004
are particularly observed at middle age groups (25-29
years up to 50-54 years) and at very young ages (0 to 4
years). There has also been a change in sex differentials.
Between 2003 and 2004, male deaths increased by
1.8% while female deaths increased by 3.7%. This
can also be discerned from the sex ratio (the number
of male deaths per 100 female deaths). From 1997 to
2004 this ratio for all deaths was over 100, indicating
a greater number of male deaths. The ratio is declining
consistently, indicating a higher increase in female
deaths. In the age group 20-24 years, the ratio has
declined from 151 to 69 between 1997 and 2004.
The differences by ethnic group have been less dramatic
between 2003 and 2004 – the percentage of deaths in
Africans increased slightly, and decreased slightly for
all the other ethnic groups.
When viewed per province, deaths have increased in all
provinces between 1998 and 2004, and the crude death
rate is highest in the Free State.

Figure 11:
Deaths per 1 000 population (crude death rate) by
ethnic group, 2003 and 2004
12
10
8
6
4
2
0

African

Coloured

Indian

2003

White

2004

Source:

StatsSA Causes of death 2004, StatsSA Mid-year Estimates

Note:

Approximately 25% of death records do not specify ethnic
group, therefore these crude death rates are a substantial
under-estimate.

Figure 12:
Deaths per 1 000 population (crude death rate) by province, 1998, 2001, 2003 and 2004
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StatsSA Causes of death 2003, StatsSA Causes of death 2004, StatsSA Mid-year Estimates, DHIS Population estimates.
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Causes of death
The 2005 edition of the Review highlighted the results
of the MRC Burden of Disease project, which released
its findings by province in 2004. HIV and AIDS
were considered responsible for 29.8% of all deaths
countrywide in 2000, ranging from a low of 8.4% in
the Western Cape to a high of 41.5% in KwaZulu-Natal
[Burden of Disease Prov 2000]. The StatsSA findings
support this view of a high communicable disease load,
complicated by HIV and AIDS, with the main reported
causes of death in 2003 and 2004 being tuberculosis,
followed by influenza & pneumonia. The main (level
one) derived underlying groups of causes of death in
2004 were ‘Certain infectious & parasitic diseases’
(23.4%), followed by diseases of the circulatory system
(13.9%) and respiratory system (13.5%). Perinatal
conditions accounted for 5.8% of deaths in 2004.
Given the interest in crime-related and accident-related
deaths, it is important to note that there has been a
steady decline in the percentage of non-natural deaths
over time, from 17.1% in 1997 to 9.2% in 2004.
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Further disaggregation of non-natural causes is difficult
as the majority (68.8%) were classified as “Events of
undetermined intent”. Transport accidents accounted
for the next largest category (9.9%).
The main (level one) derived underlying groups of causes
of death can be further disaggregated. However, agespecific disaggregated data provide even more insights.
For infants, seven of the ten leading causes were related
to diseases specific to the perinatal period. The report
contains further data disaggregated into neonatal and
post-neonatal deaths. The leading underlying natural
causes of death (and their ICD-10 codes) in 2004 for
infants less than 1 year and for children aged 1-4 years
are provided below. For contrast, the same data for the
youth and young adults (aged 15-24 years) are also
provided.
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Table 17:
The leading underlying natural causes of death for selected age groups, 2004
Less than 1 year

Number

%

13 201

32.5

Digestive system disorders of foetus and newborn (P75-P78)

8 551

21.1

Other disorders originating in the perinatal period (P90-P96)

5 126

12.6

Infections specific to the perinatal period (P35-P39)

2 195

5.4

Disorders related to length of gestation and foetal growth (P05-P08)

1 643

4.0

Certain disorders involving the immune mechanism (D80-D89)

Respiratory & cardiovascular disorders-perinatal period (P20-P29)

1 020

2.5

Haemorrhagic & haematological disorders-foetus and newborn (P50-P61)

774

1.9

Protozoal diseases (B50-B64)

751

1.8

Malnutrition (E40-E46)

746

1.8

Transitory endocrine & metabolic disorders specific-foetus & newborn (P70-P74)

725

1.8

Other causes

5 872

14.5

40 604

100.0

Intestinal infectious diseases (A00-A09)

3 608

23.0

Influenza and pneumonia (J10-J18)

2 124

13.5

Malnutrition (E40-E46)

All causes

1-4 years

1 068

6.8

Tuberculosis (A15-A19)

854

5.4

Certain disorders involving the immune mechanism (D80-D89)

553

3.5

Human immunodeficiency virus [HIV] disease (B20-B24)

382

2.4

Other viral diseases (B25-B34)

319

2.0

Inflammatory diseases of the central nervous system (G00-G09)

207

1.3

Metabolic disorders (E70-E88)

185

1.2

Noninfective enteritis and colitis (K50-K52)

184

1.2

6 217

39.6

15 701

100.0

Tuberculosis (A15-A19)

5 021

14.7

Influenza and pneumonia (J10-J18)

2 929

8.6

Intestinal infectious diseases (A00-A09)

1 663

4.9

Certain disorders involving the immune mechanism (D80-D89)

1 171

3.4

Human immunodeficiency virus [HIV] disease (B20-B24)

1 010

3.0

Inflammatory diseases of the central nervous system (G00-G09)

860

2.5

Other viral diseases (B25-B34)

701

2.1

Other forms of heart disease (I30-I52)

639

1.9

Episodic and paroxysmal disorders (G40-G47)

362

1.1

Other causes
All causes

15-24 years

Protozoal diseases (B50-B64)

334

1.0

Other causes

19 504

57.0

All causes

34 194

100.0

Source:

StatsSA Causes of death 2004.
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The StatsSA report also provides provincial breakdowns.
Tuberculosis was the first leading underlying cause
of death in all provinces in 2004, except for the Free
State (hypertensive diseases) and Limpopo (influenza
and pneumonia). In 5 provinces (Western Cape,
Eastern Cape, Northern Cape, KwaZulu-Natal and
North West), human immunodeficiency virus (HIV)
disease featured among the top ten underlying causes
of death.
Previous editions of the Review have devoted considerable space to various estimates of the extent and
impact of the HIV and AIDS pandemic, including
the impact on mortality. The following quote has been
taken from “Buckling – the Impact of AIDS in South
Africa” [Buckling 2005]:
“Why it matters

To some, questioning the accuracy of HIV and
AIDS estimates is an unaffordable luxury, a
reckless distraction. Whether or not 6 million or 4
million people are living with HIV, and whether
or not 500 000 or 250 000 are dying of AIDS
each year, a catastrophe is underway. This is so. At
the levels of social justice and morality, it should
not matter whether 2.5 million or 5 million South
Africans are living with HIV. There is a manifest
obligation to control an epidemic of such scale, to
aid those whose lives it threatens, and to limit the
ruin it can bring on households, institutions and
society. But there are also very practical reasons
why it does matter. In an epidemic as severe as
South Africa’s – and even the lowest estimations
describe a grievous epidemic – proper planning
requires as precise an understanding as possible of
the status and likely trends of HIV and AIDS.
The less precise our knowledge of the epidemic,
the more our responses become a gamble and the
more we rely on luck – and that’s an unaffordable
luxury. The successful design and adaptation of
prevention efforts require at least an accurate sense
of the epidemic’s scale, trends and likely evolution
in different age groups, among males and females
respectively, and in various parts of a country.
Potentially effective remedial steps require a fairly
faithful estimation of the scale and the nature of
that impact, and who is bearing its brunt. This
need is obvious in the health sector, for example,
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where the complicated logistics of a sustained
treatment programme require reasonably accurate
information about how many people are living
with HIV, how many are in need of treatment,
and where they are. It’s also necessary to be able
to anticipate and meet the demand for resources
(diagnostic services, hospital beds, duration of
admission, health staff). The ramifications spill
a lot wider, too. Remedial strategies, particularly
those that imply long-term institutional demands
and fiscal commitments, are ill-served by shabby
estimates.”
The debate on causes of mortality has been summarised
thus:

“When it comes to assigning causes to deaths, the
various studies don’t vary by large margins either.
Like the MRC, Statistics SA has attributed about
one third of total deaths in 2000 to AIDS. In
2005, it estimates, that share will have swollen to
just over one half – which is more or less midway
between ASSA2002’s 45% and the HSRC’s
forecasted 58%. No matter the data set one
selects, by 2005 AIDS will have killed at least 1.8
million South Africans and possibly as many as
2.5 million since the epidemic began. AIDS has
become the single largest cause of death in South
Africa.”
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Table 18:
Mortality indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA
42.9

Adult mortality (45q15 - probability of dying between the ages of 15 and 60 years of age) (Burden of disease analysis)a
2000

38.6

42.6

39.3

48.7

39.9

47.5

34.2

42.0

30.8

2000 female

32.2

35.9

32.7

42.8

33.1

41.3

27.5

35.2

24.1

35.7

2000 male

45.0

49.3

46.0

54.6

46.7

53.8

40.9

48.8

37.5

49.4
56.3

Adult mortality (45q15 - probability of dying between the ages of 15 and 60 years of age) (ASSA2003 model)b
2006

58.5

63.7

54.5

71.1

46.9

65.1

44.4

58.5

36.4

2006 female

52.8

58.4

50.2

66.2

41.3

60.4

39.3

53.1

32.0

51.4

2006 male

64.3

69.0

58.7

76.0

52.5

69.8

49.4

63.8

40.7

61.2

Life expectancy at birth (Burden of disease analysis)a
2000

56.2

55.1

58.0

51.6

57.1

53.1

60.5

55.9

63.4

55.2

2000 female

59.0

57.9

61.0

53.8

60.1

55.5

63.9

58.8

67.0

58.5

2000 male

53.3

52.4

55.1

49.4

54.3

50.7

57.2

53.1

59.8

52.4

Life expectancy at birth (StatsSA)c
1996

60.4

52.8

59.6

53.0

60.1

53.5

55.6

53.3

60.8

57.0

1996 rural

-

-

-

-

-

-

-

-

-

58.0

1996 urban

-

-

-

-

-

-

-

-

-

56.2

2004

-

-

-

-

-

-

-

-

-

51.4

2004 female

-

-

-

-

-

-

-

-

-

52.9

2004 male

-

-

-

-

-

-

-

-

-

49.9

2006

-

-

-

-

-

-

-

-

-

50.7

2006 female

52.5

2006 male

49.0

Life expectancy at birth (ASSA2003 model)b
48.8

46.7

52.2

43.0

56.0

46.4

57.3

50.2

61.5

50.7

2006 female

2006

-

-

-

-

-

-

-

-

-

52.5

2006 male

-

-

-

-

-

-

-

-

-

48.9

a
b
c

Burden of Disease Prov 2000.
ASSA 2003.
StatsSA HDI 2001, StatsSA Mid-year Estimates 2004 and StatsSA
Mid-year Estimates 2006 (estimates for the period 2001-2006).

Table 19:
Mortality indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

Adult mortality (45q15 - probability of dying between the ages of 15 and 60 years of age) (ASSA2000 model)a
2002 female

52.0

32.0

20.0

15.0

43.0

2002 male

65.0

43.0

34.0

23.0

56.0

Life expectancy at birth (ASSA2000 model)a
2002 female

50.4

64.0

69.5

73.7

55.0

2002 male

45.8

58.4

63.4

67.7

49.9

Life expectancy at birth (StatsSA)
1996 b

55.5

58.6

61.5

65.5

57.0

2004 c

49.2

56.2

63.5

63.6

51.4

2004 female

50.7

58.4

66.0

65.6

52.9

2004 male

47.8

54.1

61.1

61.7

49.9

a
b
c

HIV Indicators 2002.
StatsSA HDI 2001.
StatsSA Mid-year Estimates. 2004 mid-year estimates.
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Disability
The Department of Health strategic plan [DoH
Stratplan 2006-09] has identified birth defects as an
area requiring attention. In order to reduce morbidity
and mortality due to genetic disorders/birth defects
and improve birth defects surveillance it is planned
that, by 2006/07, 50% of districts should have at least
one genetically trained health care provider and 15% of
districts should be implementing the new standardised
birth defects data collection tool.

Ethnic differences were noted in the age distribution.
There was an overall increase in the proportion of people
with a disability with each increase in age category, at
first a gradual increase, but then a steeper increase after
the age of 44 years and an even steeper increase after the
age of 69 years. However, in Africans, the change was
evident from about the age of 39 years, while among
the White population, there was a gradual increase
in the rate of disability up to the age of 65-69 years,
followed by a steep increase. This may be attributed to
differences in life circumstances and living conditions.
Differences between ethnic groups can also be seen in
infants and children, as shown in the Figure 13.

The ‘Stages in the life cycle of South Africans’ report
[StatsSA Stages 2001] has provided some interesting
age-specific data on disability, drawn from the Census
2001. The overall figures have been reported before –
of the approximately 44.8 million people counted in
Census 2001, 2.3 million were reported as disabled.
Of the population, 1.3% had a visual disability, 1.2%
a physical, 0.7% a hearing, 0.6% an emotional, 0.5%
an intellectual, and 0.2% a communication disability.
In addition, there were 257 000 people (0.6%) with
multiple disabilities.

Figure 13:
Prevalence of disability by age and ethnic group, 2001
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StatsSA Stages 2001.

Note:

The proportion of African children reported as disabled was higher than in the other population groups for all ages.
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Internationally, the March of Dimes has produced
a report on birth defects [Global Birth Defects].
It estimated that every year 7.9 million children
(representing 6% of total births) are born with a serious
birth defect of genetic or partially genetic origin. In
addition, hundreds of thousands are born with serious
birth defects of post-conception origin, including
maternal exposure to teratogens such as alcohol,
rubella, syphilis and iodine deficiency. The report also
noted that the impact of birth defects was particularly
severe in middle- and low-income countries, which
account for more than 94% of the births with serious
birth defects and also 95% of deaths associated with
these children. Globally the 5 common serious birth
defects of genetic or partially genetic origin in 2001
were congenital heart defects, neural tube defects,
haemoglobin disorders, thalassemia, and sickle cell

disease, Down’s syndrome (trisomy 21), and glucose6-phosphate dehydrogenase (G6PD) deficiency (Table
20). Together these 5 accounted for about 25% of
all of birth defects of genetic or partially genetic
origin. Comparable data for birth defects due to postconception damage could not be found. However, the
report noted that the existing limited data suggested
that the most important causes of post-conception birth
defects were foetal alcohol spectrum disorder, iodine
deficiency disorder, congenital rubella syndrome and
congenital syphilis.
The StatsSA Cause of Death Report [StatsSA Causes
of death 2004] has also provided more detailed data
on mortality due to birth defects (Table 21). Overall,
birth defects are estimated to be the underlying cause
of death in 1.8 South African children per 1 000 live
births in 2004.

Table 20:
Prevalence of most common birth defects in South Africa and the world, 2001
South Africa
Children born with Birth Defects Annually
Annual Births 2001

World

58 962

7 881 603

1 105 000

131 751 000

Prevalence of most common (global) birth defects (per 1 000 live births)
Birth defects of the cardiovascular system

7.9

7.9

Neural tube defects

2.3

2.5

Pathological haemoglobin disorders

0.0

2.3

Down’s syndrome

2.1

1.7

G6PD deficiency

0.2

1.3

53.4

59.8

Total
Source:

Global Birth Defects.

Table 21:
Deaths from birth defects as underlying cause, 2004
ICD-10

Number of deaths

Percentage of deaths
from birth defects

Birth defects of the cardiovascular system

Q20-Q28

566

29.8

Neural tube defects

Q05-Q07

99

5.2

Down’s syndome

Q90

Underlying cause of death

All other birth defects
Total deaths from birth defects
Source:

Q00-Q99

132

7.0

1 100

58.0

1 897

100.0

StatsSA Causes of death 2004.
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Table 22:
Disability indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Cataract surgery rate (surgeries per million public sector dependent population per year)
2000a

-

-

-

-

-

-

-

-

-

639

2001a

-

-

-

-

-

-

-

-

-

711

2004b

-

-

-

-

-

-

-

-

-

1 039

1996

7.3

9.8

6.2

6.0

6.0

7.6

5.6

8.3

3.7

6.5

1998

8.9

5.8

5.2

6.7

6.3

4.5

4.5

3.1

3.8

5.9

1998 female

-

-

-

-

-

-

-

-

-

5.5

1998 male

-

-

-

-

-

-

-

-

-

6.4

1998 rural

6.2

4.3

3.4

6.4

5.1

3.8

4.1

2.7

3.3

5.1

1998 urban

10.9

6.7

5.2

6.9

8.2

5.6

4.6

3.4

3.9

6.3

5.8

6.8

3.8

5.0

5.1

5.8

5.7

5.8

4.1

5.0

Prevalence of disability (%)c

2001

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

1998

-

-

-

-

-

-

-

-

-

1.0

2001

0.8

1.0

0.4

0.7

0.8

0.9

0.7

0.7

0.6

0.7

1996

0.7

5.4

0.3

0.5

0.4

0.5

0.5

0.7

0.4

0.5

1998

-

-

-

-

-

-

-

-

-

1.1

2001

-

-

-

-

-

-

-

-

-

0.6

Prevalence of mental illness (%)

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

1998

-

-

-

-

-

-

-

-

-

2.0

2001

1.5

1.3

1.0

1.3

1.0

1.3

1.6

1.4

1.2

1.2

1996

2.6

5.2

2.9

2.2

2.3

3.6

2.3

3.4

3.8

2.7

1998

-

-

-

-

-

-

-

-

-

1.7

2001

1.3

2.2

1.0

1.2

1.3

1.6

1.5

1.7

0.8

1.3

Prevalence of sight disability (%)

a
b
c

DoH Annual Report 2001/2002.
DoH Annual Report 2004/05.
Sources for disability prevalence: 1996 data [Census 1996], 1998
data [CASE Disability Survey], 2001 data [Census 2001].
Note that data from these 3 sources are not directly comparable due
to differing methodology and phrasing of the survey questions.
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Table 23:
Disability indicators by ethnic group
African

Coloured

Indian/Asian

White

Other/
unspecified

SA

1996

7.5

3.6

4.1

3.3

4.4

6.5

1998

6.1

4.5

4.7

5.7

-

5.9

1998 female

5.8

3.9

3.9

5.1

-

5.5

1998 male

6.5

5.1

5.5

6.3

-

6.4

2001

5.2

4.2

3.7

4.5

-

5.0

1996

1.1

0.4

0.5

0.6

0.6

1.0

2001

0.7

0.5

0.4

0.8

-

0.7

0.5

0.4

0.4

0.3

0.4

0.5

1996

1.6

0.9

0.9

0.6

0.8

1.4

2001

1.2

1.3

1.1

1.3

-

1.2

1996

3.2

1.0

1.5

0.7

1.3

2.7

2001

1.4

0.8

0.8

0.7

-

1.3

Prevalence of disability (%)

Prevalence of hearing disability (%)

Prevalence of mental illness (%)
1996
Prevalence of physical disability (%)

Prevalence of sight disability (%)

Source:

1996 data [Census 1996], 1998 data [CASE Disability Survey], 2001 data [Census 2001].

Note:

Data from these 3 sources are not directly comparable due to differing methodology and phrasing of the survey questions.

Infectious Disease
The major source of infectious disease data, other than
for tuberculosis and HIV, remains the Department
of Health’s Notifiable Disease Reporting System.
Updated data are provided on an irregular basis. Only
the incidence of cases notified nationally and the case
fatality rate in the most recent years for which data
are available are presented below. Additional data on
vaccine-preventable diseases are provided under the
Child Health section.

More detailed data on syphilis are available. Comparing
provincial prevalence data from the DHIS and the
annual antenatal surveys is not without problems. Of
concern is that the reported percentage of antenatal
clients tested for syphilis varies considerably between
provinces, as shown in the table below. It is standard
practice that all ANC presenters should be tested for
syphilis. The data below should be treated with some
caution as the indicator has only recently been added
to the NIDS. Low figures may reflect an actual failure
to test clients or merely poor reporting.

Table 24:
Proportion of ANC clients tested for syphilis and syphilis prevalence, 2005
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Proportion antenatal clients tested for
syphilis

-

27.2

25.9

40.4

43.6

91.0

45.1

-

-

43.0

Syphilis prevalence among antenatal clients
tested

-

4.0

4.7

6.3

3.7

4.3

7.5

-

-

5.0

Source:
Note:

DHIS June 2006.
-

= no data.
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Figure 14 shows a comparison of syphilis prevalence
from the 2005 Antenatal Survey and DHIS. The
DHIS values for syphilis prevalence for FS, GP and
NC are within the 95% CI for the ANC survey value.
The KZN DHIS data are almost definitely high due to
data errors.
Figure 14:
Syphilis prevalence, 2005
12
10
8
6
4
2
0

EC

FS

GP

KZN

LP

MP

NC

ANC Survey
Source:

NW

WC

SA

DHIS

DHIS June 2006, Antenatal Survey 2005.

Table 25:
Infectious disease indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Reported cases of cholera (per 100 000)a
2000

-

-

-

-

-

-

-

-

-

23.5

2001

-

-

-

-

-

-

-

-

-

221.2

2002

-

-

-

-

-

-

-

-

-

36.3

2003

-

-

-

-

-

-

-

-

-

8.2

2004

-

-

-

-

-

-

-

-

-

6.0

2005

-

-

-

-

-

-

-

-

-

0.0

2000 /01 season

-

0.0

6.2

0.2

0.3

3.2

-

0.0

0.0

0.2

2001 /02 season

1.9

-

-

0.5

0.4

-

-

0.0

-

0.7

2003

1.2

-

-

-

-

4.4

-

-

-

1.1

2004

-

-

-

-

-

-

-

-

-

1.3

Case fatality rate: cholerac

Reported cases of measles (per 100 000)b
2002

-

-

-

-

-

-

-

-

-

0.07

2003

-

-

-

-

-

-

-

-

-

0.54

2004

-

-

-

-

-

-

-

-

-

5.75

2005

-

-

-

-

-

-

-

-

-

4.98

2002

-

-

-

-

-

-

-

-

-

0.0

2004

-

-

-

-

-

-

-

-

-

0.0

2005

-

-

-

-

-

-

-

-

-

0.1

Case fatality rate: measles b
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Reported cases of rabies (per 100 000)b
2002

-

-

-

-

-

-

-

-

-

0.02

2004

-

-

-

-

-

-

-

-

-

0.02

2005

-

-

-

-

-

-

-

-

-

0.02

2003

-

-

-

-

-

-

-

-

-

100.0

2004

-

-

-

-

-

-

-

-

-

100.0

2005

-

-

-

-

-

-

-

-

-

100.0

Case fatality rate: rabies b

Reported cases of tetanus (per 100 000)b
2002

-

-

-

-

-

-

-

-

-

0.08

2004

-

-

-

-

-

-

-

-

-

0.02

2005

-

-

-

-

-

-

-

-

-

0.01

2003

-

-

-

-

-

-

-

-

-

9.5

2004

-

-

-

-

-

-

-

-

-

0.0

2005

-

-

-

-

-

-

-

-

-

0.0

Case fatality rate: tetanus b

Syphilis prevalence rate (%) (antenatal)c
1998

9.6

4.4

3.8

15.8

5.6

8.6

3.8

9.1

4.4

10.8

1999

4.4

15.8

9.6

3.8

8.6

9.7

3.8

5.6

4.4

7.3

2000

3.3

4.8

9.6

2.6

4.2

3.7

5.1

3.6

5.2

4.9

2001

3.3

2.0

2.7

1.3

4.9

2.0

6.2

4.0

2.9

2.8

2002

3.1

5.0

6.0

1.5

1.9

2.5

5.2

3.2

2.0

3.2

2003

3.8

3.8

2.1

1.4

1.7

1.8

8.6

2.0

5.5

2.7

2004

2.4

3.8

0.9

0.8

0.9

1.3

7.0

2.1

1.6

1.6

2005

2.5

3.0

4.3

1.2

1.1

2.9

8.5

1.9

4.0

2.7

a
b
c

Stats Notes Jan 2001 and DoH Notification System.
DoH Notification System.
NDoH and Antenatal Surveys 2001-2005.

TB
The national Department of Health’s strategic plan for
2006-2009 [DoH Stratplan 2006-09] acknowledges
that tuberculosis remains out of control: “TB has
continued to pose a formidable challenge to the public
health system, with low cure rates (56.7% against
a target of 65%). Efforts to counter this focused on
improving the directly observed treatment short course
(DOT) programme and on integrating the HIV and
TB programmes. A significant proportion of TB
patients accepted testing in 2004/05. The Department
of Health has declared TB to be a national crisis
and is working with provinces to reduce treatment
interruption, further improve the quality of the DOTS
programme, implement a TB and HIV package of care,
assist districts with supervision and monitoring systems,
and strengthen laboratory services.” A crisis plan has
been developed, targeting the two worst performing
provinces (KwaZulu-Natal and the Eastern Cape) and
	

Internationally agreed target is in fact higher at 85%.

also four of the worst performing health districts (the
Nelson Mandela metropole, Amathole, eThekwini,
Johannesburg). The short-term goal is to increase the
smear conversion rate by at least 10% in these districts.
The most recent available data on TB cure rate (2003)
by district are shown in Map 4.
Global reports have also pointed to South Africa’s
poor performance in TB control [Global TB database,
2006]. The key points made were:
✦ “Responsibility for health in South Africa is
devolved to provinces among which the quality of
TB control varies greatly”;
✦ “TB incidence was re-evaluated during 2005; the
case detection rate was revised downwards but
appears still to have exceeded the 70% target”;
✦ “Treatment success remains low compared with
other African countries with a high prevalence of
HIV and with considerably fewer resources”;
417

Map 4:
TB cure rate by district, 2003
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✦ “South Africa has more people with HIV than any
other country, but few HIV-positive TB patients
are being offered ART”; and
✦ “Introduction of the Electronic TB Register is
improving the quality of surveillance data”.
It is notable, however, that the values for incidence (all
types) provided in the Global Database are higher than
those supplied by the national DoH. The incidence
(all types) is reported as 550.9/100 000 population
for 2004 by the national DoH, but is recorded as
718/100 000 population in the Global Database. The
Global Database figure for mortality (all types), at
135/100 000 population, is somewhat lower than the
figure calculated from the StatsSA causes of mortality
report for 2004 (150/100 000 population). The change
in TB mortality between 2003 and 2004 is shown in
Figure 15, taken from the StatsSA data.
The Global TB report 2006 has listed a number of
challenges facing the TB programme in SA, including
some that are generic to the health system as a whole:
418

N Mandela
Metro

✦ “Recruiting and retaining adequately qualified
health care staff”;
✦ “Ensuring adequate TB laboratory services given
that National Health Laboratory Services (NHLS)
is a public health entity not controlled directly by
DoH”;
✦ “Ensuring that HIV-positive TB patients are
offered ART”;
✦ “Reducing distances patients must travel to obtain
health care”;
✦ “Collecting and analysing up-to-date financial data
from all provinces”;
✦ “Expanding the role of the private sector and NGOs
in TB diagnosis and treatment”; and
✦ “Overcoming low awareness of TB and stigma in
the community”.
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Figure 15:
TB death rate per 100 000 population
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Source:

StatsSA Causes of death 2004, DHIS Population estimates.

