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Introduction 

 

‘Of all the forms of inequality, injustice in health is the most shocking and the most inhumane’. – Martin Luther King Jr. 

 

This thesis presents a study that was undertaken in South Africa in 2009. The subject of this study is the 

segregation within reproductive health care in Breede Valley, South Africa. This is done by focusing on 

the supply, access and utilization of reproductive health care. A special case study is performed on 

Mother-To-Child Transmission of HIV (MTCT).  

The host organization of the undertaken field research was the University of Stellenbosch and has been 

done in the framework of SANPAD. SANPAD is the South African Netherlands research Programme on 

Alternatives in Development. SANPAD has been financed by the Ministry of Foreign Affairs since 1997. 

SANPAD funds academic research by South African and Dutch researchers.  

 
South Africa was characterized by ‘Apartheid’, which was abolished in 1994. During Apartheid 

discrimination policies against non-white people were customized under law. These policies that resulted 

in segregation were disbanded by the Mandela-led government in 1994.  

South Africa is one of the wealthiest countries in Africa. However, wealth is still very unequally divided in 

South Africa. In the past this division was mainly visible between different population groups. Nowadays, 

this division is mainly characterized by socio-economic status. Since socio-economic status is still unequal 

between population groups, the legacy of the Apartheid is still visible in South Africa.  

Therefore, South Africa is very interesting for development research.  

 

The subject of this study is reproductive health care. The maternal mortality rates, stillbirth rates and 

infant mortality rates are still high despite efforts to change reproductive health policies within South 

Africa.  

The difference in quality in reproductive health care within the public and private sector is contributing to 

this problem; it results in differences in accessibility within the South African population.  

Therefore, the focus of this study is on supply, access and utilization of reproductive health care.  

 

A special case study is performed on the MTCT. HIV is still a very important issue in South Africa. 

Children of up to five years old, who die because of HIV, are mainly infected by Mother-To-Child 

Transmission (Cook et al, 2003, p. 324; WHO, 2001). Therefore, it is an important subject within the field 

of reproductive health care. It is important that women are aware of this phenomenon, the risks of 

transmission and its prevention methods and this is the subject of the case study which is performed in 

Breede Valley. In addition, the integration of these prevention methods within reproductive health care 

services and its utilization are the subject of research as well.  
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This thesis starts with the methodology of the research, which includes research objectives, questions, a 

conceptual model and the description of the data collection. Chapter 2 discusses theories and themes 

related to reproductive health care and MTCT. The focus of this chapter is the shift to more social 

approaches within the international development debate and Sen’s Capabilities approach. Chapter 2 

presents these concepts in the South African context and discusses important characteristics of South 

Africa that are important for this research.   

Chapter 4, 5 and 6 address the research questions with respect to reproductive health care and chapter 7 

addresses the research question with respect to the case study.  

Finally, the last chapter will present a conclusion and summarize the findings of the research and its 

recommendations.  
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Chapter 1 Research Questions & Methodology 

 

This chapter presents the research area, the concepts reproductive health care and MTCT, the research 

objectives and questions and the conceptual model. At the end of this chapter the used research methods 

are presented. 

 

1.1 Research Area 

 

The context of South Africa is important and when conducting research this should be taken into account. 

Most important in this context is the legacy of Apartheid which is still present and is determining society. 

Socio-economic status is determining access to basic services and this is still related to population groups. 

It has a big influence on difference aspects in life, like health care. Therefore, in this research it is of 

importance to look at reproductive health care in relation to the legacy of Apartheid.  

The area of research in South Africa was chosen by SANPAD. Every year, research is done on supply, 

access and utilization of basic services in a sub-district of the Western Cape. This year, Breede Valley was 

chosen as the research area.  

 

1.2 Reproductive Health Care 

 

The subject of research is reproductive health care12; which encompasses a broad range of health care 

services. The focus within this research (cf. 2.3.1) will be on a part of a definition that is given by 

International Conference on Population and Development; ‘the right of access to appropriate health care 

services that will enable women to go safely through pregnancy and childbirth and provide couples with 

the best chance of having a healthy infant’ (Cook et al, 2003, p. 12). Accordingly, everybody must have 

access to qualitative reproductive health care services in Breede Valley. Therefore, supply of high quality, 

equal accessibility and utilization is important and will be the subject of this research. A first research 

question focuses on the organization of health care services and the quality thereof. The second research 

question focuses on the social and spatial accessibility to reproductive health care services. Spatial factors 

are factors like time and distance which can determine access. The most important social factors in South 

Africa are race and income. The third and final research question addresses the utilization and impact of 

these health care services.  

Sen’s Capabilities approach is important for the theoretical background of this research. Sen introduced 

the concepts functionings and capabilities in his approach. Functionings are achievements and capabilities 

reflect what life options people have and to what extent they are free to choose (cf. 2.2.3). In this research 

it is important that women have access to reproductive health – they should have a life option – and this 

                                                 
1 The concept ‘reproductive health care’ will be more explained and amplified in chapter 2. 
2 The concepts ‘reproductive health care’ and ‘reproductive health care services’ are used interchangeably throughout 
this thesis. 
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must be equal for everyone – they must be free to choose. And when not all women have equal access to 

reproductive health, segregation will arise.  

 

1.3 Mother-To-Child Transmission of HIV 

 

As part of this thesis an extensive case study will be conducted. The subject of this case study is MTCT; 

which is very important within reproductive health care since it causes many deaths among infants in 

South Africa. The focus lies on services that can prevent the actual MTCT3 – antiretroviral therapy, special 

care at delivery and information breastfeeding (cf. 2.6.2) – and on Voluntary Counselling and Testing 

(VCT) with some special attention to their integration in reproductive health services. It is important to 

integrate these services within reproductive health services (cf. 2.7). Especially in South Africa where 

MTCT is high and where policy about AIDS in the last decades was not very effective. A first research 

question focuses on this integration within reproductive health care and on the general organization of 

these prevention methods. To understand this integration within reproductive health care completely and 

to understand the effectiveness of these prevention services in more detail, the last two research questions 

focus on the demand side of these services. One question focuses on the awareness of the risks and 

services among women and the last question focuses on the utilization of these services and explaining 

factors in this regard. 

 

1.4 Research Objectives and Questions 

 

Theoretical and Thematical Framework 

1. What are the most important themes and theories discussed in the literature which are related to 

reproductive health care services?  

2. What characteristics of South Africa are important for this research?  

 

Research Objective 

To assess how reproductive health care services are organized and to what extent women have 

access and make use of reproductive health care in Breede Valley, South Africa 

 

Research Questions 

1. How are Reproductive health care services organized? 

1.1. How is the government organized with respect to reproductive health care? 

1.2. Who are the main providers of health care and what services do they offer?  

1.2.1. public sector 

1.2.2. private sector 

                                                 
3 The concept ‘MTCT’ will be more explained and amplified in chapter 2.  
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1.3. Are there quality differences between the health care services of the private and public sector? 

 

2. To what extent do various types of women have access to these reproductive health services? 

2.1. To what extent have women access in spatial terms? (distance, time) 

2.2. To what extent have women access in social terms? (race, gender, income, age) 

 

3. To what extent do women make use of these reproductive health services and what are the 

implications of the degree of utilization of those services for the well-being of babies? 

 

Objective Case Study 

To assess how services that prevent mother-to-child transmission of HIV are organized, to what 

extent these services are integrated in Reproductive health services and to what extent women are 

aware and make use of these services in Breede Valley, South Africa.  

 

Research Questions Case Study 

1. What prevention methods for MTCT exist and how is this delivery system organised in practice in 

Breede Valley, SA? 

1.1. What services and programmes are offered by which actors in Breede Valley? 

1.2.  Are these prevention methods integrated in reproductive health services? 

 

2. What is the status of awareness of the risks and the available methods to prevent these among the 

target population?  

2.1. Are women aware of the risks of Mother-to-Child Transmission? 

2.2. Are women aware of the available methods to prevent this transmission? 

 

3. What is the present day utilization pattern of the prevention methods and which are the explaining 

factors in this regard? 

3.1. What is the actual use of these prevention methods among the various strata of the population? 

3.2. Which factors are relevant to explain this utilization pattern? 

 

1.5 Conceptual Model 

 

To give an overview of the different concepts, actors and factors within the research, a conceptual model 

was made. This conceptual model is shown in figure 1.1. The red boxes indicate the most important 

subjects of research, supply, access and utilization of reproductive health care. Within supply a distinction 

is made between the private and public sector, since the organization and quality of these sectors differs 

significantly. On the left of the supply-box VCT – which can prevent MTCT indirectly – and components 

that can prevent the actual MTCT are shown, this being the subject of the case study. It is shown in the 
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supply box since it is important that these services are provided and integrated within reproductive health 

care services.  

In the blue boxes the main actors that influence supply, access and utilization of reproductive health care 

are represented on the different policy levels; global, national, provincial and local. The arrows represent 

the influence that different actors have on other actors and their influence on factors that can change 

access and utilization of reproductive health care services.  

 

The green boxes represent the factors that influence access and utilization; these factors do not have an 

influence on supply. Spatial, social and individual factors influence access, e.g. time to the clinic is one 

indicator if a woman has good spatial access or not and if a woman has insurance she has better access to 

better quality care. Spatial and social factors are mutable (cf. 2.4); these factors can be changed and 

influenced by policy makers. Individual factors are the most important factors that influence utilization 

and are partly mutable; knowledge and awareness can be changed, but ethnicity cannot be changed.  

It is expected that NGOs have the largest influence on utilization, since the civil society is the most 

important actor in utilization, which was mentioned in the previous chapters.  

The concepts, actors and factors presented in this conceptual model will be discussed in the following 

chapters.  

 

 

 

Figure 1.1 – Conceptual Model 
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1.6 Research Methods 

 

In this section the research methods are discussed which are used to answer the research questions. Next 

to the actual research methods, problems that are faced during research and other important issues are 

discussed as well.  

 

1.6.1 Research Methods Supply 

 

Desk research 

Desk research, literature and data analysis were important in the first part of the research to the supply of 

reproductive health care. Policy documents were obtained from the Department of Health and articles 

with respect to reproductive health care in South Africa were analysed. This helped mainly to get an 

overview of the supply side and to create a starting point for further research.  

 

Approval Department of Health 

To conduct research in the public sector an approval is needed from the Department of Health. Without 

an approval it is not allowed to carry out interviews with people from the public government or with 

clinics/ hospitals in the public sector. Moreover, it is not allowed to hand out questionnaires without an 

approval.  

In the Netherlands I already started the procedure to get this approval; it was indicated that it would take 

four to six weeks. Basically, it means that the district director has to approve your research in her district. 

However, this took much longer than expected. After nine weeks and a lot of effort, which was week 6 of 

my field research, I finally received the approval from the Department of Health.   

 

Interviews 

Since the approval was obtained later than expected, research was started within the private sector. Semi-

structured interviews were carried out with the head sister of the maternal ward of the hospital, other 

sisters, gynaecologists and other relevant actors within the private hospital.  

After the approval was obtained in week 6 interviews were carried out with sisters and nurses of the public 

clinics, the head of the maternal and obstetric wards, the director of the Community Health Centre (CHC) 

and other relevant actors. Different persons from the Health Department that are responsible for 

reproductive health care were interviewed as well. E.g. the Maternal Health Coordinator of the Breede 

Valley and the Programme Coordinator of Reproductive Health Care of the Cape Winelands District.  

 

Quality of health care services & secondary data collection 

Originally, it was intended to measure the quality of public and private health care services. However, the 

council for health service accreditation of Southern Africa that measures the quality of health care services 

do not make their data public and without a good secondary data source it was too much work to measure 
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quality for both sectors. Therefore, it was decided to focus on the quality differences between the public 

and private sector. This data was obtained by interviews and secondary data collection.  This secondary 

data was obtained from the public and private hospital, as well as the Cape Winelands District.  

 

1.6.2 Research Methods Accessibility 

 

Questionnaires 

The main instrument of data collection to the accessibility of reproductive health care was questionnaires. 

A copy of the questionnaire is attached in appendix I.  

It was decided, in cooperation with Prof. Donaldson that questionnaires would be handed out in the 

waiting rooms of clinics and hospitals. Since, it was expected that every woman had access to a clinic only 

the degree of access differed.  

There are 13 clinics, 3 hospitals and 1 CHC in Breede Valley. Therefore, different clinics and hospitals 

were selected where the questionnaire would be handed out. The aim of this selection was to get a 

complete and diverse picture of women who made use of reproductive health care within the Breede 

Valley and to be able to make a comparison between the private and public health care sectors. Because of 

this, the sample of clinics is not random, but purposive.  

The following clinics/ hospitals were selected: 

 

Public Sector:   

- Worcester Community Health Centre (CHC) 

- Empelisweni Clinic – Zwelethemba 

- Touws River Clinic 

- De Doorns Clinic 

- Bossieveld Mobile Clinic 

Private sector:  

- Medi-Clinic (private hospital) 

- 2 Gynaecologists 
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At the public sector the CHC was selected to get a general picture from people living in Worcester. 

Women always have to visit the CHC to get a scan, and are referred to the CHC when they have problems 

with the pregnancy. This would thus give me a general picture of women living in Worcester and making 

use of reproductive health care services in Worcester. I didn’t select the public hospital, since it is a 

secondary hospital and fully based on referral health care.  

Furthermore, I especially wanted to reach women living in the township since it was expected that they 

would have the worse access; that is why I selected the Empelisweni clinic in Zwelethemba as well. In 

order to reach people living on farms as well, I selected the Bossieveld Mobile Clinic. To reach people in 

De Doorns and Touws River, I selected the clinics in Touws River and De Doorns.  

