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Executive Summary 

Since the advent of democracy in South Africa, major transformations have taken place in health legislation, health policy and health and social service delivery. Before 1994, there were no comprehensive reproductive health policies in South Africa. In keeping with international trends at the time, women’s health services consisted mainly of maternal and child health services. 

Currently, South African reproductive health policies and laws are among the most progressive and comprehensive in the world in terms of the recognition that they give to human rights, including sexual and reproductive rights. These changes occurred against a background of broader international sexual and reproductive health and rights reform. South Africa endorsed the Platforms of Action from the International Conference (ICPD) in 1994 and the Fourth World Conference on Women in Beijing (FWCW) in 1995. These conferences made explicit the links between women’s sexual and reproductive health and women’s rights and socio-economic development, based on a broadened definition of sexual and reproductive health. The importance of including men in sexual and reproductive health was also emphasised. 

The International Conference on Population and Development Programme of Action (PoA) is one the main frameworks within which the 1998 Population Policy of South Africa was developed and implemented. In line with the PoA, the Population Policy shifted from the previous focus on population control to locating population within the sustainable human development paradigm. This paradigm places population at the centre of all development strategies and regards population as the driving force and ultimate beneficiary of development.

Against this background, the tenth anniversary of the Population Policy for South Africa in 2008 afforded an opportunity for the country to reflect on the work done and look forward to the challenges ahead in fully implementing the strategies highlighted in the Policy as being important to achieving its objectives. Using the best available data and the most current empirical evidence, this paper provides a systematic assessment of the extent to which the population policy has, since its implementation, impacted on sexual and reproductive health and rights in South Africa. 

The paper begins with a brief overview of how the policy articulated the issue of sexual and reproductive health and rights. This is followed by a description of the various legislations, policies and programmes developed and implemented over the last 10 years to facilitate the promotion of sexual and reproductive health and rights. These are organised under the thematic areas of Maternal and Child Health, Women’s Reproductive Health, Youth and Adolescent Reproductive Health and Men and Reproductive Health. 

Using standard, internationally accepted and comparable measures, current levels and trends of sexual and reproductive health and rights indicators are examined. These indicators are fertility, contraceptive use, termination of pregnancy, maternal health, child health, HIV/AIDS, sexually transmitted infections and youth and adolescent reproductive health. 

The paper concludes with a presentation of key policy and programme priorities that South Africa should consider for the post-2008 era. This is in line with one of the major strategies of the Policy, which is to develop additional strategies “as new information of the interrelationships between population and development in the country becomes available, and as programmes for the implementation of the policy are developed.”  

1.
Introduction

There is a general consensus among development partners that reproductive health is a human right that is not only vital for improving the general health and well-being of population, but is also central to sustainable development. 
 As the United Nations Population Fund (UNFPA) has pointed out, disease and ill-health weaken the poor by diminishing their personal capacity and their ability to contribute to their households, resulting in lost incomes and lower productivity. At the macro level, disease and illnesses burden national budgets, and lost incomes and lower productivity slow down economic development. Investments in reproductive health are therefore central for individual and family security through the reduction of morbidity and mortality, which in turn promote economic growth and improve a country’s productivity and development prospects. Other tangible benefits could include promoting social justice by contributing to gender equality and social inclusion. 
 

This link came to the forefront at the International Conference on Population and Development (ICPD), held in Cairo, Egypt in 1994. The ICPD Programme of Action (PoA) defined reproductive health as “a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its functions and processes” 
 and actively called upon all countries to “make accessible through the primary health care system, reproductive health to all individuals of appropriate ages as soon as possible and no later than the year 2015”. 
 The ICPD’s definition of reproductive health embraces certain human rights that have been recognised in several national laws, international human rights documents, and other consensus documents. These rights rest on the recognition of the basic right of couples and individuals to have children safely, to avoid unwanted pregnancies, to decide freely and responsibly on the number, spacing and timing of their children and to have the information and means to do so, to prevent HIV/AIDS and other sexually-transmitted infections. 
 

The ICPD PoA is one the main frameworks within which the 1998 Population Policy of South Africa was developed and implemented. In line with the PoA, the Population Policy shifted from the previous focus on population control by locating population within the sustainable human development paradigm. 
 This paradigm places population at the centre of all development strategies and regards people as the driving force and ultimate beneficiary of development. 
 Other key international and regional commitments that provide the context for the implementation of the Population Policy were the Millennium Development Goals (MDGs) and the Maputo Plan of Action on Sexual and Reproductive Rights and Health. 

The MDGs are eight global development targets set by world leaders at the Millennium Summit held in New York in 2000. Although the goal for universal access to reproductive health by 2015, as adopted by consensus in Cairo, was not included as an explicit goal or target among the MDGs, achieving good reproductive health underpins all the goals especially MDG 1 (Poverty), MDG 3 (Gender equality), MDG 4 (Child health), MDG 5 (Maternal health), and MDG 6 (Combating HIV/AIDS and other diseases). 

The Maputo Plan of Action on Sexual and Reproductive Health and Rights was endorsed by the African Union (AU) in 2006 when the regional body recognised that African countries are unlikely to achieve the MDGs without significant improvements in the sexual and reproductive health of their people. The Plan of Action operationalises the Continental Policy Framework on Sexual and Reproductive Health and Rights, which was adopted by AU Heads of State in October 2005 to take Africa forward towards the goal of universal access to comprehensive sexual and reproductive health services by 2015. It is a short-term plan for the period up to 2010 built on nine action areas: integration of sexual and reproductive health services into primary health care; repositioning family planning; providing youth-friendly services; unsafe abortion; quality safe motherhood; resource mobilization; commodity security; and monitoring and evaluation. The plan is premised on sexual and reproductive health in its fullest context, as defined at the ICPD. 
 

Against this background, the tenth anniversary of the Population Policy for South Africa in 2008 offered an opportunity for the country to reflect on the work done and to look forward to the challenges ahead in fully implementing the strategies highlighted in the policy as being important to achieving its objectives. Using the best available data and the most current empirical evidence, this paper provides a systematic assessment of the extent to which the population policy has, since its implementation, impacted on sexual and reproductive health and rights in South Africa. 

The paper begins with a brief overview of how the policy articulated the issue of sexual and reproductive health and rights. This is followed by a description of the various legislations, policies, and programmes developed and implemented over the last ten years to facilitate the promotion of sexual and reproductive health and rights. Using standard, internationally accepted and comparable measures, current levels and trends of sexual and reproductive health rights indicators are then examined and, where appropriate, remaining key challenges are highlighted. 

The paper concludes with a presentation of key policy and programme priorities that South Africa should consider for the post-2008 era. This is in line with one of the major strategies of the policy, which is to develop additional strategies “as new information of the interrelationships between population and development in the country becomes available, and as programmes for the implementation of the policy are developed”. 
 

2.
Issues of sexual and reproductive health and rights in the Population Policy of South Africa

The Population Policy of South Africa was designed to provide a co-ordinated, multi-sectoral and multi-disciplinary framework for addressing population issues that were, at the time of policy formulation, considered not consummate with achieving sustainable socio-economic and environmental development. 
 With regard to sexual and reproductive health and rights, the policy identified the main issues of concern as: 

· the reduced human development potential influenced by the high incidence of unplanned and unwanted pregnancies and teenage pregnancies;

· the high rates of infant and maternal mortality, linked to high risk childbearing; and

· the rising incidence of sexually transmitted diseases, especially HIV/AIDS. 

To address these concerns the policy outlined the following strategies: 

· improving the quality, accessibility, availability and affordability of primary health care services, including reproductive health and health promotion services (such as family planning), to the entire population in order to reduce mortality and unwanted pregnancies, focussing on disadvantaged groups, currently underserved areas, and adolescents; and eliminating disparities in the provision of such services; and

· promoting responsible and healthy reproductive and sexual behaviour among adolescents and the youth to reduce the incidence of high-risk teenage pregnancies, abortion and sexually transmitted diseases, including HIV/AIDS, through the provision of life skills, sexuality and gender-sensitivity education, user-friendly health services and opportunities for engaging in social and community life. 

It was noted that the translation of these, and all other strategies outlined in the policy, would depend on sound institutional framework and active political, administrative and technical support. 
 Partly as a result of this, major transformations and initiatives have taken place in South Africa over the last decade in health legislation, policy and service delivery. The following section documents those changes that have relevance for sexual and reproductive heath rights. 

3.
Reproductive health programmes in South Africa  

Following the new political dispensation in 1994, the Department of Health (DoH) was instrumental in formulating and implementing several laws, policies and guidelines aimed at improving the reproductive health status of the people of South Africa with a specific focus on maternal, women and child health. Some of these programmes have been conducted in collaboration with non-governmental organisations (NGOs), the private sector and civil society. 

The 1998 Population Policy of South Africa outlined as one of it major strategies; improved quality, accessibility, availability and affordability of primary health care facilities and services, which should be inclusive of reproductive health as well as the promotion of health services such as that of family planning for the South African population. Such a strategy should aim at achieving a reduction in mortality, unwanted pregnancies, include special focus on disadvantaged groups, under-served areas and adolescents, as well as bridging the gap in the provision of such health services, in order to equalize the distribution and equity of services provided. The discussion to follow sheds light on some of these strategies and interventions as envisioned at the time of the implementation of the population policy, through its ten-year history in the country. 

3.1 
Reproductive health policies in South Africa

The following section mentions two formidable policy reforms with regard to reproductive health as a whole in South Africa. These policies, through their implementation, have ensured greater accessibility and information about reproductive health rights and services available to all South Africans.  

3.1.1 
White Paper on the Transformation of the Health System (1997)

One of the major developments in the health policy field was the adoption of the White Paper on the Transformation of the Health System in 1997. The White Paper stipulates that primary health care and reproductive health services should be delivered in an integrated and comprehensive manner through a district health system so that personal needs, including sexual and reproductive health needs, could be adequately met in an accessible manner. 
The discussion that follows highlights areas of maternal, child and women’s health (MCWH) as noted in the White Paper as well as some strategies outlined to achieve the objectives. 
 Health facilities should be: 

· accessible to mothers, children, adolescents and women of all ages, the focus being on the rural and urban poor and farm workers

· integrated and comprehensive

· efficient, cost effective, good quality. 

Furthermore, 

· individuals, households and communities should have adequate knowledge and skills to promote positive behaviour related to maternal, child and reproductive health; and

· women and men should be provided with services which would enable them to achieve optimal reproductive and sexual health. 

As indicated, part of the agenda is to make health services accessible to the poor, to vulnerable women and young people, in particular.  Both sexual and reproductive health services are delivered within the framework of primary health care services. The range of clinic-based and outreach sexual and reproductive health services offered in primary health clinics and hospitals include: family planning and contraceptive services; ante- and post natal care; female sterilization; safe abortion; youth services; the diagnosis of sexually transmitted infections (STIs); STI/HIV awareness-raising initiatives and voluntary confidential counselling and testing for HIV.

3.1.2 
Primary health care package for South Africans (2000)

Devised in 2000, after considerable consultation with national experts and provincial staff; the primary health care package for South Africans sets out the norms and standards that should be made available in the essential package of primary health care services. Norms and standards described in the package stem from existing national policy documents and other reputable sources. 

The benefit of the health care package is twofold: 

(1) Individuals are made aware of the services they should receive; and 

(2) Provincial and district health authorities are guided as to provide these services. These are represented in two essential components of the package, i.e. clinic services and community services. 

Below is a summary of various themes (of relevance to the paper) and their focus that appear in the health care package. 
 