Note:

Using all reported deaths due to TB as underlying cause of death. Not adjusted for under-reporting of death notification.

Table 26:
TB indicators by province
EC
Tuberculosis prevalence rate per 100 000

FS

GP

KZN

LP

MP

NC

NW

WC

SA

population a

1990

-

-

-

-

-

-

-

-

-

735

2004

-

-

-

-

-

-

-

-

-

670

82

90

90

54

79

83

90

83

90

80

255 422

Bacteriological coverage rate b
2001
Case finding
Reported cases of TB (all types)b
2003

38 430

16 733

35 161

76 838

9 797

7 732

6 652

19 918

44 161

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

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
116 337

Reported cases of TB (PTB)b

Reported cases of TB (new Sm+)b
2003

17 149

7 907

17 471

32 431

5 725

4 479

3 387

10 138

17 650

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
550.1

Incidence of TB (all types) (per 100 000)b
2003

590.9

611.1

373.4

782.2

181.0

238.1

812.4

525.3

931.5

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
250.6

Incidence of TB (PTB new Sm+) (per 100 000)b
2003

263.7

288.8

185.6

332.2

105.8

138.0

413.6

267.4

372.3

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

Proportion of extra-pulmonary TB b
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
54

Smear positivity (percentage of new PTB cases which are Sm+)b
2003

54

57

65

50

67

67

55

60

45

2004

51

55

64

43

62

54

53

57

45

51

2005

47

55

62

39

61

57

51

57

44

49
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Prevalence (%) of multidrug resistance among new TB cases
2001c

1.0

1.8

1.4

1.7

2.4

2.6

-

2.2

0.9

-

2004a

-

-

-

-

-

-

-

-

-

1.8

Case holding
Smear conversion rate (new Sm+ cases)b
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

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

-

67.2

62.6

34.8

69.5

32.0

38.3

56.6

70.1

50.8
68.1

Cure rate (new Sm+ cases)b

Successful completion rate (new Sm+)b
2002

68.3

72.7

67.0

63.3

61.1

62.4

68.8

69.3

75.3

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

Tuberculosis, DOTS treatment success, (%)d
2001

-

-

-

-

-

-

-

-

-

66

2002

-

-

-

-

-

-

-

-

-

65

2003

-

-

-

-

-

-

-

-

-

68
12.9

Interruption (defaulter) rate (new Sm+ cases)b
2002

14.5

7.2

12.0

16.6

7.0

14.0

13.7

11.4

12.7

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
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Retreatment ratio (% of all Sm+ cases that are retreatment cases)b
2003

29

22

15

16

11

10

25

16

31

2004

30

22

15

18

13

11

26

17

30

22

2005

32

23

17

20

14

10

28

18

32

23

Tuberculosis death rate per 100 000
1990a

-

-

-

-

-

-

-

-

-

89

2003 StatsSAe

-

-

-

-

-

-

-

-

-

148

2004 StatsSAf

-

-

-

-

-

-

-

-

-

150

2004a

-

-

-

-

-

-

-

-

-

135

2001

-

-

-

-

-

-

-

-

-

77.0

2002

-

-

-

-

-

-

-

-

-

98.0

2003

-

-

-

-

-

-

-

-

-

99.5

Programme management
DOTS population coverage (%)a

Tuberculosis, DOTS detection rate (%)
2002d

-

-

-

-

-

-

-

-

-

105

2003d

-

-

-

-

-

-

-

-

-

118

2004a

-

-

-

-

-

-

-

-

-

83

a
b

c
d
e
f

Global TB database. 2006 Report.
DoH TB. Values for Smear conversion rate are lower than previously
published since the indicator is currently reported for smear
conversion TWO months after starting treatment, while older data
were for conversion THREE months after treatment initiation.
MDR TB 2004. Note that the Northern Cape was not included in
this study.
Millennium Development Goals.
StatsSA Causes of death 2004. Calculated from 67 609 deaths due
to TB.
StatsSA Causes of death 2004. Calculated from 69 689 deaths due
to TB.
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Malaria
(IRS) with dichlorodiphenyltrichloroethane (DDT)
remains controversial in some quarters. The World
Malaria Report noted that “The dwindling availability
of low-risk and cost-effective insecticides is a threat to
malaria vector control. This is a result of increasing
vector resistance and the lack of development over
the past 20 years of new insecticide compounds for
public health use. In May 2004, the Stockholm
Convention on Persistent Organic Pollutants became
operational. While enforcing strict measures to
reduce environmental damage from persistent organic
pollutants, the Convention stated that DDT is still
needed in some countries for disease vector control.
WHO recommends that countries select the insecticide
for IRS based on local situation analysis; DDT is one of
the 12 insecticides that can be used for this purpose.”
A recent electronic publication [Env Pol 10.1016] has
shown measurable levels of DDT and pyrethroids
in the breast milk of women from three towns in
rural KwaZulu-Natal. The authors concluded that
“Breastfeeding however, remains safe under prevailing
conditions”.

The national Department of Health’s strategic plan
for 2006-2009 [DoH Stratplan 2006-09] noted some
important successes in relation to malaria control:
“Between 2004 and 2005, there has been a 46%
reduction in the number of malaria cases… Coverage
with indoor residual spraying increased to 83%...
Furthermore, all the malaria-endemic provinces,
KwaZulu-Natal, Limpopo and Mpumalanga, are now
using the more effective artesunate-based combination
therapy for malaria.” However the case fatality rate
remains above the national target of 0.5%. The national
DoH has not updated the malaria data on their web site
since July 2005 (as at 4 August 2006). The Notifiable
Disease section has no malaria data beyond the 10 May
2005.
The latest World Malaria Report [World Malaria
Report 2005] has provided updated information on the
global malaria situation, as well as considering issues
of data availability, reporting, drug choices, national
policies and financing.
Although certainly responsible for at least some of the
successes noted, the use of indoor residual spraying
Table 27:
Malaria indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

-

-

-

-

-

-

-

-

-

80

1999

-

-

-

0.8

1.1

0.6

-

-

-

0.8

2000

-

-

-

0.8

0.7

0.4

-

-

-

0.7

2001

-

-

-

0.5

0.8

0.1

-

-

-

0.4

2002

-

-

-

0.7

0.9

0.4

-

-

-

0.6

2004

-

-

-

0.5

1.0

0.4

-

-

-

0.7

2005

-

-

-

-

-

-

-

-

-

0.8

Access to malaria treatment within 24 hours
2003
Case fatality rate: malaria

Reported cases of malaria (per 100 000)
1998

0.1

0.9

2.0

153.0

65.0

200.0

0.9

5.6

0.7

160.0

1999

-

-

-

305.2

210.4

390.9

-

-

-

119.5

2000

-

-

-

471.8

172.6

412.3

-

-

-

149.3

2001

-

-

-

104.4

126.9

293.1

-

-

-

59.8

2002

-

-

-

25.5

82.8

252.3

-

-

-

34.6

2004

-

-

-

45.7

88.7

120.5

-

-

-

28.8

2005

-

-

-

-

-

-

-

-

-

15.5

Source:

DoH Malaria Statistics and DoH Notification System.
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HIV and AIDS
In 2005, this section of the Review opened with the
perhaps wishful statement that “The debate within SA
has moved beyond the minor differences in projections
based on different models or prevalence surveys to
focus on the implementation of the Operational Plan
for Comprehensive HIV and AIDS Care, Management
and Treatment for South Africa.” Updated prevalence
figures have become available from the 2005 Antenatal
HIV and Syphilis Prevalence Survey and from a
Household Survey conducted by the HSRC in 2005.
In addition, an updated Actuarial Society of South
Africa (ASSA) model has been produced.
An Afrobarometer Briefing Paper [Afrobarometer
Paper 14] reported on “AIDS and Public Opinion in
South Africa”, based on a survey conducted in October/
November 2004. It showed that almost one third of
South Africans (30%) regarded AIDS as one of the
three “most important problems facing the country that
government ought to address”. The same importance
was attributed to issues of crime and security (31%), with
only job creation (77%) outranking these two issues.
Importantly, the report noted that the popular focus on
AIDS as a public problem had increased substantially
from less than 1% in 1999. The scale of the epidemic
could also be gauged from these findings:
✦ “Just under one third of all South Africans 18
years or older have now experienced some form of
personal loss to the AIDS pandemic”
✦ “Thirty-one percent report that they know of a
family member, relative or friend who has died of
an AIDS-related illnesses, up sharply from the 16
percent measured in 2000”.
Considerable attention was paid in June 2006 to a
newly release report from the Bureau for Economic
Research at Stellenbosch, entitled “The macroeconomic
impact of HIV/AIDS under alternative intervention
strategies (with specific reference to ART) on the
economy of South Africa” [BER AIDS 2006]. Media
coverage emphasised the modest predicted impact of
HIV and AIDS, but the key finding is more nuanced:
“The analysis suggests that GDP growth could be 0.5
percentage points lower on average per annum over
the period 2000-2020 compared to what could have
been achieved in the absence of HIV/AIDS. However,
422

the provision of ART with a 50% uptake could reduce
this impact by 17% to only 0.4 percentage points.
The results also show that, on a macroeconomic level,
the benefits of providing ART (in terms of economic
growth “saved”) far outweigh the costs.” This report
also contains analyses of predicted impacts on supply
and demand in different sectors of the economy.
The release of the annual antenatal survey results
is always keenly watched in SA. The 2005 results
[Antenatal Survey 2005] were published on the
national DoH web site on 21 July 2006. While the
Department’s spokesperson was quoted as saying
that “The prevalence profile continues to confirm
the expectation and projections of numerous groups
whose models suggest that South Africa will begin to
see a decline in HIV prevalence”, continued increases
were seen in almost all areas. Of the 16 510 pregnant
women tested 30.2% (95% confidence interval 29.131.2) were HIV positive, an increase of less than 1%
over the previous year (29.5%; 95% CI 28.5-30.5). The
worst affected provinces remained KwaZulu-Natal
(39.1%; 95% CI 36.8-41.4), Mpumalanga (34.8%;
95% CI 31.0-38.5) and Gauteng (32.4%; 95% CI
30.6-34.3). In two of these provinces (KwaZulu-Natal
and Gauteng) the point estimates for 2005 were lower
than for 2004, but the 95% confidence intervals still
overlapped. The greatest increase was seen in North
West, where antenatal prevalence increased almost 5%
from 26.7% (95% CI 23.9-29.6) in 2004 to 31.8%
(95% CI 28.4-35.2) in 2005. Antenatal prevalence in
the Western Cape remained the lowest in the country
(15.7%; 95% CI 11.3-20.1), but at a level rarely seen
outside of southern Africa. The provincial trends over
the past 6 years are shown in Figure 16.
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The antenatal survey also provided disaggregated
results by age bands. Young women aged between 25
and 29 years remained the worst affected by HIV,
with 39.5% (95% CI 37.7-41.3) infected. Although 1%
higher than the 2004 figure, the confidence intervals
overlapped. The interpretation given was that antenatal
HIV prevalence for the 20 to 29 year cohorts had “not
shown an increase”. The report did, however, note the
more pronounced increase in the 30 to 39 age groups,
which may be due to a cohort effect (i.e. infected
women in the younger age groups are moving into an
older age cohort). While not statistically significant, the
small decline in teenage prevalence, from 16.1% (95%
CI 14.7-17.5) in 2004 to 15.9% (95% CI 14.6-17.2) in
2005 was noted as promising.

Figure 16:
Antenatal HIV prevalence trends, 2000-2005
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Based on the antenatal figures, projected estimates of
HIV prevalence in the general population were also
reported. In total 5.54 million South Africans were
estimated to be infected with HIV. The prevalence
in those aged 15 to 49 years was estimated at 18.78%,
which equated to 4.9 million people. About 235 000
children under the age of 14 years were estimated to be
HIV positive.
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Comparisons were immediately made with the
results of the HSRC’s 2005 Household Survey [HIV
Household Survey 2005]. This comprehensive survey
looked at both prevalence and incidence, together
with behavioural and communication aspects. The
prevalence estimates reported were based on weighted
data, corrected for stratified, disproportionate sampling
and for non-response to HIV testing. The overall
response rate was 55%. Of the 12 581 valid households
visited, interviews were conducted in 84.1%. In these
10 584 households, 24 236 persons were eligible to be
interviewed and 96.0% completed the interview. Only
15 851 (65.4%) agreed to HIV testing, which could be
anonymously linked to the behavioural data obtained.
The prevalence in those aged 2 years and older was
estimated to be 10.8% (95% CI 9.9-11.6), with women
(13.3%) more affected than men (8.2%). A somewhat
lower prevalence figure for all women aged 15-49 years
(29.5%; 95% CI 28.5-30.5) was found compared to
the antenatal survey from 2004. However, when only
African women were included, the prevalence figures
were similar to those from the antenatal survey for all
age groups, as depicted in the Figure 17. The incidence
423

data revealed a startling finding – that in the 15-24
year age group, incidence in women (6.5%) was almost
8 times higher than in men (0.8%). Sub-group analyses
of this sort have to be viewed with some caution,
however, as the report was based on only 181 incident
infections (167 of which were African, 164 were adults,
141 were women).

Figure 17:
HIV prevalence in HIV Household Survey 2005 compared to Antenatal Survey 2004
45

African females 2005

HIV prevalence (%)

40

Antenatal survey 2004

35
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15
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5
0

15-19
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35-39

40-49

Age (years)
Source:

HIV Household Survey 2005.

Note:

HSRC survey data for African females age 15-49.

HIV prevalence (population >2 years)

Figure 18:
Comparison of HIV prevalence, HIV Household Survey 2002 and 2005
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HSRC Household Survey 2002 and 2005.
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The HSRC report also included a useful explanation
of the strengths and weaknesses of antenatal and
population-based surveys, which are summarised
below. Other surveys, e.g. in the workplace or among
particular groups such as prison populations and the
military, are often not made public.

Antenatal surveys

Population-based surveys

Strengths
✧ Allow for well-sampled and well-distributed sampling
sites
✧ Routine gathering of data from a large sample
✧ No selection bias (as no informed consent required
and consecutive clients selected)

Strengths
✧ Allows for a wide range of demographic data as well as
data on behaviour

Weaknesses
✧ Limited demographic data collected (only age and site)
✧ Biased towards poorer, African women (as only public
sector sites are sampled)
✧ Do not sample or at least under-sample infertile,
non-sexually active women, and those who use
contraceptives regularly (including condoms)
✧ Only sample 15-49 year age group

Weaknesses
✧ May be under-sampling, so some groups may be
under-represented
✧ Large sample sizes are costly and logistically challenging,
thus limiting such surveys to once every 3 or 4 years
✧ Quality control has to be maintained over sampling and
testing

The key tool for modelling the HIV pandemic is the
Actuarial Society of South Africa (ASSA) model [ASSA
2003], which brings together antenatal data, prevalence
survey data and the best available scientific knowledge
of the virus. Based on the ASSA2003 model, it is
estimated that 5.2 million South Africans are infected
with HIV. The results of the HSRC 2005 Household
Survey are also closer to the ASSA2003 predictions
than were the results of the 2002 survey [ASSA compare
HSRC]. There remain some differences:
✦ The prevalence figures for males and females are
further apart in the HSRC survey than would be
expected from the ASSA2003 model.
✦ The provincial prevalence figures correspond,
except for the Western Cape and Gauteng, where
the HSRC survey results show a lower than
expected prevalence.
✦ The prevalence in children was lower in the second
than the first HSRC survey, but still remains higher
than predicted by the ASSA2003 model.
These differences can result in quite disparate results
when the estimates are used as denominators, for
example, when calculating ART coverage.

The ASSA AIDS committee has also cautioned against
some of the implausible deductions that may be made,
based purely on comparing the 2002 and 2005 HSRC
surveys. For example, there is no reason to believe that
HIV prevalence amongst men, Whites and Coloureds
is, in fact, declining (Figure 19).
Yet another source of unnecessary speculation about
HIV and AIDS statistics is unleashed each year with
the release of the annual UNAIDS Report on the
Global AIDS Epidemic. UNAIDS reported that 5.5
million South Africans, or between 4.9 and 6.1 million,
were living with HIV. The report estimate of children
(0-14) living with HIV for 2005 is 240 000 [93 000500 000]. Some key points from the 2006 edition
were:
✦ “South Africa’s AIDS epidemic – one of the worst
in the world – shows no evidence of a decline”.
✦ “While South Africa’s HIV prevention efforts have
not made notable inroads against the epidemic,
there has been significant progress on the treatment
front. With approximately 190 000 people
receiving antiretroviral treatment by the end of
2005, South Africa accounts for a large share of the
treatment scale-up in sub-Saharan Africa overall
this decade.”
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✦ “However, this still means that less than 20% of
the almost one million South Africans in need of
antiretroviral treatment were receiving it in 2005.”
The UNAIDS report stated that 14.6% of pregnant
women in SA were receiving treatment to reduce motherto-child transmission of HIV and that 21.0% of HIVinfected women and men were receiving antiretroviral

therapy. Confirming the latter figure is not easy, as the
situation is fluid and access to data uneven. However
preliminary calculations based on public sector figures
for early 2006 indicate that this is probably realistic,
and also confirm the UNAIDS estimate that about 8%
of people on treatment are children (Table 28).

16

16

14

14

12

12

10

10

Percentage

Percentage

Figure 19:
HIV prevalence of population 2+, ASSA 2003 model compared to HSRC 2005 survey, mid 2005
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Table 28:
ART coverage (public sector), early 2006
EC
Children on ART

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Source

1 523

605

4217

3 522

680

387

408

896

2 009

14 247

SAHR

Adults on ART

19 988

4 323

34 948

30 683

5 999

4 409

1 912

13 925

14 291

130 478

SAHR

Total on ART

21 511

4 928

39 165

34 205

6 679

4 796

2 320

14 821

16 300

144 725

SAHR

7.1

12.3

10.8

10.3

10.2

8.1

17.6

6.0

12.3

9.8

Number of children
with HIV

40 537

19 261

60 076

97 088

27 303

27 592

2 631

23 250

11 453

293 549

ASSA 2003

Children needing ART
(40% of no. with HIV)

16 215

7 704

24 030

38 835

10 921

11 037

1 052

9 300

4 581

117 420

Calculated

9.4

7.9

17.5

9.1

6.2

3.5

38.8

9.6

43.9

12.1

72 825

53 391

201 085

218 287

46 376

65 197

7 007

64 892

33 096

711 261

27.4

8.1

17.4

14.1

12.9

6.8

27.3

21.5

43.2

18.3

% on ART who are
children

ART coverage
(children)
Adults needing ART
ART coverage (adults)
Source:

SAHR 2006 Ch17, ASSA 2003.

Note:

ART coverage is the percentage of the population estimated to be in need of ART who are receiving ART.

ASSA 2003

Children age 0-14 years.
The Antenatal Survey 2005 estimates the number of children (0-14) living with HIV as 235 060. However since no provincial breakdown
is given this information cannot be used to update the calculations of ART coverage for children.

Figure 20:
Number of adults and children on ART (public sector), early 2006
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Figure 21:
ART coverage (public sector), early 2006
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Personal communication, Prof R Dorrington.
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An equally vexing question relates to estimates of the
number of AIDS orphans. The first problem lies with
the definition – UNAIDS has changed its definition
of an orphan from a child under the age of 15 years to
a child under the age of 18 years who has lost either
a mother (a maternal orphan), a father (a paternal
orphan), or both parents (a double orphan) to any
cause. The HSRC 2005 Household Survey reported an
overall orphanhood prevalence of 14.4% for children
aged 2-18 years (2.6% were maternal orphans; 10%
were paternal orphans and 2.0% were double orphans).
There are thus large differences between the HSRC
2005 estimates (2 531 810 orphans, of which 455 970
would be maternal orphans) and those based on the
ASSA2003 model for 2005 (1 371 626 maternal orphans
and 832 246 ‘AIDS orphans’). Some potential reasons
for these disparities are that some of the ASSA2003
assumptions may need adjustment (e.g. the model fails
to take into account the higher mortality in children
in the year before and after their mother dies), and the
household survey did not count children living outside
of households or those under 2 years, but mostly, that
accurate answers to questions about mothers and their
survival are difficult to obtain. The UNAIDS 2006
Report showed 1 200 000 (between 970 000 and 1 400
000) orphans age 0-17 due to AIDS in South Africa
(i.e. where the orphans included those who had lost one
	

MP

or both parents to AIDS). The SADHS 2003 used a
different definition, counting children under 15 years
of age. This survey reported an overall orphanhood
prevalence of 15.4% for children under 15 years (1.9%
were maternal orphans; 11.1% were paternal orphans
and 2.4% were double orphans). It also noted that, in
KwaZulu-Natal, one or both parents of 21% of children
were deceased.
As mentioned before, the University of Pretoria’s Centre
for the Study of AIDS has published an exploration of
the HIV pandemic, entitled “Buckling – the Impact of
AIDS in South Africa”. Of particular relevance to this
section are the publication’s exploration of the “Limits
of certainty”.
Finally, this section presents some data from the districts
on the proportion of antenatal clients tested for HIV
and the prevalence of HIV among antenatal presenters
tested in 2005. The data quality may be patchy, but
such data, and others, are going to be key indicators
of how well the Operational Plan for Comprehensive
HIV and AIDS Care, Management and Treatment for
South Africa (CCMT) [Comprehensive Plan] is being
implemented.
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Table 29:
HIV and AIDS indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

AIDS orphans (maternal orphans <18 years)a
2006 ASSA2003

124 055

69 265

203 287

360 026

78 569

106 895

7 884

78 262

29 830

1 018 548

2007 ASSA2003

148 125

81 572

243 785

416 347

94 208

123 233

9 579

92 749

36 677

1 201 675

AIDS sick (number of people with AIDS-defining conditions)a
2006 ASSA2003

64 096

46 249

156 328

193 028

39 474

57 470

5 385

54 083

19 736

599 298

2007 ASSA2003

70 031

48 392

162 429

200 628

42 559

59 017

6 075

57 718

22 524

633 931

HIV incidence (HIV Household Survey 2005) (new cases of HIV per year as percentage of uninfected population)b
2005 age 2-14

-

-

-

-

-

-

-

-

-

0.9

2005 age 15-24

-

-

-

-

-

-

-

-

-

3.3

2005 female age 15-24

-

-

-

-

-

-

-

-

-

6.5

2005 male age 15-24

-

-

-

-

-

-

-

-

-

0.8

2005 age 15-49

-

-

-

-

-

-

-

-

-

4.4

2005 female

-

-

-

-

-

-

-

-

-

3.6

2005 male

-

-

-

-

-

-

-

-

-

1.5

1.7

3.4

3.1

3.8

2.4

4.2

0.5

2.3

0.9

2.7

1.3

1.5

1.3

1.7

0.9

1.4

0.8

1.3

0.6

1.2

2005 total population
HIV incidence (ASSA2003 model)c
2006 total population
HIV prevalence (%) (antenatal)d
2002

23.6

28.8

31.6

36.5

15.6

28.6

15.1

26.2

12.4

26.5

2003

27.1

30.1

29.6

37.5

17.5

32.6

16.7

29.9

13.1

27.9
29.5

2004

28.0

29.5

33.1

40.7

19.3

30.8

17.6

26.7

15.4

2005

29.5

30.3

32.4

39.1

21.5

34.8

18.5

31.8

15.7

30.2

2002 age 15-24

-

-

-

-

-

-

-

-

-

23.5

2003 age 15-24

-

-

-

-

-

-

-

-

-

24.8

2004 age 15-24

-

-

-

-

-

-

-

-

-

25.1

2005 age 15-24

-

-

-

-

-

-

-

-

-

24.8
11.4

HIV prevalence (%) (total population >2 years) (HIV Household Survey 2002)e
6.6

14.9

14.7

11.7

9.8

14.1

8.4

10.3

10.7

2002 age 15-24

2002

-

-

-

-

-

-

-

-

-

9.3

2002 age 15-49

10.2

19.4

20.3

15.7

11.5

21.0

9.6

14.4

13.2

15.6

2002 age 2-14

-

-

-

-

-

-

-

-

-

5.6

2002 age ≥25

-

-

-

-

-

-

-

-

-

15.5

2002 female

-

-

-

-

-

-

-

-

-

12.8

2002 male

-

-

-

-

-

-

-

-

-

9.5

-

17.1

-

19.6

-

19.7

-

15.7

HIV prevalence (%) (HIV/AIDS Impact Health Sector)f
2002 health workers

-

9.6

HIV prevalence (%) (HIV Youth 2003 – RHRU/loveLife Survey)g
2003 age 15-19

-

-

-

-

-

-

-

-

-

4.8

2003 age 15-24

12.8

10.0

9.2

14.1

4.8

11.7

6.7

9.9

6.8

10.2
16.5

2003 age 20-24

-

-

-

-

-

-

-

-

-

2003 female age 15-19

-

-

-

-

-

-

-

-

-

7.3

2003 female age 15-24

-

-

-

-

-

-

-

-

-

15.5

2003 female age 20-24

-

-

-

-

-

-

-

-

-

24.5

2003 male age 15-19

-

-

-

-

-

-

-

-

-

2.5

2003 male age 15-24

-

-

-

-

-

-

-

-

-

4.8

2003 male age 20-24

-

-

-

-

-

-

-

-

-

7.6
15.2

HIV prevalence (%) (total population) (StatsSA)h
2004 age 15-49

-

-

-

-

-

-

-

-

-

2005 age 15-49

-

-

-

-

-

-

-

-

-

16.7

2006 age 15-49

-

-

-

-

-

-

-

-

-

18.2

14.8

-

-

-

-

-

-

-

-

HIV prevalence (%) (children) (HIV Children 2005)i
2004 age 2-9 public sector

-
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA
10.8

HIV prevalence (%) (total population >2 years) (HIV Household Survey 2005)b
2005

8.9

12.6

10.8

16.5

8.0

15.2

5.4

10.9

1.9

2005 age 15-24

-

-

-

-

-

-

-

-

-

10.3

2005 age 15-49

-

-

-

-

-

-

-

-

-

16.2

2005 age 2-14

-

-

-

-

-

-

-

-

-

3.3

2005 age ≥25

-

-

-

-

-

-

-

-

-

15.6

2005 age ≥50

-

-

-

-

-

-

-

-

-

5.7

2005 female

-

-

-

-

-

-

-

-

-

13.3

2005 male

-

-

-

-

-

-

-

-

-

8.2

HIV prevalence (%) (total population) (ASSA2003 model)a
2006

10.0

13.9

14.5

15.7

6.9

13.4

6.9

12.7

5.4

11.2

2006 age 15-49

17.4

22.2

22.2

26.2

12.1

21.8

11.2

20.5

8.6

18.4

2006 female

11.4

14.8

15.1

16.9

8.2

14.6

7.8

13.3

6.4

12.3

8.3

12.9

14.0

14.4

5.4

12.1

6.0

12.2

4.2

10.1

2004 ASSA2002j

-

-

-

-

-

-

-

-

-

44.0

2005 ASSA2002 changek

-

-

-

-

-

-

-

-

-

45.4
53.5

2006 male
Percentage of deaths due to AIDS

2005 ASSA2002 no changek

-

-

-

-

-

-

-

-

-

2005 Metropolitanl

-

-

-

-

-

-

-

-

-

57.2

2005 StatsSAm

-

-

-

-

-

-

-

-

-

50.8

2006 ASSA2003a

38.0

51.3

55.7

57.1

39.1

56.6

29.1

51.6

22.2

47.5

2007 ASSA2003a

39.5

51.9

55.8

57.5

40.2

56.7

31.1

52.5

24.0

48.2

a
b
c
d
e
f
g
h

ASSA 2003.
HIV Household Survey 2005.
ASSA 2003. This represents 521 607 new infections for the year.
Antenatal Survey 2002, 2003, 2004 and 2005.
HIV Household Survey 2002.
HIV/AIDS Impact Health Sector.
HIV Youth 2003.
StatsSA Mid-year Estimates. 2004, 2005 and 2006 mid year
estimates. Estimated adult (age 15-49 years) HIV prevalence used
in calculation of population estimates. Note that figures for 20012005 in 2006 mid-year estimates differ from those given in previous
releases.

i

HIV Children 2005. This value is the HIV prevalence of children
attending public health services in the Free State between April and
July 2004. HIV prevalence in this group is likely to differ from HIV
prevalence in the general population.
j
HIV Indicators 2004.
k Reported in StatsSA Mid-year Estimates. 2004 mid-year estimates.
‘Change’ is the result from running the model with YES to all
interventions. No change is the result from running the model with
no interventions.
l
Metropolitan 2001.
m StatsSA Mid-year Estimates. 2004 mid-year estimates. Estimates
used in development of population estimates.