Within the private sector, there are no clinics in the Breede Valley. That is why I didn’t select private 

clinics and decided to hand out questionnaires in the Medi-Clinic and in the waiting rooms of the 

gynaecologists. 

 

Within the clinics and the hospitals I made use of convenient sampling, since women who were willing to 

help, filled out my questionnaires. Questionnaires were handed out to pregnant women and women with 

babies in waiting rooms of the clinics and the hospital. This was often done personally; therefore, it took a 

bit more time than expected.  

Since the approval of the Department of Health was obtained in week 6, a start was made with handing 

out questionnaires in the private hospital and at gynaecologists.  

 

In the private sector gynaecologists didn’t allow me to sit in the waiting room and in the Medi-Clinic there 

is no waiting room. That is why in the Medi-Clinic, questionnaires were handed out personally to the 

patients in the maternity ward and nurses were asked to do this a couple of times more. At the 

gynaecologists, questionnaires were left behind with the assistant and she would hand them out to patients. 

However, this strategy was not very effective. A lot of women who visited the gynaecologists didn’t want 

to cooperate and only 4 questionnaires were received at the end. At the Medi-Clinic were 40 

questionnaires obtained.  

Since some people that visit public clinics visit the private health care services sometimes as well, the total 

amount of women that have an opinion about the private sector will be higher than 44. This still makes it 

possible to make a comparison between the public and the private sector.  

 

The waiting room was an appropriate place to hand out questionnaires in the public sector, waiting rooms 

were at every clinic and at the CHC as well. After I received my approval I was allowed to interview 

women in the waiting rooms. This was very effective since waiting rooms are very crowded, especially in 

the morning, in the public sector.   

I had some trouble with the questionnaires in the Empilisweni Clinic, since my questionnaires were only 

in English and Afrikaans and most women waiting there spoke Xhosa. Nevertheless, I was still able to 
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receive enough questionnaires since a woman from a NGO – Mothers 2 Mothers – helped me with 

translating the questionnaire. 

In total; I managed to get 187 questionnaires. The division of the questionnaires among the clinics and 

among different population groups is shown in table 1.1.  

  Population group    

  
Amount 
Questionnaires % Black % Coloured % White 

% Asian/ 
Indian % unknown

Medi Clinic 40 5 32,5 55  - 7,5
Gynaecologist 4 - 25 75  -  
CHC 49 10,2 81,6  -  - 8,2
Empilisweni Clinic 33 87,9 6,05  -  - 6,05
De Doorns Clinic 29 44,8 51,7  -  - 3,5
Touws River Clinic 30 6,66 86,66 3,33  - 3,33
Bossieveld Mobile Clinic 2  - 100  -  - -
TOTAL 187 27,3 52,9 13,9  5,9

 

Table 1.1 – Amount and properties of collected questionnaires – Source: Fieldwork, 2009 

 

Interviews 

Besides the questionnaires that were handed out in clinics and hospitals, interviews were held with women 

sitting in the waiting room. Through these interviews, different aspects were explained in a bit more detail 

and even some new issues were touched upon.  

Interviews with nurses, sisters and social workers helped to explain accessibility as well.  

 

1.6.3 Research Methods Utilization 

 

Secondary data collection 

Data about the utilization of reproductive health care is mainly obtained by secondary data research. A lot 

of secondary information about the utilization from the health department was received from the Cape 

Winelands District and both hospitals.    

 

Questionnaires 

In my questionnaires there were useful questions with regard to utilization as well. Especially information 

from women, like population group and medical aid scheme were useful for the utilization aspect.  

 

1.6.4 Research Methods Case Study 

 

The data that was collected for the case study was mainly done through the same methods as in my main 

research. In the beginning, desk research was used and semi-structured interviews with key persons were 

carried out (e.g. the subdistrict coordinator of HIV in the Breede Valley); to discover the prevention 
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methods offered in the Breede valley and to analyze how this delivery system is organised in practise. 

Since different NGOs are involved in the supply or awareness of Prevention of MTCT (PMTCT) services, 

interviews were carried out with them as well.  

The awareness and utilization of the services that can prevent MTCT were mainly researched by the same 

questionnaires which were handed out for the main research. Besides this, semi-structured interviews were 

carried out with women. Also, for the utilization aspect, secondary data was received from the 

Department of Health.  

 

1.6.5 Weaknesses of Data Collection 

 

Like in almost every research there were some weaknesses in the data collection.  

Clinics were selected by purposive sampling; the aim was to obtain a general picture of reproductive 

health care in Breede Valley and to be able to compare the private and public sector. Within these clinics 

women were selected by convenience sampling. Due to these sampling methods the selection of cases was 

not random; which is a shortcoming. Random sampling provides a more general picture of a population. 

However, random sampling is very costly and time-consuming. Therefore, women that couldn’t come to 

the clinic – due for example transport issues – are not included in the sample.  

Another weakness in the data collection was language. The questionnaires were available in English and 

Afrikaans. However, not every woman speaks English or Afrikaans. Therefore, translations to Xhosa were 

used in the Empelisweni clinic. However, not every woman indicated that she couldn’t understand English 

or Afrikaans or only partly; which can result in weaknesses in the data collection.  

This reservation of women to indicate what they understand could have led to more weaknesses in the 

data collection. Questions were sometimes too hard for women, which resulted in questions that were not 

answered properly. Also, some women are not fully literate, and these women are often too embarrassed 

to indicate this.  
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Chapter 2 Reproductive Health Care gaining Importance 

 

This chapter discusses the most important theories and themes related to reproductive health care services. 

It addresses the research question ‘What are the most important themes and theories discussed in the 

literature which are related to reproductive health care services?’.   

First, general theories are discussed with a strong emphasis on Sen’s Capability approach. Next, the theme 

reproductive health care and its aspects access and utilization will be discussed. Finally, attention is paid to 

the subject of the case study; MTCT, with a special focus on its integration within reproductive health care 

services.  

 

2.1 General Theories related to Reproductive Health Care 

 

This section discusses general theories related to reproductive health care. It starts with a discussion of the 

early theories about population and development and addresses the move to more social approaches 

which leaded to the capabilities approach of Sen.  

 

2.1.1 Population & Development 

  

The earliest discussions about reproductive health and development were related to the contribution of 

population growth to development. Usually the approaches were focused on the effects of economic 

growth on population growth. However, during the 50s approaches that discussed the effect of 

population growth on economic growth were increasing (Strassman, 1960, p. 237-238). The best known 

work in this genre was that of Coale and Hoover (1958) and of Malthus. Coale and Hoover demonstrated 

that low fertility brought economic growth and poverty reduction, high fertility inhibited it. High fertility 

was keeping poor countries from investing in order to increase national income fast enough to keep up 

with their rapidly growing populations (Greene and Merrick, 2005, p.6). Birdsall showed with empirical 

evidence a relation between total fertility rate and income in developing countries; see figure 2.1. This 

graph shows the negative relation between high fertility rate4 and national income (Dasgupta, 1995, p. 

1882).  

 

                                                 
4 The fertility rate is the average number of children that is born to a women over her lifetime (Dasgupta, 1995, pp. 
1820). 
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Figure 2.1 – Fertility in relation to income in developing countries – Source: Birdsall, 1988 in: Dasgupta, 

1995, p. 1882 
 

Where Coale and Hoover focused on fertility and economic growth, Malthus focused on population 

expansion and agricultural output. According to Malthus the ultimate limit on population expansion was 

the inability of the land to produce sufficient food to continue to sustain the population surge. 

Agricultural output could only rise with ‘arithmetic progression’, at the rate of 1,2,3.. and so on, this would 

be slower than the population growth that would grow at a geometric growth rate. An increasing 

population would somewhere lead to a food shortage. According to Malthus some forces could slow 

down this process, like slowing down the population growth. This could happen by preventive checks; 

reduce the number of births by late marriage, sexual abstinence and positive checks; increase death rates 

(Cypher and Dietz, 2009, p. 114-118; Lipton, 1989, p. 217-219). 

These approaches gained new attention in the 1990s when Bloom Kelley, Mason and others analyzed 

trend data for the 1980s and early 1990s. They found that fertility decline and associated changes in the 

age structure of populations in East Asia created demographic opportunities (Greene and Merrick, 2005, p. 

6). There were sceptics as well who didn’t agree with this approach.  

Eastwood and Lipton contributed to these theories by focusing on inequality in demographic transition 

processes. They question whether the poor, whose fertility and mortality transitions usually lack behind 

those of the non-poor, are taking fewer advantages of the societal-level increases in average consumption 

resulting from the demographic bonus (Greene and Merrick, 2005, p. 7; Eastwood & Lipton, 2001).  

Dasgupta added another dimension to these theories; he focused more on the livelihoods. He emphasized 

the need to look more closely at the household as a social decision-making unit and to recognize social 

mechanisms and individual household decisions which lead to outcomes that can be a collective failure. 

Decision making about who gets access to health and who has the power to negotiate safe sex, when the 
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risk is high to be infected by HIV/AIDS can be constrained by gender imbalances, income, education and 

so on (Greene and Merrick, 2005, p. 7; Dasgupta, 1995).  

 

2.1.2 Leading towards more social approaches 

 

While the previous discussed population theories that influenced development thinking, they didn’t offer 

an ‘holistic’ approach. One of the most influencing holistic approaches, promoted by Margaret Thatcher 

in England and Ronald Reagan in the United Stated in late 1970s, is neoliberalism. Neoliberalism 

represents a shift towards the market system away from the state-led economy. This resulted in a renewed 

focus on Adam Smith and his free market which contributes to development. Therefore, the most 

important components of neoliberalism were fiscal authority, privatization, deregulation and trade 

liberalization. However, neoliberalism only focused on the ‘supply-side’ of development; it focused on the 

government and made use of a top-down approach. As a reaction to this, other approaches were 

developing, like ‘alternative development’, which rejected development as a whole, ‘basic needs’, which is 

focused on the basic needs of the poor people and development discourses who take culture into account 

(Rapley, 1996; Nederveen Pieterse, 2004; Schech & Haggis, 2008).  

Well-being gained thus importance in development thinking. One important contributor who elaborated 

on the previous discussed theories and added well-being to his holistic approach is Amartya Sen.  

His theory, focused on functionings and capabilities, and is known as the ‘capabilities approach’.  

 

2.1.3 Sen’s Capabilities Approach 

 

The capabilities approach of Sen includes the components poverty, well-being, equity and development. 

People should no longer be evaluated according their income; but according their well-being. This 

approach is focused on capabilities and functionings that people have. Functionings are achievements of 

people, capabilities refers to the ability to achieve. Functionings encompasses different aspects of living 

conditions, where capabilities are notions of freedom; what life options that people have and to what 

extent they are free to choose. With regarding to health; good health would be a functioning; an important 

end in itself to reduce poverty, the capability would be the individual freedom to achieve good health. To 

ensure this freedom, resources are needed; money, food etc. The ability to use commodities is influenced 

by personal, social and environmental factors (Gasper, 2000; Gandjour, 2005; Greene and Merrick, 2005).  

Sen puts a great emphasis on freedom and democracy. They are not only instruments, they have an 

intrinsic value as well (Gasper, 2000; Gandjour, 2005).  
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2.1.4 Segregation and exclusion 

  

Social exclusion can be defined as ‘the process through which individuals or groups are wholly or partially 

excluded from full participation in the society in which they live’ (Kabeer, 2004, p. 1).  

Economic theories have focused on paradigms of disadvantage, generally taking the individual or a 

household as the unit of analysis. These approaches lead to a general idea that social exclusion has to do 

with income or expenditure shortfalls. The poor in this paradigm don’t have the freedom to make 

decisions about their resource allocations and institutional arrangements, because they are poor. This leads 

to a model which ranks individuals or households by their income (Kabeer, 2004).  

Sen argues that social exclusion is, like poverty, not only related to income; it has to be seen in relation to 

capabilities as well.  

 

‘If poverty is seen in terms of income deprivation only, then introducing the notion of social 

exclusion as a part of poverty would vastly broaden the domain of poverty analysis. However, if 

poverty is seen as deprivation of basic capabilities, then there is no real expansion of the domain 

of coverage, but a very important pointer to a useful investigative focus (Sen, 2000, p.45)’. 

  

Sen argues that the real importance of the idea of social exclusion lies in emphasizing the role of relational 

features in the deprivation of capability and thus in the experience of poverty. So, when not all people 

have the capability to achieve their functionings; social exclusion or segregation can arise (Sen, 2000, p. 6).   

When access to health care services is not equal, this requires not only the achievement of good health and 

access to health care services; it requires also the capability to achieve good health (Gandjour, 2008).  

 

According to Sen it is important to distinguish between the constitutive relevance and the instrumental 

importance of exclusion. Constitutive relevance of exclusion is referring to the fact that exclusion can be 

of intrinsic importance on its own; it can even be a deprivation. Sen gives the example of not being able to 

mix with others. The instrumental importance of exclusion is referring to the fact that exclusion doesn’t 

have to be in itself terrible, but which can lead to very bad outcomes (Sen, 2000, p. 12-14). 

Another distinction that Sen makes is the distinction between active and passive exclusion. He makes this 

distinction clear with an example:  

 

‘When, for example, immigrants or refugees are not given a usable political status, it is an active 

exclusion, and this applies to many of the deprivations from which minority communities suffer 

in Europe and Asia and elsewhere. When, however, the deprivation comes about through social 

processes in which there is no deliberate attempt to exclude, the exclusion can be seen as a 

passive kind (Sen, 2000, p. 14-15)’.  
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2.2 Reproductive Health Care 

 

In this section the concept reproductive health care is discussed in term of its definition, importance and 

its supply, accessibility and utilization.  