· Women’s Reproductive Health 

· The reproductive health needs of women are catered for in an integrated comprehensive manner. It covers aspects of care that are preventative, promotive, curative and rehabilitative. Strong foci on antenatal and postnatal care, family planning care and child delivery are a core part of the programme. 
· Integrated Management of Childhood Illnesses (IMCI)

· Services that are promotive, preventative (monitoring and promotion of growth, immunization, home care counselling, deworming and promotion of breastfeeding), curative (assessing, classifying and treatment) and rehabilitative are provided in accordance with IMCI protocols.  
· Adolescent and Youth Health 
 
· Services offered to these groups are specific so as to ensure a holistic approach to their special needs.  
· Sexually Transmitted Infections (STIs) 

· Services targeted at the prevention and management of STIs are offered as a critical component of reproductive health services.
· HIV/AIDS 

· Services offered in the primary health care package for HIV/AIDS include identification of possible cases, testing with pre- and post-counselling, treatment of associated infections, referral of appropriate cases, education drives that seek to inform individuals of the adoption of better lifestyles, utilizing precautionary measures with the provision of condoms and the application of occupational exposure policies including needle stick injuries. 
· Violence and Gender Violence 

· A collaborative effort between the health sector, the police, and the Department of Justice ensures that individuals are provided with counselling, STD prophylaxis and HIV testing, emergency contraception, care of injuries, medical and legal advice and documentation of evidence.  
· Integrated Nutrition Programme  

· Direct and indirect nutrition interventions aimed at specific groups with special needs are implemented at various service delivery points (clinics, hospitals). 
In South Africa, the post-1994 government has devoted significant attention to transforming health services within the country with the goal of increased equity and efficiency. Consequently, the government has embarked on a complete transformation of the health delivery system, including the review of health legislation, organisations and institutions. Policy direction has been determined by the principle that every citizen deserves access to essential health care. 

Some of the laws, policies, guidelines and programmes initiated as a result of the change in political landscape of South Africa as at 1994. The implementation of the Population Policy of 1998 as well as the other leading policies for reproductive health as a whole, are discussed in the sections to follow. These appear under the thematic areas of maternal and child health, women’s health, youth and adolescent reproductive health and men in reproductive health.

3.2 
Maternal and child health

3.2.1
Establishment of committees, clusters and units 

3.2.1.1 
The Maternal, Child and Women’s Health and Nutrition Cluster, Department of Health 

After 1994, the restructuring of the public health sector resulted in the establishment of the Maternal, Child and Woman’s Health and Human Genetics Directorate at the national Department of Health (DoH). This was later restructured to the Maternal, Child and Women’s Health and Nutrition Cluster. Due to the widespread marginalisation of women and children, a dedicated programme was needed to address the challenges facing women and children. 

The cluster is mandated with the co-ordination of programmes and development of policy guidelines with respect to maternal, child and women’s health and nutrition. Partnerships with other units are maintained so as to formulate norms and standards for service delivery, monitoring and evaluation. The cluster is also responsible for the review of legislation and regulations regarding reproductive health and the wellbeing of children.

Interventions such as the Expanded Programme on Immunization (EPI), IMCI and the Integrated Nutrition Programme lie within the fold of the workings of the Maternal and Infant Health Care Strategies Research Unit. Comprehensive details on these programmes will be highlighted later in the paper. 

3.2.1.2
National Committee for the Confidential Enquiry into Maternal Deaths (NCCEMD), Department of Health 

It is a well-known fact that every pregnancy presents great risks to the health of a woman. The gestation period is often labelled as one of the most dangerous periods in the life of a woman. In the light of this information, in October 1997, the DoH passed a maternal death as a notifiable medical condition in terms of the Health Act, 1977 (Act No. 63 of 1977). The notification was with effect from 1 December 1997. With this development, it became increasingly important to understand the causes of maternal death, so that measures could be put into place to alleviate the soaring numbers of maternal deaths. Consequently the DoH created the NCCEMD. The committee sought to investigate and understand the major causes of maternal deaths. The main objective of the confidential enquiry into maternal deaths was to highlight weaknesses, particularly within the health care system, and to better understand the underlying causes of these deaths so that the DoH could respond directly to the problem and develop appropriate interventions. 

The NCCEMD is also tasked with making recommendations to the DoH, based on the findings of the confidential study of maternal deaths. Ideally, recommendations made should result in the decrease of maternal mortality.  Figure 1 highlights the process of the study into maternal deaths. 

Figure 1: Notification of and Confidential Enquiry into Maternal Deaths 

[image: image2.emf]
Considerable progress has already been made over the past ten years in determining the causes of maternal mortality through the work of the NCCEMD. The work of this committee, which is published every three years in the ‘Saving Mothers Report’, has enriched the process of assessing deaths in an effort to improve the quality of care. 
 The work of this committee has enabled the DoH to identify the causes of maternal deaths, to note the trends over the years and to take necessary remedial action to strengthen the health systems, improve the quality of healthcare and prevent further deaths. 

3.2.1.3
South African Medical Research Council: Maternal and Infant Health Care Strategies Research Unit 

Established in 1997, the unit is dedicated to improving the quality of life of South African mothers and babies.  The mission of the research unit is to develop health strategies both at the primary and secondary levels of care for mothers and babies by investigating and researching solutions to specific health problems. The unit employs the Perinatal Problem Identification Programme (PPIP) to carry out its investigations and reach its conclusions. Projects of the unit are varied and cover nearly all aspects of maternal and child health care. 

Through their research efforts, the Maternal and Infant Health Care Strategies Research Unit has contributed greatly to the field of maternal and child health care. One of their formidable research endeavours highlighted the development of effective antenatal care. Here, antenatal care was initiated at the point of confirming the pregnancy. A trial study concluded that this innovation decreased the mean gestational age of initiating antenatal care from 22 weeks to 12 weeks. Currently, an effort is being made, through a public-private partnership involving general practitioners, hospitals and pharmacy resources in Thembisa (Gauteng), to begin and continue antenatal care once confirmation of a pregnancy has been established.  Furthermore, headway is also being made in the other fields such as developments in intrapartum care, nutritional status of infants and the effective management of birth asphyxia and prematurity in secondary and primary level institutions. 
  

3.2.1.4
Committees on perinatal and infant mortality
In February, 2008, the Department of Health launched committees for perinatal mortality and infant mortality. 
 As for maternal deaths, the perinatal and infant mortality committees will record cause of death, the contributing factors and classify that death incident accordingly. They will thereafter make recommendations concerning the measures that need to be taken to address preventable causes and factors.

The recommendations are expected to include the identification of improvements in the delivery of health services and protocols or guidelines to better manage cases within the health system. In cases where contributing factors are outside the health system per se, the Department of Health will have to engage with other responsible sectors to ensure that such challenges are addressed.

3.2.2
Maternal and child health interventions and programmes 

3.2.2.1
Free health care to pregnant and lactating women and to children under the age of six 

Within the first hundred days of his presidency, former President Nelson Mandela announced the provision of free health care to pregnant and lactating women and children under the age of six. The programme included an extensive clinic-building initiative so as to ensure that health services were accessible and widely available. 

In the beginning, free health care was made available to all children under the age of six and to pregnant and lactating women who made use of public health care facilities. 
 From September 1995 till the end of 1998, 495 new clinics were built. Furthermore, a total 249 existing clinics were upgraded and others had maternity wings added to them.  By 1996, free health care was available to all individuals who sought healthcare within the public health system. In 2003, free hospital care was revised to include children with moderate and severe disabilities, who were older than six years of age. 

With this intervention and its later revisions, many women and children are now able to access the primary health care facilities and other services offered. As intended in the initial conceptualisation of the programme, the benefits were the greatest for impoverished and less advantaged. The programme had resulted in an increase in the number of outpatient visits to health care facilities as well as an increase in attendance for antenatal care. This subsequently resulted in the improved health status of women and children.  

3.2.2.2
Guidelines for maternity care in South Africa 

The Guidelines for Maternity Care in South Africa outlines guiding principles for health workers providing obstetric services in clinics, community health centres and district hospitals. The guidelines also cover the management of conditions that are commonly associated with maternal deaths. Furthermore, the document addresses the importance and need to counsel pregnant women regarding their future contraceptive needs. The overall aim of the guidelines for maternity care is to reduce the number of maternal deaths during the risky periods of gestation and childbirth. Viewed in the bigger picture, the principles set out in the guidelines ensure that every pregnancy and childbirth is a safe and happy experience, hence ensuring a healthy mother and a healthy baby, thus contributing to a healthy population.  

3.2.2.3
The South African Baby Friendly Hospital Initiative (SABFHI)

Launched in 1991, the BFHI is an intervention that was adopted by the United Nations Children’s Fund (UNICEF) and WHO 
. The BFHI embraces the International Code of Marketing of Breast Milk Substitutes of 1981 and the resolutions of the World Health Assembly (WHA). South Africa, due to its status as a member of the WHA as of 1994 acknowledges and is bound to these resolutions. 

The main aim 
 of the BFHI is to: 

· Encourage and facilitate the transformation of health facilities in accordance with the Ten Steps to Successful Breastfeeding 
 and thereby to improve the quality of life of both mothers and babies and;

· Encourage and facilitate the implementation of the Code of Marketing of Breast milk Substitutes. 

· Ensure that health services are sensitive to the needs of babies and mothers and that the hospital care promotes healthy mothers and babies. 

A notable reduction in the infant mortality rate (IMR) has been associated with the introduction of the BFHI in health facilities. Reduction in infant deaths has been due to fewer deaths being recorded as a result of gastrointestinal and respiratory infections. Furthermore, a reduction was also noted for maternal deaths, particularly deaths related to afterbirth bleeding. The BFHI initiative has also contributed to substantive savings in hospital costs. 

Locally, the SABFHI was officially launched in 1994 in Bloemfontein. Since 1995, the DoH became increasingly committed to the implementation of the BFHI in the country. A decade later, based on the annual assessment of health facilities, a total of 140 of 480 (29.2%) of health facilities with maternity beds, were assessed and declared as Baby-Friendly. 
 

3.2.2.4
Perinatal Problem Identification Programme (PPIP) 

As noted by the South African Health Review of 2008, good child health begins in the early stages of pregnancy. Steps and precautions taken at this vital stage and throughout the pregnancy greatly affect the development of the foetus. Sadly, this approach is not widely adopted by expectant and new mothers, resulting in many babies dying within the first four weeks of being born. Common causes of death include; infections, hypertension and obstetric haemorrhage leading to premature delivery. 

In view of this grave situation, the PPIP was developed during the mid-1990s. The PPIP is a well-conceived computer-based perinatal care auditing tool that allows for the assessment of the quality of perinatal care through reviewing perinatal deaths. Since its inception, information (including detailed mortality reviews) for over one million births has been recorded. The PPIP currently operates at sites that choose to be involved, based on their level of interest. 
 These sites cover approximately 20% of the births in South Africa. 

The PPIP produces reports which seek to highlight preventable deaths, their causes and the identification of factors that contribute to poor maternal and perinatal health and care. 
 The reports, entitled ‘The Saving Babies Report’ note that some of the common causes of death include hypertension, abruption, prematurity, birth asphyxia, unexplained stillbirths, HIV, preterm deliveries and abortions. 
  

Utilisation of the PPIP audit process assists in drawing attention to the cause of perinatal deaths. 
 Given this information, precautionary measures and interventions can be initiated which consequently aid in making improvements to the quality of care mothers and their babies receive.   

3.2.2.5
Perinatal Education Programme (PEP) 

The PEP is a free, appropriate and practical distance-learning course that is produced and distributed by the Perinatal Education Trust (PET). 
 Initiated in 1989, the PEP offers self-help training to health professionals, who are unable to access traditional training programmes in maternal and newborn care.  A number of the educational methods utilized stem from the Perinatal Continuing Education Programme (PCEP) developed in the United States of America (USA), which by itself is a very successful and internationally used distance learning course in advanced perinatal care. 
 

