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TRANSITIONAL DEMOGRAPHIC AND HEALTH
SURVEY: OUTLOOK IN SOUTH AFRICA
As described in a recent review,' the World Bank estimates that
1.3 billion people live in absolute poverty; and about a quarter of
the world's population earns less than US$ 1 a day. With the
world's population projected to almost double over the next cen-
tury, mostly in poorer populations, the sequelae-malnutrition,
childhood infections, poor maternal health and high fertility-
will remain substantial challenges. However, the pattern of the
global disease burden is shifting away from communicable to
non-communicable diseases, as high fertility and mortality are
being replaced by low fertility and mortality. By 2020, the Bank
estimates that the share of the global disease burden from non-
communicable diseases will be 57% (up from 36% in 1990), and
the contribution from infectious diseases, pregnancy and peri-
natal causes will fall to 22% (from 49% in 1990).!

Understandably, in developing populations in Africa, health!
ill-health situations differ enormously. In some populations, such
as in Southern Africa, the changes for the good have been consi-
derable. In others, as in Nigeria, only a small elite fraction of the
population are able to seek help at a clinic or hospital;' moreover,
the causes of half of the deaths are unknown.'

The 1998 South African Demographic and Health Survey' is
the first and most recent enquiries of its type. It provides the
preliminary results for key maternal and child health indicators,
including medical care for mothers during pregnancy and at the
time of delivery, infant feeding practices, child immunization
coverage and the prevalence and treatment of diarrhoeal disease
among children. Hopefully, such data will contribute to an in-
creased general commitment to improving the lives of mothers
and children, both locally and elsewhere.

The Survey was based on answers to questions in 12500
households, which were distributed throughout the country. An
infant mortality rate (IMR) of 45 deaths per 1000 live-births was
reported for the period 1993 to 1997. The rate is far higher in
Sierra Leone, 333 per 1000 live-births.' Not unexpectedly, IMR
has begun to increase with the impact of the HIV/AIDS epidemic.
The latter's magnitude is such that a quarter of pregnant women
have been reported to be infected." Interestingly, 97% of the
women aged 15-49 years had heard about HIV/AIDS. However,
as is usual with medical knowledge, this does not always translate
(alasl)' into safe sexual behaviour, as was reflected by the high
rates of sexually transmitted disease (STD) symptoms. Of the men
interviewed, 12% reported having symptoms of an STD in the
3 months priorto the Survey. The rate was found to be 17% in non-
urban areas. Hence, there is an obvious need for stronger partner-
ships and strengthening the drive of the state and other health
authorities to prevent further spread of HIV/AIDS.

Fertility rates have been declining and the total fertility rate is
2.9 children per woman for the period mentioned. Even the
provinces which previously had high fertility rates had experi-
enced reductions, such that the total fertility rate is now below 4
children per woman. This is consistent with increasing access to
education-only 7% of women of reproductive age had no educa-
tion, and there is an increase in contraceptive use. Reduction in
family size has been reported from other African countries, for
example, Kenya.'

There was a relatively high use of modem contraceptive

methods among the women interviewed, principally injection,
pills and female sterilization, as well as family planning methods
which encourage disease prevention, especially, the transmission
of STDs and HIV.

The Survey revealed evidence of abuse against women-l in
8 women reported that they had at some point been beaten by their
partner. This could well be an under-estimate, due to the sensitiv-
ity of the question.

The use of primary health care for women and children was
high-women received antenatal care from a nurse or doctor for
94% of births. Most of the visits were to a nurse. Only 15% of
births in the 5 years preceding the surveys were delivered without
medical assistance from either a nurse/midwife or a doctor.
However, the maternal mortality rate remains high at 150 per
100000 live-births, although far lower than that reported from
rural Tanzania (9611100000).8

The age pattern of early childhood diarrhoeal disease noted is
believed to be associated with increased exposure to the illness as
a result of weaning, greater mobility of the child, as well as to the
immature immune system of children aged 6-23 months. Only
58% of the children who were reported to have had diarrhoea in
the 2 weeks prior to the survey were given oral rehydration
therapy, and this was mostly in the form of commercial solutions.

As far as immunization coverage was concerned the Survey
showed that 63% of children aged 12-23 months were fully
vaccinated against major childhood diseases. The narrowing of
the gap in coverage between the urban and non-urban areas was
considered to be an important indicator of the success of the
government's initiatives in primary health care. However, the
study shows a relatively high dropout rate between the first and
third doses of diphtheria, pertussis and tetanus (DPT) and polio
vaccines.