 

2.2.1 Definition of Reproductive Health Care 

 

Reproductive health was not always of importance on the international development agenda. The 

provision of special care during pregnancy through the public health services was a relatively late 

development in modern obstetrics. International awareness of the tragedy of maternal mortality grew 

when the authorities of Great Britain decided around 1930 that it must be an integral part of maternity 

care. National governments and NGOs were beginning to cooperate to ensure that pregnant women in 

developing countries also had access to reproductive health care (WHO, 2003, p.1). 

 

The International Conference on Population and Development (ICPD) which was held in 1994 in Cairo 

adopted the following definition of reproductive health:  

 

‘Reproductive health is 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. Reproductive health therefore implies that people are able to have a 

satisfying and safe sex life and that they have the capability to reproduce and the freedom to 

decide if, when and how often to do so. Implicit in the last condition are the right of men and 

women to be informed and have access to safe, effective affordable and acceptable methods of 

family planning of their choice, as well as other methods of their choice for regulation of fertility 

which are not against the law, and the right of access to appropriate health care services that will 

enable women to go safely through pregnancy and childbirth and provide couples with the best 

chance of having a healthy infant’ (Cook et al, 2003, p. 12).  

 

In this research the focus will lie on the last part of this definition, ‘the right of access to appropriate 

health care services that will enable women to go safely through pregnancy and childbirth and provide 

couples with the best chance of having a healthy infant’. 

This implies that there must be good reproductive health services available and that women must have 

access to these services. Subsequently, the utilization of these services is important as well.  
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2.2.2 Importance of Reproductive Health Care 

 

Reproductive health is not only important for the health of women and children. It will also have an 

impact on the economy of a country by reducing the working population when the epidemic is heavy. 

Green and Merrick (2005) conducted research as to whether poor reproductive health outcomes have an 

effect on education, health and household well-being. In other words; whether health outcomes 

undermine the capabilities of poor women to escape poverty. In their research they conclude that poor 

reproductive health outcomes have a great impact on health and to a lesser extent on education and 

household well-being. However, the indirect impact is to a greater extent on household well-being and 

education (Greene & Merrick, 2005).  

 

2.3 Supply of Reproductive Health Care 

 

Within the organization of health care services the concept quality is of importance. There is no accepted 

definition of the quality of care, Campbell et al suggest that the quality of health care for individuals is 

defined by the ability of access to health care, that users actually get care they need and that the received 

health care is effective (Campbell et al, 2000). Within this study the focus of quality lies mainly on the 

effectiveness of the organization of health care services since the other elements are related to accessibility. 

When the quality of the supplied health care is high it improves clinical outcomes and satisfaction of the 

physician and the patients while reducing costs (Kenagy et al, 1999).  

In development countries a big problem is waiting times in clinics or hospitals which diminish the quality 

of health care. This is mainly caused by a demand which is exceeding the supply of health care. However, 

this is often not the only problem; often problems are related to the organization of health care services as 

well. According to Murray and Berwick there are six elements which can reduce waiting times and can 

therefore, increase quality. The first element of this strategy is balancing supply and demand; this can be 

done by increasing staff or by decreasing the amount of patients. The second strategy is reducing backlogs; 

often work from days earlier is increasing the work of today. The third element is reducing the variety of 

appointment types; e.g. distinctions between urgent or routine care and between short and longer 

appointments can manage the demand more effective. A fourth element is developing contingency plans 

for unusual circumstances; to keep demand and supply in balance on a daily basis. The fifth is related to 

the first element, namely the reducing of demand. This can be done by appointments that cover multiple 

problems and by physicians that have their own patients; it is proven that if a patient sees the same 

physician every time, time will be reduced. The last and sixth element is the increasing and availability of 

bottleneck resources. For example; giving higher responsibilities to nurses that can take over tasks of 

doctors (Murray, 2003; Murray and Berwick, 2003). 
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2.4 Accessibility and Utilization of Reproductive Health Care 

 

There has long been an interest by geographers to measure accessibility in terms of spatial access (Morill et 

al, 1970; McGuirk & Porell, 1984; Weber & Kwan, 2002). Spatial accessibility is an important factor that 

determines accessibility of health care services. However, social and individual factors, like race and 

income, are important as well, but often overlooked in studies that are undertaken to accessibility (Fuchs, 

2004; Guagliardo, 2004; Geurs, 2006). 

Anderson constructed the most influencing models with respect to the access and utilization of health 

care and was one of the first to recognize the importance of social factors in accessibility.  

In figure 2.2 a framework of Anderson and Aday is shown which they constructed in 1974. This 

framework describes those factors that inhibit or facilitate entrance to the health care delivery system as 

well as measurements of utilization. According to this model, utilization is measured by the type and 

frequency of services consumed and this is influenced by factors on two different levels. Characteristics of 

the health system – resources and organization – can have a direct or an indirect influence on the 

utilization through the characteristic of the population or through consumer satisfaction. Social 

accessibility is reflected in the box that describes the ‘characteristics of population at risk’. Variables such 

as predisposing, enabling and need are important in this respect (Anderson & Aday, 1974; Reibling & 

Wendt, 2008).   

Predisposing characteristics includes those variables that describe the propensity of individuals to use 

services; the chance that they will be ill and use services. This includes age, sex, race religion etc. The 

enabling component describes the ‘means’ that individuals have available for the use of services. The need 

component refers to the illness level. The realized access is the same as the utilization level of the services. 

Therefore, these determinants influence the access of health care as well. All these components have a 

mutable (changeable) and an immutable part, which means that a part can be influenced by different 

factors, like policy, and another part can not be influenced (Aday and Anderson, 1974; Anderson, 1995).  

 



 27

 

In this framework Anderson shows that these population characteristics can lead to inequality of access to 

health services/ behaviour. This can be evident through for example the enable component. This 

component can include income; if you have less income you will have a lower chance to get access to 

health services. But Anderson also includes the variable ‘race’ in predisposing characteristics; this can have 

an effect on the access to health services as well. In the component consumer satisfaction there is the 

variable information; this influences the utilization of health services as well. This relates to awareness; if 

you are not aware of certain health services you will not make use of these health services.  

Anderson gives in his later model a definition of equitable access. According to Anderson equitable access 

is reached if demographic characteristics and the need to health care are dominant in the use of health 

services. Inequitable access is present if social structure, health beliefs and enabling resources are 

dominant in the use of health services (Anderson, 1995).  

 

In a later model in 1995 Anderson included the external environment which can influence population 

characteristics. He also included the perceived health status and evaluated health status as an outcome of 

Figure 2.2 – Framework for the study of acces – Source: Aday and Anderson, 1974 
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the access and utilization of health care, next to consumer satisfaction. The last thing that he included was 

feedback loops. E.g. health status can influence for instance the need to health care (Anderson, 1995).  

According to Reibling and Wendt, Anderson didn’t include the country level in his model. That is why 

they constructed a new model which includes policies on the country level. However, I do not fully agree 

with this, since this is represented by the resources and organization components within the characteristics 

of the health delivery system in the model of Anderson & Aday in 1974 (Reibling & Wendt, 2008).  

Geurs gives an even more complete model of accessibility. Besides the individual and the transportation 

component, which Anderson and Aday distinguish as well, he distinguishes the land-use and temporal 

component. The land-use component is referring to the land use system, like the amount quality and 

spatial distribution opportunities and the demand for these opportunities. The temporal component is 

referring to temporal constraints, like the availability of opportunities on different times a day (Geurs, 

2006).  

 

Awareness 

Awareness of health care services is important for the utilization of services that can prevent Mother-To-

Child Transmission of HIV as well as in reproductive health care services. Awareness is often referred to 

knowledge of means or information. In literature, knowledge is often related to schooling. Schooling can 

improve health in many ways; schooling helps people to choose healthier life-styles and improves 

knowledge of health care facilities and treatments (Kenkel, 1991). 

However, education is not always effective since there is often a gap between awareness and behaviour of 

persons. This is especially noticeable in education that is related to HIV and sexuality. Often knowledge is 

relatively high about these subjects, but this does not always result in behaviour according to this 

knowledge. James et al show in their study that programmes that take into account culture by trying to 

overcome barriers to effective education are often more effective (James et al, 2004). An important 

example of this is by overcoming the Aids-stigma. The Aids-stigma has a big impact on testing and care 

and can interfere with the coping and management of the disease (Chesney & Smith, 1999) 

 

2.5 Mother to Child Transmission of HIV 

 

In this section the concept MTCT is presented by discussing its importance and the services which can 

prevent its transmission.  

 

2.5.1 Importance of MTCT 

 

HIV, the human immunodefiency virus, is a sexually transmitted disease that attacks your CD4-cells, 

which are necessary to prevent you from becoming infected by diseases. AIDS is the worst manifestation 

of HIV; 50% of the untreated HIV-infected people get AIDS within ten year. The majority of the HIV-

infected people do not have visible symptoms (Feenstra et al, 2005, p. 365).  
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In 2003 approximately 2,5 million children up to the age of 15  are infected with the HIV-virus (Feenstra 

et al, 2005, p. 637). In most cases, children acquire the HIV infection from their mother during pregnancy; 

in the uterus, when they are giving birth to a child (in figure 2.3 described as ‘labour’) or through breast 

milk. (Cook et al, 2003, p. 324; WHO, 2001). The estimated risk, expressed in transmission rate is shown 

in figure 2.3. This is a general figure, which cause has the highest risk in a country, will depend on local 

factors.  

 
Figure 2.3 – Estimated risk and timing of mother-to-child transmission of HIV – Source: WHO, 2001 

 

The gap between developed and developing countries in terms of transmission of HIV has been growing. 

In developing countries 30 to 50% of all HIV infections in young children are acquired through breast 

milk. And almost 90% of women in developing countries have no idea that they are infected. However, 

breast feeding protects children from other infections (Cook et al, 2003). 

Since the size of this problem is enormous in South Africa as well, it is an important component of 

reproductive health care. It causes the most deaths within reproductive health care. That is why this is 

focus of the case study within this research.  

 

2.5.2 Services that can prevent MTCT 

 

There are existing medicines which can lower the MTCT-risk to almost zero per cent. When a HIV-

infected woman is pregnant there are five measures which immediately should be applied. The first is to 

start antiretroviral therapy; these are medicines which the pregnant women must take. The second 

measure is necessary when the viral load is bigger than 500; than a caesarean section by delivery should be 

applied. When somebody has a viral load of 500 it means that HIV is highly present in the blood of the 

patient. The third measure is concerned with the baby; when it is born it can be treated with medicines to 

prevent it from becoming HIV-infected. The fourth measure states that a women should not breast feed 

and the last, and fifth measure, describes that a infant should be checked until 18 months old (Feenstra et 

al, 2005, p. 637).  

The previous measures that are discussed are often not available in developing countries. However, they 

should be applied as much as possible.  
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PMTCT should not only be targeted on the transmission of HIV when a woman gives birth to her child, 

but also in a later phase; for example breast feeding. Prevention of HIV transmission can also occur in an 

earlier phase. An example of this is the use of contraception.  

A report of a meeting of the World Health Organization in Switzerland offers a comprehensive approach, 

based on experiences in other countries, to prevent HIV infection in infants and young children. This 

approach includes four components; displayed in figure 2.4. The first component is the primary 

prevention of HIV infections. WHO states that this is an efficient way of preventing secondary 

transmission to infants, while it also provides other benefits. The second component is preventing 

unintended pregnancies among HIV-infected women. Women should make informed choices about their 

reproductive lives. The third component relates to preventing HIV transmission from HIV infected 

women to their children. This can include antiretroviral drug use, safer delivery practices and infant 

feeding counselling and support. The fourth and last recommended component is providing care for HIV 

infected mothers and their infants (WHO, 2002). 

 

 
Figure 2.4 – A framework for a comprehensive approach to prevent HIV infection in infants and young 

children – Source: WHO, 2002 
 

Another report of the World Health Organization describes another, but almost similar, approach for 

prevention of MTCT. It emphasizes the United Nations three-pronged strategy to prevent transmission of 

HIV to infants; which are almost similar to the previously discussed measures. The first part of the 

strategy is the primary prevention of HIV among parents-to-be. The second part of the strategy is the 

prevention of unwanted pregnancies among HIV-infected women. The third part is the prevention of 

HIV transmission from HIV infected women to their infants through the provision of antiretroviral drugs 

to HIV-infected pregnant women and their infants, safe delivery practice, and counselling and support for 

safer infant feeding practices. Thus, the United Nations emphasizes the same components. In figure 2.5 

the different components of the programme and their contribution to this strategy is shown (WHO, 2001). 
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Figure 2.5 – MTCT-prevention programmes and their contribution to the three pronged strategy – Source:  

WHO, 2001 
 

WHO emphasizes that it is also important to provide and improve (psychosocial) care and support 

services for HIV infected individuals and their families (WHO, 2001). 

 

Another important service for prevention and treatment is Voluntary Counselling and Testing (VCT). 

VCT can inform persons about the prevention of getting HIV; for example, by getting information about 

contraception. People who are tested for HIV can immediately seek appropriate information, support and 

treatment as well. But Voluntary Counselling and testing is also aimed to identify which pregnant women 

are HIV-positive so that they can receive a short course of antiretroviral drugs to prevent transmitting 

HIV to their infants (WHO website; Stover & Fahnestock, 2006, p. 8). Since this is an important 

component to prevent MTCT as well, the focus of the case study will be on the methods that can prevent 

the actual transmission as well as on VCT.  