Locally, the core guiding principles of the programme are: 

· The promotion self-directed and co-operative learning; 

· Encouragement of peer tuition when there are no formal teachers; 

· Adoption of a patient-oriented and problem-based method; 

· Utilization of question and answers, case studies and protocols; 

· Encouragement of problem solving and self assessment; 

· Teaching of knowledge, clinical skills and attitudes; 

· Emphasis on important facts; and

· Addressing of patient care, diagnosis and management. 

As noted in the 2008 South African Health Review, the tool should be ideally used for the continuous updating of health care professionals in the field of perinatal especially in under-served and under-resourced areas. With this innovative educational opportunity, the PEP presents great benefits for improved abilities of health care workers and their commitment to perinatal care in South Africa. 

3.2.2.6 
Maternal Health and HIV – Prevention of Mother to Child Transmission of HIV (PMTCT)

HIV is noted as one of the greatest challenges facing primary health care facilities in South Africa. With this acknowledgement, the key to combating this threat lies in identifying HIV positive mothers. According to Stevens (2007), of the 92% of pregnant women who attend antenatal clinic, fewer than 70% of these women are tested for HIV. 
 The deficit of untested women is a worry. 

That said, the PMTCT programme is at the heart of promoting infant and child health as well as looking towards building an HIV-free generation of children. Women, whose CD4 cell count is below 200, are able to receive anti-retroviral treatment.

The PMTCT programme has been implemented in various provinces. Success of the programme has varied. Doherty (2007) notes “nevirapine uptake has continued to improve from 52% in 2005/06 to 62% in 2006/07. There has been progress from no antiretroviral (ARV) drugs, to single dose nevirapine, to dual drug prophylaxis (zidovudine and nevirapine)”. 
 

Whilst these improvements are noted, ongoing support needs to be provided for midwives and other health care professionals. That said, the shortage of medical staff, in particular midwives, hampers the likelihood of success of the programme. 

3.2.2.7 
Vitamin A supplementation 

Internationally, the importance of Vitamin A supplementation, its deficiency and elimination, was raised at the 1990 World Summit for Children, and ratified at the International Conference on Nutrition in 1992. Locally, public health programmes have, since 2002, included the provision of Vitamin A to children and post-partum mothers. The national target was set at 80% Vitamin A coverage for children aged between 6-11 months and 12-60 months as well as for post-partum mothers. By December 2005, 72.8% of infants 6-12 months of age; 13.9% of infants aged 13-60 months and 25.8% of post-partum mothers were receiving Vitamin A supplementation. 
 By the end of March 2007, 96.4% of children aged 6-11 months (who were seen at health facilities) had received these supplements, which exceeded the 2006/07 target of 90%. By February 2008, 100% of infants between 6 and 11 months of age received vitamin A supplementation. 
 

3.2.2.8
Expanded Programme on Immunization

As noted in the South African Health Review of 2008, the Expanded Programme on Immunization (EPI) has made considerable headway in increasing the coverage of immunization. Over the past decade there have been notable improvements associated with the EPI.  These are as follows: 

· Maintenance of high immunization coverage rate; 

· Reduction of neonatal tetanus; 

· Reduction of deaths from measles with marked reduction of measles cases; 

· Achievement of polio-free status; and 

· Implementation of the ‘Reach Every District’ strategy with community mobilisation. 

The EPI coverage includes immunization against measles, diphtheria, pertussis, tetanus, polio, TB, hepatitis B and haemophilius influenzae. The subsequent success of the EPI has led to an elimination of measles deaths as well as the reduction in measles cases among children. Through the ‘Kick out Polio’ campaign, as at 2006, South Africa reached the highly desired status of being declared ‘polio free’. 
 Immunization rates for various communicable diseases have remained high, thus ensuring the protection of children from diseases in the case of breakouts and diseases brought across the border. 

3.2.2.9 
Integrated Nutrition Programme 

Developed by the WHO’s division of Child Health and Development and UNICEF, the Integrated Management of Child Illnesses is a strategy that places the child as the main point of focus. Emphasis is placed on the whole child as opposed to a focus on a single disease. IMCI concentrates on the management of childhood illnesses as opposed to the prevention thereof. Through the ability of health care professionals, the IMCI seeks: 

· To empower mothers and caregivers to participate in the health care of children.

· To use medication appropriately.

· To rapidly identify severely ill children and manage them prior to referral. 

It was envisioned that by 2003 to have all health districts implementing the IMCI at primary health care facilities. 

The IMCI is an important monitoring and assessment tool in developing countries such as South Africa. IMCI takes cognizance of the multiple factors that increase the likelihood of children getting ill. Sicknesses in children are managed in an integrated manner at home as well as at the primary health care facility. Illnesses in children are treated speedily with a combination of treatments. Where possible, parental involvement at home with respect to the care of children, is greatly encouraged. Together with continuous supervision, monitoring and support offered at PHCs, the prevention of diseases is communicated through immunization, improved nutrition and the extensive propagation of exclusive breastfeeding.
3.2.2.10
Infant and Young Child Feeding Policy  

Developed through consultation with relevant stakeholders, the Infant and Young Child Feeding Policy was designed to be a practical and comprehensive approach to ensuring optimum health for infants and young children. The document for the policy included the International Code of Marketing of Breastmilk Substitutes, Global Strategy for Infant and Young Child feeding, Baby-Friendly Hospital Initiative and the Convention on the Rights of the Child. 

3.2.2.11Primary School Nutrition Programme (PSNP)

Aimed at strengthening the growth and nutrition of school-going children, the Primary School Nutrition Programme (PSNP) has, since implementation, helped many children from impoverished households. The greatest beneficiaries of such a programme are those with little or no food to eat before they arrive at school. Despite this, the programme has met with some challenges. For instance, the differential implementation of the project in certain areas resulted in some children being disadvantaged with regard to receiving the benefits. Lack of community engagement meant that many of the developmental benefits were not realised. In addition, the impact of the programme has come into question, coupled with problems of procurement and accountability. 

3.3
Women’s Reproductive Health 

3.3.1
Establishment of Committees and Clusters 

3.3.1.1
Women’s Health Research Unit (WHRU)

Located in the School of Public Health and Family Medicine, at the University of Cape Town, the Women’s Health Research Unit was established in 1996. The Unit was conceived as a result of the widespread marginalisation of women, their low status in society and the cumulative effect of these and other factors on their health. 

The Unit comprises of a multidisciplinary team of researchers with expertise in areas of public health, epidemiology, psychology, sociology and anthropology.  The Unit is involved in research, teaching, technical health service support as well as advocacy in the field of women’s health. Work conducted at the Unit is largely consultative, socially responsive and scientifically rigorous. The Unit partners with NGOs, government departments, and universities (international and local) so as to remain on the pulse of developments in the field.  These longstanding collaborations guarantee that the work at the Unit is seated in current context of women’s health.      

In terms of advancing the agenda of women’s reproductive health, the WHRU has actively been researching and advocating the development and implementation of policies and programmes that seek to uplift the health status of women. Some of the advocacies have been made with respect to the screening of cervical cancer, termination of pregnancy and contraception. Research (past and current) by way of public outreach programmes and community health projects, has been based on the high priority areas as identified by government. Areas of research include: 

· HIV/AIDS and reproductive health; 

· Health systems research: reproductive health; 

· Termination of pregnancy; 

· Female cancers; and 

· Contraception.

By researching thematic areas such as the above, maintaining strong links and collaborations with international and local partners, the WHRU continues to commit itself to translating research into policy and practice, whose benefits, no doubt, positively affect the lives of women in South Africa. 

3.3.1.2
Reproductive Health Research Unit (RHRU) 

Founded in the mid 1990s, the RHRU is an official research unit of the University of the Witwatersrand’s Department of Obstetrics and Gynaecology. The RHRU consists of a dynamic and dedicated team working in the field of sexual and reproductive health and HIV. The vision of the RHRU is to “identify and respond to sexual and reproductive health and HIV priorities and to address them through research, training, capacity building and the formulation of appropriate strategic alliances”. 
   

In light of the above, the RHRU aims to contribute to the development of quality sexual and reproductive health and HIV by: 

· Offering a supportive role to the South African government in the development of evidence based policies 

· Provision of assistance with the implementation of approved policies at national, provincial and local government 

· Improving the knowledge and skills base of service providers in the field of sexual and reproductive health and HIV 

· Promotion of appropriate research agendas that seek to inform policy and interventions 

· Dissemination of information to relevant stakeholders 

· Establishing models of best practice.    

Given these core objectives, the RHRU aims to employ these in its diverse programme portfolio. Below are some of the programmes, outlining their key objectives. 

· Maternal Health: The maternal health programme is focused on research, policy development, implementation and evaluation of maternal interventions. Task teams at the international, national and local level offer support to the development of strategies that aim to reduce maternal deaths in the country.  
· Barrier Methods and Contraception: The programme supports and strengthens reproductive health services through research, training, policy development, development of information and educational materials, networking and the provision of technical assistance on contraception and barrier methods. With its vast scope, the programme is able to slot in sub-programmes within other programmes that have a similar interest and focus. For example, HIV, voluntary testing and counselling. 
3.3.2 
Reproductive Health Legislation

3.3.2.1
Choice on Termination of Pregnancy 

The Choice on Termination of Pregnancy Act (Act 92 of 1996) was implemented in the country in 1997. South Africa was noted as the first country in the Sub-Saharan region of Africa to grant women the right to terminate their pregnancy upon request. The Act allows women the option to safely and legally terminate the pregnancy. Furthermore, the termination of pregnancy may occur without the permission of a partner, guardian or health professional. Through this act, registered midwives are able to perform the procedure. 
The legislation stipulates that all women in South Africa, irrespective of their socio-economic status, geographical location and most importantly age, can choose to terminate their pregnancy within the first 20 weeks. 
  Hence, by empowering women with this decisive power, the legislation also makes way for the reduction in infections and deaths related to illegal abortions. 

The Choice on Termination of Pregnancy Act (Act 38 of 2004) (TOP) made the designation of facilities easier, whereby registered nurses can also be trained to terminate pregnancies. As a result, there has been an increase in the proportion of health facilities providing termination of pregnancy services. Table 1 (below) shows this notable increase in health facilities for the period 2000 and 2003.

Table 1: Termination of Pregnancy Service Provision by Province, 2000 and 2003.
	Province
	Designated Facilities
	Number of functioning facilities
	Functioning Facilities (%)

	
	
	Public
	Private
	Total
	Public and Private

	
	2000
	2003
	2000
	2003
	2000
	2003
	2000
	2003
	2000
	2003

	Eastern Cape
	11
	31
	9
	15
	1
	3
	10
	18
	90.9
	58.1

	Free State
	9
	11
	4
	8
	1
	0
	5
	8
	55.6
	72.7

	Gauteng
	75
	35
	18
	21
	15
	-
	33
	21
	44
	60

	KwaZulu-Natal
	66
	69
	6
	17
	2
	4
	8
	21
	12.1
	30.4

	Limpopo
	36
	41
	5
	34
	0
	0
	5
	35
	13.9
	85.4

	Mpumalanga
	22
	24
	6
	8
	0
	2
	6
	10
	27.3
	41.7

	Northern Cape
	2
	5
	2
	3
	0
	-
	2
	3
	100
	60

	North West
	12
	18
	7
	14
	2
	4
	9
	18
	75
	100

	Western Cape
	59
	72
	10
	31
	4
	24
	14
	55
	23.7
	76.4

	South Africa
	292
	306
	67
	151
	25
	37
	92
	189
	31.5
	61.8


Whilst progress is evident, provinces such as Kwa-Zulu Natal and Mpumalanga record a dismal figure of less than 50% of functional public and private facilities in the province. Nationally, there are more private facilities available than public facilities (61.8% versus 31.5%). 

On the whole, efforts need to be stepped up to ensure maximum provision of services in this regard. If not, this lack of services can lead to in an increase in illegal or ‘backstreet’ abortions, especially in areas where the abortion of a pregnancy is frowned upon.  