The findings on breastfeeding were regarded as a cause for
concern. Exclusive breastfeeding was found to be very low, even
in the first 3 months of life, when only 10% of infants were given
nothing but breast milk. While the policy on breastfeeding re-
mains complex in the light of potential transmission of HIV /
AIDS, the Survey has highlighted the importance of providing
mothers with information about the benefits and risks of breast-
feeding and the enabling environments to be created to support the
practice. In South Africa, in view of the tremendous risk from HIV
infection, the current recommendation is 3 months of exclusive
breastfeeding, followed by total artificial replacement feeding."
Already, in the most affected of populations, survival time has
been shortened by about a quarter. 10

In some provinces, 1 man in 12, but 1 woman in 3, were
reported to be obese (body mass index >30). About 20% were
hypertensive, although less than half of those affected were aware
of it. Only a small proportion of hypertensives have their blood
pressure under control. Hypertensive African men, especially
those in rural areas, are seldom diagnosed, hence the need to
increase screening whenever they visit health services. It was
stressed that there is a need to improve the quality of care provided
for adults with chronic conditions, since a major proportion of the
adult population is directly affected by the health transition.

The high rate of smoking (42% for men and 11% for women)
needs intervention.

It was concluded that a major focus of the government should
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be on the reduction of poverty and lessening of the inequalities in
society, for there are still large differences in health status be-
tween the population groups in provinces and between urban and
non-urban areas. Unfortunately, the general trend worldwide is
for the rich to become richer and the poor poorer.

Although little was mentioned in the Survey, it must be faced
that progress in improvements can be greatly affected by the
seldom stressed responsibility of the individual. Certainly, on the
one hand, the 'do this', 'stop doing that' approach must be
cautiously recommended. While on the other hand, as recently
stressed in the USA," if only people (and this needs worldwide
emphasis) could be enabled to make greater use of state services
where these are readily.available (e.g. antenatal examinations,
inoculations, etc.) and could be persuaded to reduce the more
personal dangers to health linked with their lifestyles (e.g. by men
reducing smoking and alcohol consumption), still further im-
provements could be made in the general health scenario in the
new millennium.
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MEASLES EMERGES
Sri Lanka is now experiencing the throes of a sizable outbreak of
measles. Since late September 1999, over 3200 cases have been
notified, and it is estimated that at least 10% to 15% of that number
would have passed without notification to the Health Ministry'S
Epidemiology Unit. A majority of the notifications are from the
Colombo district and the two districts adjacent to it, which are the
most populous ones in the island. Most cases have occurred in
children between the ages of 5 and IS years. For the past 8 years
or so, measles was such a rarity that most medical and nursing
students did not see a single case during their training period.
However, during the last four months, they have had plenty of
clinical exposure to children with the classical features: high
fever, coryza, conjunctivitis, cough, Koplik spots and the exan-
them. Worryingly, many of these cases were in previously vacci-
nated children. No fatalities have been reported so far.

The recommended age for measles vaccination (which is given
free of charge) is 9 months, and coverage among infants has risen
steadily from about 80% in 1990 to 90% in 1998. Yet, even if the
efficacy of one dose of this vaccine for sero-conversion is taken
as 90% (it is closer to 85%), and immunization coverage as 90%,
this will still protect only about 81% of each year's birth cohort.'
Under these circumstances, every few years an outbreak of
measles is inevitable, because of the accumulation of a pool of
non-immune people, comprising children as well as young adults.
Although delaying the age of measles vaccination to between 11
and 12 months and employing a 2-dose schedule will enhance
recipients' immune status,' neither will increase coverage. That
will need more efficient marketing.

The integrity of the cold chain for all vaccines in the state or the
private sector has never been comprehensively scrutinized, and
research into this will also provide useful information about
vaccine potency. Predictably, the lay press had brief sessions of
fun, trying to scare the people out oftheir wits, but without much
success. The leadership of the government doctors' trade union,
which revelled for 8 weeks alleging through the media an ongoing
'epidemic' of pertussis, comprising about 200 cases in June-
August 1997 (caused by a vaccine alleged by them to be 'substan-
dard'), and ever on the look-out for an opportunity for muck-
raking, was remarkably silent this time.

THE GREYING OF SRI LANKA
Sri Lanka is now the fastest greying population in the world, as a
consequence of dramatic falls in mortality and fertility over the
five decades since achieving independence in 1948. The crude
death rate has fallen from 22 in 1945 to 6.5 in 1996, infant mortal-
ity rate from 140 to 16.9, maternal mortality rate from 165.2 (per
10 000 live-births) to 2.4 and neonatal mortality rate from 75.5 to
12.5. During the same period, the fertility rate fell from 5.3 to less
than 2.1,3 and life expectancy rose from 43 to 72 years. These
changes reflect the heavy investment successive governments
have made since 1948 on free education up to a university degree,
comprehensive primary health care services free of charge at the
point of delivery, and subsidies on essential food items and public
transport of people, coupled with effective implementation of
numerous social development policies and family planning
programmes.

However, as a result of all this, the number of people aged 60