Figure 22:
HIV prevalence estimates for South Africa from different sources
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HSRC

SA Uncertain Demographics, Metropolitan 2001, StatsSA Mid-year Estimates, HIV Indicators 2004 (ASSA 2002 model), ASSA 2003,
HSRC Household Survey 2002 and 2005.
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Table 30:
HIV and AIDS indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

HIV incidence (total population >2 years) (HIV Household Survey 2005)a
2005

3.4

0.3

0.5

0.3

2.7

2002b

12.9

6.1

1.6

6.2

11.4

2002 age 15-49b

18.4

6.6

1.8

6.2

15.6

2003 age 15-24c

11.8

3.8

0.9

2.0

10.2

2004 StatsSA age 15-49d

16.0

6.8

2.7

5.6

15.2

2005a

13.3

1.9

1.6

0.6

10.8

HIV prevalence (%) (total population)

a
b
c
d

HIV Household Survey 2005.
HIV Household Survey 2002.
HIV Youth 2003.
StatsSA Mid-year Estimates. 2004 mid-year estimates.

A comparison of the DHIS data on antenatal HIV
prevalence to the latest antenatal survey shows that
although both sources display the same general pattern,
DHIS data are consistently lower. Whether this is due to
data error or some bias is not readily apparent. However
this indicator is still relatively new in the DHIS, and
available data in the DHIS only has a testing coverage
of nearly 50% overall, with substantial variation across
districts.

Figure 23:
Comparison of antenatal HIV prevalence, 2005
45
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ANC survey

Source:
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NC

NW

WC

SA

DHIS

DHIS June 2006 (data for 2005), Antenatal Survey 2005.
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Table 31:
HIV indicators for ANC clients by district, 2005
Proportion
ANC clients
tested for HIV

HIV
prevalence
among ANC
clients tested

Code

District

DC44

A Nzo DM

DC12

Amathole DM

-

12.1

DC13

C Hani DM

-

20.5

DC10

Cacadu DM

33.2

24.0

NMM

N Mandela MM

44.9

25.9

DC15

O Tambo DM

DC14

Ukhahlamba DM

51.6

27.2

EC

Eastern Cape

43.5

22.6

DC20

Fezile Dabi DM

41.3

25.1

DC18

Lejweleputswa DM

25.6

28.7

DC17

Motheo DM

44.1

27.6

DC19

T Mofutsanyane DM

33.8

25.8

DC16

Xhariep DM

62.3

17.3

FS

Free State

37.3

26.1

Ekurhuleni

Ekurhuleni MM

27.1

31.9

Jhb

Johannesburg MM

59.3

28.9

CBDC2

Metsweding DM

46.4

30.7

DC42

Sedibeng DM

75.4

30.1

Tshwane

Tshwane MM

43.1

25.4

CBDC8

West Rand DM

33.8

31.7

GP

Gauteng

44.6

29.3

DC25

Amajuba DM

65.3

36.5

Durban

eThekwini MM

53.0

39.5

DC29

iLembe DM

58.6

34.6

DC43

Sisonke DM

69.1

27.0

DC21

Ugu DM

84.0

33.7

DC22

uMgungundlovu DM

34.2

38.3

DC27

Umkhanyakude DM

77.9

31.8

DC24

Umzinyathi DM

69.7

24.4

DC23

Uthukela DM

85.6

33.6

DC28

Uthungulu DM

52.6

33.9

DC26

Zululand DM

61.8

30.9

KZN

KwaZulu-Natal

59.7

34.3

CBDC4

Bohlabela DM

36.6

20.0

DC35

Capricorn DM

48.4

19.1

CBDC3

Gr Sekhukhune DM

38.1

12.0

DC33

Mopani DM

39.4

17.7

DC34

Vhembe DM

45.5

15.7

DC36

Waterberg DM

58.0

21.9

LP

Limpopo

43.9

17.7

CBDC4 (mp)

Bohlabela DM (mp)

DC32

23.8

26.0

-

-

Ehlanzeni DM

27.0

32.1

DC30

G Sibande DM

19.3

29.4

CBDC3 (mp)

Gr Sekhukhune DM (mp)

37.2

17.8

CBDC2 (mp)

Metsweding DM (mp)

DC31

-

-

Nkangala DM

23.0

24.3

MP

Mpumalanga

24.0

27.4

DC9

Frances Baard DM

41.5

16.2

CBDC1 (nc)

Kgalagadi DM (nc)

32.8

17.3

DC6

Namakwa DM

24.1

11.0

DC7

Pixley ka Seme DM

66.9

9.3

DC8

Siyanda DM

42.5

9.9

NC

Northern Cape

45.1

12.4
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HIV
prevalence
among ANC
clients tested

Proportion
ANC clients
tested for HIV

Code

District

DC37

Bojanala Platinum DM

38.9

34.6

DC39

Bophirima DM

32.8

20.4

DC38

Central DM

42.1

22.5

DC9 (nw)

Frances Baard DM (nw)

5.8

31.0

CBDC1

Kgalagadi DM

17.2

13.3

DC40

Southern DM

71.8

28.9

Tshwane (nw)

Tshwane MM (nw)

32.3

26.6

CBDC8 (nw)

West Rand DM (nw)

63.1

37.7

NW

North West

43.4

Cape Town

Cape Town MM

-

-

DC2

Cape Winelands DM

-

-

DC5

Central Karoo DM

-

-

DC4

Eden DM

-

-

DC3

Overberg DM

-

-

DC1

West Coast DM

-

-

WC

Western Cape

-

-

SA

South Africa

Source:

27.4

46.7

28.1

DHIS June 2006.

Note:

-

= suppressed. Data have been excluded from calculations of
provincial and national averages due to apparent
data errors, missing numerators or denominators.
= no data.

Map 5:
HIV prevalence among antenatal clients tested, 2005
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Figure 24:
HIV prevalence among ANC clients tested by district, 2005
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Fezile Dabi DM
Lejweleputswa DM
Motheo DM
T Mofutsanyane DM
Xhariep DM
Free State
Ekurhuleni MM
Johannesburg MM
Metsweding DM
Sedibeng DM
Tshwane MM
West Rand DM
Gauteng
Amajuba DM
eThekwini MM
iLembe DM
Sisonke DM
Ugu DM
uMgungundlovu DM
Umkhanyakude DM
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KwaZulu-Natal
Bohlabela DM
Capricorn DM
Gr Sekhukhune DM
Mopani DM
Vhembe DM
Waterberg DM
Limpopo
Bohlabela DM (MP)
Ehlanzeni DM
G Sibande DM
Gr Sekhukhune DM (MP)
Metsweding DM (MP)
Nkangala DM
Mpumalanga
Frances Baard DM
Kgalagadi DM (NC)
Namakwa DM
Pixley ka Seme DM
Siyanda DM
Northern Cape
Bojanala Platinum DM
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Non-communicable and chronic
diseases of lifestyle
The national Department of Health’s strategic plan
for 2006-2009 included a disparate set of points about
non-communicable diseases, mentioning, for example a
“generic strategy for monitoring and evaluating the use
of guidelines for priority non-communicable diseases
(hypertension, diabetes, asthma, epilepsy and obesity)”.
This scarcely did justice to an area of considerable
concern, in which considerable progress had been made
in gathering the best available data.
The major stride forward in this regard was made with
the publication in 2006 of the MRC’s report ‘Chronic
Diseases of Lifestyle in South Africa: 1995-2005’
[Chronic Diseases 1995-2005]. In his introductory
comments, Dr Derek Yach made the following point:
“Over the last decade, the epidemiological challenges
have increased in South Africa. HIV/AIDS has now
ballooned to become the major cause of death, while
injuries and violence remain important, and chronic
diseases, especially cardiovascular disease (CVD),
diabetes, chronic respiratory disease and certain
cancers, have steadily emerged as major threats to
health across the spectrum of South Africa’s diverse
racial and social class groupings.” The report brings
these together, citing projections from the ASSA2002
model (which assumes 50% uptake of treatment for
AIDS) of 2 154 deaths in SA per day in 2010, of which
252 would be from infections, maternal, perinatal and
under-nutrition conditions, 1050 from AIDS, 618 from
chronic diseases and 173 from injuries. In addition, the
report notes that “projections on the age structure of
South Africans suggest that by 2025 one in ten persons
will be 60 years or older”, further increasing the burden
due to chronic diseases of lifestyle (CDL). Each chapter
of the MRC report contains extensive data, which are
difficult to represent in this section, but should be
consulted by anyone interested in this field.

The MRC report also focused on lung disease,
noting that “mortality rates from chronic obstructive
pulmonary disease are about twice as high as those
from lung cancer” (Figure 26). This is particularly
important as SA is considered a leader in tobacco control
policy. Although the overall trend in cigarette smoking
prevalence is positive, this “masks the fact that smoking
rates remain alarmingly high in certain sections of
the population”. Annual cigarette consumption has
dropped from 1.8 billion packs in 1993 to 1.2 billion
packs in 2003.
Much of the data in the MRC report is derived from
the SADHS 1998, as the results of the SADHS 2003
only recently became available (as a preliminary report).
Sparse data on non-communicable conditions were
presented in the latter document:
✦ The proportion of men aged 15 and over who
reported smoking daily had declined from 42% in
1998 to 31% in 2003. For women the proportion
has decreased from 11% to 8%.
✦ In terms of self-reported chronic conditions, few
changes from 1998 were noted.
✦ Obesity remained a challenge, with 52.3% of
women and 29.8% of men noted as being either
overweight (BMI 25.0-29.9) or obese (BMI of 30.0
or more).

The MRC report contains a suggested set of indicators
for CDL, and the possible sources of such data, which
is reproduced in Table 32. The report also draws on the
continuing work of the Burden of Disease unit at the
MRC [Burden of Disease 2000 revised], from which
the age-standardised death rates shown in the Tables
33, 34 and Figures 25, 26 were extracted.
435

Table 32:
Thirteen essential chronic disease indicators
Indicator

Definition

Aspect addressed

Data source

% Adult daily tobacco
smokers

Smoke 1 cig/day by people
age 15 and older

Effectiveness of tobacco
control programme

DHS every 5 years

% Adolescent daily tobacco
smokers

Smoke 1 cig/day by people
age 15-19

Effectiveness of preventing
the uptake of smoking in
youth

DHS every 5 years

% Obese people

BMI >30

Magniture of the risk of
diabetes and hypertension

DHS every 5 years

% of people with
hypertension who are
controlled

BP <140/90mmHg in adults
with hypertension

Effectiveness of chronic
disease control programmes
(diagnosis and management)

DHS every 5 years

% of hypertension patients
attending public sector PHC
facilities who are controlled

BP <160/90mmHg in patients
with hypertension

Effectivenss of management
of hypertension control
programmes

Tally sheets collated every 2
years in facility audit

Effectivenss of management
of diabetes control
programmes

Tally sheets collated every 2
years in facility audit

Premature deaths due to
mostly preventable chronic
diseases but excluding AIDS

Mortality data

% of all deaths attributable
to CDL

Total CDL mortality burden

Burden of disease estimates
based on mortality data

% of all years of life lost
attributable to CDL

Total premature mortality
burden

Burden of disease estimates
based on mortality data

% of diabetic patients
attending public sector PHC
facilities who are controlled
25Q40

% of people who reached age
40 who die before age 65

Age-standardised death rate
attributable to cardiovascular
causes

Death rate attributable to
cardiovascular causes,
standardised to WHO
population

Impact of CVD

Burden of disease estimates
based on mortality data

Age-standardised death rate
attributable to cancer

Death rate attributable to
cancer, standardised to WHO
population

Impact of cancer

Burden of disease estimates
based on mortality data

Age-standardised death
rate attributable to chronic
respiratory conditions

Death rate attributable
to chronic respiratory
conditions, standardised to
WHO population

Impact of chronic respiratory
diseases

Burden of disease estimates
based on mortality data

Age-standardised death rate
attributable to diabetes

Death rate attributable to
diabetes, standardised to
WHO population

Impact of diabetes

Burden of disease estimates
based on mortality data

Source:
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Chronic Diseases 1995-2005.

22
health and related indicators

Table 33:
Age-standardised death rates per 100 000 as a result of CDL by ethnic group, 2000
African

Coloured

Indian/Asian

White

1 613

1 304

1 172

937

1 468

Cardiovascular diseases

375

406

607

384

361

Neoplasms

126

212

121

199

149

Diabetes

59

64

111

23

49

Respiratory diseases

93

103

64

70

83

Other CDL

116

82

96

91

108

Total CDL

769

867

1 000

767

750

All causes

Source:

SA

Burden of Disease 2000 revised.

Figure 25:
Provincial estimates of age-standardised death rates attributable to hypertension, atherosclerosis and diabetes,
2000
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Table 34:
Age-standardised mortality rates per 100 000 population for respiratory diseases by ethnic group and sex, 2000
African
Male

Coloured

Female

Indian/Asian

White

SA

Male

Female

Male

Female

Male

Female

Male

Female

Lung cancer

31

6

77

39

27

6

52

30

42

14

COPD

73

29

118

45

59

6

73

46

76

30

Source:

Burden of Disease 2000 revised.

Figure 26:
Age-standardised death rates attributable to lung cancer and chronic bronchitis by province and sex, 2000
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The MRC report contains detailed data on lifestyleinduced cancers, updating the data provided in the
2000 Burden of Disease analysis and drawing on
a wide range of other sources. The top 20 causes of
cancer deaths for South Africa in 2000 are shown in
Table 35, taken from the MRC report.
The report provided age-standardised (to the world
population) mortality rates/100 000 for each cancer by
sex and population group for South Africa in 2000.
The age-standardised all-cancer death rate of 148.6 per
100 000 in 2000 is comparable to rates in developed
countries such as England and Wales, although the
pattern of cancers is different. The report also covers
the link between HIV and cancer, for example, showing
the growth in importance of HIV-associated Kaposi’s
sarcoma.
Additional data on cancer deaths can also be accessed
from the StatsSA cause of death reports. In 2004,
cancer was responsible for 33 832 deaths, or 6.0% of
438
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Source:
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20
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80

deaths due to all causes. This new data also confirms
the increase in proportion of AIDS-defining cancers
such as Kaposi’s sarcoma (Table 36).
Of concern is the statement that “cervical cancer
incidence rates in South Africa are among the highest
in the world”. This is the second most common cancer
in women worldwide, and the leading female cancer in
the developing world, and is closely related to infection
with oncogenic strains of Human Papilloma Virus,
for which vaccines have recently been developed. The
national DoH strategic plan includes a target for cervical
screening, at 20% of targeted women for 2006/07. If
it is accepted that testing would occur once every 10
years, then the current DHIS estimate of 2.3% coverage
indicates that this target has been attained at a national
level (Table 37). Understanding provincial differences
remains important though, with no data collected by
the Eastern Cape, and North West, Mpumalanga and
Limpopo appearing to lag behind the other provinces.
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Table 35:
Percentage of cancer deaths by cause, 2000
Males and Females
Rank Type of cancer

Males
%

Females

Rank Type of cancer

%

Rank Type of cancer

%

1

Trachea/bronchi/lung

16.5

1

Trachea/bronchi/lung

21.9

1

Cervix

17.2

2

Oesophageal

13.4

2

Oesophageal

16.7

2

Breast

15.6

3

Cervix

8.4

3

Prostate

11.8

3

Trachea/bronchi/lung

10.9

4

Breast

7.7

4

Liver

7.8

4

Oesophageal

9.9

5

Liver

6.4

5

Stomach

6.5

5

Colorectal

6.9

6

Colorectal

6.2

6

Colorectal

5.4

6

Liver

4.9

7

Prostate

6.1

7

Mouth and oropharynx

4.6

7

Stomach

4.7

8

Stomach

5.6

8

Leukaemia

3.8

8

Pancreatic

3.7

9

Pancreatic

3.7

9

Pancreatic

3.7

9

Ovary

3.5

10

Leukaemia

3.5

10

Larynx

3.0

10

Leukaemia

3.2

11

Mouth and oropharynx

3.3

11

Lymphoma

2.8

11

Corpus uteri

3.1

12

Lymphoma

2.5

12

Bladder

2.2

12

Lymphoma

2.1

13

Larynx

1.8

13

Bone and connective tissue

1.7

13

Mouth and oropharynx

2.0

14

Ovary

1.7

14

Brain

1.3

14

Bone and connective tissue

1.6

15

Bone and connective tissue

1.7

15

Kidney

1.2

15

Brain

1.2

16

Bladder

1.6

16

Melanoma

1.1

16

Bladder

1.0

17

Corpus uteri

1.5

17

Non-melanoma skin

0.7

17

Melanoma

1.0

18

Brain

1.3

18

Breast

0.2

18

Kidney

0.9

19

Melanoma

1.0

19

Larynx

0.6

20

Kidney

1.0

20

Non-melanoma skin

0.5

Source:

Chronic Diseases 1995-2005.

Table 36:
Percentage of cancer deaths by type of cancer as underlying cause of death, by leading cause in 2004
ICD-10

Type of cancer

1997

1998

1999

2000

2001

2002

2003

2004

C34

Malignant neoplasm of bronchus and
lung

14.4

14.5

14.4

13.6

14.0

13.4

13.1

13.6

C15

Malignant neoplasm of oesophagus

12.2

11.6

11.2

10.8

10.9

10.6

10.4

9.6

C53

Malignant neoplasm of cervix uteri

7.2

7.1

7.0

7.4

7.4

7.4

7.7

7.5

C50

Malignant neoplasm of breast

5.8

5.9

6.2

6.3

7.0

6.6

6.5

7.5

C80

Malignant neoplasm without specification
of site

7.2

6.9

7.1

7.2

6.9

6.8

6.9

7.1

C61

Malignant neoplasm of prostate

5.4

5.3

5.5

5.7

5.7

5.6

5.8

5.7

C22

Malignant neoplasm of liver and
intrahepatic bile ducts

5.6

5.4

5.2

5.3

5.2

5.0

4.7

5.1

C18

Malignant neoplasm of colon

3.9

3.8

3.9

3.9

3.8

3.7

3.5

4.0

C16

Malignant neoplasm of stomach

4.9

4.8

4.6

4.4

4.3

3.9

3.9

3.8

C25

Malignant neoplasm of pancreas

3.0

3.1

3.1

3.1

3.4

3.3

3.3

3.2

C85

Other and unspecified types of
non-Hodgkin’s lymphoma

1.8

1.9

2.0

2.2

1.9

2.0

2.3

2.4

C46

Kaposi’s sarcoma

0.4

0.6

0.7

0.9

1.5

1.7

2.0

2.1

Source:

StatsSA Causes of death 2004.
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Table 37:
Chronic disease indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Cervical cancer screening coverage a
2003

-

2.6

2.1

0.4

-

0.8

2.5

-

3.7

1.8

2004

-

2.3

2.6

0.2

-

0.8

2.8

-

3.8

1.9

2005

-

3.2

2.9

1.9

1.4

1.3

3.6

0.3

4.0

2.3

Hypertension prevalence measured (%)
1998 female (any HTN)b

26.4

28.6

25.7

24.5

16.3

18.6

29.7

26.1

27.2

24.6

1998 female (mod-sev)b

14.2

15.5

13.1

14.7

6.6

8.5

17.0

16.2

14.2

13.2

1998 male (any HTN)b

24.1

25.9

24.9

21.8

17.4

14.8

28.7

23.0

25.7

22.9

1998 male (mod-sev)b

12.5

14.5

11.7

11.1

6.4

6.2

14.2

11.8

10.9

11.0

22.1

26.5

21.2

11.2

14.5

14.9

25.2

20.9

23.2

18.8

9.2

13.3

9.2

6.2

6.6

3.1

14.1

9.2

14.8

8.8

Hypertension prevalence reported (%)
2003 femalec
2003 malec

a
b
c

DHIS. Extracted June 2006.
SADHS 1998.
SADHS 2003 (Preliminary). 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.

Table 38:
Chronic disease indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

1998 female (any HTN)

23.5

29.5

22.1

29.1

24.6

1998 female (mod-sev)

13.0

17.1

9.3

12.0

13.2

1998 male (any HTN)

20.2

25.9

29.9

38.0

22.9

1998 male (mod-sev)

10.3

12.4

9.9

15.2

11.0

18.9

24.0

20.3

9.9

18.8

6.9

15.3

14.1

23.3

8.8

Hypertension prevalence measured (%)

Hypertension prevalence reported (%)
2003 female
2003 male
Source:

SADHS 1998 and SADHS 2003 (Preliminary).

The HSRC’s HIV Household Survey 2005 also
focused on behaviours that impact on chronic diseases,
such as alcohol and substance use. Some key findings
included:
✦ “The overall prevalence of alcohol consumption for
the sample was 27.9%, with 18.8% being classified
as low risk, and 7.2% as high risk.”
✦ “South Africans who are male, in the 25-49 year
age group, Coloured, living in rural formal, urban
formal and urban informal areas, and in the
Western Cape, North West and Northern Cape
provinces are mainly high-risk drinkers.”
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✦ “Among those 15 years and above who had used
mind-altering substances, cannabis was the most
frequently mentioned substance (2.1%). A small
minority of respondents said that they had shared
needles when injecting drugs.”
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Table 39:
Health risk behaviour and awareness indicators by province
EC

FS

GP

1998 female

10.9

11.9

10.4

1998 male

33.7

34.4

23.7

1998 female

16.2

24.4

20.6

1998 male

47.4

56.0

49.5

1998 femalea

22.3

31.6

1998 malea

60.1

66.5

45.4

1998 female
1998 male

KZN

LP

MP

NC

NW

WC

SA

6.9

6.1

11.5

18.5

11.5

11.7

9.9

22.5

23.7

38.2

38.6

24.8

27.6

27.6

11.4

8.6

14.1

23.2

17.0

24.1

16.9

39.7

28.3

45.8

48.4

46.6

43.5

44.6

32.4

17.9

15.7

21.0

34.4

23.7

40.1

25.7

59.1

54.4

45.1

62.1

63.4

57.5

61.4

58.1

58.7

62.1

38.8

36.5

52.4

71.5

53.4

63.5

49.1

29.4

36.2

47.6

45.4

29.6

42.1

21.9

46.5

33.0

32.0

27.2

31.2

36.7

40.6

33.2

42.2

23.3

48.5

30.9

32.3

-

-

-

-

-

-

-

-

-

46.7

27.5

40.4

41.4

18.2

21.6

35.2

38.4

31.5

51.1

30.5

-

-

-

-

-

-

-

-

-

37.6

1999 youth

-

-

-

-

-

-

-

-

-

10.1

2002 youth

-

-

-

-

-

-

-

-

-

5.8

-

-

-

-

-

-

-

-

-

24.0

10.8

10.9

12.2

4.8

1.8

6.3

31.0

7.6

29.4

10.7

45.9

44.0

42.4

38.1

29.2

40.0

57.7

45.3

48.9

42.3

Alcohol use
Alcohol dependence (%)a

Currently drink alcohol (%)a

Ever drank alcohol (%)

2002

NYRBSb

Risky drinking (%) – weekends a

Smoking
Ever smoked cigarettes (%)
1999 youthc
2002

NYRBSb

2002 youthc
Frequent smokers

(%)c

Prevalence of smoking (%)
1998a
1998

femalea

1998 malea
1999

youthd

27.8

32.9

35.6

30.0

28.5

26.9

35.1

36.7

44.8

32.5

1999 youth – femaled

21.3

28.9

33.0

22.1

23.9

19.3

30.4

29.1

40.0

26.5

1999 youth – maled

33.0

37.1

38.0

37.2

30.0

33.8

39.2

44.5

48.2

38.0

28.4

31.2

35.8

25.3

17.4

22.7

31.4

24.1

42.4

27.6

21.1

26.0

28.0

19.2

14.3

15.3

24.2

17.6

38.4

21.6

37.3

36.5

44.1

32.6

20.7

29.9

38.5

30.8

46.9

34.3

6.8

9.5

8.3

3.8

2.9

3.2

31.2

4.8

27.2

8.4

35.5

34.1

36.7

19.4

21.3

31.0

48.8

34.1

43.8

31.1

17.5

21.9

12.7

28.9

21.6

18.3

18.2

11.4

14.7

18.5

16.4

23.6

10.1

-

-

17.1

15.9

4.8

15.3

17.7

17.1

20.6

15.9

25.3

20.1

17.8

20.6

15.0

14.8

18.9

2002

youthc

2002 youth – femalec
2002 youth –

malec

2003 femalee
2003 malee

Smoking age of initiation <10 years
1999 youthd
1999 youth –

femaled

1999 youth – maled
2002

NYRBSb

2002 youthc
2002 youth – femalec
2002 youth –

malec

6.0

7.0

6.3

4.9

4.9

9.2

9.2

7.1

7.5

6.2

15.5

11.1

14.4

23.8

14.0

16.8

10.6

14.5

16.7

16.2

14.6

9.9

13.7

23.2

-

17.7

9.7

19.1

11.1

15.3

16.1

11.7

14.8

24.1

14.4

16.9

11.2

11.6

22.5

16.9

Activity levels
Percentage participating in insufficient physical activity b
2002 youth

41.5

31.9

31.2

42.3

35.5

32.6

46.2

33.2

41.7

37.5

2002 youth - female

45.9

38.4

37.9

46.5

40.7

35.5

58.3

37.9

49.1

43.0

2002 youth - male

35.3

24.4

23.8

37.0

28.6

29.0

26.2

28.0

30.8

30.5
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Watch TV more than 3 hours per day b
2002 youth

17.2

25.4

34.1

23.2

21.4

30.3

25.6

22.9

31.2

25.2

2002 youth - female

19.1

28.1

39.1

28.2

21.7

29.7

23.2

22.1

34.5

27.5

2002 youth - male

14.6

22.3

28.4

16.9

21.0

31.0

29.8

23.7

26.6

22.2

a
b
c
d
e

SADHS 1998.
NYRBS 2002.
GYTS 2002.
GYTS 1999.
SADHS 2003 (Preliminary).