Similar to the TOP Act, the Sterilization Act (Act No. 44 of 1998) was conceived to safeguard the reproductive health rights of women. The Act makes it possible for women who wish to be sterilized to have this done. This Act hence allows for the protection of bodily integrity.   

3.3.3 
Reproductive Health Policies and Guidelines 

3.3.3.1
Cervical and Breast Cancer Screening 

Cancer of the cervix is a major preventable cause of illness and death in South Africa. Cervical cancer is the most common cancer in Black women, who risk developing cervical cancer twice as frequently as Asian women, and 2.4 times as frequently as White and Coloured women. 

The Department of Health has identified the prevention of cervical cancer as a national priority. In 2000, the National Guidelines for a Cervical Screening Programme was developed based on the best available evidence on strategies to reduce the disease in low-resource settings. The guidelines call for three free pap smears in a lifetime, commencing after the age of thirty years, with a ten-year interval between smears. 
 The goal of the programme is to screen at least 70% of women nationally within the target age group, within ten years of implementation. This could decrease the incidence of cervical cancer by more than 60%. 

Breast cancer is the most common cancer for Asian, White and Coloured women in South Africa. Little attention has been given to measures to reduce breast cancer among women in South Africa. Screening by mammography is not available in the public sector health service due to its high cost. 

3.3.3.2 
Violence against Women 

South Africa has, through various initiatives and programmes, displayed great commitment to the prevention and eradication of violence against women. As envisaged by the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) and other international bodies, the Constitutional Court of South Africa declared violence against women as a form of gender discrimination as well as the violation of human rights. The Promotion of Equality and Prevention of Unfair Discrimination, Amendment Act, No 52 of 2002, prohibits all forms of gender-based violence.  

Since 1998, measures to prevent and eradicate violence against women has focused greatly on implementing an integrated response by using the framework as stipulated by the Prevention and Eradication of Violence Against Women: Addendum to the SADC Declaration on Gender and Development. 

Legislation and policy reforms formulated to address violence against women include: 

· The Domestic Violence Act, No 166 of 1998 

· Sexual Offences Law Reform 

· Sexual Offences Bill, 2003 

· Provision is made for comprehensive law reforms on rape and related sexual offences. 

· Criminal Law (Sexual Offences and Related Matters) Amendment Act, Act 32 of 2007
At the grassroots level, specialised Sexual Offences Courts, Domestic Violence Courts and Family Courts have been established to deal with violence within the home setting in an efficient, yet sensitive manner. In addition, services such as the Victim Empowerment Programme and free legal services such as the Legal Aid Board ensures that victims of domestic violence are better served in their time of need. 

National awareness campaigns have also advanced the agenda of violence against women. A prominent and well-known initiative is the 16 days of Activism-No Violence against Women and Children.  

3.3.3.3 
Contraception 

According to Cooper et al. (2004:73), “South Africa’s 1998 population policy provides a multi-sectoral framework for addressing population issues. This policy represented an important shift, from the previous focus on population control to a focus on the empowerment of women, active involvement of men in reproductive health, and the need for both women and men to make informed reproductive decisions”. 
 

In light of the above statement, the 2002 and 2004 National Contraception Policy and the Service Delivery Guidelines addressed issues such as limited contraceptive method choice, provider coercion, overly restrictive approaches to contraceptive initiation, the exclusion of men, and lack of services for youth. 

The purpose of the guidelines is to enable individuals to exercise their right to a choice of contraception, safely and freely. The objectives of the guidelines are: 

· to remove barriers that restricts access to contraceptive services;

· to increase public knowledge of reproductive rights, contraceptive methods and services; and

· to provide high quality contraceptive services.

3.3.3.4 
Infertility 

Although there are a few reliable prevalence figures on infertility in South Africa, it is estimated that between 15-20% of couples report difficulties in conception. 
 A high proportion of infertility is related to untreated STIs. Infertility services in the public health sector are available at only a limited number of tertiary hospitals. Because of the importance placed on having children, the social stigma, isolation, and domestic violence that may be experienced by women as the result of involuntary childlessness, have to be addressed. 
 Hence the area of infertility requires urgent policy and health service attention.

3.4 
Youth and adolescent reproductive health policies and guidelines 

3.4.1 
2008 Government Programme of Action 

With respect to Youth and Adolescent Reproductive Health, the DoH, DSD, Presidency, SAPS and the NYC are committed to finalising and implementing a government-wide integrated comprehensive programme on health promotion targeting the youth. Progress as at March 2009 indicated that a Youth Government Programme on Health Promotion has been prepared. In addition, the Youth Health Indaba in December 2008 saw all provinces adopting the Healthy Life Styles initiative. Within the health facility setting, professional nurses supervise peer educators to ensure youth-friendly facilities.

Furthermore, government departments such as the Department of Social Development, Department of Health and Department of Education are working together to ensure the implementation of life skills, sexual and reproductive health education and HIV prevention programmes in 80% of existing primary and secondary schools. This is achieved by offering HIV and AIDS programmes in all schools as part of the Life Orientation (LO) curriculum. 
3.4.2 
Youth and adolescent health policy guidelines 

The Youth and Adolescent Health Programme of the Department of Health is aimed at improving the health status of young people, to develop and implement policy guidelines for promoting the health of people. This is achieved by disseminating appropriate IEC material and establishing youth-friendly health services as an integral part of existing primary health care services. 

The 2001 Youth and Adolescent Health Policy Guidelines were developed to give guidance to health workers in clinics, community health centres, youth centres and hospitals. The guidelines are geared to aid health workers to firstly, respond to specific health problems (for example, unsafe sexual behaviour) and secondly, to promote healthy development of all adolescents and youth. As at 2004/05, approximately 10% of health facilities provided youth-friendly services. By December 2005, 27 of the 53 health districts (50%) utilised the Youth and Adolescent Health Policy Guidelines. 
3.4.3 
Youth and Adolescent Reproductive Health Programmes and Interventions 

3.4.3.1 
LoveLife 

LoveLife is the South Africa’s largest youth initiative responsible for promoting positive lifestyles amongst adolescents. Launched in September 1999, by a consortium of leading South African public health organisations in partnership with a coalition of more than 100 community-based organisations, the South African government, major South African media groups and private foundations, LoveLife has become one of the most innovative South African initiatives in adolescent sexual and reproductive health. It addresses the sexual and reproductive health concerns and needs of youth through the use of multi-media including television, radio and print as well as outdoor media, combined with comprehensive service and outreach programmes.

3.4.3.2 
YMCA Reproductive Health Programme 

The YMCA Reproductive Health Programme was first implemented in KwaZulu Natal in 1997, and later extended to the North West, Gauteng, Western Cape and Eastern Cape provinces. This was the first national programme to be implemented by the YMCA in post-apartheid South Africa.

The programme’s objectives include:  

· increased access to reproductive health information and services to in-school and out-of-school youth by training peer educators and volunteers to work with young people in school and the community; 

· increased awareness and knowledge of young people through information, education and communication events and literature on healthy lifestyle choices, reproductive health issues, including facts on reproduction, the effective use of family planning methods, signs and symptoms of STDs, rape awareness, prevention of HIV and sexual decision making;   

· increase the awareness, knowledge, and sensitivity of parents and teachers to the needs of adolescents about self-esteem building, sexual decision making and reproductive health; and    

· increase access to and availability of information and counselling services on adolescent reproductive health through the development or expansion of drop-in centres in schools and the community. 

3.4.3.3 
National Adolescent Friendly Clinic Initiative 

Established in 1999, the National Adolescent Friendly Clinic Initiative (NAFCI) sought to make reproductive and sexual health services more accessible and appropriate to young people. Initiated as a five-year project, NAFCI was led by Reproductive Health Research Unit (RHRU). Other partners included the Planned Parenthood Association of South Africa (PPASA), Health Systems Development Unit, and the Health Systems Trust’s Initiative for Sub-district Support. 

NAFCI’s main objective is to contribute to making healthcare facilities more accessible and acceptable to adolescents. The initiatives of the project include:

· expanding access to youth-friendly services including the prevention of HIV and sexually transmitted disease (STD), and providing reproductive health information to young people;

· HIV testing and counselling; and

· providing care and support services.

3.5 
Men and Reproductive Health 

Current sexual reproductive health policies are explicit in encouraging men’s greater involvement. Historically, sexual and reproductive health advocacy efforts and services in the past have tended to exclude men. It is important to involve men for their own sakes and also as women’s health cannot be improved without men’s involvement, particularly in the areas of HIV/AIDS and contraception. Without men’s participation, gender equality cannot be achieved. 

3.5.1 
Programmes and Interventions 

3.5.1.1 
Men as Partners (MAP) Programme 

Cooper et al. (2004) note that identifying practical ways to involve men in reproductive health poses a great challenge. Nevertheless, initiatives such as the Planned Parenthood Association of South Africa’s Men as Partners Programme (MAP) have met the challenge head on through outreach and training workshops. 

The MAP programme was designed to engage men in reducing gender-based violence and to promote men's constructive role in sexual and reproductive health, including HIV/ AIDS. The programme is carried out through a partnership of civil society organisations collaborating with governmental and academic institutions to transform the behaviours of men and the norms of masculinity. The purpose of the MAP programme is:   

· to challenge the attitudes, values, and behaviours of men that compromise their own health and safety as well as the health and safety of women and children; and 

· to encourage men to become actively involved in preventing gender-based violence as well as in HIV/AIDS related prevention, care, and support activities. 

To achieve its goals, the MAP programmer was launched in eight of South Africa's nine provinces, establishing a presence across the country. Building on the success and visibility of its early work, the programme has expanded substantially and has collaborated with a wide range of partners, including multilateral bodies, government departments, tertiary education institutions, national NGOs, and research-focused organisations.

3.5.1.2 
Sexual Rights Campaign

The Sexual Rights Campaign is a collaborative partnership among a range of stakeholders. The campaign is geared to raising awareness about sexual rights among men and women. Cooper et al. (2004) note that this campaign is a direct response to the escalating incidence of HIV infection and of violence against women. Hence, the sexuality education awareness programmes are directed to youth, particularly young men. 

3.6 
Summary of Reproductive Health Programmes, Policies and Interventions in South Africa 

A number of significant achievements have been made in the legislative and policy arenas of sexual and reproductive health. Policy is generally in tune with current international thinking, which strives for gender equality and improvement in women’s health status. While these advances are critical in improving sexual and reproductive health in South Africa, a number of challenges to the successful implementation and service delivery of reproductive health policies remain.  

4.
Reproductive Health Indicators: Levels and Trends

The section to follow outlines the major reproductive health levels and trends in South Africa since the inception of the Population Policy in 1998.  

4.1
Fertility

In the process of developing the Population Policy, the South African government recognised that, while the promotion of reproductive and sexual health is an important issue in its own right, it also aims to help men and women to control their fertility. However, the thrust of the Population Policy is not a narrow policy intervention aimed primarily at fertility control. Rather it is rooted in an approach that recognises that, together with the other demographic processes of mortality and migration, fertility is important for sustainable population development. 

Changes in fertility are examined here using the two most commonly used descriptive indexes: total fertility rate (TFR) and its components and age-specific fertility rates (ASFRs). TFR is the average number of children that would be born alive to a woman during her lifetime if she were to pass through her childbearing years conforming to the ASFRs of a given year. The latter, on the other hand, refer to fertility rates obtained for specific age groups. 
 

4.1.1. 
Total Fertility Rate 

At the time of the Population Policy implementation in 1998, there were only two widely available, comprehensive and nationally representative demographic data sources: the 1996 South African census and the 1998 Demographic and Heath Survey or DHS. 
 Data from the 1998 DHS indicated a national TFR of 2.9 children per woman, down from the 3.2 reported for the 1996 census. This decreasing trend has continued over the last decade as shown by other national studies and the annual population estimates produced by Statistics South Africa (Stats SA). Overall, it is clearly evident from this trend, shown in Table 1 below that South Africa’s experience in the fertility rate is transitional and among the most advanced in Sub-Saharan Africa. 
 