VCT is not the only form of testing that can identify people in need of treatment. Diagnostic testing is 

another approach where testing is offered to all patients seeking healthcare with conditions that might be 

related to HIV, such as tuberculosis. Diagnostic testing may or may not be voluntary and it may not 

include the same counselling and post-test support that is part of most VCT programs (Stover & 

Fahnestock, 2006, p. 8). 
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2.6 Integration PMTCT services within Reproductive Health Services 

 

HIV and reproductive health care services are strongly related. Therefore, a lot of researchers recognize 

the importance of the integration of services that can prevent MTCT within Reproductive Health Services. 

If services, that can prevent HIV from being transmitted from mother to child, are more integrated in 

reproductive health services, the rate of MTCT can be reduced. This implies access to HIV counselling 

and testing through reproductive health services, family and safe abortion services that consider the need 

of HIV positive women, prevention services of HIV transmission from HIV-positive pregnant women to 

their infants that are integrated in reproductive health services, sex education and promotion of safer 

sexual relationships etc (Berer, 2003).  

The World Health Organization and the United Nations emphasize the importance of the integration of 

prevention services of HIV within reproductive health care as well. They mention different benefits by 

integrating both services. These include better access to and uptake of key HIV and SRH services, better 

access of people living with HIV, a reduction in HIV-related stigma and discrimination and an improved 

coverage of people who are difficult to reach. It has thus a major impact on the improvement of access to 

both services. Besides these advantages it will also improve the quality of care; there will be less 

duplication of efforts and resources and there will be greater support for dual protection. Another 

important advantage resulting from this is that there will be less utilization and will reduce the workload of 

nurses, doctors etc (WHO, 2007; WHO, 2008).  

However, important in this integration is that stakeholders are committed and that funding is sustainable. 

Clinics should be appropriately staffed and commodities and equipment should be available. This is of 

course also important when these services are not integrated. When women are not empowered enough, it 

is not quite sure if this integration within reproductive health care works quite as well. E.g. women should 

have the authority to make the decision if they want to do an HIV-test (WHO, 2008).  

Nevertheless, despite these conditions, the benefits of the integration of HIV and SRH will pay off.  

  

2.7 Concluding Remarks 

 

International awareness about the importance of reproductive health care grew after 1930, when 

authorities of England focused their attention to the high maternal mortality rates. However, it was still 

not an integral part of development thinking. It gained importance after the introduction of well-being in 

development thinking. After 1970 different theories were developed, which contributed to more social 

approaches, like the capabilities approach of Amartya Sen. These more social approaches contributed to 

the importance of reproductive health care.  

Nowadays, health care is on every national development agenda. However, still problems with 

reproductive health care services exist, mainly related with access to these services. Access is determined 

by predisposing characteristics; like sex and religion, enabling components; the means that individuals 

have available and by the need; this latter is referring to the illness level. If access is determined by a 



 33

mutable part of these components, like income, access can be changed. A plausible solution for countries 

that face inequalities of access seems therefore, changing the mutable parts.  

Mother-To-Child Transmission of HIV is important since it causes the majority of child deaths by HIV. 

Programmes that aim to prevent MTCT should offer an holistic approach and should aim to integrate 

prevention methods within reproductive health care services. This improves access and reduces the Aids-

stigma and discrimination.  
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Chapter 3 Reproductive health care in South Africa 

 

In this chapter the regional framework will be presented which will address the research question: ‘What 

characteristics of South Africa are of importance for this research?’.  

First the South African Context will be discussed and important characteristics for my research within 

South Africa. This will have a special focus on the legacy of the apartheid, decentralisation related to 

health within South Africa and AIDS Policy in South Africa. Subsequently, the regional and local context 

of the area where I will conduct my research will be discussed.  

 

3.1 South Africa 

 

South Africa is located at the most Southern tip of Africa next to the countries Namibia, Botswana, 

Zimbabwe, Mozambique and Swaziland. Lesotho is totally enclosed by the country. Approximately 48 

million people live in South Africa and eighty per cent of them are African. Other ethnic groups 

represented in South Africa are whites, Indian/ Asian and coloureds, which is a mixture between different 

ethnic groups. The constitution recognizes eleven official languages and the country is divided into 9 

provinces, which are shown in figure 3.1. Almost 80 per cent of the people living in South Africa are 

Christian (Burger, 2008). 

The country is headed since Apartheid in 1994 by the African National Congress (ANC), and its current 

President is President Kgalema Mothlante (Burger, 2008). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.1 – Provinces of South Africa – Source: Solomon et al; 2004 
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South Africa is one of the wealthiest countries of Africa and was ranked 125th out of 179 on the Human 

Development Index (HDI) in 2007. In 2006 its economic growth was 5%, which was the highest 

economic growth in 25 years (Burger, 2008).  

 

3.2 Apartheid 

 

The term ‘Apartheid’ was used as a political slogan of the National Party in the 1940s, in 1948 the 

discrimination policies of Apartheid were customized under law. However, the segregation of black and 

white people already had a long history, dating back to the times of colonialism. Apartheid was more a 

continuation of policies of previous governments. Though the implementation and enforcement of 

apartheid was accompanied by suppression, continual resistance to apartheid existed within South Africa. 

As antiapartheid pressure mounted within and outside South Africa, the South African government, led by 

President F. W. de Klerk, began to dismantle the apartheid system in the early 1990s and he released 

political prisoners, among them, Nelson Mandela. The ANC, enjoying popular recognition and legitimacy 

as the foremost liberation organisation, was increasingly regarded as a government in waiting. In 1994 the 

country's constitution was rewritten and free general elections were held for the first time in its history. 

The ANC emerged from the election with a 62% majority and Nelson Mandela became the first South 

African black president (South African Government, 2009; Africanencyclopedia, 2009).  

 

With the abolition of apartheid the segregation in law between white and black people doesn’t exist 

anymore. However, there are studies that show that there is still segregation between races in South Africa 

and that people are still excluded. Adato, Carter and May show in their research that there is persistent 

poverty in South Africa, for a part caused by the polarization that still exists in South Africa. This 

polarization results in lacking social capital for the lower classes, which results in a lower access to assets 

and incomes (Carter and May, 2001; Adato, Carter and May 2004; 2006). 

 

3.3 The rising importance of Health Care in South Africa 

 

After Apartheid health care became more important in South Africa. This is mainly noticeable through its 

policies, which are discussed in this section with special attention to the District Health System (DHS) and 

the Primary Health Care (PHC) approach.  

 

3.3.1 Health Care policy after Apartheid & DHS 

 

South Africa has a unitary but decentralized system of government, which was implemented after 1994; 

the abolition of apartheid. Consequently, the decentralization process in South Africa is still in an early 

stage. The 1994 post-Apartheid system created three tiers (‘spheres’) of government: national government, 

nine provincial governments (4 white and 5 black homelands) and 284 local governments. The 
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constitution assigns functions to the three spheres of government. The apartheid government had very 

little expenditure available for education, health and other basic needs, the new government in 1994 

increased their budget for these issues. The national and provincial governments are responsible for 

functions like school education, health, welfare and housing. In practice this means that the national 

government determines policy and provincial governments are responsible for implementation.  The 

functions of the local government stayed approximately the same after 1994. Approximately two-thirds of 

local functions (in budgetary terms) involve user fee services like electricity, water and sanitation, while the 

remaining third involves the provision of public goods such as municipal and household infrastructure, 

streets, streetlights, and garbage collection. The South African constitution promotes cooperation between 

these different levels (Momoniat, 2001; McEwan, 2003; Elhiraika, 2007) 

 

After Apartheid new commitments were made in the health sector. Reproductive health gained more 

importance; new laws and commitment were made after Apartheid, which are described in Box 3.1.  

According to McIntyre and Klugman (2003), two processes of decentralization had an impact on the 

health sector. First, there was a process of devolution of considerable authority to provincial and local 

governments. Devolution is the creation or strengthening of sub-national levels of government, to have 

considerable political and managerial decision-making authority with respect to a range of functions. The 

second form of decentralization in South Africa was that of deconcentration of provincial health 

department to health districts, and in some provinces to regions. This was called the District Health 

System (DHS) and this system had to facilitate universal access to essential health care, health promotion 

and effective use of resources. The creation of health districts occurred in most provinces before local 

government boundaries had been finalised. As a result, health district boundaries are frequently not 

consistent with local government boundaries. This often leads to confusion about responsibility. 

(Department of Health, 1997; McIntyre and Klugman, 2003).  

 

Box 3.1 – Post Apartheid: New laws and commitments concerning reproductive health – Source: 
McIntyre and Klugman, 2003 

New laws and commitments 
 
After the apartheid new laws and commitments were made concerning reproductive health policies, 
including:  
 

- Free care at all levels of the health service for pregnant women and children under six years of 
age 

- Free health care for all South Africans at primary care level 
- Abortion on request in the first trimester of pregnancy and on medical and socio-economic 

grounds thereafter 
- National cervical screening programme 
- A system of confidential enquiries into maternal deaths 
- A school feeding programme 
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The main stakeholders in the development process concerning health care are the central government, the 

provincial government and to a certain extent the local government. 

The national government is represented by the national Department of Health and formulates the main 

policies, decision making processes, referring to health. However, provincial and local government health 

departments are expected to have an input in policy-making as well, but this is often not the case. The 

provincial and local government are mainly implementing these policies. However, the White Paper 

describes that implementers should be involved in decision –and policy making. There are a number of 

structures in place to ensure that senior provincial and local government health managers are involved in 

determining new policy directions. For instance, the Provincial Health Restructuring Committee (PHRC); 

which includes the heads of the national and all nine provincial health departments to discuss policy and 

implementation issues. Efforts are thus made to include these managers in decision-making. However, 

other involvement of health managers does not occur to any great extent. Managers at the regional, 

district and facility level feel excluded from decision-making processes, and thereby feel undervalued and 

disempowered. Because of this lack of communication those who are expected to implement the policy 

decisions on the very low level, are not included in these decision-making processes. The lack of 

communication, particularly about the reasons underlying it, has resulted in health workers and lower level 

managers forming their own opinions, frequently negative, about the value of this policy (McIntyre and 

Klugman, 2003).  

 

Deconcentration, which resulted in the District Health System, was combined with the introduction of 

fiscal decentralization. Fiscal decentralization, in contrast with policy-making, resulted in considerable 

autonomy within the provincial and local government spheres deciding on the allocation of resources 

between health and other sectors. The main aim of fiscal decentralization in South Africa was to improve 

the efficiency of service delivery by aligning sub-national government expenditure with regional and local 

priorities (Elhiraika, 2007; Momoniat, 2001).  

Provincial governments are responsible for the implementation of the most important social services, 

including health (again; the national government is responsible for policy). Local governments are 

responsible for the provision of public goods and user services. In terms of actual spending the provinces 

spend the largest amount of money. In health, the provincial government spends even 94% of the 

national expenditure (Elhiraika, 2007; Momoniat, 2001). 

Provincial governments have thus the largest expenditure on health. However, they still have a heavy 

dependence on the transfers of money of the national government due to the intergovernmental transfer 

system. This suggests that the benefits from fiscal decentralization in terms of improved service delivery 

due to enhanced transparency and accountability to local citizens are likely to be limited. The same is true 

for the local health departments; they are to some extent dependent on subsidy allocations from provincial 

health departments (Elhiraika, 2007; McIntyre and Klugman, 2003). 
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3.3.1.1 PHC approach 

 

During Apartheid services were very unequally divided between different races in South Africa. Services 

were better for white people than for black people, and people in the rural areas were significantly worse 

off in terms of accessibility to services compared to urban areas. In terms of expenditure; tertiary services 

were prioritised above PHC services in poorer areas (Department of Health, 2001).  

In order to address and transform this health care system, the Department of Health created the ‘White 

paper for the transformation of the health system in South Africa’ with the following mission’s statement:  

 

‘To provide leadership and guidance to the National Health System in its efforts to promote and monitor the health of all 

people in South Africa, and to provide caring and effective services through a primary health care approach’ (Department of 

Health, 1997).  

 

The most important aims of restructuring the health system were to unify the fragmented health services 

at all level into a comprehensive and integrated health system, to reduce disparities and inequities in health 

service delivery, to give priority to maternal, child and women’s health and to mobilise all partners, 

including the private sector, NGOs and communities. These aims leaded to the report in 2000; ‘The 

Primary health Care Package for South Africa; a set of norms and standards’, which aim was to stimulate 

the PHC approach in South Africa (Department of Health, 1997; Department of Health, 2000).  

This report resulted in free PHC for everyone, the geographical spreading of clinics, more attention to 

community based health care delivery and strategies to cope with the tight supply of health care workers. 

Part of these strategies is to make nurses primary health care workers in clinics (Department of Health, 

2000). 

 

The access to PHC has increased from 67 million visits in 1998/99 to 102 million visits in 2005/06. The 

rates of visits per person rose from 2.1 visits per year to 2.2 visits per year. The primary reproductive 

health care that is offered contains antenatal, postnatal and maternity care (Statistics South Africa, 2008). 

 

3.4 Reproductive Health Care in South Africa 

 

During times of apartheid reproductive health services were mainly focused on reducing the size of the 

black population and to increase the white population. In the 1980s the focus of reducing the population 

size changed and the focus shifted to economic development and the quality of life. The Population 

Development Program, which embodies the current population policy of South Africa, was established in 

1984 and includes the right of individuals to decide the size of their families and accept responsibility for 

them, is recognized therein (Chimere-Dan, 1993). 