Table 40:
Health risk behaviour and awareness indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

Alcohol use
Alcohol dependence (%)a
1998 female

9.6

18.4

1.7

6.1

9.9

29.4

33.6

20.1

9.9

27.6

1998 female

12.3

23.7

9.0

50.5

16.9

1998 male

41.4

44.7

37.3

71.0

44.6

18.8

40.6

69.8

14.9

25.7

53.4

63.6

64.7

84.9

58.1

44.0

66.0

39.7

86.0

49.1

1998 female

41.9

34.0

0.0

13.7

32.0

1998 male

35.6

39.0

5.5

17.6

32.3

23.9

56.6

47.4

66.7

30.5

5.1

9.5

10.0

13.5

6.2

1998 male
Currently drink alcohol (%)a

Ever drank alcohol (%)
1998 femalea
1998

malea

2002 NYRBSb
Risky drinking (%) – weekends a

Smoking
Ever smoked cigarettes (%)
2002 NYRBSb
Smoking age of initiation <10 years
2002 NYRBSb
Activity levels
Percentage participating in insufficient physical activity b
2002 youth

37.5

45.6

33.0

29.4

37.5

2002 youth - female

42.4

56.8

36.0

37.0

43.0

2002 youth - male

31.1

32.5

30.1

19.9

30.5

2002 youth

24.7

29.6

29.0

20.4

25.2

2002 youth - female

26.9

33.2

30.3

19.9

27.5

2002 youth - male

21.9

25.4

27.6

20.9

22.2

Watch TV more than 3 hours per

a
b

SADHS 1998.
NYRBS 2002.
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day b
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Nutrition
The only new source of nutritional data identified was
the SADHS 2003.

than half of all child deaths, hunger and malnutrition
are the greatest obstacle to reducing child mortality.”
Data were also provided to back the propositions that
not only was “Hunger … a cause of disease” (Hunger
and malnutrition alter people’s behaviour and weaken
their bodies and immune systems, greatly increasing
their vulnerability to HIV and AIDS, malaria and
tuberculosis), but also that “Disease [is] a cause of
hunger” (Because they strike at people during their
most productive working years, these diseases cause
poverty and hunger not only for those who are infected,
but also for their families and communities).

At an international level, the Food and Agriculture
Organization (FAO) produced a comprehensive report
on “Food Insecurity in the World” in 2005. It noted that,
if each of the developing regions continues to reduce
hunger at the current pace, only South America and the
Caribbean will reach the Millennium Development
Goal (MDG) target of cutting the proportion of
hungry people by half. It also argued strongly that
hunger and malnutrition are major causes of the
deprivation and suffering targeted by all of the other
MDGs. For example, “as the underlying cause of more

District-level data on nutrition are presented in the
section on Child Health.

Table 41:
Nutrition indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

20.6

17.1

16.3

10.4

34.2

27.7

21.5

24.5

28.6

21.4

1998 children <100mcg/l
rural

29.8

42.1

19.7

20.8

36.7

44.7

7.4

13.1

22.5

-

1998 children <100mcg/l
urban

9.2

18.9

24.9

6.4

11.7

50.5

10.8

30.2

35.0

-

1998 schools (narrow)

9.5

16.7

6.3

4.2

25.0

41.7

0.0

0.0

3.8

10.6

24.0

29.0

30.0

24.0

31.0

25.0

15.0

46.0

16.0

25.5

2.4

3.9

3.8

3.5

9.1

7.0

6.5

5.0

8.2

5.0

5.0

6.8

9.2

13.4

11.0

11.5

10.9

8.1

16.4

9.8

29.7

29.2

35.6

35.4

20.1

25.8

24.8

18.9

31.2

30.1

10.1

8.1

10.2

10.4

6.2

7.5

7.6

5.5

13.1

9.3

32.4

26.2

30.1

24.5

21.8

28.2

24.3

24.3

30.6

23.3

9.1

8.6

9.7

8.9

4.6

6.0

5.5

4.8

15.0

8.7

25.7

26.0

26.6

27.4

24.0

24.9

24.9

25.8

25.9

26.1

20.5

16.3

21.1

21.4

16.0

16.6

14.4

15.4

25.3

19.8

7.9

6.4

5.6

6.5

3.7

16.7

4.4

0.9

5.2

6.0

2002 NYRBSf

17.1

14.3

18.5

22.9

10.5

17.0

12.3

11.9

21.5

17.2

2003 femaled

28.0

23.3

28.2

32.9

24.1

25.9

21.6

25.1

26.1

29.0

2003 maled

16.4

13.4

20.1

31.8

11.0

16.3

13.8

17.6

23.6

21.1

28.8

28.7

11.5

15.6

34.2

20.4

22.8

24.7

11.6

22.9

20.5

29.6

20.4

18.5

23.1

26.4

29.6

24.9

14.5

21.6

-

-

-

-

-

-

-

-

-

23.8

Anaemia prevalence
1995a
Iodine

deficiency b

Iodised salt consumption b
1998 <10mg/kg

Iron deficiency anaemia prevalence
1995a
Iron deficiency prevalence
1995a
Obesity (%)
1998 femalec
1998

malec

2003 femaled
2003 maled
Overweight (%)
1998 femalec
1998

malec

1999 age 1-9 yearse

Stunting (%)
1994 age 6-71 monthsa
1999 age 1-9

yearse

1999 age 12-71 monthse
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EC

FS

GP

KZN

5.8

7.0

3.4

5.4

11.5

18.8

9.7

11.1

LP

MP

NC

NW

WC

7.2

4.9

19.7

16.9

SA

12.5

8.1

4.9

5.6

23.1

17.5

5.8

12.9

Underweight (%)
1998 femalec
1998 malec
1999 <5 yearsg

-

-

-

-

-

-

-

-

-

11.5

1999 age 1-9 yearse

7.1

14.3

8.8

6.0

15.0

4.2

23.7

15.3

8.3

10.3

NYRBSf

7.7

9.5

7.4

7.2

12.1

8.2

14.3

14.2

6.0

9.0

2003 femaled

3.2

7.7

5.7

3.0

9.1

6.0

12.2

8.0

8.9

6.0

10.8

18.0

14.3

3.9

19.5

16.1

25.7

19.7

9.3

12.4

31.1

26.8

23.5

38.0

43.5

33.0

18.5

32.0

21.0

33.3

32.8

28.5

22.2

36.7

34.2

26.8

34.2

41.3

39.6

32.0

5.3

6.5

6.5

10.2

6.8

3.9

5.8

8.9

8.7

7.4

3.2

4.5

1.2

0.7

3.8

2.5

1.7

4.5

1.3

2.6

1.8

3.4

1.2

4.3

7.5

2.8

9.6

5.7

0.9

3.7

-

-

-

-

-

-

-

-

-

4.9

-

-

-

-

-

-

-

-

-

2.4

-

-

-

-

-

-

-

-

-

3.6

2002

2003 maled
Vitamin A deficiency
1995a

Waist-hip ratio (WHR) above cut-off (%)
1998 femalec
1998 malec
Wasting (%)
1994 age 6-71 monthsa
1999 age 1-9

yearse

1999 age 1-9 years rurale
1999 age 1-9 years

urbane

1999 age 12-71 months

a
b
c
d

e
f
g

SAVACG Survey.
Iodine Deficiency 2000. Schools (narrow) is proportion of schools
where median urinary iodine concentration < 100mcg/litre.
SADHS 1998.
SADHS 2003 (Preliminary).

Food Consumption Survey.
NYRBS 2002.
Millennium Development Goals. Based on Food Consumption
Survey. Age group is 12-59 months.

Table 42:
Nutrition indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

Obesity (%)
1998 femalea

31.2

28.5

21.3

25.5

30.1

7.8

9.2

9.0

20.1

9.3

28.4

26.6

23.9

13.5

23.3

7.1

15.6

10.7

22.6

8.7

1998 femalea

25.9

25.3

27.3

27.4

26.1

1998 malea

17.1

22.1

23.7

36.1

19.8

NYRBSc

16.6

13.0

25.3

23.4

17.2

2003 femaleb

27.8

26.0

33.8

23.5

29.0

2003 maleb

20.4

21.0

34.1

25.0

21.1

4.9

9.9

15.6

2.9

5.6

14.0

11.4

16.6

4.7

12.9

9.5

10.6

4.8

1.9

9.0

1998 malea
2003

femaleb

2003 maleb
Overweight (%)

2002

Underweight (%)
1998 femalea
1998

malea

2002 NYRBSc
2003

femaleb

2003 maleb

5.6

11.6

5.5

4.1

6.0

13.1

11.6

9.8

4.9

12.4

33.3

36.2

23.2

20.4

32.0

6.5

5.2

11.2

14.7

7.4

Waist-hip ratio (WHR) above cut-off (%)a
1998 female
1998 male

a
b

SADHS 1998.
SADHS 2003 (Preliminary).
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NYRBS 2002.
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Injuries
There has been a steady decline in the percentage of
non-natural deaths over time, from 17% in 1997 to 9%
in 2004 [StatsSA Causes of Death 2004]. The causes
of non-natural death reported, in order of relative
importance, were: events of undetermined intent;
transport accidents; other external causes of accidental
injury; assault; complications of medical and surgical
care; intentional self-harm; sequelae of external causes
of morbidity and mortality; and legal intervention and
operations of war.
Although death reporting is known to be incomplete
the number of deaths attributed to traffic accidents
(5 180 for 2004) is still much lower than the value
reported by Arrive Alive (12 727 for 2004, or 27.3
fatalities per 100 000 population).
Table 43:
Injury indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Percentage adults experienced work related

illness/injuries a

1998

6.3

5.1

8.0

9.0

8.2

7.1

7.4

2.8

8.2

7.3

2003

7.5

7.2

6.4

2.7

7.4

5.5

4.7

6.5

8.6

6.2

17.3

35.5

39.0

28.0

33.7

26.8

Road accident fatalities per 100 000

population b

2003

15.6

33.0

31.5

27.8

2004

17.6

32.1

29.2

28.0

19.0

40.9

38.5

28.9

31.3

27.3

2005

19.3

34.3

32.4

30.0

23.9

46.1

39.2

30.3

34.1

30.1

a
b

SADHS 1998 and SADHS 2003 (Preliminary).
Arrive Alive.

Table 44:
Injury indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

Percentage adults experienced work related illness/injuries
1998

6.6

8.6

6.3

8.9

7.3

2003

6.7

5.8

5.6

4.6

6.2

Source:

SADHS 1998 and SADHS 2003 (Preliminary).
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Health Services Indicators

facility. The national target for utilisation rate is 3.5,
but the rate has been 2.1. This rate is based on the
total population and not the uninsured section of the
population who are dependent on the public sector and
is thus an underestimate of the real utilisation. In the
metro and urban districts, where a larger proportion
of the population have medical aid cover than in nonurban districts, the utilisation rates will be even more
of an underestimate [District Health Barometer Year
1].

The basic priority areas of the national DoH, as outlined
in their strategic plan 2006-2009 are:
✦ Service transformation plan
✦ Strengthening human resources
✦ Strengthening physical infrastructure
✦ Improving quality of care
✦ Priority health programmes.

An important insight into public perceptions of
quality of care can be extracted from the results of the
HSRC HIV Household Survey 2005. Of those who
had already been tested for HIV, the majority had
been tested in the public sector. The report stated that
“the overall perceptions of service quality within the
immediate testing environment were very high”. Only
4.3% of respondents were either neutral, unsatisfied or
very unsatisfied. It was also shown that concerns about
service quality were listed as a disincentive to testing
by respondents who had not had an HIV test. The
majority of Whites and Indians, however, were tested
in the private sector.

While the raw number of health facilities and their
distribution and physical quality is important (district
maps and lists of facilities are provided below), continued
efforts to improve the quality of care rendered must
receive priority. The availability and quality of human
resources are as important.

Health Facilities
Data on utilisation rates by age group are provided
from the DHIS. These appear to be stable over time
and across districts. The utilisation rate is the average
number of visits per person per year to a public PHC
Table 45:
Health facilities indicators by province

Length of

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

5.8

3.2

4.1

6.9

5.4

3.0

3.2

3.5

3.0

4.2

staya

2003 District Hospitals
2003 Regional Hospitals

-

-

-

-

-

-

-

-

-

4.7

2003 Central Hospitals

-

-

-

-

-

-

-

-

-

6.5

2004 HASA b

1 372

1 849

12 772

3 583

351

862

365

1 277

4 162

26 593

2004 Private sector c

3 394

2 631

17 081

3 932

340

1 231

1 013

1 538

4 670

35 830

2004 Public sectord

16 570

5 046

16 211

27 014

12 198

4 949

1 618

7 026

9 515

100 147

Number of beds

Number of health facilities
2004 HASA b

14

11

86

28

4

7

5

11

38

204

2004 Private hosp totale

40

21

131

52

3

12

17

19

62

357

2004 Public hospitals totalf

66

31

28

68

45

26

34

29

55

382

83

33

32

67

44

27

29

26

55

396

2006 Public hosp

totalg

Percentage clinics with EPI services every week day
1998 h

76.0

79.0

69.0

52.0

93.0

42.0

67.0

54.0

44.0

67.0

2000 i

89.0

72.0

50.0

85.0

97.9

32.1

66.7

71.9

40.0

73.7

2003j

86.0

77.0

38.0

83.0

88.0

70.0

34.0

53.0

47.0

67.0

93.0

94.0

94.0

100.0

92.0

100.0

93.0

78.0

94.0

Percentage clinics with STI services every week day
1998 h

100.0

2000 i

97.8

100.0

89.3

95.0

100.0

82.1

83.3

100.0

90.0

94.9

2003j

94.0

100.0

85.0

94.0

96.0

100.0

87.0

100.0

96.0

94.0
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Percentage clinics with TB services every week day
1998 h

85.0

82.0

94.0

65.0

82.0

79.0

82.0

89.0

84.0

82.0

2000 i

94.5

100.0

89.3

57.5

81.3

60.7

83.3

93.8

86.7

84.1

2003j

92.0

100.0

74.0

91.0

88.0

89.0

88.0

97.0

97.0

89.0

Percentage clinics with antenatal services every week day
1998 h

59.0

71.0

25.0

26.0

91.0

33.0

33.0

39.0

22.0

50.0

2000 i

78.0

44.0

32.1

70.0

95.8

21.4

50.0

56.3

10.0

59.3

2003j

70.0

52.0

22.0

72.0

92.0

59.0

26.0

67.0

16.0

55.0

Percentage clinics with emergency response <1 hour
1998 h

37.0

61.0

79.0

29.0

65.0

65.0

71.0

27.0

77.0

55.0

2000 i

40.0

54.0

71.4

55.3

52.1

65.3

91.7

60.0

76.7

57.7

83.0

Percentage clinics with family planning services every week day
1998 h

94.0

96.0

81.0

58.0

100.0

58.0

89.0

79.0

72.0

2000 i

96.7

96.0

82.1

95.0

100.0

46.4

87.5

87.5

70.0

87.1

2003j

97.0

97.0

74.0

91.0

97.0

85.0

64.0

94.0

81.0

88.0

79.0

75.0

48.0

20.0

79.0

100.0

46.0

97.0

56.0
56.2

Percentage of PHC facilities offering VCT
1998 h

39.0

2000 i

44.0

87.5

100.0

40.0

14.6

57.1

100.0

53.1

100.0

2002k

48.0

81.0

86.0

55.0

64.0

69.0

84.0

74.0

95.0

67.0

2003j

54.0

96.0

76.0

53.0

78.0

88.0

64.0

59.0

81.0

70.0

68

Useable bed utilisation (occupancy) ratea
2003 District Hospitals

-

65

62

49

60

55

57

73

65

2003 Regional Hospitals

-

-

-

-

-

-

-

-

-

73

2003 Central Hospitals

-

-

-

-

-

-

-

-

-

77

Useable beds per 100 000 populationa
2003 District Hospitals

1.3

1.0

0.2

1.2

1.3

0.7

1.3

1.0

0.5

1.0

2003 Regional Hospitals

0.7

0.8

1.0

1.0

0.7

0.5

0.6

0.7

0.5

0.8

2003 Central Hospitals

0.0

0.4

1.0

0.3

0.0

0.0

0.0

0.0

1.0

0.3

2003 Specialised Hospitals

0.8

0.6

0.4

0.9

0.4

0.2

0.4

0.5

1.4

0.7

2003 Total

2.8

2.9

2.7

3.5

2.4

1.4

2.3

2.3

3.4

2.8

a
b

c
d

e
f

g
h
i
j
k

DHIS. Data from Hospital Minimum Data Set, reported in South
African Health Review 2003/04.
Health Annals 2004. The number of beds and health facilities from
this source is based on membership of the Hospital Association
of South Africa (HASA). Most private hospitals with inpatient
treatment facilities are members of HASA, but not all day clinics or
stand-alone facilities may be included.
Hospital Yearbook 2004. Includes private and aided hospitals.
Hospital Yearbook 2004. In addition there are 9175 beds in
Institutions licenced under the Mental Disorder Act, 4526 in
Mining clinics & hospitals and 3787 in TB hospitals nationally that
are not included in this total.
Hospital Yearbook 2004.
Hospital Yearbook 2004. In addition there are 35 Institutions
licenced under the Mental Disorder Act, 56 Mining clinics &
hospitals and 21 TB hospitals nationally that are not included in this
total.
DHIS. July 2006.
Facilities Survey 1998.
Facilities Survey 2000.
Facilities Survey 2003.
STI HIV Baseline Survey.
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Table 46:
Utilisation indicators by district, 2003-2005
Utilisation rate
under 5 years

Utilisation rate
Code

District

2003

2004

DC44

A Nzo DM

1.8

DC12

Amathole DM

2.4

DC13

C Hani DM

2.1

2.3

2.5

DC10

Cacadu DM

2.8

3.0

3.2

NMM

N Mandela MM

3.0

3.0

3.2

4.6

2004

Utilisation rate
5 years and older

2005

2003

2005

2003

2004

2005

1.9

1.9

3.8

4.1

4.7

2.5

2.3

4.0

4.5

4.5

1.6

1.6

1.6

2.3

2.3

2.1

3.7

4.1

4.8

5.0

5.5

5.6

2.0

2.1

2.2

2.6

2.8

4.5

5.0

2.9

3.0

2.9

3.1

DC15

O Tambo DM

1.7

1.8

2.0

3.5

3.7

4.3

1.5

1.6

1.7

DC14

Ukhahlamba DM

1.7

1.8

1.8

3.0

3.3

3.7

1.5

1.6

1.6

EC

Eastern Cape

2.2

2.3

2.4

3.9

4.1

4.6

2.1

2.1

2.2

DC20

Fezile Dabi DM

2.2

2.1

2.3

3.4

3.4

3.8

2.0

1.9

2.1

DC18

Lejweleputswa DM

2.0

2.0

2.0

2.8

2.8

3.0

1.9

1.9

1.9

DC17

Motheo DM

2.0

1.9

2.0

3.4

3.6

3.7

1.9

1.8

1.8

DC19

T Mofutsanyane DM

2.4

2.5

2.4

4.4

4.6

4.6

2.2

2.3

2.2

DC16

Xhariep DM

2.6

2.4

2.4

3.5

3.4

3.6

2.5

2.3

2.3

FS

Free State

2.2

2.2

2.2

3.5

3.6

3.8

2.0

2.0

2.0

Ekurhuleni

Ekurhuleni MM

1.3

1.2

1.2

2.9

2.9

2.9

1.2

1.1

1.0

Jhb

Johannesburg MM

1.4

1.5

1.6

3.1

3.6

3.6

1.3

1.3

1.4

CBDC2

Metsweding DM

0.8

0.7

0.8

1.6

1.5

1.9

0.7

0.7

0.7

DC42

Sedibeng DM

1.6

1.6

1.5

3.1

3.3

3.5

1.5

1.4

1.4

Tshwane

Tshwane MM

1.1

1.2

1.3

2.7

2.9

3.3

1.0

1.0

1.2

CBDC8

West Rand DM

1.2

1.3

1.3

2.3

2.4

2.6

1.2

1.2

1.2

GP

Gauteng

1.3

1.4

1.4

2.9

3.1

3.2

1.2

1.2

1.2

DC25

Amajuba DM

2.2

2.1

2.1

5.5

4.8

4.7

1.8

1.8

1.7

Durban

eThekwini MM

1.9

1.9

1.9

3.9

3.9

4.1

1.7

1.7

1.7

DC29

iLembe DM

1.8

2.0

2.1

4.0

3.8

4.0

1.6

1.7

1.9

DC43

Sisonke DM

2.0

2.0

1.8

3.8

4.0

3.8

1.8

1.8

1.6

DC21

Ugu DM

2.1

2.1

2.0

3.9

4.3

4.4

1.9

1.8

1.8

DC22

uMgungundlovu DM

2.0

2.1

2.1

4.0

4.0

4.1

1.8

1.9

2.0

DC27

Umkhanyakude DM

2.2

2.4

2.2

4.5

4.7

4.3

1.9

2.1

1.9

DC24

Umzinyathi DM

2.0

1.9

1.9

4.3

3.9

4.0

1.7

1.6

1.6

DC23

Uthukela DM

1.8

1.8

1.6

3.7

3.5

3.1

1.6

1.6

1.4

DC28

Uthungulu DM

2.0

2.0

2.0

4.1

4.0

4.3

1.7

1.7

1.7

DC26

Zululand DM

1.7

1.7

1.6

3.5

3.4

3.5

1.4

1.5

1.4

KZN

KwaZulu-Natal

1.9

2.0

1.9

4.0

4.0

4.0

1.7

1.7

1.7

CBDC4

Bohlabela DM

2.5

2.6

2.6

5.3

6.0

6.3

2.1

2.1

2.1

DC35

Capricorn DM

1.8

1.9

1.9

4.1

4.1

4.5

1.6

1.6

1.6

CBDC3

Gr Sekhukhune DM

1.6

1.5

1.5

4.6

4.6

5.0

1.2

1.1

1.1

DC33

Mopani DM

3.2

3.0

3.1

6.6

6.6

7.0

2.8

2.6

2.7

DC34

Vhembe DM

3.7

4.0

4.0

7.2

8.3

8.4

3.3

3.4

3.5

DC36

Waterberg DM

2.1

1.6

1.8

4.3

3.4

4.0

1.9

1.4

1.5

LP

Limpopo

2.6

2.6

2.6

5.5

5.8

6.0

2.2

2.2

2.2
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Utilisation rate
under 5 years

Utilisation rate
Code

District

CBDC4 (mp)

Bohlabela DM (mp)

-

-

-

-

-

-

-

-

-

DC32

Ehlanzeni DM

2.2

2.3

2.3

4.4

4.4

4.5

2.0

2.1

2.0

DC30

G Sibande DM

1.8

1.9

1.8

3.5

3.7

3.7

1.6

1.6

1.6

CBDC3 (mp)

Gr Sekhukhune DM (mp)

1.4

1.4

1.4

2.5

2.8

3.0

1.3

1.3

1.3

CBDC2 (mp)

Metsweding DM (mp)

-

-

-

-

-

-

-

-

-

DC31

Nkangala DM

2.0

2.0

2.1

4.4

4.0

4.3

1.8

1.8

1.9

MP

Mpumalanga

2.0

2.0

2.0

4.0

3.9

4.1

1.7

1.8

1.8

DC9

Frances Baard DM

2.6

2.8

2.7

4.2

4.9

4.9

2.4

2.5

2.5

CBDC1 (nc)

Kgalagadi DM (nc)

4.5

4.3

4.0

7.0

6.5

6.1

4.2

4.0

3.7

DC6

Namakwa DM

3.4

3.6

3.1

5.8

6.6

5.1

3.2

3.4

2.9

DC7

Pixley ka Seme DM

3.5

3.6

3.1

5.5

5.5

5.0

3.3

3.4

2.9

DC8

Siyanda DM

2.6

2.7

2.6

4.3

4.5

4.1

2.4

2.5

2.4

NC

Northern Cape

3.0

3.1

2.9

4.8

5.2

4.8

2.8

2.9

2.7

DC37

Bojanala Platinum DM

2.4

2.5

2.5

6.8

7.7

7.0

2.0

2.1

2.0

DC39

Bophirima DM

2.5

2.7

3.0

5.6

5.8

6.3

2.1

2.3

2.6

DC38

Central DM

2.7

2.8

2.7

4.9

5.1

5.1

2.4

2.5

2.5

DC9 (nw)

Frances Baard DM (nw)

2.2

2.5

2.3

4.7

5.5

4.5

1.9

2.2

2.1

CBDC1

Kgalagadi DM

2.3

2.6

2.6

4.9

6.5

6.3

1.9

2.1

2.2

DC40

Southern DM

1.9

2.4

2.6

3.1

3.7

3.7

1.8

2.2

2.5

Tshwane (nw)

Tshwane MM (nw)

1.9

1.9

2.1

6.5

7.2

7.5

1.5

1.4

1.6

CBDC8 (nw)

West Rand DM (nw)

1.4

1.2

1.3

2.9

2.2

2.3

1.3

1.2

1.2

NW

North West

2.3

2.5

2.5

5.4

6.0

5.9

2.0

2.1

2.2

Cape Town

Cape Town MM

2.7

2.8

2.7

6.1

7.4

5.2

2.4

2.4

2.4

DC2

Cape Winelands DM

2.4

2.5

2.4

5.1

5.2

4.9

2.1

2.2

2.1

DC5

Central Karoo DM

4.2

4.0
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Map 6:
Utilisation rate under 5 years, 2005
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DC33

DC35

CB

CBDC4

DC

3

DC36

CBDC4

DC34

CBDC2

DC32
DC37

Ekurhuleni
Metro

C8

DC38

DC39

TSHW

C8

D

CB

Jo
ha
n
Menesb
tro urg

Tshwane
Metro

D
CB

CBDC1

DC31

DC30

DC42

DC40

DC42

CBDC2

JHB EKU

CBDC1
DC20
DC25

DC8

DC27

DC26

DC19
DC18

DC9

DC24
DC23

DC28

DC17
DC22

DC16

DC29
eThekwini
Metro

DC43

DC44

DC7
DC6

DC14

DC21

DC44

DC15
DC13

Legend

DC1

DC5

DC12

DC10

3.8 - 5.0

DC2

>5.0

Cape Town
Metro

DC4

DC3

Source:

450

DHIS June 2006.