Table 2: Estimated total fertility rates in South Africa, 1996-2008

	
	African
	Coloured
	Indian / Asian
	White
	South Africa

	1996 (Census)
	3.49
	2.64
	2.45
	2.02
	3.23

	1998 (DHS)
	3.10
	2.50
	Na
	1.90
	2.90

	2001*
	3.04
	2.41
	1.98
	1.82
	2.84

	2002
	3.10
	2.35
	1.98
	1.73
	2.84

	2003
	3.04
	2.32
	1.89
	1.72
	2.82

	2004
	3.01
	2.30
	1.87
	1.72
	2.80

	2005
	2.98
	2.28
	1.88
	1.73
	2.78

	2006
	2.92
	2.27
	1.88
	1.73
	2.73

	2007
	N/A
	N/A
	N/A
	N/A
	2.69

	2008
	N/A
	N/A
	N/A
	N/A
	2.40


Sources: * Moultrie and Dorrington (2004); 2002-2008 data is from Stats SA annual population estimates

Note:
N/A: data not available

Although the national level of fertility declined among all the four main population groups, Table 2 above shows that differences in fertility that were historically observed in the different population groups still exit, with Africans having the highest fertility rate, followed by Coloureds, Indians/Asians and Whites in that order. In fact, at less than replacement level (defined as 2.0 children per woman), the fertility rates of Indian and White women mirror fertility levels in the developed world where the transition from high to low fertility has been completed. The Coloured population has almost completed their fertility transition while the Africans are still further down the path. 

The provincial differences in fertility observed in the 1998 DHS are also still observed ten years later. In 1998 Limpopo (then known as the Northern Province) had the highest TFR of 3.9 children per woman, while the lowest TFR (2.2 children per woman) was observed in the Free State (Department of Health, 1999). When KwaZulu-Natal was omitted from the TFR calculation in the 2003 DHS, the lowest TFR was noted in the Free State (2.0 children per women), and the highest (2.8) was observed in the Northern Cape, with Limpopo following closely behind at 2.7 children per woman. The latest estimates from Statistics South Africa show that this pattern has not changed much in that Limpopo still has the highest estimated level of fertility for the 2006-2011 period, while the lowest are for Gauteng and the Western Cape. 
 

4.1.2 
Age-Specific Fertility Rates

Figure 2 below shows that, although the fertility decline occurred in all age groups, the greatest decline was in the prime reproductive age groups of 20-24 and 25-29 years (between the 1998 and the 2003 DHS).

Figure 2: Age specific fertility rates in South Africa 1998 and 2003
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4.1.3 
Teenage Fertility 

One of the main concerns outlined in the Population Policy was the high level of teenage pregnancy, defined as the percentage of women aged 15-19 years who are mothers or who had experienced a pregnancy. 
 A comparison of results from the 1998 and 2003 DHS shows that, although remaining high, teenage pregnancies are showing a declining trend (Table 3). This was also noted by the Department of Health, who showed that pregnant women under the age of 20 years showed a significant decline from 16.1% in 2004 to 13.7% in 2006. 
 

Table 3: Percentage of women aged 15-19 who have given birth or who have ever been pregnant, 
South Africa 1998 and 2003.
	Age
	1998
	2003

	
	Mothers
	Pregnant
	Mothers
	Pregnant

	15
	2
	2.4
	1.1
	1.9

	16
	5.2
	7.9
	3.3
	5.2

	17
	10.7
	14.2
	9.6
	11.4

	18
	19.8
	24.6
	11.9
	15.6

	19
	30.2
	35.1
	22.9
	27.3

	Total
	13.2
	16.4
	9.4
	11.9


Data from the 1998 and 2003 DHS showed that teenage pregnancies are more prevalent among African and Coloured girls as compared to Indian and White girls. This pattern also emerged in the first South African national youth risk behaviour survey (Department of Health, 2002), which showed a disproportionately high incidence of teenage pregnancy among Africans (20.8%).  

The extent of teenage pregnancy also varies by province. The worst affected provinces, according to the DHS 2003 were Limpopo, Northern Cape and Free State. Similarly, according to the first South African Youth Risk Behaviour Survey 2002, the proportion of high school girls who had fallen pregnant at some time (out of those who acknowledged having had sexual intercourse) was highest in Limpopo, followed by Mpumalanga and KwaZulu-Natal, while the least affected were Northern Cape, Western Cape and Eastern Cape. It should however, be noted that the figures are not directly comparable to the DHS as the denominators are different.

4.2
Contraceptive Use

The overall trends and patterns of fertility in South Africa can be attributed to the country’s past population policies, particularly family planning. In keeping with international trends at the time, the Department of Health established a national family planning programme in 1974. This programme consisted mainly of maternal and child health services, with an emphasis on contraceptive services aimed at limiting population growth. 
 Although the programme was relatively successful in facilitating a decline in fertility by increasing access to family planning services and contraceptive use, it was widely-criticised by many as a racist ploy to control the African population. 
 It was questioned, for example, why long-acting injectable contraceptives were strongly promoted for Black women, particularly in rural areas, while the oral contraceptive pill, a more reversible method, was promoted for White women. 
 (Cooper et al., 2004). In 1984, the South African government implemented another family planning programme, the Population Development Programme, which linked family planning to other primary health care services. The major focus of the programme continued to be fertility reduction and, as a result, the programme was also criticised for attempting to maintain political power and privilege in the hands of the White minority (Maharaj, 2001).

Women, primarily African women, took advantage of the family planning services to control their own fertility. Consequently, levels of contraceptive use increased steadily from 1974 and before 1994, South Africa had a high contraceptive prevalence compared to other Sub-Saharan African countries (Maharaj, 2001; Cooper et al., 2004). By 1994, there were over 65,000 contraceptive service points in the country (Cooper et al., 2004). Knowledge and use of contraceptive has remained consistently high over the past decade. 

4.2.1 
Knowledge of contraception

Knowledge of contraceptive methods is recognised as a key factor in the uptake of contraceptives, and lack of information is an important reason for unmet need. DHS data show that knowledge of contraception methods is nearly universal in South Africa. In the 1998 DHS 96.5% of all women aged 15-49 years knew of a modern method of contraception. Although the proportion decreased in the 2003 DHS had, it was still relatively high at 93.6%. The most commonly known methods are injections and the pill. In 1998, 94.4% of women reported knowledge of injections while 93.2% knew of the pill. The figures in 2003 were 84.7% and 78.2% respectively. 

4.2.2 
Contraceptive prevalence 

Contraceptive use is an important reproductive health indicator and is usually measured by the contraceptive prevalence rate, defined as the percentage of women who are currently using a method of contraception. Data from the 1998 and 2003 DHS showed that well over half (61.2% and 65.3% respectively) of South Africa women aged 15-49 years use a method of contraception, almost all of which are modern methods (Figure 3 below).. 

Figure 3: Current use of contraception among all South African women aged 15-49 years, 
1998 and 2003
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4.2.3 
Unmet need for family planning

Despite the relatively high level contraceptive knowledge and use, analysis of the 1998 DHS showed that as many as 9.7% of all South African women had an unmet need for family planning. Unmet need refers to married women who are not currently using family planning methods to regulate their fertility but, at the same time, express the desire to either avoid further childbearing or space the next birth by two years or more, were classified as having an unmet need for family planning. 

While more recent data on unmet need are not available the high number of unwanted and unplanned pregnancies (Cooper et al., 2004), and the high utilisation of termination of pregnancy services, especially among younger women (see for example, Day and Gray, 2008) may be reflection of the continuing existence of an unmet need for family planning. Research has shown that the percentage of women with no formal education who have an unmet need for family planning is six times higher than the percentage of women at the highest level of education who show such a need. 

4.3
Termination of Pregnancy 

The Safe Motherhood Conference held in 1987 in Nairobi, Kenya drew the world’s attention to the fact that unsafe abortion causes approximately 13% of all maternal deaths and approximately 20% of the overall burden of maternal death and long-term sexual and reproductive ill-health (World Health Organisation, 2003). It was partly because of this that the ICPD PoA urged all governments and relevant intergovernmental and non-governmental organisations to deal with the health impact of unsafe abortion as a major public health concern, and to reduce the recourse to abortion through expanded and improved family planning services, without promoting abortion as a method of family planning. More than twenty years after the Nairobi Conference, however, unsafe abortion is a continuing pandemic. The World Health Organization reports that every year nearly 42 million women, faced with an unplanned pregnancy, decide to terminate the pregnancy. Moreover, about 20 million of them are forced to resort to a dangerous experience as they often self-induce abortions or obtain a clandestine and unsafe abortion carried out by untrained persons under poor hygienic conditions (World Health Organisation, 2003). 

To the extent that restrictive provisions governing access to a safe abortion are associated with a high incidence of unsafe abortion (Shane, 1997; World Health Organisation, 2003), the legislation of abortion in South Africa, the increase in functional Termination of Pregnancy (TOP) facilities (Day and Gray, 2008) and the resultant increase in the use of TOP facilities between 1998 and 2005 (Figure 3) could get the credit for the marked reductions in maternal morbidity (by 9%) and maternal mortality (by 50%) from unsafe abortions (Reproductive Rights Alliance, 2002; Day and Gray, 2008). Prior to the passing of the Choice of Termination of Pregnancy Act in 1996, 34% of incomplete abortions admitted to South African public hospitals annually were estimated to have resulted from unsafe abortions (Cooper et al., 2004). In the same vein, the 1998 National Confidential Enquiry into maternal deaths revealed that self-induced abortions were a contributing factor in 30% of abortion-related deaths (Department of Health, 2000). Two years after the passing of the Act, however, the number of women with abortion-related morbidity had almost halved (from 16.5% in 1994 to 9.5% in 1999) and the vast majority (91%) had no signs of infection on admission. 

The amendment of the TOP Act in 2003 could have played a major role in the increase in the use of related service provision between 2003 and 2006 (Figure 4) in that any health facility with a 24-hour maternity service could offer first trimester abortion services, without ministerial permission. It additionally allows registered nurses who have completed the prescribed TOP training course to perform first trimester pregnancy terminations. 
 

Figure 4: Number of Terminations of Pregnancy performed in South Africa, 1998-2007
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Figure 5: Number of Terminations of Pregnancy among South Africa women aged 18 years and below, 1998-2007
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4.4
Maternal Health 

Complications related to pregnancy and childbirth are among the leading causes of mortality for women of reproductive age in many parts of the developing world, resulting in the death of about half a million women each year (UNFPA, 2005). Maternal and child health are therefore important indicators of the reproductive health and socioeconomic status of women. A maternal death is defined as “the death of a woman while pregnant or within 42 days of termination of pregnancy from any cause related to or aggravated by the pregnancy or its management” (Department of Health, 2000:2). Measures of maternal death are critical as they reflect a women's access to and use of essential health care services during pregnancy and childbirth, their general health and nutritional status, as well as their access to reproductive care services, including family planning. 

4.4.1 
Maternal mortality ratio

Maternal mortality ratios (the number of maternal deaths per 100,000 live births) are an important indicator of maternal health. The 1998 DHS results for South Africa show a maternal mortality (MMR) of 150 maternal deaths per 100,000 live births for the approximate period 1992-98. This was considered too high, given that more than 90% of pregnant women in South Africa receive antenatal care, and more than 80% of births occur in a medical facility. As a result, Stats SA used vital statistics to re-estimate maternal mortality in the country, concluding that the 1998 survey estimates were probably overestimates and instead giving an MMR of approximately 84 per 100,000 live births. Nonetheless, various sources indicate an increase in maternal mortality rates in the recent past. Table 4 gives examples of the MMR for the period, 1998–2002. Maternal death is classified as the underlying cause of death, as well as MMR derived by taking possible under-registration of births into account. All sets of maternal mortality estimates show a gradual increase in maternal mortality ratio from 1998 to 2002. 