Reproductive health is important in South Africa. The maternal mortality rates, stillbirth rates and infant 

mortality rates are still high despite efforts to change reproductive health policy within South Africa. The 
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most direct medical causes of the maternal mortality rate include haemorrhage, infections, unsafe 

abortions and hypertensive disorders. Indirect causes are related to malaria, STIs and diabetes, which 

increase the risk during delivery. Most Maternal deaths occur during delivery and in the postpartum period. 

Emergency obstetric care and transportation is thus of high importance (MNPI, 2004).  

The legacy of apartheid is still prevalent in South Africa. The African mortality rate of live births is still 

higher compared to white people. And African women are still less able to make reproductive decisions 

(Bennett, 1999).  

Like in aids policy, an important factor that explains the poor reproductive health services in South Africa, 

is the lack of implementation of policies and strategies. Human and capital capacity is not optimal and 

planning and clearly expressed timeframes with clear goals are lacking in policy. This lack of human and 

financial resources in aids policy and in reproductive health policy can be explained by the general 

weaknesses of the public health system within South Africa. This again, reflects the legacy of apartheid. In 

South Africa there are public and private hospitals, public hospitals are lacking assets; this reflects the 

inequality within health care. (Cooper et al, 2004).  

Like in Aids policy the civil society is also important in reproductive health care. Civil society was the 

major player that influenced the changes in reproductive health care, which was mentioned in chapter 2 

(Cooper et al, 2004).  

 

3.5 Important Characteristics of Supply Reproductive Health Care in South Africa 

 

In this section important characteristics of the supply of Reproductive Health are discussed, which are the 

quality of health care, the cooperation between the public and private sector and medical brain drain.  

 

3.5.1 Quality of Health Care 

 

The PHC approach led to improvements of accessibility to services in the public sector. However, there is 

a big contrast between the quality of the public and the private sector. In the public sector there are still 

many quality problems identified like: the overuse of services, avoidable errors, lack of resources, poor 

information and an inadequate referral system. These problems are not identified and often opposite in 

the private sector; e.g. in the private sector services and resources are often under used (Department of 

Health, 2007).  

However, in 2007 these quality problems were emphasized by the Department of Health and they try to 

improve quality by a policy focused on the equity of health care, reducing errors, engaging and increasing 

the health care workforce and promoting public and private partnerships (Department of Health, 2007).  
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3.5.2 Cooperation between the Public and Private Sector 

 

Public health care is considered by the South African population as an inferior good, which is replaced by 

private health care when income increases. Private health care has more resources available which results 

in higher quality care. Therefore, it would be a good development if the public and private sector would 

cooperate more to divide resources more equally (van den Heever, 1998, p. 283). 

The White Paper already introduces the integration of public and private sector in one of its objectives:  

 

‘Integrate the activities of the public and private health sectors, including NGOs and traditional healers, in a way which 

maximises the effectiveness and efficiency of all available health care resources’ (Department of Health, 1997).  

 

In the White Paper the effective use of resources of the private sector was thus already emphasized and 

mentioned again in the policy aimed to improve the quality of health care in 2007. However, cooperation 

between the public and private sector, what should have resulted in effective allocation, is often still not 

the case in South Africa. Resources are still unfairly divided between both sectors; especially relative to the 

part of populations which they serve. The public and private sectors are of equivalent size in terms of 

expenditure, but cover substantially different population sizes. The private sector serves below 20% of the 

population but has much more resources available compared to the public sector (McIntyre & Gilson, 

2000, p. 246; van den Heever, 1998, p. 283; Department of Health, 2007).  

A plausible solution to overcome inequality between these sectors would be to improve accessibility to the 

private sector, instead of improvements within the quality of the public sector, by allocating more money 

to the public sector which is often done by district governments. When private health care is more 

accessible and playing a larger role in lower income groups, the pressure on public health care can be 

decreased and there would be more equality in the kind of health care which people would receive 

(Havemann & van der Berg, 2002, p. 29).  

 

3.5.3 Medical Brain Drain 

 
In 2007 in South Africa, there were 43,671 vacancies for all categories of health workers in the public 

sector. This was 33,3% of all health worker posts. At that time there were 16,372 vacancies for registered 

nurses vacant, which accounted for 36,3%. These shortages of health workers are very unequally divided 

between regions in South Africa. The province Kwazulu Natal has the biggest shortages of health workers 

(DIIS, 2008).  

There are basically two reasons for these shortages. The first reason is that South Africa does not produce 

enough health care workers. There is a shortage of educational institutions and a shortage of applications. 

The second reason, the most important reason, is the fact that the shortage of health care workers is 

mainly due to health migration (IOM, 2007; DIIS, 2008).  
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Health workers have been identified as the most affected group for outward migration. In South Africa, 

numbers of migrating doctors and nurses are significantly high. South African doctors migrate at a rate of 

about 1000 annually, mainly to the United States, United Kingdom, Canada and Australia. Since South 

Africa pays for the costs of the public medical schools, a training of a doctor costs about R1 million (€ 91 

715), the financial losses when doctors and nurses leave are really high (IOM 2007, DIIS 2008).  

 

Migration is caused by endogenous and exogenous push -and pull-factors. Endogenous factors are directly 

related to the health system, where exogenous factor are not related to the health system.  

Endogenous push factors include salaries, lack of job satisfaction, work of associated risks, lack of further 

education and career development opportunities. Endogenous pull factors are the opposite of the push 

factors: like higher salaries etc. But an extra pull factor is the active recruitment of the recipient country. 

Exogenous push factors are factors like the quality of life and crime, war, civil conflict and oppression and 

lack of education opportunities for the children. Endogenous pull factors are again the opposite of the 

exogenous push factors. An extra pull factor is that there is a greater likelihood that people will migrate if 

family and friends are already based in recipient country. (equinet et al, 2003) 

In South Africa the most important endogenous push factor is the low salaries in the country itself. 

Salaries in border and western countries – an endogenous pull factor – are often higher, which causes 

migration to these countries. However, exogenous factors play a role in their decision to migrate as well. A 

lot of migrants give fear of crime or fear of the Aids pandemic as a reason to migrate. A side-effect is that 

due to this migration, brain drain even hampers the fight against Aids (IOM, 2007; DIIS, 2008).  

 

A plausible solution to the shortage of health workers would be two-sided. The South African 

government should increase the number of health workers by opening up more institutions for training 

and education and to make the profession more attractive. Next to this, the South African government 

should manage the migration of health workers (since migration is inevitable). An example of managing 

this would be by securing that migrants return to South Africa more often, which is more likely to happen 

if migrants maintain ties to home (DIIS, 2008).  

 

Besides migration within countries, there is an extensive transition between the public and private sector 

in South Africa as well. Since doctors and nurses can receive higher payments in the private sector; they 

often prefer working in the private sector. More cooperation (cf. 2.3.2) would benefit the staff shortages 

in the public sector as well (IOM, 2007).  
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3.6 Accessibility of Reproductive Health Care 

 

Access to reproductive health care is unequal in South Africa. This is mainly unequal within socio-

economic groups and therefore, within rural and urban areas as well. In 1999, around 750 health experts 

rated and evaluated the access to health care services as part of an assessment. This rate can have a value 

from 0 to 100; 

0 indicates the 

lowest score, 

100 the highest. 

Results show 

mainly the 

difference in 

degrees of 

access within 

urban and rural 

areas; shown in 

figure 3.2.  

 

 

Urban areas have better access to reproductive health care services. However, this inequality is mainly due 

to socio-economic status and medical aid schemes. If a women can afford a medical aid scheme she has 

access to higher quality care; private health care. Since the wealthiest persons live mostly in urban areas; 

these areas have better access to reproductive health care. This segregation is visible between population 

groups as well; white people have often a higher socio-economic status and live in urban areas, their 

access to reproductive health care is often better than coloured or black people.  

Medical aid schemes are thus very important in determining access and will be discussed in the next 

section. 

 

Medical Aid Schemes 

Access to high quality health care increases with the possession of a medical aid scheme; it gives access to 

private health care. The cheapest option for a medical aid scheme is the hospital plan. With the hospital 

plan surgeries and services provided by the private hospital are covered. A more expensive option is the 

full-coverage medical aid; with this medical aid scheme there is coverage provided for other expenses as 

well, e.g. expenses of medicines and the dentist (Selfmed, 2008).  

Figure 3.2 – Access to health care services in South Africa – Source: MNPI, 2004 
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In South Africa there were 119 registered medical aid schemes in 2008, consisting of open and restricted 

medical aid schemes. An open medical aid scheme is open for the general public; anyone can get this 

medical aid scheme. A restricted medical aid scheme is for employees of companies, unions and 

associations and is not open for everyone. The number of persons that joined a medical aid scheme in 

2008 is shown in figure 3.3 (van den Heever, 1998, p. 283; Council for Medical Schemes, 2009) 

 

 

Figure 3.3 – Trends in the number of beneficiaries 2000-08 – Source: Council for Medical Schemes, 2009 

 

The total number of beneficiaries was 7.9 million in 2008. The national average for the possession of 

medical aid was approximately 15% in 2008, which is a very small percentage. However, there is a 

considerable part of the population that pays private health care out of its own pocket; most of the time 

this encompasses the payment of medicines or consults to general practitioners (Council for Medical 

Schemes, 2009; Barron et al, 2007).  

 

Accessibility to medical aid schemes is very unequal. Only people with a high income can afford medical 

aid schemes and have therefore access to private health care. The Health Department indicates in its 

strategic plan for 2009-12 that the intention is to establish a National Health Insurance system to improve 

equality and efficient and sustainable health care for the whole population. Its focus is that the package 

must be accessible for everyone and emphasizes that the role of private funds and providers should be 

extended (Ncayiyana, 2008).  
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3.7 Utilization of Reproductive Health Care 

 

In figure 3.4 the rates are shown for the utilization of reproductive health care services in South Africa. It 

makes clear that utilization is not very high among the population; the rates are never higher than ninety. 

Utilization is very different among different treatments as well.  

 
Figure 3.4 – Antenatal, delivery and newborn care received in South Africa – Source: MNPI, 2004 

 

Moreover, utilization differences exist as well between different socio-economic groups. Differences in 

utilization of reproductive health care in Breede Valley are highly related to differences in access to 

reproductive health care services. The division of public and private use in South Africa follows the line 

which lies between people that have or do not have a medical aid scheme.  

 

 

 

 

 

 

 

 

 



 45

3.8 MTCT in South Africa 

 

In this section important characteristics of MTCT in South Africa are discussed. These being Aids policy 

– which is controversial – the presence of MTCT in South Africa and the awareness of PMTCT services.  

 

3.8.1 Post Apartheid and Aids Policy 

 

Perspectives on HIV in South Africa were, and still are, characterised by denial and fragmentation. In the 

1980s it was thought that the disease was spread by gay people and was only present in the gay community. 

Another theory was focused on the immigrant workers; that immigrant workers could only be infected by 

this disease. This theory was also related with the theory about the mine-workers. Immigrants were often 

working in mines in South Africa and were living with hundreds of men in the same barracks. Visiting 

prostitutes was not an exception and HIV was easily spread in these communities. However, it was 

thought that other people did not have the chance to be infected by this disease. This led again, to denial. 

This denial is still evident in the South African government nowadays and this will be discussed below 

(Martin, 2008).  

When the Mandela-led government came into power in 1994 expectations were high related to Aids-policy. 

However, implementation of the aids-plan in the years post-Apartheid did not fulfil these expectations. 

This was caused by different factors. First, Aids-policy was not the main aim of the government, Aids was 

an invisible problem and didn’t receive the priority what it should have received. Besides that, the 

transition from apartheid to post-apartheid required a lot of attention and resources. This transition did 

not make it easier for the government to come up with an effective Aids-Policy. Second, there was no 

cooperation between the government and civil society. Before 1994, NGOs were the main actors in the 

battle against Aids and knew a lot about prevention methods and the disease itself. After 1994, they were 

not involved in the development of Aids-programmes. Third, there was a gap evident between the 

developed programmes and the implementation of these programmes. This is related to the lack of NGO-

involvement as mentioned before, but is also related to the lack of resources and infrastructure within the 

government. ‘Aids managers were reassigned from positions in the old structures (rather than recruited 

from the networks of Aids activists), and appointed at relatively low levels of power and influence’ 

(Shneider & Stein, 2001, p. 726). Fourth, and last, there was a lack of political will or commitment 

concerning Aids-policy. The link between Aids and HIV was not recognized and there was still, just like 

before 1994, denial about the proportions of the epidemic (Martin, 2008; Tempelman & Vermeer, 2008; 

Schneider & Stein, 2001; Solomon et al, 2004) 

 

In June 2007 the new South African National Strategic Plan was presented for the period of 2007-2011. 

This new NSP brings new hope for the fight against Aids.  The last NSP (2000-2005) was characterized by 

a lack of progress between the government and civil society; with the formulation of the new NSP the 

government and civil society will work closely together. Besides that, the new NSP also offers targets 
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which need to be achieved; the new NSP becomes measurable and evaluation is thus possible; this was 

not the case by the previous NSP. However, still a lot of attention needs to be paid to the commitment 

and the role of the government. President Mbeki, who was president till September 2008, still denied the 

role of Aids and its prevention methods (Tempelman & Vermeer, 2008).  

 

3.8.2 Presence MTCT in South Africa and Western Cape 

 

The MTCT in South Africa is very high; this transmission is an important explanation for the death of 

young children.  
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Figure 3.5 – Deaths, according to Groups of Causes – Source: Solomon et al, 2004 

 

In figure 3.5 it becomes evident that until the age of 10 a large part of children die due to HIV/Aids. The 

biggest part of this is a result of MTCT. If HIV is transmitted, there exists a 91% chance that children will 

die (Solomon et al, 2004).   
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The prevalence rate of HIV in Cape Winelands is, like in the rest of the country, high.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.6 – Age distribution of death by cause group and gender, Cape Winelands and Overberg 2006 – 
Source: Department of Health Roland-Overberg Region.  
 