<3.8

N Mandela
Metro

22
health and related indicators

Page intentionally blank

451

452

DMA10

DC10
Cacadu
District Municipality

EC109

EC107

DMA10

EC108

EC103

EC101

DC13
Chris Hani
District Municipality

MUNICIPALITIES
OF EASTERN CAPE

EC106

EC102

EC131

EC104

EC128

EC132

NELSON MANDELA
METRO

EC144

EC127

EC134

EC105

EC133

EC138

EC125

EC135

EC142

EC124

EC126

EC136

EC143

DC14
Ukhahlamba
District Municipality

EC123

EC121

EC157

EC156

Original source - Municipal Demarcation Board. Updated through other sources

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

EC153

EC151

EC05b1

DC15
Oliver Tambo
District Municipality

EC154

EC152

EC155

EC05b2

DC12
Amathole
District Municipality

EC122

EC137

EC141

Maluti LSA

DC44
Alfred Nzo
District Municipality

22
health and related indicators

Eastern Cape

District
Hospital

Specialised
Hospital

Mobile
Service

National
Central Hosp

Category B Municipality / Local Service Area

CHCs

Provincial
Tertiary Hosp

Category A or C Municipality

Clinic

Regional
Hospital

Number of public health facilities, 2005

DC10

EC101/2/3/7/DMA10 Camdeboo LSA

16

1

10

5

1

EC104/5

Makana LSA

20

1

6

2

1

EC106/8/9

Kouga LSA

16

1

9

3

1

EC121

Mbashe LSA

25

2

5

1

EC122

Mnquma LSA

25

1

3

2

EC123/5/6

Buffalo City LSA

98

3

16

4

EC124

Amahlati LSA

28

5

3

EC127/8

Nkonkobe LSA

33

1

11

4

EC131/2

Inxuba Yethemba LSA

18

1

8

3

EC133/4

Lukhanji LSA

32

1

7

3

EC135

Intsika Yethu LSA

32

3

1

EC136

Emalahleni LSA

17

3

3

EC137

Engcobo LSA

20

4

2

EC138

Sakhisizwe LSA

8

3

2

EC141

Elundini LSA

19

3

2

EC142

Senqu LSA

15

6

3

1

EC143/4

Maletswai LSA

4

3

1

EC141/56

Mhlontlo LSA

24

2

2

EC151/2/3

Qaukeni LSA

47

1

5

4

EC154/5

Nyandeni LSA

42

2

4

4

EC157

King Dalindyebo LSA

35

5

4

1

DC12

DC13

DC14

DC15

DC44

Cacadu DM

Amathole DM

C Hani DM

Ukhahlamba DM

O Tambo DM

A Nzo DM

N Mandela Metro
Eastern Cape total

9

1

1

2

2

1

1

1

1

2

2

Maluti LSA

16

1

1

EC05b1

Umzimkulu LSA

15

1

2

2

EC05b2

Umzimvubu LSA

19

3

2

N Mandela LSA

43

7

13

1

4

2

672

31

140

62

10

14

1

453

454

DC16
Xhariep
District Municipality

FS161

FS182

DC18
Lejweleputswa
District Municipality

FS162

FS183

FS172

FS181

FS185

FS163

FS171

FS184

FS201

FS173

DC20
Fezile Dabi
District Municipality

FS191

FS192

FS193

DC17
Motheo
District Municipality

FS203

FS204

FS194

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

DC19
Thabo Mofutsanyane
District Municipality

FS195

Original source - Municipal Demarcation Board. Updated through other sources

FSDMA19

FS205

MUNICIPALITIES
OF FREE STATE

22
health and related indicators

Free State

Letsemeng M

4

1

6

FS162

Kopanong M

9

8

FS163

Mohokare M

4

6

FS171

Naledi M

3

2

FS172

Mangaung M

56

12

2

FS173

Mantsopa M

9

6

1

FS181

Masilonyana M

9

5

1

FS182

Tokologo M

4

4

FS183

Tswelopele M

3

FS184

Matjhabeng M

25

FS185

Nala M

FS191

Setsoto M

12

FS192

Dihlabeng M

FS193

Nketoana M

FS194

Maluti a Phofung M

FS195

Phumelela M

7

FS201

Moqhaka M

8

4

8

FS203

Ngwathe M

10

3

7

2

FS204

Metsimaholo M

6

2

4

1

FS205

Mafube M

5

1

16

110

21

DC17

DC18

DC19

DC20

Motheo DM

Lejweleputswa DM

T Mofutsanyane DM

Fezile Dabi DM
(Northern Free State)

Free State total

4

Specialised
Hospital

Mobile
Service

FS161

Xhariep DM

National
Central Hosp

CHCs

DC16

Provincial
Tertiary Hosp

Category B Municipality / Local Service Area

Regional
Hospital

Category A or C Municipality

Clinic

District
Hospital

Number of public health facilities, 2005

2

1

1

2

1

1

2

1

4

1

7

2

6

1

5

3

10

4

2

1

6

3

33

6

2

1

2

1

1

4
1

8
230

1

1

6

455

456

Indicates cross boundary
Health District

CBDC8
West Rand
District Municipality

CBLC8

CBLC8

DC37
Bonjanala
District Municipality
(North West)

GT421

CITY OF
JOHANNESBURG

GTDMA41

DC42
Sedibeng
District Municipality

GT414

GT412

GT411

NW372

NW371

GT422

CITY OF
TSHWANE

GT423

EKURHULENI

GT02b1

CBLC2

MP315

Original source - Municipal Demarcation Board. Updated through other sources

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

CBDC2
Metsweding
District Municipality

DC31
Nkangala
District Municipality
(Mpumalanga)

MUNICIPALITIES
OF GAUTENG

22
health and related indicators

Gauteng

2

Kungwini M

4

2

CBLC8

Merafong City M

7

1

1

GT411

Mogale City M

13

5

1

1

GT412

Randfontein M

8

1

GT414

Westonaria M

GT421

Emfuleni M

25

4

4

1

1

GT422

Midvaal M

3

1

3

GT423

Lesedi M

5

CBDC8

DC42

West Rand DM

Sedibeng DM

Ekurhuleni Metro

Johannesburg

Tshwane

1

6

1

1

3

1

Ekurhuleni East SD

26

3

3

2

Ekurhuleni North SD

18

1

2

1

Ekurhuleni South SD

27

3

2

Johannesburg SD 2

10

1

Johannesburg SD 3

5

1

Johannesburg SD 4

10

Johannesburg SD 5

8

1

1

Johannesburg SD 6

18

3

6

Johannesburg SD 7

7

Johannesburg SD 8

7

Johannesburg SD 9

4

1

2

1
2

1
1

1

1
1

Johannesburg SD 10

17

2

3

Johannesburg SD 11

16

1

2

Tshwane Cent SD

22

2

3

Tshwane North SD

5

1

2

Tshwane South SD
Gauteng total

Specialised
Hospital

Nok Tsa Taemane M

CBLC2

National
Central Hosp

GT02b1

Metsweding DM

Mobile
Service

CBDC2

CHCs

Category B Municipality / Local Service Area

Clinic

Category A or C Municipality

Provincial
Tertiary Hosp

Regional
Hospital

District
Hospital

Number of public health facilities, 2005

4

1

1

277

24

48

1
1

2

8

2

12

1

1

1

1

4

6

457

458

KZ5a3

DC43
Sisonke
District Municipality

DC22
uMgungundlovu
District Municipality

DC23
Uthukela
District Municipality

KZ5a4

KZ5a1

KZ224

KZ214

Eastern Cape

KZ5a2

KZDMA43

KZDMA22

KZ225

KZ215

KZ211

KZ294

METRO

ETHEKWINI

KZ292

KZ291

KZ283

KZ273

KZDMA27

KZ271

Original source - Municipal Demarcation Board. Updated through other sources

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

DC27
Umkhanyakude
District Municipality

DC28
Uthungulu
District Municipality

KZ275

KZ274

KZ281

KZ282

KZDMA27

KZ265

KZDMA27

KZ272

DC29
iLembe
District Municipality

KZ284

KZ285

DC21
Ugu
District Municipality

KZ212

KZ226

KZ216

KZ213

KZ5a5

KZ245

KZ286

KZ266

KZ263

KZ262

DC26
Zululand
District Municipality

KZ293

KZ261

KZ242

KZ221

KZ244

KZ241

KZ253

KZ227

KZ222

KZ223

KZ234

KZ233

KZ254

KZ252

KZ232

KZ236

KZDMA23

KZ235

DC24
Umzinyathi
District Municipality

DC25
Amajuba
District Municipality

MUNICIPALITIES
OF KWAZULU-NATAL

22
health and related indicators

KwaZulu-Natal

8

1

uMshwathi M

4

2

1

uMngeni M

3

3

KZ223

Mooi Mpofana M

2

KZ224

Impendle M

2

KZ225

The Msunduzi M

KZ226

Mkhambathini M

KZ227

Richmond M

KZ232

Emnambithi M

KZ233

KZ212

Umdoni M

KZ213

Umzumbe M

KZ214

uMuziwabantu M

KZ215

Ezinqoleni M

KZ216

Hibiscus Coast M

KZ221
KZ222

DC22

DC23

DC24

DC25

DC26

DC27

DC28

uMgungundlovu DM

Uthukela DM

Umzinyathi DM

Amajuba DM

Zululand DM

Umkhanyakude DM

Uthungulu DM

Specialised
Hospital

13

Vulamehlo M

National
Central Hosp

1

KZ211

Ugu DM

Provincial
Tertiary Hosp

2

DC21

Regional
Hospital

District
Hospital
1

Category B Municipality / Local Service Area

CHCs

4

Category A or C Municipality

Clinic

Mobile
Service

Number of public health facilities, 2005

5
5
14
6
4

1

1

33

1

4

3

1

1

1

1

1

3

1

13

6

Indaka M

6

3

KZ234

Umtshezi M

6

4

1

KZ235

Okhahlamba M

7

3

1

KZ236

Imbabazane M

5

2

KZ241

Endumeni M

6

2

1

KZ242

Nqutu M

11

3

1

KZ244

Msinga M

14

2

1

KZ245

Umvoti M

1

KZ252

Newcastle M

KZ253
KZ254

1

1

2

1

9

2

12

5

Utrecht M

1

2

1

Dannhauser M

6

KZ261

eDumbe M

6

KZ262

uPhongolo M

8

3

1

KZ263

Abaqulusi M

13

4

1

KZ265

Nongoma M

11

3

1

KZ266

Ulundi M

18

3

2

KZ271

Umhlabuyalingana M

15

5

2

KZ272

Jozini M

16

5

2

KZ273

The Big 5 M

KZ274

Hlabisa M

4

1

KZ275

Mtubatuba M

3

KZDMA27

St Lucia Park DMA

1

KZ281

Mbonambi M

6

KZ282

uMhlathuze M

8

KZ283

Ntambanana M

2

KZ284

uMlalazi M

KZ285

Mthonjaneni M

KZ286

Nkandla M

2

1

1

3
12

1

5

13

5

3

1

16

4

2

3
1
2
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KwaZulu-Natal (continued)

National
Central Hosp

Specialised
Hospital

6

23

2

5

1

1

3

500

14

147

36

14

2

1

8

Category A or C Municipality

Category B Municipality / Local Service Area

Clinic

CHCs

Mobile
Service

DC29

KZ291

eNdondakusuka M

5

1

1

KZ292

KwaDukuza M

7

KZ293

Ndwedwe M

6

KZ294

Maphumulo M

9

KZ5a1

Ingwe M

8

1

KZ5a2

KwaSani M

1

1

1

KZ5a3

Matatiele M

3

2

1

KZ5a4

Gr Kokstad M

2

2

1

KZ5a5

Ubuhlebezwe M

8

3

1

Durban

eThekwini M Sub

DC43

Durban

iLembe DM

Sisonke DM

eThekwini M

KwaZulu-Natal total

460

4
1

Regional
Hospital

104

District
Hospital

Provincial
Tertiary Hosp

Number of public health facilities, 2005

1

3

1

3

2

3

1
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462

Indicates cross boundary
Health District

NP361

DC36
Waterberg
District Municipality

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

NP366

NP365

NP367

NP364

CBLC3

NP352

NP351

Original source - Municipal Demarcation Board. Updated through other sources

NP362

DC35
Capricorn
District Municipality

MP321

CBLC5

CBLC5

NP333

NP332

CBDC3
Gr Sekhukhune
District Municipality

CBLC4

NP355

NP03A3

NP03A2
CBDMA3

NP354

NP353

NP344

NP341

CBDMA4

DC32
Ehlanzeni
District Municipality
(Mpumalanga)

MPDMA32

CBLC6

MP323

MP322

NP04A1

NP334

NP331

NP343

NP342

DC34
Vhembe
District Municipality

MP324

CBDMA4

CBDC4
Bohlabela
District Municipality

DC33
Mopani
District Municipality

MUNICIPALITIES
OF LIMPOPO

22
health and related indicators

Limpopo

8

1

2

6

2

4

2

CBLC4

Greater Groblersdal M

13

CBLC5

Greater Tubatse M

19

NP03A2

Makhudutamaga M

21

NP03A3

Fetakgomo M

11

1

2

CBLC6

Bushbuckridge M

34

2

4

2

NP04A1

Maruleng M

NP331

Greater Giyani M

NP332

Greater Letaba M

20

NP333

Greater Tzaneen M

NP334
NP341
NP342

Mutale M

14

NP343

Thulamela M

49

NP344

Makhado M

NP351
NP352
NP353

Molemole M

7

NP354

Polokwane M

30

NP355

Lepelle-Nkumpi M

NP361

Thabazimbi M

NP362

Lephalale M

7

NP364

Mookgopong M

4

NP365

Modimolle M

3

6

NP366

Bela-Bela M

4

3

NP367

Mogalakwena M

CBDC4

Bohlabela DM

DC33

Mopani DM

DC34

DC35

DC36

Vhembe DM

Capricorn DM

Waterberg DM

Limpopo total

CHCs

Greater Marble Hall M

Clinic

CBLC3

Sekhukhune DM

11

9

4

1

2

4

1

4

2

28

4

10

2

Ba-Phalaborwa M

9

1

3

2

Musina M

4

1

1

1

3

1

3

7

2

45

4

9

3

Blouberg M

19

1

4

2

Aganang M

9

6

1

20

2

1

13

2

21

6

2

7

4

1

4

2

2

1

Specialised
Hospital

1

CBDC3

National
Central Hosp

1

Category B Municipality / Local Service Area

Provincial
Tertiary Hosp

District
Hospital

1

Category A or C Municipality

Regional
Hospital

Mobile
Service

Number of public health facilities, 2005

1

1

1

1

1

1

2
1

2
1
1

25

1

10

2

1

443

26

130

37

6

2

3

463

464

Indicates cross boundary
Health District

CBDC2
Metsweding
District Municipality
(Gauteng)

DC31
Nkangala
District Municipality

MP315

MP306

MP311

CBLC2

MPDMA31

MP316

MP305

MP307

MP312

MP313

CBLC3

NP03A2

CBLC4

CBDMA3

CBDC3
Gr Sekhukhune
District Municipality
(Limpopo)

MP304

NP03A3

MP302

MP301

MP314

MP321

CBLC5

CBLC5

MP303

MP321

NPO4A1

MPDMA32

CBDMA4

MP324

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

DC32
Ehlanzeni
District Municipality

CBDC4
Bohlabela
District Municipality
(Limpopo)

Original source - Municipal Demarcation Board. Updated through other sources

DC30
Gert Sibande
District Municipality

MP323

MP322

CBLC6

MUNICIPALITIES
OF MPUMALANGA

22
health and related indicators

Mpumalanga

2

8

1

2

2

1

3

1

Gr Groblersdal M

DC30

G Sibande DM

MP301

Albert Luthuli M

16

MP302

Msukaligwa M

12

MP303

Mkhondo M

7

MP304

Pixley Ka Seme M

5

MP305

Lekwa M

6

MP306

Dipaleseng M

4

1

2

MP307

Govan Mbeki M

9

2

4

1

MP311

Delmas M

3

1

MP312

Emalahleni M

10

MP313

Middelburg M

11

5

MP314

Highlands M

6

2

2

MP315

Thembisile M

18

5

2

1

MP316

Dr JS Moroka M

18

9

3

1

MP321

Thaba Cheweu M

9

3

3

MP322

Mbombela M

29

5

9

MP323

Umjindi M

10

1

4

1

MP324

Nkomazi M

25

3

5

2

MPDMA32

Lowveld DMA

36

70

18

DC31

DC32

Nkangala DM

Ehlanzeni DM

Mpumalanga total

CHCs

CBLC4

Clinic

Sekhukhune DM

Specialised
Hospital

1

CBDC3

National
Central Hosp

2

5

Category B Municipality / Local Service Area

Provincial
Tertiary Hosp

District
Hospital

3

Category A or C Municipality

Regional
Hospital

Mobile
Service

Number of public health facilities, 2005

2
2

2
2

1

7

1
1

2

1

1
198

4

1

1

465

466

Indicates cross boundary
Health District

NC064

NC062

DC6
Namakwa
District Municipality

NC061

NC081

NCDMA08

NCDMA06

NC065

NCDMA06

NC067

DC8
Siyanda
District Municipality

NCDMA08

NC066

NC082
NC084

NC083

NCDMA08

NC074

NCDMA07

NC077

NCDMA07
NC078

NC073

NC075

NC091

NC092

NC072

NW396

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

DC7
Pixley ka Seme
District Municipality

DC9
Frances Baard
District Municipality

DC39
Bophirima
District Municipality
(North West)

Original source - Municipal Demarcation Board. Updated through other sources

NC093

CBLC7

NW394

NCDMA09

NC076

NC086

CBLC1

NW1a1

NC071

NC085

NC01B1

NCDMACB1

CBDC1
Kgalagadi
District Municipality

MUNICIPALITIES
OF NORTHERN CAPE

22
health and related indicators

Northern Cape

Ga-Segonyana M

2

NC01B1

Gamagara M

3

DC6

Namakwa DM

NC061

Richtersveld M

2

1

NC062

Nama Khoi M

7

1

NC064

Kamiesberg M

3

NC065

Hantam M

2

NC066

Karoo Hoogland M

NC067

Khâi-Ma M

2

NC071

Ubuntu M

2

2

NC072

Umsobomvu M

5

2

NC073

Enthanjeni M

6

NC074

Kareeberg M

2

NC075

Renosterberg M

2

NC076

Thembelihle M

3

1

1

NC077

Siyathemba M

3

1

1

NC078

Siyancuma M

4

1

3

1

NC081

Mier M

2

1

NC082

Kai !Garib M

3

1

7

2

NC083

!Khara Hais M

7

4

1

NC084

!Kheis M

1

1

2

NC085

Tsantsabane M

3

1

2

NC086

Kgatelopele M

1

1

CBLC7

Phokwane M

3

NC091

Sol Plaatje M

11

NC092

Dikgatlong M

6

NC093

Magareng M

3

DC7

DC8

DC9

Pixley ka Seme DM
(Karoo)

Siyanda DM

Frances Baard DM

Northern Cape total

85

Specialised
Hospital

CBLC1

CHCs

Kgalagadi DM

Clinic

CBDC1

National
Central Hosp

1

Category B Municipality / Local Service Area

Provincial
Tertiary Hosp

District
Hospital

3

Category A or C Municipality

Regional
Hospital

Mobile
Service

Number of public health facilities, 2005

1
1
6

3

2

1

2

4

1

3

3

1

1

1
1

1

2

1

1

2

1

1
2

2

1
1

17

46

23

2

3

467

468

Indicates cross boundary
Health District

NC01B1

NCDMACB1

NW391

CBDC1
Kgalagadi
District Municipality
(Northern Cape)

CBLC1

NW1a1

NW395

DC39
Bophirima
District Municipality

NW394

NW393

NW396

DC9
Frances Baard
District Municipality
(Northern Cape)

CBLC7

NW392

NW381

DC38
Central
District Municipality

MUNICIPALITIES
OF NORTH WEST

NW382

NW383

NW404

NW384

NW385

NW403

CBDC8
West Rand
District Municipality
(Gauteng)

Original source - Municipal Demarcation Board. Updated through other sources

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

GT414

CITY OF
TSHWANE

NW371

GTDMA41

NW372

GT412

GT411

CBLC8

CBLC8

DC40
Southern
District Municipality

NW401

NW373

NW402

NWDMA37

NW374

NW375

DC37
Bojanala Platinum
District Municipality
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North West

Moshaweng M

West Rand DM

CBLC8

Merafong City M

DC37

Bojanala Platinum DM

NW371

Moretele M

NW372
NW373
NW374
NW375
DC38

DC39

DC40

Central DM

Bophirima DM

Southern DM

1

2

1

23
4

2

16

3

1

Madibeng M

19

4

5

Rustenburg M

25

2

9

Kgetleng Rivier M

5

1

4

1

Moses Kotane M

47

5

6

2

NW381

Ratlou M

12

2

4

NW382

Tswaing M

9

4

4

NW383

Mafikeng M

26

3

4

1

NW384

Ditsobotla M

19

2

9

2

NW385

Ramotshere Moiloa
(Zeerust) M

15

4

7

2

NW391

Kagisano M

17

4

4

1

NW392

Naledi M

3

1

14

1

NW393

Mamusa M

NW394

Greater Taung M

NW395

Molopo M

NW396

Lekwa-Teemane M

NW401

Ventersdorp M

NW402

Potchefstroom M

NW403

Klerksdorp M

1
1

4

1

2

1

15

3

3

1

1

1

2

4

2

1

2

3

1

13

1

1

7

1

1

1

1

11

5

10

1

1

3

4

3

NW404

Maquassi Hills M

5

2

DC9

Frances Baard DM

CBLC7

Phokwane M

4

1

Pretoria

Tshwane

Pretoria

Tshwane Cent SD

7

2

2

Tshwane North SD

9

1

2

1

324

55

103

20

North West total

Specialised
Hospital

NW1a1
CBDC8

4

National
Central Hosp

Ga-Segonyana M

Provincial
Tertiary Hosp

CBLC1

Regional
Hospital

Kgalagadi DM

District
Hospital

CBDC1

Mobile
Service

Category B Municipality / Local Service Area

CHCs

Category A or C Municipality

Clinic

Number of public health facilities, 2005

1

469

470

CITY OF CAPE TOWN

WC014

WC015

WC013

WC012

WC011

WCDMA01

WC024

WC023

WC033

WC026

DC3
Overberg
District Municipality

WC032

WC031

WC025

WC022

WCDMA02

DC1
West Coast
District Municipality

WCDMA03

WC034

WC051

DC2
Cape Winelands
District Municipality

WC042

WC041

WC044

DC4
Eden
District Municipality

WC043

WC045

WC052

WC048

WCDMA04

WC047

Provincial Boundary

B Municipality Boundary

(C Municipality Boundary)

Health District

KEY

DC5
Central Karoo
District Municipality

Original source - Municipal Demarcation Board. Updated through other sources

WC053

WCDMA05

MUNICIPALITIES
OF WESTERN CAPE
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Western Cape

DC1

DC2

DC3

DC4

DC5

West Coast DM

Cape Winelands DM
(Boland)

Overberg DM

Eden DM

Central Karoo DM

Western Cape total

South Africa total

Source:

1

15

7

1

Khayelitsha SD

9

4

1

1

Klipfontein SD

13

7

Mitchells Plain SD

10

4

Northern Panorama SD

14

6

4

1

Southern SD

16

7

1

1

Tygerberg SD

16

10

WC011

Matzikama M

4

WC012

Cederberg M

3

WC013

Bergrivier M

WC014

Saldanha Bay M

WC015

Swartland M

4

WCDMA01

West Coast DMA

1

WC022

Witzenberg M

12

WC023

Drakenstein M

14

1

5

WC024

Stellenbosch M

9

1

4

WC025

Breede Valley M

8

1

4

WC026

Br River/Winelands M

10

WC031

Theewaterskloof M

10

WC032

Overstrand M

10

WC033

Cape Agulhas M

WC034

Swellendam M

WC041

Kannaland M

3

WC042

Hessequa (Langeberg) M

5

WC043

Mossel Bay M

9

WC044

George M

5

3

3

WC045

Oudtshoorn M

7

3

4

WC047

Bitou (Plettenberg Bay) M

4

1

1

WC048

Knysna M

6

3

1

WCDMA04

Eden DMA

1

1

1

WC051

Laingsburg M

2

2

1

WC052

Prince Albert

4

2

1

WC053

Beaufort West M

5

3

1

WCDMA05

Central Karoo DMA

1

1

1

2

3

6

2

9

1

1

4

1

6

1

1

1
1
1

1

1

1

1

1

1

1

1

1

6

2

8

1

1

1

6

2

1

5

3

1

2

1

4

1

6

1

1

1

1
1

1

5

1

7

1

2

1

6
1

Specialised
Hospital

Eastern SD

Provincial
Tertiary Hosp

8

Regional
Hospital

14

District
Hospital

Central SD

National
Central Hosp

Cape Town Cape Town

CHCs

Category B Municipality / Local Service Area

Clinic

Category A or C Municipality

Mobile
Service

Number of public health facilities, 2005

1

1

267

67

102

28

8

2 996

286

896

253

66

6

3

14

9

54

DHIS October 2005.
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Health Personnel
Given the prominence attached to the Department of
Health’s Human Resource Plan, this section should
have been able to provide extensive new data. However,
disaggregating personnel data below provincial level
is still problematic. Although filled posts per district
are reported by some provinces, this is not universal.
Unfilled posts are reported at provincial level only. It
seems ironic that such a key component of the health
system has yet to be aligned with what is intended to
be its overriding design feature – the District Health
System.
Internationally, the issue of health personnel was the
focus of the World Health Report 2006. Many of the
issues covered are of direct relevance to South Africa,
including:
✦ that there is a clear correlation between the
availability of health workers and the coverage of
health interventions, or put another way, that the
public’s health suffers when health workers are
scarce
✦ that there is an urgent need for metrics of
performance – these could include sufficient
numbers of health personnel, equitable distribution,
good competencies, appropriate socio-cultural and
linguistic background, responsiveness to clients,
and measures of productivity
✦ that performance is linked to adequate remuneration
✦ that data on migration of many categories of health
workers is not accessible, despite this being a key
concern – this includes not only migration from
poorer to richer countries or regions but also within
countries, from rural to urban areas.
Data were presented showing that 12 136 South African
trained medical practitioners were working in OECD
countries, representing 37% of the total number of
medical practitioners in South Africa.
Workload indicators for various categories of staff
would be important input variables for rational human
resource planning. To date, only data on nurse clinical
workload are available from the DHIS. Nurse clinical
workload measures the average daily number of patients
attended to by a nurse at a PHC facility. There appear
472

to be problems with the data shown in Table 49. Data
for several districts were missing or had to be suppressed
due to obvious data errors.
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Table 47:
Health personnel by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Community Servicea
Number of CS clinical psychologists
2004