Table 4: Maternal mortality ratio by various data sources, South Africa, 1998-2002

	Data Source
	1998
	1999
	2000
	2001
	2002
	2003

	Statistics South Africa 1
	84.25
	93.19
	97.64
	116.18
	123.71
	165.50

	Department of Health 2
	-
	88.40
	116.80
	114.50
	135.60
	-

	Statistics South Africa 3
	56.5
	63.4
	67.2
	78.0
	73.1
	-


1: Statistics South Africa’s Calculations based on “Cause of Death” reports from the Department of Home Affairs

2: Saving mothers, 3rd Report on Confidential Enquiries into maternal deaths in South Africa 2002- 2004

3. Stats SA, Mortality and causes of death in South Africa, 1997–2003. Findings from death notification
In the same vein, data the report on the national confidential enquiry into maternal deaths indicated an increase in MMR from 117 per 100,000 live births in 1998 to 147 in 2004, and also stated that “preliminary analysis of the most recent confidential enquiry data suggests an even higher maternal mortality ratio than that reported”. While it is generally acknowledged that procedures for reporting deaths have improved, the enquiry report nonetheless maintained “other data suggest an increase in maternal mortality ratio over time in sites with high-quality data” (Day and Gray, 2008: 321). According to the 2002-2004 Confidential Enquiries Report, the top five causes of maternal deaths in South Africa are non-pregnancy related infections, predominantly AIDS (37%), complications of hypertension (19.1%), obstetric haemorrhage (13.4%), pregnancy-related sepsis (8.3%) and pre-existing maternal conditions (5.6%). 

Among other things, the circumstances in which women live influence maternal morbidity and mortality. Antenatal care, for example, is important to ensure that pregnancy-related complications are detected and attended to at an early stage to prevent morbidity and mortality risks to mothers and their newborns. Another key element reducing health risks for mothers and children is increasing the proportion of babies that are delivered with the assistance of a medically qualified health professional such as a doctor, nurse, or midwife. The World Health Organization (2008) posits that proper medical attention and hygienic conditions during delivery can reduce the risk of complications and infections that can result in serious illness or death of the mother and/or baby. Indeed, in addition to MMR, the extent of antenatal care coverage (at least one visit and up to four visits) and the proportion of births attended by skilled health personnel, are the core indicators for monitoring progress towards achievement of MDG 5 (To improve maternal health).

4.4.2 
Antenatal care coverage 

DHS data shows good coverage of antenatal care in South Africa with women reporting having accessed such care in 94% (in 1998), and 92% (in 2003) of births, as shown in Table 5 below. Although DHS data showed that more women reported delivering in a health facility in 2003 (89%), compared with 83% in the 1998 survey, data from the District Health Information system (DHIS) in Table 5 shows that this proportion has recently shown a decreasing trend.
Table 5: Selected maternal health indicators by province in South Africa various years

	
	EC
	FS
	GP
	KZN
	LP
	MP
	NC
	NW
	WC
	SA

	ANC coverage (in preceding 5 years)

	1998
	94.7
	94.8
	94.8
	94.4
	94.1
	94.0
	93.3
	94.1
	91.7
	94.2

	2003
	95.1
	90.9
	89.9
	89.4
	93.3
	93.7
	90.1
	95.1
	89.1
	91.7

	ANC visits per client

	
	3.4
	4.3
	3.5
	3.5
	4.2
	3.8
	4.5
	3.8
	4.9
	3.8

	Births assisted by trained health personnel

	1998
	74.6
	88.0
	94.0
	82.6
	78.5
	76.0
	90.3
	88.3
	96.1
	84.4

	2003
	83.6
	91.7
	95.2
	91.1
	87.6
	92.5
	94.3
	93.3
	91.0
	91.2

	Delivery rate in facility

	DHIS 2004
	89.1
	72.4
	84.7
	83.5
	86.2
	70.7
	101.7
	76.9
	81.7
	82.6

	DHIS 2005
	93.3
	85.6
	83.8
	85.3
	97.5
	70.2
	87.9
	72.7
	64.7
	83.1

	DHIS 2006
	65.0
	80.0
	79.3
	77.9
	84.6
	81.9
	91.6
	72.6
	92.4
	78.3


Source: Adapted from Day and Gray 2008:322

4.4.3 
Proportion of births attended by skilled health personnel 

Historical and observational evidence indicates that skilled care at birth reduces the risk of maternal mortality, and as a result, the World Health Organization advocates “skilled care at every birth to reduce the global burden of 536,000 maternal deaths, 3 million stillbirths and 3.7 million newborn deaths each year” (World Health Organization, 2008) would be beneficial. The World Health Organization (2004) defines a skilled attendant as “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 postnatal period, and in the identification, management and referral of complications in women and newborns”. 

The proportion of births attended by skilled health personnel is high, largely due to the high proportion of South African women who give birth in a health facility (Table 5 above). Data from the 1998 DHS showed that in a high proportion (84%) of births a medically-trained person was in attendance. A very small proportion of deliveries were attended by a traditional birth attendant or not attended at all (DHS, 1998). The 2003 DHS shows little change: 92% of all births were attended by a skilled health professional. Of these, 26.4% were attended by a doctor and 64.8% by a trained nurse or midwife (Department of Health, 2003; Day and Gray, 2008). 

4.5 Child health 

One of the most important indicators of health for any developing country is the number of children who die within the first year of life (Department of Health, 2003). The infant mortality rate (IMR), defined as the number of deaths of infants under age 1 per 1,000 live births in a given year (Haupt and Kane, 2004), and other indices of early childhood mortality also play a role in reflecting health status in general and community development (Department of Health, 2003). Given the wealth disparities within South African society, monitoring the infant mortality and child mortality rate is central to the Population Policy objectives, and also critical to tracking progress in the attainment of MDG 4 (reduce child mortality).  

4.5.1 
Infant and under-five mortality rate

Available data indicate that infant and under-five mortality rates have remained relatively constant since estimates made in 1998, with slight decreases of 0.5% and 0.3% for the two measures respectively. In 1998, the IMR was 45 per 1,000 live births, while under-five mortality rate was 15.4 per 1,000 births (Department of Health, 1998). The corresponding figures in 2003 were 42.5 and 15.8 respectively (Department of Health, 2003). Projections made by the Actuarial Society of South Africa (ASSA) suggest that IMR will continue to remain around 40 deaths per 1000 live births for the foreseeable future: 43.4 by 2009 and 42.8 by 2010 (Day and Gray, 2008).

4.5.2 
Child immunization

Immunization against common diseases of childhood dramatically reduces morbidity and mortality. Thus as a means of reducing childhood mortality and illness from vaccine preventable diseases, South Africa has an Expanded Programme on Immunization (EPI SA). Problems with the determination of accurate denominator data, however, hamper the calculation of immunization coverage in the country, and require that all figures on vaccination coverage to be viewed with extreme caution (Day and Gray, 2008). Although DHS data suggest that the proportion of South African children had received all their vaccination decreased from 63% in 1998 to 55% in 2003, DHIS data show that immunisation coverage has been one of the most successful of the government’s commitment to improving child health, increasing 63% in 2003 and 84.5% in 2007 (Figure 6). 

Figure 6: Immunization coverage for children under 1 year in South Africa, 1998-2007
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Source: District Health Information System

Note:
Figures for 1999 are not available
4.5.3 
Proportion of one-year-old children immunized against measles 

One of the indicators of progress in the achievement of the MDG 4 is the proportion of one-year-old children immunized against measles. In 1998, this proportion was estimated at 72% for South Africa as a whole. By 2002, it was estimated that this had increased to 82% (DHS 1998; Department of Health, 2005). DHIS data shows that this has remained relatively constant in recent years: 85% (2004), 82% (2005) and 85.8% (2006).

4.6
HIV and AIDS 

Sub-Saharan Africa is severely impacted by the HIV/AIDS pandemic. According to the Joint United Nations Programme on HIV and AIDS (UNAIDS), the region is home to 68% of adults and 90% of children living with HIV in the world (UNAIDS, 2008). There is, however, tremendous diversity across the region in the levels and trends of HIV infection, with southern Africa being the hardest hit.  In 2007 the sub-region accounted for 35% of all new HIV infections in the world (UNAIDS, 2008). 
Due to its relatively large population among the southern African countries, South Africa (4.9-5.7 million) has an estimated quarter of a million being children aged below 15 years (Matjila et al., 2008). 

4.6.1 
HIV prevalence in South Africa
HIV prevalence is consistently monitored through annual antenatal HIV and syphilis prevalence surveys (since 1990), and two national population-based surveys (2002 and 2005). A national youth HIV survey was also conducted in 2005 (Shisana et al., 2005). As shown in Figure 7 below, national HIV prevalence in the country may be levelling. Overall, there appears to be a downward trend among pregnant women since 2005, with the 2007 prevalence estimate standing at 28.0%. 
Figure 7: National HIV Prevalence Trend among Antenatal Clinic Attendees 
in South Africa, 1998-2007
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Source: The National HIV and Syphilis Prevalence Survey annual reports

Figure 8 (below) indicates a gender disparity in HIV prevalence, with females generally exhibiting higher prevalence, particularly in the ages below 35 years. Conversely, more males are HIV positive at older ages, which suggests intergenerational transmission of the HIV virus. 

Figure 8: National HIV prevalence by age and sex, 2005

[image: image9.emf]0.0

5.0

10.0

15.0

20.0

25.0

30.0

35.0

Age Group

HIV Prevalence (Percent)

Male

3.2 3.2 6.0 12.1 23.3 23.3 17.5 10.3 14.2 6.4 4.0

Female

3.5 9.4 23.9 33.3 26.0 19.3 12.4 8.7 6.4 4.0 3.7

2 to 

14

15-1920-2425-2930-3435-3940-4445-4950-5455-59 60+


Source: Department of Health (2007)

4.6.2 
HIV Incidence 

The incidence rate is the percentage of people who are uninfected at the beginning of a 12-month period who will become infected over the following 12 months (Dorrington et al., 2006). Incidence measures are generally better than prevalence measures in that the latter is an index of past cumulative incidence less past mortality (Shisana et al., 2005; Dorrington et al., 2006). The data from the 2005 national HIV survey enabled South Africans for the first time to analyse HIV prevalence estimates, HIV incidence estimates and proximate risk factors concurrently (Shisana et al., 2005). For the total population, the incidence rate was estimated to be 2.7% for 2005. 
When the data was analysed by selected socio-economic characteristics the pattern that emerged was similar to that described for HIV prevalence: the incidence among females is twice that of males; Africans have the highest incidence rate compared to all the other population groups; and persons living in urban informal areas have the highest incidence figures compared to all other locality types (as indicated in Table 6 below). 

Table 6: HIV incidence among respondents aged 2 years and above 
by selected background characteristics, South Africa 2005 

	
	Annual Incidence (% per year)
	95% Confidence Interval

	Gender

	Male
	1.5
	0.0-3.3

	Female
	3.6
	2.1-5.1

	Population Group

	African
	3.4
	1.3-5.5

	Coloured
	0.3
	0.0-0.6

	Indian
	0.5
	0.1-0.9

	White
	0.3
	0.0-0.9

	Age Group (years)

	2-14
	0.9
	0.0-2.8

	15-24
	3.3
	0.6-6.0

	25-34
	7.1
	2.6-11.6

	35-44
	4.0
	0.1-7.9

	45-54
	1.7
	0.0-4.0

	55 and older
	0.4
	0.0-1.5

	Locality Type

	Urban, Formal
	1.8
	0.0-3.6

	Urban, Informal
	7.0
	3.2-10.8

	Rural, Formal
	2.7
	0.0-8.0

	Rural, Informal
	2.8
	0.6-5.0

	Total
	2.7
	1.3-4.1


Source: Adapted from Shisana et al. (2005)

4.6.3 
Proportion of population with advanced HIV infection with access to antiretroviral drugs

A person who is HIV-positive typically passes through several stages of infection. As the HIV pandemic matures, increasing numbers of people reach advanced stages of HIV infection. Antiretroviral therapy (ART) has been shown to reduce mortality among those infected (UNAIDS, 2007). UNAIDS therefore suggests that ART should always be provided in conjunction with broader care and support services. 