Figure 3.6 shows the causes of premature death for females and males in the Cape Winelands and 

Overberg Municipality (the ‘Boland Overberg region’). Especially when people are young, HIV/Aids is 

the leading cause for mortality. Until the age of fourteen  it is a major mortality reason; this is often caused 

by MTCT. 
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The annual report 2007/2008 from the Department of Health in the Western Cape describes the 

programs which are implemented regarding HIV and AIDS. It states that citizens of the Western Cape 

can access VCT services and that the PMTCT Programme is one of the ‘flagships’ of HIV prevention in 

the Western Cape. The programme is implemented and accessible at all facilities, including hospitals and 

midwife obstetric units that provide antenatal services. The report states that the number of patients on 

Anti-retroviral (ARV) treatment increased to 37.435 patients at the end of March 2008 (Department of 

Health, 2008).   

HIV is increasingly prevalent in antenatal women. The HIV prevalence in the Western Cape in antenatal 

clinic attendees decreased slightly between 2004 and 2006 and is lower than the national level, see figure 

3.7.  

 

Figure 3.7 – HIV prevalence in the Western Cape 2000-2006 – Source: Department of Health Boland 
Overberg, 2006 

 

A target of offering PMCTCT to all antenatal patients and testing 90% of antenatal patients has been set 

for the region. A large part of the population is visiting Antenatal Health Care, where women agree to 

HIV testing and receive counselling.  

ARV treatment is rising in the region. By the end of 2006, 1384 patients were receiving ARV treatment at 

six sites (Department of Health Boland Overberg, 2006).  
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3.8.3 Awareness of PMTCT services 

 

Knowledge of MTCT services and its procedure can contribute to the effectiveness of services that can 

prevent MTCT. If women are aware of these services and its effectiveness, it is more likely that they make 

use of these services. Etiebet et al performed research regarding the extent of knowledge that women have 

of HIV and MTCT in the Western Cape. The results showed that the women were knowledgeable about 

HIV in general. However, these women had considerable less knowledge about MTCT.  There was a lack 

of confidence in the effectiveness of prevention methods as well. Nevertheless, it was expected  that 

women looked at these prevention methods negatively, but women viewed the opportunity more 

positively than was expected (Etiebet et al, 2004).  

 

3.9 Regional and Local Context: Western Cape, Cape Winelands Municipality and Breede Valley 

Local Municipality 

 

In this section characteristics of the regional and local context are discussed. First characteristics of the 

province Western Cape, than of the Cape Winelands Municipality and finally of the local municipality 

named Breede Valley. 

 

3.9.1 Western Cape Province 

 

The Western Cape Province is located in the South West of South Africa. Approximately 5 million people 

live in the Western Cape Province, which is 10% of 

the population of South Africa. Therefore, it is one 

of the areas with the highest population density. 

Almost 54% of the population is coloured and the 

most spoken language is Afrikaans, followed by 

Xhosa and English (Burger, 2008).  

The Western Cape is one of the richest provinces of 

South Africa; the annual disposable income is 

approximately 3.282 dollars. Only the Gauteng 

province has a higher disposable income. Breede 

River, Central Karoo and South Cape are the poorest 

area of the Western Cape Province (Burger, 2008; 

Solomon et al, 2004).  

Figure 3.8 – Western Cape – Source: Burger, 
2008 
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The public health budget and the number of medical schools are shown in figure 3.9. From this figure it 

becomes evident that this is also high compared to other provinces. However, just like other provinces, 

inequality is still persistent in the Western Cape Province (Solomon et al, 2004).  

Figure 3.9 – Source: Solomon et al; 2004 

 

3.9.2 Cape Winelands District Municipality 

 

The area of our conducted 

research is the Cape 

Winelands district 

municipality. Its location 

within the Western Cape is 

displayed in figure 3.10.  

District municipalities 

administer and make rules for 

a district, which includes 

more than one local 

 
Figure 3.10 – Cape 
Winelands District 
Municipality; Western Cape 
– Source:  Cape Gateway, 
2009  
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municipality. The Cape Winelands District Municipality covers Witzenberg, Drakenstein, Stellenbosch, 

Breede Valley and Breede River/ Winelands Local Municipalities. The reason that district municipalities 

and local municipalities share the responsibility for local government in their areas is to ensure that all 

communities, particularly disadvantaged communities, have equal access to resources and services. Local 

municipalities can share resources and can help each other (website - Cape Gateway). 

 

3.9.3 Breede Valley Local Municipality 

 

The research is conducted in the local municipality Breede Valley. The Breede Valley Local Municipality 

covers Touws River, De Doorns, Worcester and Rawsonville. The region has a population of 

approximately 150.000 people and comprises an area of 2995 square km. The population density is 48.76 

per square km. In the Breede Valley the majority of the people are coloured: 65.61%, 20.13% of the 

population is black African, 13.93% is white and 0.33% of the population is Indian/Asian (Cape Gateway, 

2006; Census Statistics Breede Valley, 2001). 

 

Just like the rest of 

Africa, there exists still 

inequality in the Breede 

Valley. Figures 3.11 and 

3.12 (made with data 

from the national 

census) show the 

income per month of 

Breede Valley by race 

and gender. These 

figures show that white 

and Asian people earn 

more than black 

African and coloured 

people.  

 

The Breede Valley 

Municipality is 

responsible for basic 

service delivery. Within 

Breede Valley there are 12 medical facilities. The municipality did not perform very well with regard to 

health measures. The percentage of births under 2,5 kg is 22%, which is very high compared to the rest of 

South Africa and the Tuberculosis rate is pretty high as well compared to the provincial targets. The 
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Figures 3.11 & 3.12 – Income by race and Gender – Source: data obtained 
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HIV/AIDS prevalence rate is below national average; it was almost 4% in 2004/05. However, the 

worrying trend is that the HIV/AIDS prevalence rate is increasing (Cape Gateway, 2006) 

 

 

Figure 3.13 – Comparison Health indicators Breede Valley and Winelands District – Source: Western 
Cape Provincial Treasury, Cape Gateway, 2006 

 

The Human Development Index for the region is 0.68, which is less than the provincial average of 0.72 

 

3.10  Concluding Remarks 

 

Most characteristics discussed in this chapter are described by the legacy of  Apartheid. During Apartheid 

the budget for health care was limited and policy was very centralized. This changed after 1994. The 

District Health System (DHS) and PHC were the most important outcomes of this alteration. The DHS 

had to facilitate universal access to essential health care and the PHC was aimed to provide primary health 

care services for all people in South Africa.  

However, despite the efforts of the South African government there exist still a lot of problems with 

health care in South Africa. The most important problem is the high quality difference between the public 

and private sector and the inequality in access to these sectors. Access to health care is determined by the 

possession of a medical aid scheme.  

Adequate Aids-policy is still lacking in South Africa as well. Aids-policy is still characterised by denial and 

fragmentation, while the problem of Aids is of outrageous proportions. The first step to change this 

situation is by reducing this fragmentation.  
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Chapter 4 Supply of Reproductive Health Care in Breede Valley 

 

In this chapter the first research question 'How are reproductive health services organized?' will be 

addressed.  

Three sub questions are used and are addressed in the next sections i.e. ‘How is the government organized 

with respect to reproductive health care?’, ‘Who are the main providers of health care and what services 

do they offer?’ and ‘Are there quality differences between the health care services of the private and public 

sector?’.  

 

4.1 Organization and Responsibilities of the Government with regard to Reproductive Health 

Care 

 

The National Department of Health, located in Cape Town, creates policy, standards and guidelines for 

the whole country. The Provincial Department of Health creates more specific guidelines and policies for 

the Western Cape, is responsible for the delivery of PHC and is responsible for the monitoring, 

coordinating and supervision of different districts. One of the districts that is coordinated by the Western 

Cape is the Cape Winelands district, which consists of five different sub-districts; Breeriver Winelands, 

Witzenberg, Stellenbosch, Drakenstein and Breede Valley5. The Cape Winelands district is responsible for 

implementation of policies that are developed on provincial level, management of the district and 

spending of the budget which is assigned by the provincial government. The provincial government gives 

guidelines to the districts about spending of these budgets.  

The Cape Winelands health district is headed by one director and is assisted by multiple deputy directors. 

Below the district management, assistant directors coordinate several health departments. The most 

important health department with regard to reproductive health care is the comprehensive health 

department. The comprehensive health department comprises several programmes; reproductive health, 

women’s health, child’s health, mental health and youth health. The reproductive health programme 

consists of cervical/ breast cancer, family planning, sterilization (for men and women) and Termination 

Of Pregnancy (TOP). The women’s health programme contains antenatal, delivery and postnatal care. 

Next to this, the comprehensive health department contains a programme on PMTCT as well. In every 

district, a manager is in charge of a programme. These managers coordinate the programme, provide 

training and give feedback to the provincial government on the results.  

The supervision and management of the clinics and hospitals are not the responsibility of the district 

management. Normally, the CEO – the medical superintendent of the district hospital – is responsible for 

the coordination of the hospital and clinics of the whole district and below the CEO, the head of nursing 

manages the hospital and the primary health care nursing manager, the clinics.  

                                                 
5 At time of writing, the Cape Winelands district was coordinating the Overberg district as well. However, this was 
part of a temporary solution since the Overberg district did not have sufficient money for staff. 
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However, this structure looks different in Breede valley, since Breede Valley has only a secondary, regional 

hospital (Worcester Hospital) – which is coordinated by the provincial level – and no district hospital. 

Therefore, there is no medical superintendent of a district hospital who can be responsible for all the 

clinics and hospitals in the region. That is why the facility manager – the director of the CHC – is 

responsible for the CHC and the primary health care nursing manager is responsible for the clinics in 

Breede Valley. The provincial government is responsible for the Worcester hospital.  

Accordingly, the facility manager and the primary health care nursing manager are responsible for the 

delivery of PHC within their sub-district. This mainly involves the overall management of the CHC and 

the clinics e.g. operational planning, HR issues, coordination of services within CHC or clinics and other 

planning related issues. 

 

PHC in Breede Valley 

In the past, municipal authorities were responsible for the delivery of PHC. In 2003 the province took 

over the responsibilities; to make the delivery of 

PHC more holistic. This was a major challenge 

for the province; health staff had to be integrated 

in the Department of Health, which caused 

major accountability problems (McIntyre and 

Klugman, 2003). 

The Comprehensive Service Plan (CSP) for the 

implementation of Health Care 2010 describes 

the method that the Department of Health wants 

to use to reach their aim to make PHC accessible 

to everyone. The CSP decided how many clinics 

there have to be in a district to make health care 

accessible. In Breede valley, the district manager 

decides in cooperation with the provincial 

Department of Health which areas are prioritized, 

since a maximum of 1 clinic in every 2 years is built. The clinics are mainly located in low income areas. 

The management of the district decides whether the amount of staff is sufficient, whether clinics have to 

be renovated and the amount of money that clinics receive. Obviously, they are limited to a certain budget 

which they are assigned from the provincial government (Department of Health, 2007). 

In section 4.2 providers of primary, secondary and tertiary reproductive health care in Breede Valley are 

addressed.  

 

 

 

 

Box 4.1 – Source: Fieldwork, 2009 

Difference Primary, Secondary and Tertiary 
Reproductive Health Care 
 
Primary reproductive health care is the first point of 
consultation for patients. Everybody should have 
access to primary health care. It includes antenatal, 
postnatal, delivery, termination of pregnancy 
(TOP) and caesarean sections.  
Secondary reproductive health care is provided by 
medical specialists and is not a point for first 
consultation. It includes high risk obstetrics as well; 
like women with diabetics or obesities, oncology 
cases and high risk obstetric cases.  
Tertiary reproductive health care is specialized 
consultative care and includes very high risk cases. 
 
Often, a referral is needed to go to secondary or 
tertiary health care services.  
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4.2 Providers of Reproductive Health Care: Private and Public Health Care  

 

Reproductive health care in Breede Valley consists of private health care and public health care providers. 

There is a big contrast in terms of delivery between these providers; whether women have medical aid 

schemes or not determines if they can make use of private or pubic reproductive health care.  

There are NGOs active in the field of reproductive health care as well. However, these NGOs are more 

active in the field of MTCT; therefore these NGOs will be discussed in chapter 7.  

 

4.2.1 Public Reproductive Health Care 

 

Public reproductive health care is free for all women and children up to six years in South Africa. 

The providers of public health care in Breede Valley are clinics, mobile clinics, a CHC and the Worcester 

hospital.  

 

Clinics 

There are ten clinics in Breede Valley. However, only three clinics were selected for my research; 

Empilisweni Clinic, De Doorns Clinic and Touws River Clinic (cf. 1.2.2). Nevertheless, through this 

sample, a lot of general information was obtained to get a clear picture of all clinics in Breede Valley.  

In Breede Valley, clinics are open from 7.30h till 16.00h and women cannot make an appointment. 

Therefore, women come very early to the clinic hoping to see a nurse on that day. Nurses arrive at the 

clinic around 9.00h in nearly all clinics.  

The clinics in Breede Valley are headed by nurses and offer Basic Antenatal Care (BANC), family planning, 

contraception and postnatal care6. When a woman is pregnant she first goes to the clinic and will receive 

BANC. This is a basic examination; a nurse measures blood pressure, weight, length and some other basic 

properties. If the pregnancy is complicated a woman will get a referral to the CHC. Every pregnant 

women gets at least one referral to the CHC, since a sonar will be done at the CHC. A woman will never 

be referred straight to a hospital. Only when nurses at the CHC think it is necessary, will she be referred 

to a primary, secondary or tertiary hospital. In Breede Valley this is often the Worcester hospital, a 

secondary hospital.  