11

7

24

22

1

13

3

7

11

135

2005

8

5

24

21

8

3

6

14

8

134
200

Number of CS dentists
2003

-

-

-

-

-

-

-

-

-

2004

8

18

11

9

5

17

10

34

4

120

2005

8

19

9

9

4

15

8

17

8

109

2004

4

20

27

14

0

28

2

7

6

98

2005

6

18

19

16

8

10

7

21

7

103
1 092

Number of CS dieticians

Number of CS doctors
2003

100

73

164

231

103

113

41

73

153

2004

137

86

93

280

145

145

48

64

80

1 128

2005

127

60

114

330

121

165

59

87

127

1 233

Number of CS environmental health practitioners
2004

25

17

10

60

26

40

11

8

1

216

2005

31

16

14

60

29

63

10

31

7

167

Number of CS occupational therapists
2004

10

18

43

33

17

30

8

12

13

190

2005

11

22

31

39

25

38

10

18

10

209

2003 b

27

22

70

69

22

19

6

27

57

341

2004

27

26

59

40

34

42

9

24

9

299

2005

34

35

56

49

36

40

16

37

40

345

2004

26

25

61

66

18

35

10

8

8

272

2005

21

25

65

72

21

38

11

20

15

300

Number of CS pharmacists

Number of CS physiotherapists

Number of CS radiographers
2004

20

24

73

29

17

16

11

5

23

227

2005

18

23

77

58

8

10

16

21

32

271

Number of CS speech therapists
2004

4

14

23

34

7

23

1

11

6

91

2005

3

13

35

40

13

22

7

10

6

154

64

54

211

64

61

72

23

46

120

715

0

0

17

6

1

2

1

1

13

41

3

4

26

30

47

13

2

19

2

146

2003

2 633

577

2 658

7 602

2 756

1 253

280

1 176

1 747

20 683

2005

2 326

418

2 927

8 119

2 591

1 182

242

1 077

1 699

20 582

2006

2 230

407

3 007

8 271

2 624

1 244

244

1 034

1 744

20 806

Number of public sector health personnel c
Number of dental practitioners
2006
Number of dental specialists
2006
Number of dental therapists
2006
Number of enrolled nurses

Number of environmental health practitioners
2006

151

48

36

208

238

90

24

76

11

882

1 041

544

1 983

2 420

780

633

271

506

1 341

9 527

0

8

14

6

5

0

0

0

46

103

141

339

1 386

541

75

38

24

63

1 082

3 695

4 643

2 469

5 248

6 116

4 013

1 914

637

2 984

3 826

31 850

63

141

103

99

67

18

38

100

667

Number of medical practitioners
2006

Number of medical researchers
2006
Number of medical specialists
2006
Number of nursing assistants
2006

Number of occupational therapists
2006

38

473

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA
1 222

Number of pharmacists
2003

131

75

254

274

103

70

23

69

213

2005

206

99

269

365

145

123

35

108

257

1 617

2006

195

98

272

415

175

137

54

113

278

1 746

62

59

152

195

65

66

33

37

114

783

Number of physiotherapists
2006
Number of professional nurses
2003

5 752

3 049

7 924

9 139

5 541

2 460

950

2 934

3 812

41 563

2005

6 642

3 580

7 587

9 531

5 763

2 696

975

3 053

3 830

43 660

2006

6 615

3 544

7 539

9 793

5 827

2 770

992

3 029

3 959

44 071

36

26

132

66

40

15

5

25

60

405

264

171

520

413

126

88

48

78

392

2 103

1 906

36

2 697

2 232

605

571

102

713

83

8 945

Number of psychologists
2006
Number of radiographers
2006
Number of student nurses
2006

Personnel per 100 000 public sector dependent population c
Dental practitioners per 100 000 population
2003

0.99

1.50

2.79

0.70

1.01

1.75

1.87

1.49

3.35

1.58

2005

0.90

2.01

2.62

0.71

1.18

1.69

2.37

1.42

3.63

1.63

2006

0.99

2.12

3.16

0.73

1.15

2.51

2.94

1.35

3.48

1.78
0.08

Dental specialists per 100 000 population
2003

0.00

0.00

0.17

0.04

0.00

0.08

0.00

0.00

0.39

2005

0.00

0.00

0.23

0.03

0.02

0.07

0.30

0.03

0.52

0.11

2006

0.00

0.00

0.25

0.07

0.02

0.07

0.13

0.03

0.38

0.10

Dental therapists per 100 000 population
2003

0.12

0.17

0.42

0.34

0.62

0.30

0.13

0.52

0.06

0.32

2005

0.07

0.17

0.37

0.33

0.82

0.48

0.30

0.56

0.06

0.36

2006

0.05

0.16

0.39

0.34

0.89

0.45

0.26

0.56

0.06

0.36

Enrolled nurses per 100 000 population
2003

45.1

24.7

38.6

89.2

59.3

47.7

37.5

35.6

52.2

53.3

2005

38.2

17.5

41.3

92.7

49.5

40.9

35.9

31.8

49.3

51.5

2006

34.5

16.0

45.1

94.1

49.7

43.3

31.2

30.3

50.5

51.7

Environmental health practitioners per 100 000 population
2003

2.35

2.31

0.32

2.44

4.03

2.97

2.27

2.00

0.48

2.02

2005

2.45

2.26

0.48

2.27

4.01

4.50

2.22

2.59

0.29

2.23

2006

2.34

1.89

0.54

2.37

4.50

3.13

3.07

2.23

0.32

2.19

Medical practitioners per 100 000 population
2003

12.7

23.1

25.4

21.3

14.3

17.9

28.4

11.5

31.9

19.7

2005

15.8

20.7

25.9

24.2

14.3

21.5

36.5

13.6

36.1

21.9

2006

16.1

21.4

29.7

27.5

14.8

22.0

34.7

14.8

38.8

23.7

Medical researchers per 100 000 population
2003

0.00

0.30

0.15

0.04

0.22

0.00

0.13

0.00

1.94

0.35

2005

0.00

0.25

0.20

0.03

0.11

0.00

0.00

0.00

1.48

0.26

2006

0.00

0.31

0.21

0.07

0.09

0.00

0.00

0.00

1.33

0.26

Medical specialists per 100 000 population
2003

2.3

9.2

19.7

6.0

1.0

0.7

2.7

1.5

32.6

8.9

2005

2.3

13.8

18.3

6.2

1.5

0.5

2.5

1.9

29.1

8.8

2006

2.2

13.3

20.8

6.2

1.4

1.3

3.1

1.9

31.3

9.2

Nursing assistants per 100 000 population
2003

71.0

98.5

75.4

70.1

68.6

46.5

86.0

73.8

118.2

74.8

2005

74.9

104.3

72.7

67.0

73.2

60.4

97.3

85.4

110.0

77.6

2006

71.8

97.1

78.7

69.6

76.0

66.6

81.5

87.5

110.8

79.1

Occupational therapists per 100 000 population
2003

0.2

2.5

2.0

1.1

1.5

1.7

0.9

0.9

2.6

1.4

2005

0.5

2.6

1.8

1.1

1.7

2.1

2.2

1.1

2.4

1.5

2006

0.6

2.5

2.1

1.2

1.9

2.3

2.3

1.1

2.9

1.7

Pharmacists per 100 000 population
2003

2.2

3.2

3.7

3.2

2.2

2.7

3.1

2.1

6.4

3.1

2005

3.4

4.1

3.8

4.2

2.8

4.3

5.2

3.2

7.5

4.0

2006

3.0

3.9

4.1

4.7

3.3

4.8

6.9

3.3

8.1

4.3
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA
1.62

Physiotherapists per 100 000 population
2003

0.48

2.14

2.22

2.03

1.03

1.41

1.61

1.06

2.75

2005

0.82

2.42

2.03

2.18

1.22

2.01

2.22

1.36

2.84

1.81

2006

0.96

2.32

2.28

2.22

1.23

2.30

4.22

1.09

3.30

1.94

Professional nurses per 100 000 population
2003

98.5

130.7

115.1

107.3

119.3

93.7

127.1

88.9

113.9

107.1

2005

109.1

149.7

106.9

108.8

110.0

93.2

144.6

90.0

111.2

109.2

2006

102.3

139.4

113.1

111.4

110.3

96.4

126.9

88.9

114.7

109.5

Psychologists per 100 000 population
2003

0.46

0.73

1.63

0.59

0.73

0.27

0.40

0.55

1.43

0.82

2005

0.61

1.21

1.72

0.77

0.67

0.59

1.04

0.80

1.68

1.00

2006

0.56

1.02

1.98

0.75

0.76

0.52

0.64

0.73

1.74

1.01
5.2

Radiographers per 100 000 population
2003

4.3

7.1

8.4

4.1

2.0

1.9

4.4

2.0

13.1

2005

4.2

6.7

7.8

4.5

2.2

2.8

6.8

2.5

10.4

5.1

2006

4.1

6.7

7.8

4.7

2.4

3.1

6.1

2.3

11.3

5.2
19.9

Student nurses per 100 000 population
2003

29.0

1.3

28.9

22.5

12.2

16.7

19.3

13.3

15.1

2005

36.6

1.4

30.7

23.4

9.4

23.2

16.3

17.0

6.4

21.4

2006

29.5

1.4

40.5

25.4

11.4

19.9

13.1

20.9

2.4

22.2

Total number of health professional posts
2003

15 751

7 176

22 375

28 205

13 376

6 201

2 360

7 764

13 268

116 547

2005

17 650

7 871

22 482

29 640

14 274

7 467

2 399

8 585

12 844

123 268

2006

17 389

7 870

23 381

30 879

14 781

7 720

2 478

8 762

13 171

126 485

20.9

34.3

26.8

38.5

53.4

29.9

12.6

29.9

26.0

42.5

15.0

40.0

33.2

22.8

22.0

31.5

Vacancies in the public health sectorc
Percentage of Medical Practitioner posts vacant
2006

36.1

33.6

Percentage of Professional Nurse posts vacant
2006

34.0

31.4

Percentage of health professional posts vacant
2003

28.4

40.7

31.9

24.5

13.4

67.4

27.3

33.0

13.8

31.1

2005

26.6

40.5

26.7

29.6

15.8

43.9

35.1

23.1

8.1

27.2

2006

32.6

40.4

24.2

32.4

16.4

43.1

37.8

23.1

16.9

29.0

Number of health professionals registered with statutory councils
Number of enrolled nurses (registered with SANC)d
2003

3 318

1 288

7 567

9 769

2 948

1 873

567

2 059

4 186

33 575

2004

3 073

1 302

8 391

10 929

2 913

1 768

531

2 097

4 262

35 266

2005

2 837

1 256

9 023

12 404

2 861

1 730

498

2 134

4 342

37 085

Number of pharmacists (registered with SAPC)e
2003

834

436

4 336

1 561

280

393

135

478

1 783

10 629

2004

854

432

4 367

1 590

294

398

124

509

1 855

10 891

2005

870

421

4 320

1 593

310

397

117

512

1 832

10 824

Number of professional nurses (registered with SANC)d
2003

11 678

7 216

26 871

18 343

7 006

4 220

1 856

6 330

12 995

96 715

2004

12 025

7 199

26 864

18 995

7 284

4 674

1 919

6 382

13 148

98 490

2005

12 176

7 175

26 754

19 445

7 540

4 774

1 936

6 495

13 239

99 534

a

b
c
d
e

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.
Pharmaciae Oct 2002.
PERSAL. Data for 2003 extracted 2003-19-30. Data for 2005
extracted 2005-05-31. Data for 2006 extracted 2006-03-31.
SANC.
SAPC.

Note that the South African totals may include posts within the
national Department of Health, and therefore may be more than the
sum of the provincial values.
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Table 48:
Health personnel (in the public sector) by ethnic group
African

Coloured

Indian/Asian

White

SA

Number of dental practitioners
2006

269

66

161

219

715

11

4

11

15

41

130

0

13

3

146

17 595

2 227

376

608

20 806

793

22

17

50

882

3 759

455

1 854

3 459

9 527

31

2

16

54

103

675

127

665

2 228

3 695

25 986

4 361

338

1 165

31 850

231

72

64

300

667

600

133

368

645

1 746

292

114

124

253

783

35 859

4 359

1 043

2 810

44 071

122

21

32

230

405

971

402

241

489

2 103

7 841

421

296

387

8 945

2003 (filled)

85 085

13 034

4 684

13 744

116 547

2005 (filled)

92 177

12 801

5 225

13 065

123 268

2006 (filled)

95 165

12 786

5 619

12 915

126 485

Number of dental specialists
2006
Number of dental therapists
2006
Number of enrolled nurses
2006

Number of environmental health practitioners
2006
Number of medical practitioners
2006
Number of medical researchers
2006
Number of medical specialists
2006
Number of nursing assistants
2006
Number of occupational therapists
2006
Number of pharmacists
2006
Number of physiotherapists
2006
Number of professional nurses
2006
Number of psychologists
2006
Number of radiographers
2006
Number of student nurses
2006
Total number of health professional posts

Source:
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PERSAL. Data for 2003 extracted 2003-19-30. Data for 2005 extracted 2005-05-31. Data for 2006 extracted 2006-03-31.
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Table 49:
Nurse clinical workload by district, 2003-2005
Nurse clinical workload
Code

District

2003

2004

DC44

A Nzo DM

21.8

21.6

2005
21.1

DC12

Amathole DM

25.4

23.1

24.4

DC13

C Hani DM

19.5

20.8

22.6

DC10

Cacadu DM

42.1

45.8

44.7

NMM

N Mandela MM

40.5

42.8

47.3

DC15

O Tambo DM

21.6

22.5

24.3

DC14

Ukhahlamba DM

27.9

27.1

26.2

EC

Eastern Cape

26.2

26.2

27.8

DC20

Fezile Dabi DM

29.3

32.2

32.7

DC18

Lejweleputswa DM

29.3

29.4

31.4

DC17

Motheo DM

22.1

22.4

25.0

DC19

T Mofutsanyane DM

31.4

30.5

30.3

DC16

Xhariep DM

21.4

22.1

27.3

FS

Free State

27.0

27.5

29.2

Ekurhuleni

Ekurhuleni MM

35.8

33.4

29.1

Jhb

Johannesburg MM

23.6

21.7

15.7

CBDC2

Metsweding DM

27.0

24.5

29.7

DC42

Sedibeng DM

37.6

38.3

32.8

Tshwane

Tshwane MM

29.3

26.4

30.0

CBDC8

West Rand DM

36.4

31.4

28.2

GP

Gauteng

29.1

26.6

21.7

DC25

Amajuba DM

-

34.6

15.8

Durban

eThekwini MM

-

47.8

40.6

DC29

iLembe DM

-

DC43

Sisonke DM

-

37.7

22.5

DC21

Ugu DM

-

35.6

27.7

DC22

uMgungundlovu DM

-

43.2

40.0

DC27

Umkhanyakude DM

-

43.5

27.8

DC24

Umzinyathi DM

-

43.5

28.7

DC23

Uthukela DM

-

36.4

29.6

DC28

Uthungulu DM

-

60.4

39.7

DC26

Zululand DM

-

52.3

29.6

KZN

KwaZulu-Natal

-

44.3

32.1

CBDC4

Bohlabela DM

33.5

18.9

14.5

DC35

Capricorn DM

26.3

12.8

13.1

CBDC3

Gr Sekhukhune DM

DC33

Mopani DM

DC34
DC36

14.0

11.1

51.6

20.5

23.0

Vhembe DM

47.4

26.8

25.8

Waterberg DM

31.8

12.8

12.6

LP

Limpopo

39.0

18.7

17.7

CBDC4 (mp)

Bohlabela DM (mp)

-

-

-

DC32

Ehlanzeni DM

-

29.6

30.4

DC30

G Sibande DM

-

29.4

31.5

CBDC3 (mp)

Gr Sekhukhune DM (mp)

-

25.2

22.8

CBDC2 (mp)

Metsweding DM (mp)

-

-

-

DC31

Nkangala DM

-

27.7

29.1

MP

Mpumalanga

-

28.7

29.7

DC9

Frances Baard DM

52.8

53.0

48.7

CBDC1 (nc)

Kgalagadi DM (nc)

46.2

44.9

46.7

DC6

Namakwa DM

56.5

50.2

DC7

Pixley ka Seme DM

33.0

36.4

58.0

DC8

Siyanda DM

46.2

36.7

48.0

NC

Northern Cape

45.0

43.3

50.3
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Nurse clinical workload
Code

District

DC37

Bojanala Platinum DM

45.3

DC39

Bophirima DM

59.8

DC38

Central DM

37.2

DC9 (nw)

Frances Baard DM (nw)

25.8

CBDC1

Kgalagadi DM

43.2

DC40

Southern DM

61.1

Tshwane (nw)

Tshwane MM (nw)

CBDC8 (nw)

West Rand DM (nw)

NW

North West

Cape Town

Cape Town MM

-

-

-

DC2

Cape Winelands DM

-

-

-

DC5

Central Karoo DM

-

-

-

DC4

Eden DM

-

-

-

DC3

Overberg DM

-

-

-

DC1

West Coast DM

-

-

-

WC

Western Cape

-

-

-

SA

South Africa

32.2

27.7

26.4

Source:

2004

2005

46.3
46.3

DHIS June 2006.

Note:
-
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2003

= suppressed. Data have been excluded from calculations of provincial and
national averages due to apparent data errors, missing numerators or denominators.
= no data.
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Health Financing
Private sector health financing
The main new data in the area of private sector
financing this year are new medical aid coverage figures,
which confirm the trend of reducing coverage. For the
first time, the Council for Medical Schemes report
[Medical Schemes 2004-5] has provided estimates of
provincial coverage, based primarily on the location
of principal members. More than one third (37.3%)
of the beneficiaries of schemes are in Gauteng, 17.3%

are in the Western Cape and 14.9% are in KZN. The
Northern Cape has the least proportion of medical
scheme members at 2.2% (in line with its share of the
total pupulation of South Africa). The StatsSA GHS
2005 also gives coverage by ethnic groups, revealing
that only 7.1% of Africans are covered by private health
insurance.

Figure 27:
Medical schemes coverage by province, 2004 and 2005
30
25
20
15
10
5
0

EC

FS

GP

KZN

LP

Med Schemes 2004
Source:

MP
GHS 2004

NC

NW

WC

SA

GHS 2005

StatsSA GHS 2004 and 2005, Medical Schemes 2004-5.

Figure 28:
Medical schemes coverage by ethnic group
80
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50
40
30
20
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African

Coloured
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Source:

Indian
GHS 2004

White

All
GHS 2005

StatsSA OHS 1999, StatsSA GHS 2004 and 2005.
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Another consistent trend is the concern about rising
health care costs, contributing factors to these costs and
the structuring of benefits [Medical Schemes 2004-5]:
✦ Total private hospital expenditure has increased by
an inflation-adjusted 103% since 1997
✦ Discrimination in benefit design – schemes are
increasingly shifting benefits from the risk pool
into medical savings accounts, effectively causing
members to fund more benefits out of their own
pockets
✦ The claims ratio decreased to 78.6% (from over
90% before 1999). The claims ratio effectively
translates into medical schemes paying 78.6% of
contributions towards benefits, leaving 21.4%
of contributions to non-health expenditure and
reserves (future benefits). As reserves for most
schemes are at the prescribed level, more of
members’ contributions should in future be utilised
towards benefits. Trustees should ensure that
benefits are not substituted by high levels of nonhealth expenditure.
✦ Commission fees paid to healthcare brokers again
rose sharply to R704m from R581m in 2003, an
increase of 21.1%. Marketing and advertising
expenditure have gone up year on year, without
any perceptible increase in many new members
joining.

The Old Mutual Healthcare Survey 2005 reported
that the control of health care costs has been rated as
the top strategic issue by all seven groups of employers.
The common theme here is that employers believe that
they are unable to do anything about ever-increasing
healthcare costs and that they do not know how much
longer employers and employees can continue paying
escalating contributions well above inflation rate.
Older age groups are also particularly vulnerable to
issues of cost. The Old Mutual survey found that
42% of employers surveyed provide no post-retirement
healthcare funding whatsoever. Unless the cost of
healthcare inside medical schemes can become more
affordable it is unlikely that the average pensioner will be
able to self-fund the full contribution. This is a different
type of low income consumer, besides the low income
employee for whom medical scheme membership is
unaffordable, who inevitably also becomes a burden on
the State. At present the pensioner ratio (percentage of
members of medical schemes who are 65 years or older)
is still increasing [Medical Schemes 2002-3, 2003-4,
2004-5]. The figure below shows the current medical
aid coverage by age.

Figure 29:
Medical aid coverage by age group, 2005
0-9
10-19

Age

20-29
30-39
40-49
50-59
60+
0
Source:
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StatsSA GHS 2005.
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Public sector health financing
Analysis of public health sector financing by the
National Treasury indicates that expenditure on health
continues to grow in real terms. Despite the growth
in the uninsured population, expenditure per capita
(uninsured population) has also increased. This year
an attempt has also been made to quantify PHC nonhospital per capita expenditure to district level, as a key
input indicator of equity.

Table 51 shows spending on five key provincial
subprogrammes, which form the core of primary care
services. This shows significant increases in PHC
expenditure over the period, amounting to 6.7%
annually. The increase in spending on clinics and
community health centres is very apparent as shown
in Figure 30. Expenditure per capita (uninsured
population) rises to R219 per annum in 2007/08.

Table 50:
Provincial health expenditure, real 2005/06 prices (Rand million)
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

2002/03

5 147

2 513

8 807

8 632

3 627

1 934

697

2 305

4 563

38 225

2003/04

5 692

2 783

8 892

8 95

4 044

2 179

904

2 457

4 991

40 892

2004/05

5 391

2 915

8 958

9 326

4 372

2 358

867

2 704

5 389

42 279

2005/06

6 122

3 099

9 973

10 517

4 790

2 664

1 098

2 957

5 707

46 928

2006/07

6 615

3 119

9 985

11 264

5 228

2 795

1 239

3 289

6 069

49 603

2007/08

7 033

3 186

10 112

11 751

5 429

2 933

1 287

3 469

6 221

51 422

2008/09

7 358

3 268

10 408

12 106

5 723

3 079

1 201

3 488

6 414

53 044

Source:

Mark Blecher, National Treasury.

Table 51:
Trends in provincial out-of-hospital primary health care expenditure (real 2005/06 prices, Rand million)
1999/00

2001/02

District Management

2003/04

2005/06

2007/08

Change

Change %
per annum

885

1 009

988

1 161

1 205

320

3.9%

Clinics

2 458

2 784

3 255

4 058

4 355

1 897

7.4%

Community Health Centres

1 181

1 122

1 825

2 061

2 165

983

7.9%

409

341

651

725

758

349

8.0%

Community-based Services
Other Community Services
Total

387

478

311

439

484

97

2.8%

5 320

5 734

7 030

8 445

8 966

3 646

6.7%

149

152

180

212

219

Per capita (uninsured
population)
Source:

Mark Blecher, National Treasury.
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Figure 30:
Trends in primary health care expenditure (real 2005/06 prices, Rand million)
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06/07

07/08

Financial Year
Source:

Mark Blecher, National Treasury.