The government of South Africa approved a plan to implement public sector ART from people with AIDS in late 2003. The plan proposed to have at least one treatment site in every local municipality within five years. Since then, the public sector rollout of ART has gained momentum with the reported number of sites increasing from 179 in 2005 to 362 in 2007, covering more than 80% of the 254 local municipality and metropolitan councils. Figure 9 shows the trend in the estimated number of people in need of ART and the actual number receiving it. 

Figure 9: Estimated number of people in need of ART and receiving ART in South Africa, 2004-2007
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4.7
Sexually Transmitted Infections

Sexually transmitted infections (STIs) have become a global burden, and present a major reproductive health challenge, especially in Sub-Saharan Africa, where STIs are associated with the explosive spread of HIV in the region. STIs also constitute a major public health challenge to South Africa, and the Population Policy highlighted “the rising incidence of sexually transmitted diseases, especially HIV and AIDS” as a major population concern that could constitute an obstacle to sustainable development. 

In the 1998 DHS only men were asked about their history of STI symptoms. According to the results, 12% of adult men (aged 15-49 years) interviewed during the survey reported having had symptoms associated with STIs (painful urination, penile discharge or sores in the genital area) over the three months prior to the survey. In the 2003 survey both men and women were asked whether they knew if they had had an STI in the last 12 months. In addition, they were asked if they had experienced symptoms that are indicative of STIs including an abnormal discharge or a genital ulcer or sore. In total 2.9% of women and 2.1% of men reported an STI in the previous year. 

Overall, data from the Health Information System Database also shows that the percentage of people aged 15 years and older who were treated for a new episode of an STI generally decreased from 6.4% in 2000 to 6.1% in 2002, and further down to 5.0% in 2006. In the same vein, data available for syphilis in pregnant women obtained through the Department of Health’s annual National HIV and Syphilis Prevalence Survey reflect that the trends have been consistently declining over the past several years (Figure 10), although these are still very high compared to those in developed countries. 

Figure 10: National syphilis prevalence among antenatal attendees, South Africa, 1998-2007
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4.8 
Adolescent reproductive heath 

Sexual activity during adolescence (10-19 years) puts people at risk of sexual and reproductive health problems, such as early pregnancy, unsafe abortions, STIs (including HIV), and sexual coercion and violence (World Health Organization, 2008). It is imperative to measure the health and risky behaviour of adolescents - including teenage pregnancy (see Section 4.1), HIV prevalence and correct knowledge of HIV/AIDS - as growing evidence suggests that neglecting these problems jeopardizes the future health of young people. Knowledge of HIV/AIDS was agreed upon to measure the progress among young people at the United Nations General Assembly Special Session on HIV/AIDS (UNGASS) in, and is an essential albeit insufficient prerequisite for adopting behaviours that reduce the risk of its transmission (UNAIDS, 2007). Monitoring this indicator is important, as the transferral of infection to successive generations perpetuates HIV epidemics. 

4.8.1 
HIV prevalence among population aged 15-24 years

The South African youth (15-24) years are disproportionately affected by HIV/AIDS, accounting for 15% of all global HIV infections in this age group. A 2002 Nelson Mandela Foundation and the Human Sciences Research Council study found the prevalence among 15-24 year olds to be 9.3%, while the 2005 national HIV survey reported a rate of 10.2%. In 1994, antenatal surveillance data showed that 7% of pregnant 15-19 year olds were HIV-positive, rising to 21% by 1998. Since 1998, adolescent prevalence rates have been consistently above 10% (see Figure 11 below). 

Figure 11: HIV prevalence of antenatal clinic attendees aged 15-24 years in South Africa, 1998-2007
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Source: Department of Health, 1998-2006 National HIV and syphilis antenatal sero-prevalence survey in South Africa reports

The 2004 antenatal data for 15-24 year olds was subjected to a single-year age cohort analysis using smoothed prevalence data. The results (see Table 7 below) indicate that incidence increases with age, peaking at 5.2% among 20 year olds. 

Table 7: Calculation of incidence in 15- 24 year old antenatal attendees 

	Age (years)
	Smooth age cohort prevalence 
(%)
	Difference in prevalence 
(%)
	Proportion of population at risk (%)
	Incidence 
(%)

	15
	9.130
	
	
	

	16
	10.568
	1.438
	90.9
	1.6

	17
	13.200
	2.632
	89.4
	2.9

	18
	16.673
	3.473
	86.8
	4.0

	19
	20.634
	3.961
	83.3
	4.8

	20
	24.732
	4.098
	79.4
	5.2

	21
	28.615
	3.883
	75.3
	5.2

	22
	31.930
	3.315
	71.4
	4.6

	23
	34.324
	2.394
	68.1
	3.5

	24
	36.400
	2.076
	65.7
	3.2


4.8.2 
Proportion of population aged 15-24 years with comprehensive correct knowledge of HIV/AIDS

In recognition of young people’s vulnerability to HIV/AIDS, many governments reaffirmed their continued efforts to combat the epidemic by signing the Declaration of Commitment at the United Nations General Assembly Special Session on HIV/AIDS (UNGASS) in 2001, where they agreed, among other commitments, to “ensure that at least 95% of young men and women aged 15 to 24 have access to the information, education, including peer education and youth-specific HIV education … by 2010” (UN, 2001). It is perhaps largely because of such commitments that virtually every young person in South Africa has heard about HIV and AIDS. According to the 2006 Kaiser/SABC survey, for example, 99.6% of young South Africans have heard about HIV and AIDS. In response to the survey’s questions about awareness of national HIV/AIDS media programmes, namely Soul City, LoveLife, and Khomanani, 91% of the youth stated that they had heard of Soul City, while 86% had heard of LoveLife. A somewhat lower proportion (61%) had heard of the government’s Khomanani programme. The survey found that opinions about these programmes were overwhelmingly positive, with the large majorities of the young people stating that the programmes or campaigns had been important sources of information about HIV/AIDS. 

In spite of the high awareness about HIV/AIDS, the rates of comprehensive knowledge of HIV in young people are very low, and South African research continues to reveal gaps in functional knowledge about HIV/AIDS. The 2006 Kaiser/SABC study, for example, showed that as many as 25% of young people aged 16 and 17 years thought that there is a vaccine that can protect young people from getting HIV, and more than 15% did not know that having STIs puts you at increased risk of getting HIV.  Mythical local beliefs about HIV/AIDS are also widespread.  For example, in their study of rural adolescent males in KwaZulu-Natal, Jackson and Harrison (1999) found that 30% of students thought that oral contraceptives could prevent HIV and 39% thought that if you had sex with multiple partners, but a month apart between each, you are protected from HIV. Other myths in the study included that the condom could slip off and be left inside a woman’s vagina, eventually leading to death or injury; that the condom restricts blood flow to the penis; and that condoms can be washed and reused. In the same vein, Tillotson and Maharaj (2001) noted that a number of conspiracy theories were widespread among young South Africans. These include that the HIV epidemic is a plot by developed countries to make money from selling expensive drugs to Africans living with HIV/AIDS, and that the epidemic is a biblical prophesy. 
  

5. 
Challenges and Constraints 

5.1 
Fertility 

Despite the general decline in fertility, the racial and provincial differences that existed in 1998 still persist. This suggests that the differences in the level of human development that underlie this pattern are still at play. Due to poverty and racial and gender inequality, African and Coloured women still lack the development opportunities to empower themselves to take full control of their reproductive lives as propagated by both the ICPD and the Population Policy for South Africa. 

The above point was expressed as a major population concern at the time of the implementation of the Population Policy 1998. It was said that gender equalities prohibited women from accessing resources, hence reflecting their low status as women 

Teenage pregnancy figures in South Africa are among the lowest in Sub-Saharan Africa.. According to the United Nations (2005), for example, for the period 2000-2005, the average teenage fertility rate in South Africa was estimated at 61 births per 1,000 women aged 15-19 compared to 114 per 1,000 for the whole of Africa and a low 27 per 1000 for more developed countries. 

Thus, although declining, the level of teenage pregnancy is still a major concern given that the majority of the pregnancies are unplanned, unwanted and non-marital (Cooper et al., 2004). The consequences of teenage pregnancies are well-documented and raise fundamental concerns about the health and social development of the mothers and their children. The major implications include dropping out of school, curtailed personal development and increased vulnerability to exploitative sexual relationships. Teenage pregnancy is also associated with higher rates of maternal mortality and greater risks of clandestine abortion. High levels of teenage pregnancy further reflect a pattern of sexual activity that puts teenagers at risk of HIV and other sexually transmitted infections. As a result of the youth of the mother, the child is particularly vulnerable to peri-natal mortality. The situation of pregnant teenage girls or teenage mothers is exacerbated by lack of support from partners, as the men responsible for the pregnancies often deny responsibility in terms of emotional, financial and practical support during pregnancy and child rearing

5.1.1 
Recommendations

With regard to the recommendations for fertility, focus needs to be placed on empowerment programmes for Black/African and Coloured women in order for them to take control of their reproductive choices. Essential interventions could include the upliftment of the status of women through education and employment, as well as changes in the socio-cultural structures that influence female autonomy, and the eradication of poverty. 

With regard to teenage fertility and contraceptive use, more effort should be put into research on teenage fertility and contraceptive use, including emergency contraception to help in developing evidence-based policies and programmes that could reduce teenage pregnancy in South Africa. For those teenagers who do give birth, every effort should be made to make motherhood safer for them through improved availability, effectiveness and accessibility of services. For example, as the World Health Organisation (2006) advocates, special attention should be given to teenagers younger than 16 years of age during obstetric care because they are at especially high risk of complications and death. Adolescents also require special support for infant feeding and care, and following delivery there is need to ensure that they have access to information, skills and services including adequate counselling to prevent subsequent pregnancies. 

5.2 
Contraceptive Use 

South Africa’s population policy states that the high incidence of unplanned and unwanted pregnancies greatly influences and hinders human development. Despite the wide availability of contraceptives services, South African women, especially young women, continue to experience high levels of teenage and unintended pregnancies. There has been little change in the contraceptive method mix, with injections continuing to be the most used method. It is argued that, while this may due to user preference, it could also reflect the situation in which access to the method of choice is frequently controlled in the public sector by the opinions and practices of primary health care nurses. These include not giving women adequate information about available contraception, and discouragement by staff who disapprove of young people being sexually active. Additional barriers include concerns over lack of privacy and inconvenient opening hours.  

A high level of HIV and other sexually transmitted infections (STIs) in South Africa means that many women in the country require protection against both pregnancy and infection. However, the low use of condoms means that only a small minority of sexually active are simultaneously protected against STI and pregnancy. According to Cooper et al. (2004), an even smaller minority (6.3–7.5%) use a condom with another contraceptive method to achieve dual protection. 

5.2.1 
Recommendations 

Given the above challenges, greater efforts are needed to improve women’s access to and use of effective contraception. The 1998 Population Policy, as one of its strategies, calls for an improvement in the quality, accessibility, availability, and affordability of reproductive health services, especially for those related to family planning and contraception. This should be particularly emphasised for groups such as adolescents and people in underserved areas. 