Each clinic has its own service area; which consists of a neighbourhood. For instance, the Empilisweni 

clinic services the informal settlement area of Worcester. Some clinics arrange special days for different 

neighbourhoods within their service area. For example, in the Doorns Clinic there is once a week a day 

arranged for examinations of people that live in informal settlements, the rest of the week the people 

living in farm and town areas are welcome. Only if it is urgent, women from squatters are allowed to go 

on other days. In other clinics, like Touws River Clinic, women can only come for antenatal and postnatal 

                                                 
6 An overview of offered reproductive health care services by the different reproductive health care sites is shown in 
Appendix II.   



 57

care on Monday till Thursday. By doing this, clinics try to spread the workload. The workload among 

nurses is really high, which will be discussed later on.  

 

Mobile clinics 

In Breede Valley there are three mobile clinics. Mobile clinics offer the same primary health care services 

as normal clinics. These clinics are intended to provide health care to farm areas around Worcester and 

every clinic has its own service region. A sister, who is a fully qualified nurse, and an (assistant) nurse are 

in charge of a mobile clinic and on a regular day they see around 60 to 80 patients. They drive 2 to 3 days 

a week with the mobile clinic and they try to visit every area once a week. However, women can make use 

of the mobile clinic only once in 2 weeks; one week the mobile clinic services only chronic patients and 

the other week the mobile clinic services pregnant women, children and TB patients.  

In contrast to normal clinics, women have to make an appointment when they want to visit the mobile 

clinic. When a woman has made an appointment; she can go to the mobile clinic at one of the assigned 

stops.  

If a woman’s condition is more serious and she needs to see a doctor; the sister at the mobile clinic will 

give a referral letter to the CHC.  

 

CHC 

Every sub-district has a CHC, which offers PHC on a more advanced level than clinics. The CHC does 

not provide family planning; this is only offered at clinics.  

Sisters are in charge of the CHC. All nurses that work at CHC are clinical nurse practitioners; besides their 

training on CHC they have a qualification in setting diagnoses and prescribing medicines as well.  

Pregnant women that live in Breede Valley and that will have low risk at delivery; give birth to their baby 

at the Midwife Obstetric Unit (MOU) of the CHC, which provides a 24-hour service. The MOU has 2 

delivery beds and 10 beds for antenatal and postnatal care available. When a woman and her baby are in 

good health after giving birth, they can only stay for 4 to 6 hours afterwards. 

When there is a doctor needed during antenatal or postnatal care, a woman receives a referral to the 

Worcester Hospital or she can come to the special clinic that a doctor provides once a month in the CHC. 

When there is a doctor needed during delivery, a doctor will come to the CHC, and when there is need for 

more advanced secondary health care facilities, patients are brought to the Worcester Hospital. 

 

Worcester Hospital 

Worcester Hospital is a regional hospital, which offers secondary health care. The hospital provides 

services for the Cape Winelands district, except for Stellenbosch, and for the Overberg district. The 

boundaries of the health district are thus not fully equal with the Cape Winelands District. 

There are seven district hospitals in the Cape Winelands and Overberg district and these hospitals 

perform caesarean sections and TOP, but these hospitals do not offer high risk obstetrics; this is offered 

by Worcester hospital. Worcester hospital provides secondary, specialized reproductive care. Besides this, 



 58

the hospital offers treatments for citizens of the Breede Valley area that normally are provided by  district 

hospitals – since there is no district hospital in Breede Valley – like TOP and caesarean sections.   

Women have to get a referral from a CHC or a district hospital to be able to go to this hospital. When the 

cases are very complicated women are referred to a tertiary hospital. For people living in the Cape 

Winelands district, this is the Tygerberg hospital in Cape Town. 

In Worcester hospital there is one maternity ward where one delivery bed, two staging beds - often used 

as delivery beds – and twelve beds for antenatal care are available. There is a shortage of beds at this 

moment, since the hospital is renovating one ward which is normally available for maternity and obstetric 

care as well. As a solution they have six extra beds available at the TB hospital –Brewelskloof Hospital – 

in Worcester. However, this solution is often not sufficient and when there is a bed-shortage, the hospital 

has to send women, who can deliver their baby at a lower risk to the CHC. Another effect is that women 

have to go home earlier after giving birth. Normally women who had a caesarean section stayed for three 

days at the hospital; recently they can only stay two days.  

 

4.2.2 Private Reproductive Health Care 

 

Private health care, in contrast to public health care, is not free in South Africa. Most people can only 

afford private health care when they have medical aid. In Breede Valley, the suppliers of private health 

care consist of the private hospital; the Medi-Clinic in Worcester, and gynaecologists, who run their own 

practice on the premises of the Medi-Clinic.  

 

Gynaecologist 

There are four gynaecologists in the Breede Valley, who are all located in Worcester. These four 

gynaecologists work in cooperation with the Medi-Clinic. When a woman is pregnant she first has a 

consultation at a gynaecologist and he can refer her to a hospital. He refers patients mostly to the Medi-

Clinic; because women who come to the gynaecologist mostly have insurance and can afford health care 

in a private hospital.  

Gynaecologists provide family planning, antenatal, childbirth care and postnatal care. Gynaecologists only 

provide Termination Of pregnancy (TOP) in special cases. When a woman wants to terminate her 

pregnancy; he first does a sonar to confirm the pregnancy and than refers women to the public hospital. 

The gynaecologist only terminates pregnancies when the baby is ‘not normal’.  

An appointment is needed to see a gynaecologist. He sees approximately 10 to 12 patients a day. Since 

gynaecologists are only located in Worcester, women from the whole Breede Valley are coming to these 

gynaecologists.  
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Worcester Medi-Clinic 

Worcester Medi Clinic offers childbirth and postnatal care. Gynaecologists will give information and 

provide care as far as possible in its own practice. When a person needs the facilities of the hospital – e.g. 

when a woman is giving birth – a woman has to go to the Medi-Clinic. Nevertheless, gynaecologists are 

still in charge of the care that is provided in the private hospital; they give orders to nurses in the Medi-

Clinic. When a woman is giving birth at the hospital the responsible gynaecologist will come to the 

hospital to assist at delivery. After delivery, the nurses in the Medi-Clinic provide further care. 

In the maternity ward of the private hospital are two maternity rooms available for delivery and ten beds 

available for antenatal and postnatal care. However, when there are more beds needed, the ward can use 

beds from other wards in the hospital. The maternity ward has 40 to 60 deliveries per month and 

approximately 70 patients visit the hospital per month. Patients live mainly in Worcester, but care is also 

provided to patients living in towns like Touws River, Ceres, Swellendam, De Doorns, and Rawsonville.  

Antenatal care is for the most part provided by gynaecologists. However, Worcester Medi Clinic offers 

antenatal classes on Monday, Tuesday and Wednesday from 18 to 20h. On Friday morning they have baby 

clinics: they measure weight and check the baby is still healthy. Since this year, the hospital offers 

immunization of babies as well.   

 

4.3 Quality Differences within Reproductive Health Care Services 

 

During research, it was noticed that there is a big contrast between the quality of public and private 

reproductive health care services. Quality is important according to Sen, since quality can influence the 

ability to use commodities because it affects the capabilities of people, which determines their freedom of 

choices. When this freedom is limited it is harder to achieve their functionings, which is in this case good 

health (Greene & Merrick, 2005).  

This section addresses quality differences that were noticed between public and private services. Quality is 

defined according to the definition of Campbell et al; they suggest that quality of health care for 

individuals is defined by the ability of access to health care, that users actually get care they need and that 

the received health care is effective (Campbell et al, 2000; cf. 2.3). Since chapter 5 is dealing with the 

access component, quality differences discussed here are mainly related to the fact if users actually get the 

care they need and that this health care is effective.  

Quality differences were mainly noticed that were due to resources that health care services have at its 

disposal, which influences the effectiveness of the received health care of patients, i.e. amount of beds, 

transportation and communication and staff shortage. Therefore resources will be discussed in section 

4.3.1. This lack of resources has a big impact on the quality of reproductive health care services and the 

biggest effects are caused by staff shortage. That is why the effects of staff shortage will be addressed in 

the next section; 4.3.2. 

The lack of cooperation between the public and private sector is sustaining quality differences between 

both sectors. Therefore, a short discussion about the cooperation is included in 4.3.3 as well.  
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4.3.1 Quality Differences within Resources  

 

This section will look at quality differences in resources of reproductive health care services within public 

and private health care in terms of amount of beds, staff shortage and transportation and communication. 

 

Amount of beds 

The amount of beds in hospitals is an important resource of a hospital and influences the quality of health 

care. The amount of beds that is available for reproductive health care in Breede Valley is shown in table 

4.1. 

 

 Beds available for 

postnatal/ antenatal care

Beds available for 

delivery 

Bed-patient ratio 

Medi-Clinic 10 2 19 – 1000 

CHC 10 2 6 – 1000 

Worcester Hospital 18* 3** 12 – 1000 

* There are 12 beds in Worcester hospital and 6 extra beds at Brewelskloof hospital available 

** There is one delivery bed, but two staging beds are often used for delivery 

In table 4.1 it is shown that there are 28 beds for antenatal and postnatal and 5 beds for delivery available 

in the public sector. For the private sector these amounts are respectively 10 and 2. Nevertheless, as 

shown in the third column, the amount of beds per patient in the private sector is higher than in the 

public sector.  In the Medi-Clinic there were 19 beds available for every 1000 patients, while in the CHC 

and Worcester Hospital respectively 6 and 12 beds were available for every 1000 patients.  

In interviews with nurses of the public sector it was often indicated that there were not enough beds for 

the amount of patients. Because of this patients are sent home early and do not always receive the health 

care that they should have received. This problem is mainly temporary; the shortage of beds at the public 

hospital is caused by renovations. However, the shortage of beds in the CHC is more of a structural 

problem. In contrast, the private hospital is not suffering a bed shortage.  

 

Staff shortage 

Staff shortage is a big problem in clinics and hospitals in the Breede Valley. This is mainly evident within 

the public sector. To discuss this problem a distinction will be made between staff shortage of doctors and 

of sisters and nurses.  

To discuss staff shortage of doctors a look is taken at the amount of doctors; this is important for the 

quality of health care since doctors can provide high quality care. In my opinion, this is of most 

Table 4.1 – Amount of Beds – Source: fieldwork, 2009 and Statistics Cape Winelands District, 2009
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importance during delivery. During delivery, most complications can occur and high-quality care is of high 

importance. Therefore, the amount of doctors will be discussed in relation to the amount of deliveries.  

Figure 4.2 gives a good overview of the amount of doctors and amount of deliveries in Breede Valley. To 

illustrate the workload of the doctors the ‘doctor-delivery ratio’ shows the amount of deliveries one doctor 

assists during a year.  

 

 Amount of doctors Amount of deliveries Doctor-delivery ratio 

Medi-Clinic 4 648 1 – 162 

CHC 0 2000 --  

Worcester Hospital 7* 1600 1 – 229 

  * In Worcester hospital there are 5 doctors and 2 interns 

This table shows that a doctor in the private sector helps fewer patients in a year compared to a doctor in 

the public sector. It seems that the workload of doctor is thus higher in the public sector. Another 

observation from table 4.2 is the fact that 2000 deliveries are not assisted by any doctor in the public 

sector, since there are no doctors available at the CHC. Therefore, it can be questioned if these women 

received the highest quality care available.  

Surprisingly, even if there is a shortage of doctors in public reproductive health care, the hospital and 

CHC indicated that the problem is even higher with the lack of sisters and nurses in the CHC and clinics. 

This staff shortage causes very long waiting times in these facilities. The understaffing of clinics is mainly 

due to a lack of budget at the district government; they cannot afford to hire more nurses in clinics. 

Moreover, wages for sisters and nurses are low in South Africa, which causes migration. Since wages are 

higher in border and western countries a lot of nurses migrate to other countries; they can get the same 

job there for twice the wage. Another reason for the shortage of sister and nurses is the closing down of 

institutes which provided nursery education in South Africa. These schools are closed by the government 

and as a consequence it is harder to receive nursery education.  

In the private sector staff shortage is not a big problem. This is mainly caused by higher salaries in the 

private health care sector; there is a larger budget available for hiring and paying staff in the private sector.  

 

Transportation and communication 

There are multiple difficulties with transportation and communication issues within reproductive health 

care. In the conducted research it became clear that most of these issues are in the public sector. An 

example of a communication problem is the so called ‘card system’, which is used in the public sector. To 

improve the communication between the health care offered at clinics and hospitals, the public health care 

uses a card system. On this card all the details about the patients are provided. Like the antenatal care that 

they received, medications, their risk profile and the medication/ health care plan for the patient. 

Table 4.2 – Amount of Doctors – Source: fieldwork, 2009 and Statistics Cape Winelands District, 2009
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However, often these cards are not well updated, which can cause major health risks. Therefore, according 

to the definition of Campbell et al, transportation and communication problems have effect on the quality 

of the offered health care, since it results in not everybody getting the care they actually need (Campbell et 

al, 2000).  

One result of transportation problems is the high rate of Born Before Arrival (BBA) in the public sector; 

which will be explained in section 4.3.2. Since BBA is caused by staff shortage as well.  

 

4.3.2 Effects of Staff Shortage 

 

During research, mainly effects of staff shortage on the quality of reproductive health care were noticed. 

Therefore, its effects, in terms of waiting times, short examinations, bad treatment of patients and BBA, 

will be discussed shortly in this section.  