While these five subprogrammes constitute the core
of provincial spending on PHC, there are a number of
other areas, less easy to quantify precisely, which add
to the level of PHC expenditure. These include local
government spending on primary care, an estimate
of spending by district hospitals on primary care and
spending on the dedicated HIV/AIDS programme.
Although included in the District Health programme a
proportion of the latter is in fact spent in secondary and
tertiary hospitals. When this expanded definition is
used, spending on PHC as a proportion of total health
expenditure (including the HIV dedicated programme),
rises from 21.6% to 26.7% over the period 1999/00 2007/08.
Table 52:
Expanded estimate of primary health care (PHC) expenditure (real 2005/06 prices, Rand million)
1999/00
PHC subtotal
Nutrition

5 320

2001/02
5 734

2003/04
7 030

2005/06
8 445

2007/08
8 966

77

235

142

167

73

Local government unclassified

1 440

1 353

1 214

1 190

1 162

District hospitals

1 079

1 019

1 029

1 029

1 029

90

100

671

1 744

2 228

0

1

3

3

HIV and AIDS
Other
Total

8 006

8 441

10 088

12 579

13 461

Total less HIV and AIDS

7 916

8 341

9 417

10 834

11 233

221

221

241

271

275

Total less HIV and AIDS per capita (uninsured population)
Source:
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Mark Blecher, National Treasury.
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Table 53:
Health financing indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

2002a

-

-

-

-

-

-

-

-

-

82.0

2003 b

-

-

-

-

-

-

-

-

-

79.2

2004 c

-

-

-

-

-

-

-

-

-

78.6

2002 Totald

-

-

-

-

-

-

-

-

-

8.4

2005 Private sectore

-

-

-

-

-

-

-

-

-

4.6

2005 Public sectore

-

-

-

-

-

-

-

-

-

3.5

2005 Totalf

-

-

-

-

-

-

-

-

-

8.1

2002b

-

-

-

-

-

-

-

-

- 6 963 189

2003 b

-

-

-

-

-

-

-

-

- 6 924 686

2004 c

595 826

318 822 2 579 404 1 028 600

279 658

454 208

152 333

Claims ratio

Health expenditure % of GDP

Medical aid beneficiaries

312 930 1 193 885 6 915 666

Medical aid coverage
2002a

-

-

-

-

-

-

-

-

-

15.4

2003 b

-

-

-

-

-

-

-

-

-

14.9

2004 c

8.4

10.8

29.2

10.6

5.1

14.0

16.9

8.2

26.1

14.8

GHSg

9.6

14.9

26.2

11.3

6.4

12.2

14.2

11.8

25.9

14.9

2005 GHSh

9.8

13.9

22.5

11.4

6.7

10.5

15.6

11.1

22.4

14.0

2002a

-

-

-

-

-

-

-

-

-

5.9

2003 b

-

-

-

-

-

-

-

-

-

6.3

2004 c

-

-

-

-

-

-

-

-

-

6.7

2004

Pensioner ratio

Per capita health expenditure (private sector – average benefits per beneficiary per annum, nominal prices)
2002a

-

-

-

-

-

-

-

-

-

5 098

2003 b

-

-

-

-

-

-

-

-

-

5 724

2004 c

-

-

-

-

-

-

-

-

-

6 012

690

1 014

709

1 355

993

Per capita health expenditure – actual and budgeted (public sector, real 2005 prices)e
2002 /03

857

1 074

1 330

1 029

720

2003 /04

924

1 160

1 322

1 050

781

776

1 242

745

1 455

1 042

2004 /05

862

1 181

1 341

1 073

842

831

1 149

804

1 569

1 066

2005 /06

955

1 229

1 508

1 206

914

935

1 417

875

1 666

1 175

2006 /07

1 023

1 227

1 498

1 282

990

973

1 586

965

1 757

1 232

Ratio of public to private sector per capita health expenditure e
2002 /03

-

-

-

-

-

-

-

-

-

1:6.2

2003/04

-

-

-

-

-

-

-

-

-

1:6.4

2004/05

-

-

-

-

-

-

-

-

-

1:6.4

2005 /06

-

-

-

-

-

-

-

-

-

1:6.0

a
b
c
d
e

Medical Schemes 2002-3.
Medical Schemes 2003-4.
Medical Schemes 2004-5.
World Health Report 2006. Source indicates that this is made up of
59.4% from the private sector and 40.6% from the public sector.
Mark Blecher, National Treasury, personal communication May
2006.

f

g
h

Mark Blecher, National Treasury, personal communication May
2006. For 2005/06 financial year. Total health exp as a % of GDP
is lower than previous estimates - but higher in absolute numbers.
These differences are due to recent upward revisions of GDP and
the estimate of private out of pocket expenditure used here is a fairly
conservative one based on Reserve Bank consumption data.
StatsSA GHS 2004.
StatsSA GHS 2005.
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Table 54:
Health financing indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

Medical aid coverage
2004 GHS

7.2

18.4

36.0

69.7

14.9

2005 GHS

7.1

18.1

32.4

64.2

14.0

Source:

StatsSA GHS 2004 and 2005.

District health financing indicators
Data from the BAS financial database (2005/06
financial year) for all provinces except North West were
reviewed to assess spending on district health services
at a district level. Data for some provinces was not
coded according to health districts and this was done
by HST by matching health facility names with the
DHIS Health Facility file. Summarised data on district
health services expenditure were supplied by the North
West province.
Provincial expenditure is coded according to the
programmes and sub-programmes shown in Table 55.
Table 56 shows the non-hospital PHC component of
provincial district health services (PR2) expenditure.
Local government expenditure is added to this, in order

to calculate the total non-hospital PHC expenditure
per capita (uninsured population).
The 2005 per capita calculation was based on the
uninsured (public sector dependent population) using
the GHS 2005 value of 14% for medical aid coverage
(in the absence of district-level estimates of medical aid
coverage). The figures have NOT been adjusted to take
the effect of inflation into account.
For some provinces (especially LP and to a lesser degree
GP, EC, FS, MP and KZN) a significant percentage of
expenditure on district health services is not allocated
to the districts but is simply allocated at provincial
level. This expenditure was allocated to each district in
proportion to its population size.

Table 55:
Structure of provincial financing information

PR1

Administration

PR2

District Health Services

Sub-programmes

Non-hospital
PHC

Programmes

District management
Community health clinic services
Community health centres
Community based services
Other community services

HIV/AIDS
Nutrition
District Hospitals
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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Figure 31:
Percentage of provincial health expenditure by programme, 2005
100

Percentage

80
60
40
20
0
EC

FS

PR1
Source:

PR2

GP
PR3

KZN
PR4

LP

MP

PR5

PR6

NC
PR7

WC

SA
(excl NW)

PR8

Other

BAS financial data.

Table 56:
Non-hospital PHC expenditure by district, 2001/02 and 2005/06
Non-hospital PHC
expenditure
per capita

Expenditure (Rand thousands) 2005/06
Non-hosp
PHC total

Uninsured
population
2005

0

101 114

537 323

363 201

29 645

392 847

1 601 286

245

137

194 548

1 026

195 574

760 012

257

109

62 072

6 179

68 252

350 385

195

69

N Mandela MM

169 310

23 969

193 278

960 085

201

129

O Tambo DM

317 195

12 932

330 128

1 552 220

213

91

Non-hosp PHC
subtotal (PR2)

Code

District

DC44

A Nzo DM

101 114

DC12

Amathole DM

DC13

C Hani DM

DC10

Cacadu DM

NMM
DC15
DC14

Ukhahlamba DM

EC

Eastern Cape

DC20

Fezile Dabi DM

DC18

Lejweleputswa DM

DC17

Motheo DM

DC19

T Mofutsanyane DM

DC16

Xhariep DM

FS

Free State

Ekurhuleni

Ekurhuleni MM

Jhb

Johannesburg MM

CBDC2

Metsweding DM

DC42

Sedibeng DM

Tshwane

Tshwane MM

239 742

CBDC8

West Rand DM

90 936

GP

Gauteng

1 375 545

Local govt
expenditure

2005/06 2001/02
188

75

60 475

80

60 554

292 788

207

48

1 267 916

73 831

1 341 747

6 054 099

222

107

90 952

1 574

92 526

440 537

210

89

120 862

- 85

120 777

654 703

184

96

132 791

23 716

156 507

673 346

232

128

148 047

1 829

149 876

657 013

228

71

40 571

12

40 583

113 843

356

145

533 223

27 046

560 269

2 539 443

221

99

361 173

214 520

575 694

2 129 471

270

389

498 075

183 581

681 656

2 732 174

249

342

14 360

6 400

20 759

174 080

119

169

171 259

5 351

176 610

783 844

225

151

110 829

350 571

1 765 524

199

190

12 054

102 990

668 883

154

163

532 735

1 908 280

8 253 976

231

285
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Non-hospital PHC
expenditure
per capita

Expenditure (Rand thousands) 2005/06
Non-hosp PHC
subtotal (PR2)

Local govt
expenditure

Non-hosp
PHC total

Uninsured
population
2005

Code

District

2005/06 2001/02

DC25

Amajuba DM

79 313

3 691

83 004

500 908

166

148

Durban

eThekwini MM

500 235

210 988

711 223

2 693 527

264

179

DC29

iLembe DM

108 470

5 009

113 479

526 440

216

124

DC43

Sisonke DM

71 596

209

71 805

264 686

271

169

DC21

Ugu DM

132 829

2 177

135 006

597 790

226

165

DC22

uMgungundlovu DM

161 329

25 639

186 969

843 362

222

200

DC27

Umkhanyakude DM

153 980

0

153 980

497 697

309

166

DC24

Umzinyathi DM

87 574

936

88 510

400 516

221

134

DC23

Uthukela DM

93 712

10 419

104 131

535 246

195

150

DC28

Uthungulu DM

164 184

12 261

176 445

738 072

239

150

DC26

Zululand DM

154 316

1 454

155 770

702 558

222

151

KZN

KwaZulu-Natal

1 707 540

272 783

1 980 323

8 300 802

239

165

CBDC4

Bohlabela DM

90 012

0

90 012

622 588

145

55

DC35

Capricorn DM

176 546

9 446

185 991

1 025 973

181

87

CBDC3

Gr Sekhukhune DM

101 668

789

102 457

889 145

115

87

DC33

Mopani DM

192 515

5

192 520

847 588

227

140

DC34

Vhembe DM

252 663

8 252

260 914

1 102 574

237

124

DC36

Waterberg DM

93 125

5 410

98 535

555 110

178

125

LP

Limpopo

906 527

23 902

930 430

5 042 980

184

102

DC32

Ehlanzeni DM

163 867

14 114

177 981

818 959

217

134

DC30

G Sibande DM

95 096

12 007

107 103

778 581

138

42

DC31

Nkangala DM

153 748

11 751

165 499

943 314

175

44

MP

Mpumalanga

412 712

37 871

450 583

2 540 855

177

72

DC9

Frances Baard DM

64 002

494

64 496

314 345

205

135

CBDC1 (nc)

Kgalagadi DM (nc)

42 602

1 197

43 799

168 563

260

140

DC6

Namakwa DM

38 830

354

39 184

98 493

398

254

DC7

Pixley ka Seme DM

37 134

579

37 712

158 035

239

163

DC8

Siyanda DM

23 554

- 54

23 500

195 753

120

100

NC

Northern Cape

206 121

2 570

208 692

935 191

223

126

DC37

Bojanala Platinum DM

235 366

6 247

241 613

1 072 528

225

143

DC39

Bophirima DM

164 753

546

165 299

397 715

416

378

DC38

Central DM

193 421

4 487

197 908

659 094

300

159

DC40

Southern DM

121 954

18 249

140 204

535 557

262

216

NW

North West

715 495

29 529

745 024

2 664 893

280

204

Cape Town

Cape Town MM

698 408

195 593

894 001

2 620 829

341

357

DC2

Cape Winelands DM

107 772

4 231

112 003

539 315

208

201

DC5

Central Karoo DM

16 498

66

16 564

52 787

314

325

DC4

Eden DM

85 580

8 783

94 363

382 119

247

265

DC3

Overberg DM

34 146

- 413

33 733

167 438

201

240

DC1

West Coast DM

80 326

-8 608

71 718

233 411

307

275

WC

Western Cape

1 022 731

199 652

1 222 383

3 995 898

306

317

SA

South Africa

8 147 809

1 199 920

9 347 729

40 328 137

232

168

Source:

2005 data - BAS expenditure per province, NW province financial data, Local government data from Mark Blecher, National Treasury.
2001 data - SAHR 2003/04 Ch20.
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Figure 32:
Non-hospital PHC expenditure per capita by district, 2005/06
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Source:

BAS expenditure per province, NW province financial data, Local government data from Mark Blecher, National Treasury.

Note:

Calculated using total non-hospital PHC expenditure (PR2 non-hospital PHC expenditure plus local government contributions) divided
by the uninsured population (86% of total population).
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The Global Health Watch explains why market-driven
health care and commercial provider behaviour results
in inefficiency, poor quality care, widened inequalities
in access to care and various other issues. There is
evidence that the larger the role of the public sector
in health care systems, the better the outcome. The
following targets for health systems financing have
been suggested to enable countries to improve health
outcomes [Global Health Watch 2005-2006].
Table 57:
Financing indicators suggested by Global Health Watch
Target

SA value

Source

Public health expenditure as a % of GDP

at least

5

3.5

Treasury

Government expenditure on health as a % of
total government expenditure

at least

15

13.8

Treasury

Out-of-pocket payments as % of total health
expenditure

less than

20

17.1

World Health Statistics (% of private
expenditure)

Spending on DHS (including Level 1) of total
public health expenditure

at least

50

34.1

Treasury, BAS and NW data

% of DHS expenditure on PHC

at least

50

44.4

BAS and NW data

Expenditure on DHS (including Level 1) as % of
total (public + private) health expenditure

at least

40

14.6

Treasury, BAS and NW data

Ratio of expenditure on DHS between highest
and lowest districts

less than

1.5

3.6

BAS and NW data

Source:

BAS expenditure per province, NW province financial data, Local government data from Mark Blecher, National Treasury.

Note:

Data are for 2005/06, except for the ‘Out-of-pocket payments’ which is for 2003. This indicator is reported as the percentage of private
health expenditure not total health expenditure, and the underlying source for the figure is not given, however it has been included
since other data are not available [World Health Statistics 2006].
For the ratio of per capita expenditure, cross-boundary districts were excluded since these tend to be outliers. The ratio was calculated
between Sisonke and Ekurhuleni districts.

International Indicators
Because so much international data is now readily
available through international agencies, only a
minimal set of indicators is included here for SADC
member states.

Swaziland

1 117

6 180

10 346

4 726

621

877

2 443

0.385

0.497

0.499

0.404

0.791

0.379

0.627

0.658

0.498

0.418

0.394

0.505

149

146

165

65

168

125

120

147

164

166

145

Zimbabwe

South Africa

11 287

Zambia

Namibia

605

Tanzania

Mozambique

809

Malawi

2 561

Madagascar

697

Lesotho

Mauritius

Democratic
Rep of Congo

Botswana

Angola

Table 58:
Selected international indicators for SADC member states

GDP per capita (PPP US$)
2003

2 344

8 714

Human development index
2003

0.445

0.565

Human development index rank
2003
Source:
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160

131

167

Human Development Report 2005.
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Millennium Development Goals
South Africa is a signatory to several international
commitments such as the Millennium Development
Goals (MDGs). In recent years there have been several
publications documenting progress (or lack thereof)
towards reaching the MDGs at an international level
and comparing progress between countries and regions.
There are now also some publications documenting the
Millennium Development Indicators for South Africa
such as the December 2003 publication by United
Nations South Africa, and the Country Report 2005
[MDG SA 2005].

missing or poor data quality. However they attempt to
show what local data are available.

One of the problems with reporting these indicators
for South Africa is that there are not good baseline
values (1990) for several of the indicators which makes
it difficult to determine appropriate targets. Prior to
1994 a number of regions in the country – largely
the poorest areas – were classified as ‘independent
homelands’ and therefore excluded from the country’s
data. Further, the 1995 Income & Expenditure Survey
(IES) for instance was not based on clearly demarcated
and adequately mapped enumeration areas, whereas
the 2000 IES was based on improved demarcation and
listing of households, based on Census 1996.
In addition there are not always good or regular data
for the specific indicators that have been included to
track the MDGs. Sometimes the values reported in
local data sources are different from those reported by
international agencies who have adjusted or derived
values for the purposes of international comparability
[MDG and Health 2005]. For this reason, we have
chosen to include here some indicators which may not
match the MDG indicators, but which may provide a
proxy measure of progress in a particular area.
Another issue which has been raised is that the MDGs
typically focus on national level results for countries,
and that this hides sub-national differences in progress,
or variations for certain dimensions such as different
population, socio-economic or age groups. Therefore
data for certain sub-groups have been included where
suitable to highlight the range of progress. Note that
the values given in this chapter for the MDGs may
not be the figures reported in the international MDG
database, which have frequently been adapted for
cross-country comparability or modelled to correct for
489

Table 59:
Health-related Millennium Development Goals, Targets and Indicators
Goal

Target

Indicator

Goal 1: Eradicate extreme
poverty and hunger

Target 2: Halve, between 1990 and 2015, 4. Prevalence of underweight children under five years of age
the proportion of people who suffer from
5. Proportion of population below minimum level of dietary
hunger
energy consumption

Goal 4: Reduce child
mortality

Target 5: Reduce by two-thirds, between
1990 and 2015, the under five mortality
rate

Goal 5: Improve maternal
health

Target 6: Reduce by three-quarters,
between 1990 and 2015, the maternal
mortality ratio

16. Maternal mortality ratio

Goal 6: Combat HIV/AIDS,
malaria and other diseases

Target 7: Have halted by 2015, and begun
to reverse, the spread of HIV/AIDS

18. HIV prevalence among 15-24 year old pregnant women

13. Under five mortality rate
14. Infant mortality rate
15. Proportion of 1 year old children immunised against measles

17. Proportion of births attended by skilled health personnel

19. Condom use rate of the contraceptive prevalence rate
(Condom use to overall contraceptive use among currently
married women aged 15-49, %)a
19a. Condom use at last high-risk sex
19b. Percentage of population aged 15-24 years with
comprehensive correct knowledge of HIV/AIDSb
19c. Contraceptive prevalence rate
20. Ratio of school attendance of orphans to school attendance of
non-orphans aged 10-14 years

Target 8: Have halted by 2015, and begun
to reverse, the incidence of malaria and
other major diseases

21. Prevalence and death rates associated with malaria
Malaria death rate per 100 000, ages 0-4
Malaria death rate per 100 000, all ages
Malaria prevalence, notified cases per 100 000 population
22. Proportion of population in malaria risk areas using effective
malaria prevention and treatment measures
Malaria prevention, use of insecticide-treated bed nets in
population <5, per cent
Malaria treatment, percentage of population <5 with fever being
treated with anti-malarial drugs
23. Prevalence and death rates associated with tuberculosis
Tuberculosis death rate per 100 000
Tuberculosis prevalence rate per 100 000 population
24. Proportion of TB cases detected and cured under DOTS
(Directly Observed Treatment Short Course)
Tuberculosis, DOTS detection rate, per cent
Tuberculosis, DOTS treatment success, per cent

Goal 7: Ensure
environmental
sustainability

Goal 8: Develop a
Global Partnership for
Development

a

Target 10: Halve by 2015 the proportion
of people without sustainable access to
safe drinking water

30. Proportion of population with sustainable access to an
improved water source, urban and rural

Target 11: By 2020 to have achieved a
significant improvement in the lives of at
least 100 million slum dwellers

31. Proportion of people with access to improved sanitation,
urban and rural

Target 17: In cooperation with
pharmaceutical companies, provide
access to affordable, essential drugs in
developing countries

46. Proportion of population with access to affordable essential
drugs on a sustainable basis

Among contraceptive methods, only condoms are effective in
preventing HIV transmission. Since the condom use rate is often
only measured amongst women in union, it is supplemented by an
indicator on condom use in high-risk situations (indicator 19a) and
an indicator on HIV/AIDS knowledge (indicator 19b). Indicator 19c
(contraceptive prevalence rate) is also useful in tracking progress in
other health, gender and poverty goals.
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b

This indicator is defined as the percentage of population aged
15-24 who correctly identify the two major ways of preventing the
sexual transmission of HIV (using condoms and limiting sex to
one faithful, uninfected partner), who reject the two most common
local misconceptions about HIV transmission, and who know that a
healthy-looking person can transmit HIV. However, since there are
currently not a sufficient number of surveys to be able to calculate
the indicator as defined above, UNICEF, in collaboration with
UNAIDS and WHO, produced two proxy indicators that represent
two components of the actual indicator. They are: (a) percentage of
women and men 15-24 who know that a person can protect herself
from HIV infection by “consistent use of condom”; (b) percentage
of women and men 15-24 who know a healthy-looking person can
transmit HIV.
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Table 60:
National values for the MDG Indicators
Indicator
No.a Name

Available baseline

Target
(2015)

Current data

Year Value

Year

Value

Range

4

Underweight (%)

1994 9.3 [8.5-10.1]b

1999

11.1 [9.7-12.5] c

13

Under-5 mortality rate

1990 60 d

1998 SADHS

61

39 (WC)
81 (EC)
43 (urban)
71 (rural)

2000 BoD e

94.7

46 (WC)
116 (KZN)

2003 SADHS

57.6

33 (KZN)f
79 (EC)
51 (urban)
56 (rural)

2006 ASSAg

73.0

39 (WC)
97 (KZN)

1998 SADHS

45.0

17 (highest asset
quintile)
61.6 (lowest asset
quintile)
33 (urban)
52 (rural)

2000 BoD

59.1

32 (WC)
71 EC)

2003 SADHS

42.5

29 (NC)
68 (EC)

2006 ASSA

48

2005 DHIS

92

1998 SADHS

150

2003 h

110

70 (WC)
234 (FS)

14

15
16

Infant mortality rate

Measles 1st dose coverage (annualised)
Maternal mortality ratio (MMR)

1990 45 d

1990 79 d
1990

230 d

4.7

Births assisted by trained health
personnel

1998 84

2003 SADHS

92.0

79 (no education)
97 (post Gr12)

17*

ANC coverage

1998 94.2

2003 SADHS

91.7

99 (no education)
93 (post Gr12)

17*

Delivery rate in facility

2005 DHIS

83.1

(SA)i

24.8

HIV prevalence (%) (antenatal) age 15-24

1990 0.7

19

Condom use rate of the contraceptive
prevalence rate

2003 SADHS

7.8

19a

Condom use at the last high-risk sex,
female

2003 SADHS

52.4

2005

43.9j

2003 SADHS

71.2 female
83.4 male

2005

89.0 g

2003 SADHS

60.3

2006 ASSAg

1 018 548

2005
Notificationg

0.8

2005
Notificationl

15.5

2003

80 l

19b* HIV knowledge, people who know that
a person can protect herself from HIV
infection by condom use
19 c

Contraceptive prevalence rate (any
method), currently married women

20

AIDS orphans

1990

48.4 k

0.5 9

2005

15.7 (WC)
39.1 (KZN)

21

Case fatality rate: malaria

1990

21*

Reported cases of malaria (per 100 000)

1990 17.9
(6 822 cases)l

22

Access to malaria treatment within 24
hours

23

Tuberculosis prevalence rate per 100 000
population

1990 735m

2004

670 m

Wide variationn

23

Tuberculosis death rate per 100 000

1990 89 m

2004

135m

Wide variation

2004

551o

2004

83 d

23*
24

360 o

Incidence of TB (all types) (per 100 000)

1999

Tuberculosis, DOTS detection rate (%)

1997 6 d

15

38

17

18

20
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Indicator

Available baseline

No.a Name
24

a
b
c
d
e
f

g
h

Tuberculosis, DOTS treatment success (%)

Year Value

Year

Value

1996 69 d

2003

68 d

54 o

2003

56.7o

2002

87d

73 (rural)
98 (urban)

2005 GHSp

84.9

65.4 (EC)
98.3 (WC)

2002

67d

44 (rural)
86 (urban)

2005 GHS

10.9 q

4.3 (FS)
27.3 (EC)

24

Cure rate (new Sm+ cases)

1996

30

Proportion of population with sustainable
access to an improved water source

1990 83 d
(67-99)

30*

Percentage of households with access to
piped water
1990 63 d
(42-85)

31

Proportion of people with access to
improved sanitation

31*

Percentage of households with no toilet

Target
(2015)

Current data

Indicators marked with stars (*) are not MDG indicators but have
been included as proxy measures.
SAVACG Survey. Data are for age group 6-71 months, not under 5
years.
Food Consumption Survey. Data are for age group 12-71 months.
Millennium Development Goals. Downloaded from database.
Burden of Disease Prov 2000.
This low value for KZN does not seem plausible based on
comparison with other data sources and other health outcome
indicators for the province. The values for urban and rural are lower
than the national value, but are as quoted in the preliminary report.
ASSA 2003.
Maternal Deaths 2003.

Range

i
j

Antenatal Survey 2004.
HIV Household Survey 2005. Data for male and female respondents
age 15 years and older.
k Pop and Repro Indicators 2005.
l
DoH Notification System.
m Global TB Database.
n The values reported in the Global TB database are substantially
different to those reported in the Millennium Development Goals
database.
o DoH TB.
p StatsSA GHS 2005.
q StatsSA GHS 2005. Note that this indicator is approximately an
inverse measure of the MDG indicator for access to sanitation.