In addition, an unmet need for family planning should not be addressed only through giving greater access to contraception services, but also through changes that enhance female autonomy as discussed earlier. The promotion of condoms as part of the contraceptive method mix and for dual protection requires more attention. There should also be more vigorous campaigning about men’s responsibility in family planning. This point is also voiced in the Population Policy, where it is stated that there should be a promotion of equal participation of men and women in the areas of responsible parenthood, family planning and reproductive health. 

5.3 
Termination of Pregnancy 

Previous studies from around the world have shown that most women who have had an abortion, especially young women, were using a less efficient or no method of contraception, or were using a contraceptive method incorrectly when they became pregnant (Shane, 1997). By the same token, data on the increasing use of TOP facilities provide evidence of the extent of unintended pregnancies. Therefore the increasing use of TOP facilities by adolescents (Figure 4) may be a further reflection of the high levels of unmet need for contraception. 

The Choice of Termination of Pregnancy Act still remains controversial in some quarters. This often hinders access and presents a fundamental barrier to care by providers who assert conscientious objection and discourage women from having an abortion. 

5.3.1 
Recommendations

More effort should be made to remove the barriers that hamper young people’s access to contraception. Continuous values clarification workshops designed to promote more tolerant attitudes by service providers should take place regularly countrywide. An effort need to be made to educate and inform women of their reproductive health rights together with their partner’s especially in accord with the TOP Act. 

5.4 
Maternal and Child Health 

When the Population Policy was devised in 1998, high rates of infant and maternal mortality, linked to high-risk child-bearing .as well as the high rates of premature mortality attributed to preventable diseases, were singled out as major population concerns at the time. Almost ten years later, the SAHR 2006 noted that the level of child health in South Africa is declining as opposed to improving, more especially for children in poor circumstances. Current service provision, although located in a rights-based framework and steeped in many policies and programmes; does not meet the health needs of children. Another challenge to child health is questionable integration across programmes within the DoH and with other sectors that impact significantly on child health. According to the SAHR 2006: 
“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.”. 

Despite efforts to reduce levels of maternal mortality, this has materialised in all parts of the country. There are still provincial and racial gaps in the coverage and quality of care, hence contributing to increasing levels of maternal mortality. The situation is exacerbated by the shortage of skilled birth attendants and health care workers. 

5.4.1 
Recommendations

Against the backdrop of attempting to increase accessibility, affordability and availability of primary health care facilities for childcare, the promotion of exclusive breastfeeding during the first six months of birth or alternative appropriate feeding practices and Vitamin A supplementation should be followed through until the age of two. Complimentary foods should be promoted for children under the age of five. For maternal health and HIV/AIDS a call is made for the integration of prevention and management of HIV/ AIDS in sexual and reproductive health and PMTCT services. This can also be extended to include the treatment of opportunistic infections in antenatal care and childbirth routine. 

It is recommended to effectively implement and roll-out a basic integrated antenatal care package that includes birth preparedness, rhesus testing, STI identification and management, voluntary HIV testing and counselling, prevention of mother to child (PMTCT), and tetanus toxoid vaccination. There should also be strict adherence to relevant international standards and clinical protocols for the management of obstetric conditions. Inadequacies and shortage of skills of health care workers should be addressed through recruitment, training and retention strategies.   

5.5 
HIV/AIDS 

The rising incidence of HIV/AIDS and its projected socio-economic impact was cited as a great population concern in South Africa’s population policy. It is estimated that, in youth aged 15-24 years, approximately four women are infected for every one man. 
 Women’s greater vulnerability to HIV infection, although partly biological, is strongly driven by gender inequalities. In addition to the direct effects of HIV infection on women’s health, the epidemic is disproportionately affecting women and girls in their role as care-givers within families and communities, in that they are bearing the greatest burden of the care of those sick with AIDS. This has implications for other aspects of women’s and girls’ lives, for example, the limited time they have to spend on income-generating activities or education. This, in turn, potentially creates greater levels of poverty among women, and increased economic dependence on others. HIV/AIDS is itself a tremendous direct threat to reproductive health status and also affects other areas such as fertility, contraceptive needs, and gender-based violence. Moreover, both maternal mortality and cervical cancer rates are increasing as a result of HIV/AIDS.

The HIV/AIDS pandemic threatens to undo the considerable gains made in the area of pregnancy-related mortality and HIV/AIDS is now the leading cause of maternal deaths in the country. In antenatal, delivery and post-natal services, programmes for the prevention of mother to child transmission of HIV have been introduced; however, greater attention needs to be given to dealing with the consequences of HIV infection for women themselves. 

5.5.1 
Recommendations 

The Population Policy notes that responsible, healthy reproductive lifestyles and sexual behaviour among high-risk groups should be vigorously promoted through effective campaigning. This should be carried out through the provision of life skills, sexuality and gender sensitivity education as well as user-friendly healthcare services. 

Furthermore, HIV/AIDS prevention and care needs to be integrated in sexual and reproductive health services at all levels of the health system. There also needs to be further strengthening of NGOs capacity in dealing with HIV/AIDS prevention and care. 

The importance of gendered differences in HIV transmission, the management of AIDS-related illnesses, and the health seeking behaviour of HIV-infected individuals requires greater recognition if progress is to be made in halting the spread of HIV (Cooper et al., 2004). 

The national roll out of ARTs must be accompanied by social and structural interventions aimed at improving the status of women in South African society. The national ART programme in must strive to put in place a monitoring and evaluation system that can also provide information on how many patients enrolled on the programme fail to start ART (either defaulting during the preparedness phase or dying before accessing treatment); how many of those who initiated ART are still receiving treatment; and the extent to which access is equitable.

5.6 
Sexually Transmitted Infections (STIs) 

The concern of STIs was voiced similarly in the Population Policy to that of HIV/AIDS (Section 5.5). However, there is seemingly a lack of accurate and reliable surveillance data for the epidemiology and antimicrobial susceptibility profiles of important STIs other than syphilis and HIV. Day and Gray (2008) also noted that, despite the adoption of the syndromic management protocols for STI treatment in public health facilities, these measures have “not been adopted with equal enthusiasm by private practitioners, who are estimated to treat roughly half of all STI cases”. 
 

Some public STI clinics face serious drug shortages and heavy patient loads that limit the clinics’ capacity to implement syndrome management protocols. The success of STI screening programmes has been variable – in particular, there continues to be “lengthy delays between drawing of blood and return of test results, women presenting too late in pregnancy to receive the full course of syphilis treatment, and women not going to the clinics to which they are referred for treatment”. 

5.6.1 
Recommendations 

Apart from a promotional campaign that emphasise prevention, responsible and healthy lifestyles, there is a need for regular national surveillance for prevalence of aetiological agents and their antimicrobial susceptibility profiles. In addition, a comprehensive primary health care approach is needed that seeks to emphasise preventative elements and encouragement alongside effective curative services. 
 

5.7 
Adolescent Reproductive Health 

Although declining, teenage pregnancies (most of which are unplanned and unwanted) remain a major challenge. Despite high awareness about HIV and AIDS, a high proportion of adolescents still engage in unsafe sexual behaviour. Young men are not always involved in reproductive health and gender-sensitivity education programmes. Although youth-friendly health centres exist in some areas of the country, access to these facilities is not always a certainty. Stigma and fear of discrimination are some of the driving factors that pose as barriers to accessing these services. 

5.7.1 
Recommendations 

Whilst it is recommended that youth-friendly services be developed and expanded to ensure that they are affordable and accessible to all youth, these developments should be accompanied by educational drives to inform communities and especially the youth of the area of the facility and services offered. These campaigns should be geared towards reducing stigma and anxiety in visiting these facilities.

Young people must continue to be given high priority in developing HIV prevention interventions, as this will have a significant impact on the future course of the epidemic in the country.

Seeing that risky sexual behaviour among adolescents is embedded in a broad spectrum of individual, interpersonal, institutional, community, organisational and socio-cultural factors that fuel each other, 
 particular emphasis should be placed on multi-level health promotion interventions. 
5.8 
Data Collection and Research in Sexual and Reproductive Health and Rights 

When the Population Policy was conceived, inadequate availability and access to population and development data was cited as a major population concern. Poor knowledge of the inter-relationships between population and development was noted as another issue. Given the importance of data collection, research and access to information, the Population Policy for South Africa, states that timely and reliable data on the South African population and its human development are essential for informing policy making, programme design, implementation as well as monitoring and evaluation. 

Post-implementation of the Population Policy, data collection and research within the population and development field has increased vastly. Collaborative partnerships, increased donor funding and the need to investigate social phenomena owing to the country’s dynamic social climate, has prompted increased research. 

Research in sexual and reproductive health and rights has also received much deserved attention. General health surveys from the DHS as well as subject specific surveys such as the National Primary Health Care Facilities Survey and the National HIV and Syphilis Antenatal Sero-Prevalence Survey have emerged. Collaborative research efforts between public and private organisations, NGOs and international donors have greatly informed policy making, giving rise to guidelines, policies and legislation discussed in section 3 above. 

Despite these advances, gaps are still evident in areas such as couple communication regarding a couple’s joint reproductive health rights, male involvement in reproductive health and its influence on family planning as well as programmes specifically designed for men and their reproductive well-being. 

In addition, although significant focus is placed on the reproductive health of mothers and fecund women, issues affecting older women are often sidelined, although there is data and resources regarding breast and cervical cancer in older women. Cooper et al. (2004) note that there is limited data on the reproductive health of older women.
 According to Cooper et al. (2004), there are no accurate statistics on the burden of HIV/AIDS in older women and men. Furthermore, very little research has been conducted on menopause, especially “research that explores the diverse meanings and experiences of menopause for women”.
 

5.8.1 
Recommendations

Outlined as part of the major strategies of the Population Policy, is the importance of data collection and research. The policy expresses continued commitment and enhancement of national capacities and mechanisms for the collection, analysis, interpretation and dissemination of population data and information. In addition, the policy states that the establishment of a national statistical base aimed at pooling pertinent data and information from various government departments as well as other relevant institutions is seen as essential to ensuring accessibility to the data and information so as to promote the sharing and exchange of such data and information. Furthermore, the policy highlights that the collection and analysis of data as well as findings of research studies should ideally be disaggregated by sex, age, geographical location and other demographic characteristics that will assist policy making and planning at local levels.

It is suggested that these principles be applied to research in the field of sexual and reproductive health and rights. To perhaps advance the agenda, a baseline survey of reproductive health indicators needs to be developed to assess progress and achievement towards international commitment such as the MDGs and compliance with the ICPD PoA.

Moreover, it is imperative that collation of all relevant data and indicators is done with a view to creating a realistic picture of sexual and reproductive health and rights at national, provincial and municipal levels. Hence, this will contribute to the collection, analysis and management of reproductive health information. 

Owing to the fact the certain reproductive health issues are characteristic of specific age groups, for example, menopause in older women and reproductive health in older men, it is suggested that this and other issues be investigated so as to modify interventions and programmes, so that these groups can be catered for at primary health facilities.  

6.
Conclusion 

The tenth anniversary of the implementation of the Population Policy for South Africa provided an opportunity to appraise the work done since its implementation as well as to highlight the way forward. 

The paper sought to provide an assessment of the extent to which the Population Policy has, since 1998, impacted on sexual and reproductive health and rights of all South Africans. The paper began with an overview of how the policy articulated the issue of sexual and reproductive health and rights, followed by a description of the legislations, policies, and programmes developed and implemented over the last 10 years to facilitate the promotion of sexual and reproductive health and rights. Current levels and trends of sexual and reproductive health indicators were examined. Challenges and constraints were identified in the various thematic areas with the provision of recommendations that South Africa should consider for the post-2008 era.
It is hoped that this review is useful in illustrating the sexual and reproductive health and rights landscape in South Africa for the period 1998-2008. Apart from the review helping to map out the South Africa’s reproductive health context, it is hoped that this review makes way for opportunities for dialogue and research that will lead to meeting and taking forward the objectives of the South African Population Policy into the future. 
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