Table 61:
MDG indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

124 055

69 265

203 287

360 026

78 569

106 895

7 884

78 262

29 830

1 018 548

1998 b

94.7

94.8

94.8

94.4

94.1

94.0

93.3

94.1

91.7

94.2

2003 doctor or nurse/
midwife c

95.4

90.6

89.8

89.6

93.4

93.2

89.9

93.9

89.7

91.7

AIDS orphans
2006 ASSA2003 a
ANC coverage

Births assisted by trained health personnel
1998 b

74.6

88.0

94.0

82.6

78.5

76.0

90.3

88.3

96.1

84.4

1998 Doctor

17.8

30.9

43.2

34.1

13.7

20.6

38.5

31.4

44.4

30.0

1998 Nurse/midwife

56.8

57.1

50.8

48.5

64.8

55.4

51.8

56.9

51.7

54.4

2003 doctor or nurse/
midwife c

85.0

91.9

95.2

91.7

87.7

92.5

94.4

93.9

93.3

92.0

-

-

-

0.5

1.0

0.4

-

-

-

0.6

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

93.3

85.6

83.8

85.3

97.5

70.2

87.9

72.7

64.7

83.1

26.5

Case fatality rate: malaria
2004 d
Cure rate (new Sm+

cases)e

Delivery rate in facility f
2005 DHIS

HIV prevalence (%) (antenatal) (all age groups)g
2002

23.6

28.8

31.6

36.5

15.6

28.6

15.1

26.2

12.4

2004

28.0

29.5

33.1

40.7

19.3

30.8

17.6

26.7

15.4

29.5

2005

29.5

30.3

32.4

39.1

21.5

34.8

18.5

31.8

15.7

30.2
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

518.7

642.0

435.8

723.3

214.7

229.5

783.6

551.2

988.1

550.9

1998 revisedh

61.2

53.0

36.3

52.1

37.2

47.3

41.8

42.0

30.0

45.0

2003 c

68.3

48.1

33.5

30.4

34.1

40.5

28.7

61.9

43.5

42.5

2006 ASSA2003 a

62.0

58.0

37.0

62.0

37.0

53.0

34.0

44.0

26.0

48.0

1998 i

-

135

67

-

-

-

-

-

50

-

2003j

81

234

114

118

78

143

147

102

70

110

91.3

85.1

96.0

92.9

81.0

105.4

85.3

88.4

92.0

Incidence of TB (all types) (per 100 000)e
2004
Infant mortality rate

Maternal mortality ratio (MMR)

Measles 1st dose coverage (annualised)
2005 DHISf

109.2

Percentage of households with access to piped water
2001k

62.4

95.7

97.5

73.2

78.0

86.7

96.6

86.2

98.3

84.5

2005l

65.4

95.2

96.9

79.4

72.3

83.9

95.5

85.2

98.3

84.9

4.3

4.4

12.5

14.9

8.6

6.2

7.0

7.0

10.9

Percentage of households with no toilet
2005l

27.3

Reported cases of malaria (per 100 000)
2000 d

-

-

-

471.8

172.6

412.3

-

-

-

149.3

2004 d

-

-

-

45.7

88.7

120.5

-

-

-

28.4

Under 5 mortality rate
1998 revisedh

80.5

72.0

45.3

74.5

52.3

63.7

55.5

56.0

39.0

61.0

2003 SADHS c

79.1

68.2

42.6

33.2

43.9

52.2

39.1

76.3

56.5

57.6

91.0

89.0

61.0

97.0

57.0

82.0

51.0

69.0

39.0

73.0

2006

a
b
c
d
e
f
i
g
h
i
j
k
l

ASSA2003 a

ASSA 2003.
SADHS 1998.
SADHS 2003 (Preliminary).
DoH Malaria Statistics.
DoH TB.
DHIS June 2006.
HIV Household Survey 2005. Note that only 67.2% knew that
having fewer sexual partners can reduce the risk of HIV.
Antenatal Survey 2002, 2004 and 2005.
SAHR 2000 Ch4. Based on SADHS 1998.
Maternal Deaths 1998.
Maternal Deaths 2003.
Census 2001.
StatsSA GHS 2005.
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Table 62:
MDG indicators by ethnic group
African

Coloured

Indian/Asian

White

SA

ANC coverage
1998 a
2003 doctor or

nurse/midwifeb

94.8

91.8

93.4

88.4

94.2

92.3

87.2

97.6

86.9

91.7

82.1

94.8

99.1

99.0

84.4

24.8

40.3

52.7

89.0

30.0

57.3

54.5

46.4

10.0

54.4

91.3

94.1

99.0

98.3

92.0

36

21

9

26

33

Births assisted by trained health personnel
1998 a
1998

Doctora

1998 Nurse/midwifea
2003 doctor or

nurse/midwifeb

Condom use at last sex
2003 b
2005 female age

≥15 c

38

13

10

15

33

44

22

35

17

38

1998 sexually activea

57.6

68.4

80.1

74.9

61.2

activeb

62.8

70.2

75.3

81.1

65.2

1998 revisedd

47.0

18.8

-

11.4

45.0

2003 b

45.0

41.1

24.8

-

42.5

2005 male age ≥15 c
Contraceptive prevalence rate (any method)

2003 sexually

Infant mortality rate

Percentage of households with access to piped water
2001e

80.3

97.6

99.2

99.3

84.5

2005f

81.2

-

-

-

84.9

Percentage of households with no toilet
1996 g

16.4

5.1

0.2

0.1

12.4

1999h

12.1

4.8

0.0

0.0

9.4

2001e

16.9

6.0

0.8

0.7

13.6

63.6

28.2

-

15.3

61.0

Under 5 mortality rate
1998 revised

a
b
c
d

SADHS 1998.
SADHS 2003 (Preliminary).
HIV Household Survey 2005.
SAHR 2000 Ch4. Reporting on SADHS 1998.

e
f
g

Census 2001.
StatsSA GHS 2005.
Census 1996.

h

StatsSA OHS.
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Indicator definitions

Distribution

Population

Demographic

Type Indicator

Definition

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

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.

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. Projected population figures are based on various projection models
attempting to quantify the expected effects of HIV/AIDS on population growth.

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.

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.

Education

Socio-Economic

Rural (non-urban) percentage Proportion of population living in a non-urban environment. Non-urban, or rural areas include
commercial farms, small settlements, rural villages and other areas which are further away from
towns and cities. The definition includes semi-urban areas which are not part of a legally proclaimed
urban area, but adjoin it.
Urban percentage

Proportion of population living in urban environment. An urban area is one which has been legally
proclaimed as being urban e.g. towns, cities and metropolitan areas.

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.

Education level

Percentage of people in a given age group who have received a particular level of education.
In this chapter, data are presented for the percentage of population aged 20 years and above with no
schooling.
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Household Facilities

Employment

Type Indicator

Definition

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. Where more detailed data are lacking, the age-dependency ratio
is often used as an indicator of the economic burden the productive portion of a population must
carry - even though some persons defined as dependent are producers and some persons in the
productive ages are economically dependent.

Unemployment rate (official
definition)

The official definition of the unemployed is that they are those people within the economically active
population who
(a) did not work during the 7 days prior to the interview,
(b) want to work and are available to work within a week 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.

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 telephone

Percentage of households with a telephone in the dwelling or a cellular telephone.

Child Health

Proportion of people with
Percentage of the population using improved sanitation facilities (including flush to piped sewer
access to improved sanitation system, flush to septic tank, flush/pour flush to pit, flush/pour flush to elsewhere).
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Proportion of population
with sustainable access to an
improved water source

‘Improved’ water supply technologies are: household connection, public standpipe, borehole,
protected dug well, protected spring, rainwater collection. ‘Not improved’ are: unprotected well,
unprotected spring, vendor-provided water, bottled water (based on concerns about the quantity of
supplied water, not concerns over the water quality), tanker truckprovided water. It is assumed that if
the user has access to an ‘improved source’ then such source would be likely to provide 20 litres per
capita per day at a distance no longer than 1 000 metres.

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.

Diarrhoea incidence <5 per
1 000

The number of children under 5 years with diarrhoea per 1 000 population under 5 years per year.

Exclusive breastfeeding rate

Percentage of living children receiving only breast milk from birth to various ages. Optimal
breastfeeding practices include exclusive breastfeeding (breast milk with no other foods or liquids)
for the first six months of life, followed by breast milk and complementary foods (solid or semi-solid
foods) from about six months of age on, and continued breastfeeding for up to at least two years of
age while receiving complementary foods. (http://www.childinfo.org/eddb/brfeed/)

Immunisation coverage of
children <1 year

Percentage 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 percentage of children who dropped out of the immunisation schedule between the first dose
(normally at 6 weeks) and the third DTP dose (normally at 14 weeks).

Immunisation drop out rate
(measles 1 to 2)

The percentage of children who dropped out of the immunisation schedule between the first
(normally at 9 months) and second (normally at 18 months) measles dose.

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.

Measles 1st dose coverage
(annualised)

The percentage 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’.

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).

Not gaining weight under 5
years rate

The percentage of children weighed who had an episode of growth faltering/failure during the
period. Note that WC uses a ‘tighter’ definition of not gaining weight.

Perinatal care index

Perinatal mortality rate divided by the Low birth weight rate.

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.

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

Percentage of total births that are stillbirths.

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.
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Reproductive Health

Type Indicator

Definition

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.

ANC coverage

Proportion of pregnant women receiving some antenatal care.
DHIS data source: Estimated from the number of first ANC visits divided by the population <1 year x
1.15 (as a proxy for the number of pregnant women). The compensation factor accounts for the loss
due to infant mortality, stillbirths and abortions between 10 and 28 weeks.
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.

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 highrisk sex

Condom use, women aged 15-24 at last high-risk sex, per cent.

Condom use rate of the
Condom use to overall contraceptive use among currently married women aged 15-49, per cent.
contraceptive prevalence rate
Contraceptive prevalence rate Percentage of women of reproductive age (15-49) who are using (or whose partner is using) a
(any method)
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.
Delivery rate in facility
(annualised)

The percentage of deliveries taking place in health facilities under supervision of trained personnel.
(The number of children under one year, factorised by 1.04 due to infant mortality, is used as an
estimated proxy denominator for expected deliveries.)

Ever had sex (%)

Percentage of people who report that they have ever had sexual intercourse.

Female condom distribution
rate (annualised) (per 100
females)

The number of female condoms distributed per 100 females 15 years and older.

HIV knowledge, people who
know that a person can
protect herself from HIV
infection by condom use

HIV knowledge, people aged 15-24 who know that a person can protect herself from HIV infection by
consistent use of a condom.

Current data for female condom distribution are much lower than male condom distribution,
therefore the indicator is given per 100 females (compared to per male).

Mortality

STIs

Male condom distribution rate The number of male condoms distributed (to patients at the facility or through other channels) per
(annualised)
male 15 years and older.
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.

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.

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.

TOP facilities functioning (%)

Percentage of functioning TOP facilities. Numerator: Number of designated facilities providing
termination of pregnancy services. Denominator: Total number of designated TOP facilities. Note
that data may be reported for the public or private sectors or total (public and private).

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. Caution should be
exercised in interpreting this data due to the high proportion of unknown data.

Women year protection rate
(annualised)

The rate at which couples (specifically women) are protected against pregnancy.

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.

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.)
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Disability

Type Indicator

Definition

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).

Infectious Disease

Case fatality rate (disease)

Number of deaths due to (disease) divided by number of cases of (disease) expressed as a
percentage.
Data are only given for a selection of notifiable diseases; the source should be consulted for the full
list of disease statistics.

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).

Syphilis prevalence rate (%)
(antenatal)

Percentage of women surveyed testing positive for syphilis.

Tuberculosis (TB)

In Census 2001, disability is defined 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. The definition of disability used in Census 2001 is not comparable with that used in
Census 1996.

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.

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.

DOTS population coverage
(%)

Percentage of population falling within administrative areas where the DOTS TB control strategy is
used.

Incidence of TB (all types) (per Number of cases of tuberculosis (all types) reported to the Department of Health per 100 000
100 000)
population (for the year). Note that reporting rates in some areas are far from complete and this may
influence the values quite significantly.
Incidence 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). Note that reporting rates in some areas
are far from complete and this may influence the values quite significantly.

Interruption rate (new Sm+
cases)

% of patients who do not complete their course of treatment (of new smear positive patients). Also
called percentage of patients who defaulted treatment.

Prevalence (%) of multidrug
resistance among new TB
cases

Estimated percentage of new cases of TB which are multidrug resistant

Proportion of extrapulmonary 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 (new
Sm+)

Number of cases of tuberculosis (new smear positive) reported to the DoH 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 conversion rate (new
Sm+ cases)

Percentage of new smear positive PTB cases who are smear negative after two or three 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 2-3 months treatment. Denominator: Total
number of new Sm+ cases registered during specified time.

Smear positivity (percentage
of new PTB cases which are
Sm+)

Number of new smear positive PTB cases divided by number of new PTB cases.

Successful completion rate
(new Sm+)

% of patients who are cured plus those who complete treatment but without laboratory proof of cure
(of new smear positive patients).

Tuberculosis death rate per
100 000

Number of deaths due to tuberculosis (all types) reported per 100 000 population (for the year).

Tuberculosis prevalence rate
per 100 000 population

Number of people with TB (all types) per 100 000 population.

Tuberculosis, DOTS detection Percentage of TB cases detected under DOTS.
rate (%)
Tuberculosis, DOTS treatment Percentage of TB cases cured under DOTS.
success, (%)
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Malaria

Type Indicator

Definition

Access to malaria treatment
within 24 hours

Percentage of those suffering with malaria with access to appropriate treatment within 24 hours of
onset of symptoms Abuja target: 60%

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%

HIV/AIDS

Reported cases of malaria (per The number of cases of malaria reported to the Department of Health per 100 000 population (for the
100 000)
relevant year). Also known as incidence of malaria.
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/AIDS.
Previously the definition used was: Number of children under 15 years whose mothers have died of
HIV/AIDS. A summary of the defintions used:
ASSA2000 - maternal orphans less than 15 years
ASSA2002 - maternal orphans less than 18 years
ASSA2003 - maternal orphans less than 18 years.

AIDS sick

Number of people estimated to be living with AIDS defining conditions.

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.)

Chronic Diseases

HIV prevalence (%) (antenatal) Percentage of women surveyed testing positive for HIV.
HIV prevalence (%) (total
population)

Percentage of population estimated to be HIV positive.
Note: this is equivalent to indicators called People living with HIV.

Percentage of deaths due to
AIDS

Percentage of total deaths attributed to AIDS related causes.

Proportion of ANC clients
tested for HIV

Proportion of women coming for their first antenatal visit who are tested for HIV.

Cervical cancer screening
coverage

Number of cervical cancer smears in women screened for cervical cancer divided by the female
target population. Note that the DHIS indicator is for women age 30-59 years, although this indicator
has now been changed to include all women 30 years and older.

Hypertension prevalence
measured (%)

In the SADHS 1998, the prevalence for 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.

Behaviour & Awareness

In the SAHDS 2003, the prevalence of hypertension is 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.
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.

Frequent smokers (%)

Percentage of people who smoked (cigarettes) on 20 or more days of the past 30 days.

Percentage participating in
insufficient physical activity

Percentage 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 (%)

Percentage 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.

Risky drinking (%) - weekends Percentage 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).
Smoking age of initiation <10
years

Percentage of people who first smoked cigarettes before age 10 years (of those who have ever
smoked).

Watch TV more than 3 hours
per day

Percentage 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.
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Nutrition

Type Indicator

Definition

Anaemia prevalence

Percentage of children with Hb <11g/dl.

Iodine deficiency

Iodine deficient school (narrow definition) = median urinary iodine concentration < 100mcg/litre
Iodine deficient child = urinary iodine concentration < 100mcg/litre
Indicator reported as proportion of schools or proportion of children as appropriate.

Iodised salt consumption

Proportion of households’ salt samples with specified iodine concentrations. The legal
concentration at packaging is 40-60mg/kg. A concentration <10mg/kg is probably insufficient to
prevent iodine deficiency disorder.

Iron deficiency anaemia
prevalence

Percentage of children with Hb <11g/dl and ferritin <12mcg/l

Iron deficiency prevalence

Percentage of children with ferritin <12mcg/l

Obesity (%)

Percentage 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: Percentage 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: Percentage 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 deficiency

Percentage of children with serum retinol <20mcg/dl

Waist-hip ratio (WHR) above
cut-off (%)

Percentage of people with the ratio of waist / hip circumference ≥ 1.0 (for men) or ≥0.85 (for women).

Wasting (%)

Proportion of children with weight for height under 2 standard deviations from the norm (reference
population median).

Percentage adults
experienced work related
illness/injuries

Proportion of working adults (adults = 15+ years) who reported suffering from a work-related illness
or injury.

Road accident fatalities per
100 000 population

Number of fatalities due to road accidents per 100 000 population.

Length of stay

Average duration of patient stay in health facility.
Numerator: Inpatient days + 1/2 Day patients
Denominator: Discharges + Deaths + Transfers out + Day patients

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.)

Number of beds
Number of health facilities
Percentage clinics with
antenatal services every week
day
Percentage clinics with
Percentage of clinics with emergency response time shorter than 1 hour.
emergency response < 1 hour
Percentage clinics with EPI
services every week day
Percentage clinics with family
planning services every week
day
Percentage clinics with STI
services every week day
Percentage clinics with TB
services every week day
Percentage of PHC facilities
offering VCT

Percentage of PHC facilities offering Voluntary Counselling and HIV Testing (VCT). Indicator was
previously known as ‘Percentage PHC facilities where HIV testing is made available’ but since about
2000, testing and counselling is together known as VCT.
The STI Baseline Survey used this definition: Percentage of PHC public sector health facilities that
consider themselves voluntary counselling and testing (VCT) sites.
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Type Indicator

Definition

Useable bed utilisation
(occupancy) rate

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 100 000
population

The number of useable beds divided by the population x 100 000. Where this is calculated for public
health sector beds, the population used is the public sector dependent (uninsured) population.

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.

Utilisation rate PHC ≥5 years

Number of visits per person ≥5 years to PHC health facilities per year.

(Health professionals) per 100 Ratio of the number of (health professionals) to the population (per 100 000). Note that where this is
000 population
reported for public health sector personnel, the population has been adjusted to be the public sector
dependent (uninsured) population.
Number of (health
professionals)

The number of posts for each health profession.
Community Service (CS) posts are allocated against existing (vacant) posts, therefore these health
professionals form part of the figure reported by PERSAL for the relevant profession.

Nurse clinical workload

The number of patients seen per nurse per clinical work day. All nurses doing clinical work, whether
professional, enrolled, or assistants, must be included in the clinical work days count. Work days
used for training, meetings and other non-clinical activities are NOT included in the denominator.

Health Financing

Numerator: PHC total headcount
Denominator: Nurse clinical working days
Percentage of health
professional posts vacant

Percentage of all health sector (professional) posts that are vacant.
Vacancy rates are also given for medical practitioners and professional nurses.

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.

Claims ratio

Percentage 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 expenditure % of GDP

Percentage of national Gross Domestic Product that is spent on health care.

Medical aid beneficiaries

Number of medical aid (scheme) beneficiaries, as reported by the Medical Schemes Council.

Medical aid coverage

Percentage of population covered by medical schemes.

Pensioner ratio

Percentage of members of medical schemes who are 65 years or older, in registered medical
schemes.

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.
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.
The nominal value is the value of anything expressed in money of the day, versus real value which
removes the effect of inflation.

Ratio of public to private
sector per capita health
expenditure

Total public health sector expenditure divided by the population covered (public sector dependent
population) : 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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Agisanang Domestic Abuse Prevention and Training

AFASS

Acceptable Feasible, Affordable, Sustainable and Safe

AFP

Acute Flaccid Paralysis

AIDS

Acquired Immune Deficiency Syndrome

ALP

Aids Law Project

ANC

Antenatal Care or

ANC

Antenatal Clinic

AROM

Routine Artificial Rupture of Membranes

ART

Antiretroviral Therapy

ARV

Antiretrovirals

ASIR

Age Standardised Incidence Rate

ASSA

Actuarial Society of South Africa

AZT

Azidothymidine (also called zidovudine)

BAS

Basic Accounting System

BCG

Bacille Calmette Guerin (TB vaccine)

BFHI

Baby Friendly Hospital Initiative

BMI

Body Mass Index

BoD

Burden of Disease

C/S

Caesarean Section

CA

Consumption Abroad

CAPFSA

Child Accident Prevention Foundation of Southern Africa

CARe

Centre for Actuarial Research

CASE

Community Agency for Social Enquiry

CBO

Community Based Organisation

CBR

Community Based Rehabilitation

CCMT

Comprehensive HIV and AIDS, Care, Management and Treatment Plan

CDC

Centres for Disease Control and Prevention

CDD

Control of Diarhoeal Diseases

CDL

Chronic Diseases of Lifestyle

CGE

Commission for Gender Equality

CHB

Chris Hani Baragwanath (Hospital)

CHC

Community Health Centre

Child-PIP

Child Problem Identification Programme

CHiP

Child Healthcare Problem Identification Programme

CHIP

Cervical Health Implementation Programme

CI

Confidence Interval

CIN

Cervical Intra-epithelial Neoplasia

COC

Comprehensive Obstetric Care

COCs

Combine Oral Contraceptives

CPT

Cotrimoxazole Preventive Therapy

CSG

Child Support Grant

CTOP

Choice on Termination of Pregnancy
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CTOP

Choice on Termination of Pregnancy Act

CTZ

Cotrimoxazole

CVD

Cardiovascular Disease

DALE

Disability Adjusted Life Expectancy

DALYs

Disability Adjusted Life Year

DBS

Dried Blood Spot

DCS

Department of Correctional Services

DDT

Dichlorodiphenyltrichloroethane

DFL

Doctors for Life International

DHIS

District Health Information System

DHP

District Health Plans

DICAG

Disabled Children’s Action Group

DMFT

Decayed Missing and Filled Teeth

DNA

Deoxyribose Nucleic Acid

DoE

Department of Education

DoH

Department of Health

DOT

Directly Observed Treatment

DOTS

Direct Observed Treatment Short course

DPOs

Disabled People’s Organisations

DPT

Diphtheria Pertussis and Tetanus

EBF

Exclusive Breastfeeding

EC

Eastern Cape

EC

Emergency Contraception

EFV

Efavirenz

EHS

Environmental Health Service

EOC

Essential Obstetric Care

EPI

Expanded Programme on Immunisation

FAO

Food and Agriculture Organisation

FBDGs

Food Based Dietary Guidelines

FDC

Fixed Dose Combination

FHC

Free Health Care

FS

Free State

FTE

Full Time Equivalent

G6PD

Glucose-6-Phosphate Dehydrogenise

GATS

General Agreement on Trade in Services

GAVI

Global AIDS Vaccine Initiative

GDP

Gross Domestic Product

GEMS

Government Employees Medical Scheme

GETNET

Gender Education and Training Network

GFATM

Global Fund to fight AIDS, TB and Malaria

GHS

General Household Survey
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GMP

Growth Monitoring and Promotion

GP

Gauteng

GP

General Practitioner

GOBI FFF

Growth monitoring, Oral rehydration, Breastfeeding, Immunisation, Family planning, Female literacy, Food
supplementation

GWM&ES

Government Wide Monitoring & Evaluation System

HAART

Highly Active Antiretroviral Therapy

HAST

HIV/AIDS, STI and Tuberculosis

HCC

Household and Community Component

HGOI

Health Goals, Objectives and Indicators

Hib

Haemophilus influenza Type B

HIS

Health Information System

HISP

Health Information Systems Programme

HIV

Human Immunodefiency Virus

HMIS

Health Management Information System

HPTD

Health Professions Training and Development

HPV

Human Papillomavirus

HSIL

High grade Squamous Intra-epithelial Lesion

HSRC

Human Science Research Council

HST

Health Systems Trust

IARC

International Agency for Research on Cancer

ICT

Information and Communication and Technology

IDD

Iodine Deficiency

IEC

Information, Education and Communication

IFSS

Integrated Food Security Strategy

IHI

Institute for Health Care Improvement

ILO

International Labour Organization

IMCI

Integrated Management Childhood Illnesses

IMR

Infant Mortality Rate

INH

Isoniazid

INP

Integrated Nutrition Programme

IPT

Isoniazid Prevention Therapy

ISR

Indoor Residual Spraying

ISRDP

Integrated Sustainable Rural Development Programme

IUD

Intra Uterine Device

JCSMF

Joint Civil Society Monitoring Forum

KMC

Kangaroo Mother Care

KZN

KwaZulu-Natal

LHAP

Life-skills HIV Programme

LP

Limpopo

LRTI

Lower Respiratory Tract Infection

LBW

Low Birth Weight
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LTHC

Long Term Health Condition

MAP

Men as Partners

M&E

Monitoring and Evaluation

MCH

Maternal and Child Health

MCWH

Maternal Child and Women’s Health

MDGs

Millennium Development Goals

MEC

Member of the Executive Committee

MINMEC

Minister and Members of Executive Committee

MIPAA

Men in Partnership Against AIDS

MMR

Maternal Mortality Rate / Maternal Mortality Ratio

MMR

Measles, Mumps & Rubella

MP

Mpumalanga

MCC

Medicines Control Council

MEC

Members of Executive Committee

MHS

Municipal Health Service

MRC

Medical Research Council

MSRHP

Male Sexuality and Reproductive Health Project

MTCT

Mother-to-Child Transmission

MTDP

Medium Term Development Plan

MTEF

Medium Term Expenditure Framework

MTS

Modernisation of Tertiary Services

NAFCI

National Adolescent Friendly Clinic Initiative

NC

Northern Cape

NCCEMD

National Committee on the Confidential Enquiry into Maternal Deaths

NCOP

National Council of Provinces

NEPAD

New Partnership for Africa’s Development

NFCS

National Food Consumption Survey

NHIS/SA

National Health Information System of South Africa

NGO

Non Governmental Organisation

NYRBS

National Youth Risk Behaviour Survey

NHLS

National Health Laboratory Services

NNDR

Neonatal Death Rate

NNRTI

Non-Nucleoside Reverse Transcriptase Inhibitors

NPA

National Programme of Action for Children

NPRI

Non-Pregnancy Related Infections

NSNP

National School Nutrition Programme

NSP

Nutrition Supplementation Programme

NTCP

National TB Control Programme

NVP

Nevirapine

NW

North West

OC

Oral Contraceptive
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OR

Odds Ratio

ORS

Oral Rehydration Salt Solution

ORT

Oral Rehydration Therapy

OVC

Orphans and Vulnerable Children

PCI

Perinatal Care Index

PCP

Pneumocysitis jirovecii Pneumonia

PCR

Polymerase Chain Reaction

PEP

Post – exposure Prophylaxis

PEPFAR

President’s Emergency Plan for AIDS Relief

PERSAL

Personnel Administration System

PFMA

Public Finance Management Act

PHC

Primary Health Care

PHO

Public Health Observatory

PIMD

Provincial Indices of Multiple Deprivation

PIP

Problem Identification Programme

PMB

Prescribed Minimum Benefit

PMTCT

Prevention of Mother-to-Child Transmission

PNMR

Perinatal Mortality Rate

POP

Progestogen - Only Pill

PPASA

Planned Parenthood Associaton of South Africa

PPD

Purified Protein Derivative

PPIP

Perinatal Problem Identification Programme

PSMA

Public Service Management Act

PSP

Provincial Strategic Plans

PSS

Project Screen Soweto

QALYs

Quality Adjusted Life Years

RCCH

Red Cross Children’s Hospital

RCT

Routine Counselling and Testing

RDA

Recommended Daily Allowance

RDP

Reconstruction and Development Programme

REF

Risk Equalisation Fund

RHRU

Reproductive Health and HIV Research Unit

RNA

Ribonucleic Acid

RTHC

Road to Health Charts

RTUF

Ready to use therapeutic food

SA

South Africa

SADC

South African Development Community

SADHS

South African Demographic and Health Survey

SA-EPI

South African Expanded Programme of Immunisation

SAHARA

Social Aspects of HIV/AIDS Research Alliance

SAHR

South African Health Review
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SANAC

South African National Aids Council

SANC

South African Nursing Council

SAVACG

South Africa Vitamin A Consultative Group

sdNVP

single dose Nevarapine

SEP

Single Exit Price

SHI

Social Health Insurance

SIOP

International Society of Paediatric Oncology

SM+

Smear Positive

SMS

Short Message Service

SSA

Sub-Saharan Africa

StatsSA

Statistics South Africa

STI

Sexually Transmitted Infection

TAC

Treatment Action Campaign

TB

Tuberculosis

TRIPS

Trade- related aspects of Intellectual Property Rights

TOP

Termination of Pregnancy

U5MR

Under five Mortality Rate

UK

United Kingdom

UNAIDS

United Nations programme on HIV/AIDS

UNCTAD

United Nations Conference on Trade and Development

UNGASS

United Nations General Assembly Special Session

UNICEF

United Nations Children’s Fund

URLs

Universal Resource Locators

USA

United States of America

VAS

Vitamin A Supplementation

VAT

Value Added Tax

VCT

Voluntary Counselling and Testing

WC

Western Cape

WHA

World Health Assembly

WHO

World Health Organization

WFP

World Food Programme

WS

Warning Signs

XDR-TB

Extremely Drug Resistant Tuberculosis

YRSB

Youth Risk Behaviour Survey

ZDV

Zidovudine

ZDV/3TC

Zidovudine and Lamivudine
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