 

Waiting Times 

There is a huge contrast between waiting times in the private and the public sector. In the private sector 

you make an appointment to see a doctor, while in the public sector you cannot make an appointment. 

This is one of the reasons that cause long waiting times in the public sector. However, the most important 

reason is discussed in the previous section; staff shortage. Since there is staff shortage in the public sector 

they cannot handle the overcrowded waiting rooms which they are facing. Therefore, waiting times are of 

enormous proportions in the public sector. 

 

Short examinations and bad treatment 

Staff shortage causes a lot of pressure on doctors and nurses. Therefore, they do not have the amount of 

time which is needed to provide a proper consultation. Treatment of patients is related to this, due to 

stress factors patients are often not treated that kindly.  

 

Poor treatment, waiting times and short examinations are often negatives encountered by women that visit 

the public sector. These negatives will be discussed more extensively in chapter 5.   

 

Born Before Arrival 

In South Africa 92% of the births are attended by skilled health personnel (WHO, 2003). It seems high, 

but when realizing that all births have to be attended by skilled personnel in South Africa, 8% is still of a 

considerable amount. The births that are not attended by skilled health personnel in Breede Valley is in 

line with the statistics of the country. In Breede Valley this is measured by BBA. BBA indicates how many 

babies are not born or arrived too late in the hospital. Therefore, it indicates how many births there were 

in South Africa that were not attended by skilled health personnel.  
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BBA is a good measure of quality, since you can get only high quality health care during delivery when you 

are in the hospital; every baby in South Africa needs to be born in the hospital or CHC. There are almost 

no midwives who provide care at home.  

 

The BBA rate for the health care facilities in Breede 

Valley is shown in table 4.3.  The average BBA for the 

public sector was 7.5% in 2008 in the Worcester 

Hospital Referral region. This is really high and is 

partly due to transport issues. For high risk 

pregnancies – babies who are born in Worcester hospital – BBA is lower than for low risk pregnancies – 

babies who are born in CHC. This is a small positive sign, since high risk pregnancies are more in need of 

high quality care. However, the BBA of the private sector is much lower; BBA in the private sector was 

only 0,3% in 2008. This shows that there is a difference in quality between the public and private health 

care since more births are attended by high quality staff in the private sector. This difference is mainly 

caused by staff shortage in the public sector.  

 

4.3.3 Lack of Cooperation Public and Private Sector 

 

In the White Paper it was proposed that integration between public and private health care services has to 

take place (Department of Health, 1997). However, 

cooperation between the public and private sector is 

still lacking. Besides the fact that gynaecologists 

have nightshifts in the public hospital and that 

sometimes health care facilities supply each other 

with medicines there is no cooperation noted 

between the private and public sector. However, 

there is need for more cooperation between both 

sectors. When this occurs, resources can be shared; 

e.g. the private hospital could provide staff to the public hospital to assist in the problems related to staff 

shortage.  

Due to this lack of cooperation opportunities to serve more people with higher quality care in Breede 

Valley are missed. Instead of investing money in the public sector by the South African government, the 

public and private sector should cooperate to a greater extent (Havemann & van der Berg, 2002). The 

public sector is missing resources and for African standards, the private sector has more than enough 

resources. When cooperation is more widely achieved, the quality of the overall health care will be 

improved. So instead of investing more and more into the public health care, a plausible solution would 

be to make private health care more accessible to lower income groups. 

 BBA 

Medi-Clinic 0.3 

CHC 12.9 

Worcester Hospital 2 

Table 4.3 – BBA 2008 in percentages – Source: 
Fieldwork 2009 and Statistics Cape Winelands 
District, 2009

‘When a women is having a medical aid scheme and is 
giving birth here in the Medi-Clinic, here baby have to be 
insured as well. Sometimes a baby is sick when it is born, 
we cannot help the baby when she is not insured; she has to 
go to the public hospital.' 
- Nurse Medi-Clinic 

Box 4.2 – Experience lack of cooperation – 
Source: Fieldwork 2009 
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4.4 Concluding Remarks 

 

The supply of reproductive health care in Breede Valley is offered by two sectors; the private and public 

sector. However, the organization and quality of the offered health care is completely different. The public 

health care service is mainly characterized by the fact that health care is for free; when making use of the 

private sector, patients need to have a medical aid scheme or a lot of money. 

There is a big contrast between the quality of the public and private sector. This limits the capabilities of 

people that make use of health care in the public sector, since the bad quality limits their freedom to 

achieve good health (Sen, 2000). The public sector has problems with resources; the amount of beds, 

communication and transportation and staff. Staff shortage is the biggest problem within the public health 

care sector; it is limiting the supply of the pubic sector and has major effects on the quality of the offered 

reproductive health care. Effects are long waiting times, bad examinations and treatments and high 

percentages of births that are not attended by high skilled personnel. In contrast, the private sector faces 

no considerable problems, like staff shortage.  

Moreover, staff shortage is not the only reason for long waiting times, bad examinations and treatments. 

The organization of health care is not optimal in South Africa and can improve these issues. Murray and 

Berwick state that reducing backlogs (work from days before), reducing the variation of appointment 

types and making a plan for unusual circumstances can contribute to the organization and reduction of 

waiting times. E.g. when clinics in South Africa make appointments with patients and differentiate 

between urgent and routine appointments, waiting times can be reduced. Another strategy is balancing the 

supply and demand of health care by decreasing the demand; the amount of patients. E.g. give higher 

tasks to nurses (Murray, 2003; Murray and Berwick, 2003).  

An important concept with respect to the quality of health care is accountability. Who is accountable for 

the bad quality of health care in the public sector? Since the government is creating and implementing the 

policies, it is mainly accountable for the under-developed quality of the public sector. Nevertheless, the 

government is investing a lot in health care in the research area. However, higher investments in public 

health care are probably not the solution, since no results are recognised yet; there is still a big difference 

in quality between the public and private sector. A plausible solution to improve the organization of the 

public health care seems a more extensive cooperation between the public and private sector. Resources 

can be shared; since the public sector is under resourced and the private sector has more than enough 

resources for South African standards. This way, higher quality care can be provided to more people in 

the Breede Valley (Havemann & van der Berg, 2002). 
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Chapter 5 Accessibility Reproductive Health Care in Breede Valley 

 

This chapter aims to answer the second research question; ‘To what extent do various types of women 

have access to these reproductive health care services?’.  

Accessibility is measured by spatial and social accessibility. Spatial accessibility is measured by the type of 

transport women use to go to the clinic, by time and distance. Social accessibility is measured by 

hindrances of the patients – which have a big influence on social accessibility – and are discussed by 

income and population groups; during research it was noted that they are important determinants of 

access. The mode of transport, hindrances and income are all important resources which can increase life 

options of women. These resources are needed to ensure their freedom; it can help them achieve 

functionings; which is in this case good health (Sen, 2000).   

In the previous chapter the supply of reproductive health care services were presented. It became clear 

that there is a big contrast between the organization of public and private health care and the quality 

thereof. That is why it is important to know which women have access to public and which women have 

access to private health care. Therefore, a distinction is made between these sectors as well in this chapter. 

 

5.1 Spatial Accessibility 

 

In this section spatial accessibility for the private and public sector is discussed. A map of the Breede 

Valley, its health care facilities and population density is displayed in illustrative map 5.1. 

 

5.1.1 Spatial Accessibility of the Public Sector 

 

The CHC and public hospital are located in the centre of Worcester. However, clinics of the public sector 

are located in all villages of the Breede Valley; even in Touws River and Rawsonville is a clinic. Moreover, 

mobile clinics reach women in farm areas.  

To address the spatial accessibility of the public sector a distinction is made between the public hospital/ 

CHC and the clinics. This is because clinics are located in all villages and the public hospital and CHC are 

only located in Worcester, which effects spatial accessibility.  
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Clinics 

The spatial accessibility to clinics is fairly high. When the White Paper was introduced, it noted that clinics 

mainly have to be located in middle –and low-income areas (Department of Health, 1997). This is 

implemented in Breede Valley; clinics are located in these areas and near every informal settlement is a 

clinic. This increases spatial accessibility; since the poorest people do not posses their own transport and 

come mostly to the clinic by foot. This is shown in figure 5.1, where the mode of transport used by 

women to the clinic or hospital is displayed.  

 

Medi-Clinic 

Worcester Hospital 

TB Hospital 

7 Clinics

1 Clinic

3 Mobile Clinics

CHC

Rawsonville 
Worcester

 De Doorns
Touws 
River 

Map 5.1 – Illustrative Map Breede Valley – Source: Statistics South Africa, 2003
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75% of the women go on foot to the public health care facilities. Women that visit the public sector have 

a lower income than average and cannot afford their own transport.  

One in ten women makes use of the taxi-services. However, a lot of women cannot afford the taxi. The 

taxi is fairly expensive and is often considered as too dangerous. Lately there have been a lot of accidents 

with the taxis.  

 

Mobile clinics improve the accessibility of clinics since mobile clinics provide people in farm areas with 

health care services. However, the mobile clinic services certain areas only once in two weeks, which limits 

the accessibility significantly for people who live in the farm areas. Since it is not an exception for a mobile 

clinic to break down, this causes even worse accessibility.  

Other clinics have special arrangements which effect spatial accessibility. For instance, in the clinic in De 

Doorns there is a special day for farmers and informal settlements around De Doorns, the other days of 

the week are reserved for people who live more in the village. This limits the access to the clinics as well; 

farmers and people from informal settlements can only visit the clinic once a week.  

 

Public Hospital/ CHC 

The spatial accessibility of the public hospital and CHC is lower compared to clinics, since they are only 

located in Worcester – which is shown in map 5.1 - and most women travel by foot. Therefore, transport 

to the hospital and CHC is a major constraint, especially for women living in De Doorns and Touws River. 

There exists a taxi-service of the hospital, however this taxi-service only drives to the Overberg district 

and is not providing services to the Breede Valley; which are relatively closer to the hospital.  

The ambulance only provides transport to emergency cases and even faces transportation problems. For 

instance, in the weekends it is often too dangerous for an ambulance to go to informal settlements.  

 

Figure 5.1 – What mode of transport do you use? – Source: Fieldwork, 2009
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5.1.2 Spatial Accessibility of the Private Sector 

 

The health care services of the private sector are more centralized than the services of the public sector; 

the Medi-Clinic and the gynaecologist are both located in the centre of Worcester. The Medi-Clinic is 

around the corner of the public hospital. The gynaecologists are located near the Medi-Clinic since they 

work on the premises of the Medi-Clinic.  

The question ‘What type of transport do you use to get to the clinic/ hospital?’ was also asked to women 

that visit the private sector. The results are shown in figure 5.2.  
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Spatial accessibility is high for women that possess their own transport, since the private health care 

facilities are only located in Worcester. However, if women do not have their own transport; accessibility 

is decreasing.  

Women that visit the private sector often have a higher income than women that visit the public sector. 

Due to these high incomes they are more likely to possess a car, and this is shown in figure 5.2. Since the 

majority posses a car, access to the private sector is no problem.  

 

5.1.3 Comparison of Spatial Accessibility between Private and Public Sector 

 

To compare the accessibility of the private and public health care services it is interesting to compare 

figure 5.1 and 5.2 with a figure that displays the travel time to clinics, since women that visit the public 

and private sector make use of different types of transport. Figure 5.2 shows the approximate travel time 

for women to private and public health care facilities in Breede Valley. 

Figure 5.2 – What mode of transport do you use? (II) – Source: Fieldwork, 2009
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This figure shows that there is the same time-pattern visible in the private sector, as well as in the public 

sector. Most women travel between 11 and 30 minutes. However, it is interesting to see this in relation 

with the mode of transport used. Women that visit the private sector have approximately the same travel 

time as women in the public sector; however, they travel mostly by car, while women in the public sector 

travel mostly by foot. From this we can conclude that women which visit clinics in the private sector 

travel longer distances. Moreover, women that visit the public sector have a major transport constraint; it 

is not possible for them to travel long distances. Therefore, these women have a transport barrier to visit 

private sector facilities, which are often located further away.  

The most important underlying factor in spatial accessibility is thus socio-economic status. Women with a 

higher income have better access to higher quality health care. This is not only because women can afford 

transportation; it is because women can afford medical aid schemes as well; which will be discussed in the 

section 5.2.3. In the literature, spatial accessibility is often seen as separate from social factors, like income 

(Morril et al, 1970; McGuirk & Porell, 1984; Weber & Kwan, 2002). However, these factors are thus 

highly interrelated; income can determine spatial accessibility.  

 

 

 

 

 

 

 

 

 

 

Figure 5.3 – What is the approximate travel time to the clinic/ hospital? – Source: Fieldwork 2009
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5.2 Social Accessibility 

 

In this section the social accessibility of the public and private sector is discussed.  

 

5.2.1 Social Accessibility of the Public Sector 

 

To see what the most important factors are that influence social accessibility to the public sector, the most 

important hindrances are shown in figure 5.4.  
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From figure 5.4 it becomes clear that women who make use of the services of the public sector are mostly 

affected by waiting times. Often, women 

have to wait for more than five hours 

before they are helped in public clinics. 

They have to go to the clinic very early in 

the morning to receive health care in the 

afternoon. Especially when a woman is 

pregnant or has small children this can 

cause problems. This was not noticed in 

only one clinic. In every health facility in 

the public sector women face problems 

with long waiting times. 

Other hindrances in the public sector 

concern the quality of the examinations 

and the behaviour with nurses. Women 

Figure 5.4 – What disturbs you the most in the public sector? – Source: Fieldwork 2009 

 
‘When I have to go to the clinic I have to get up at 5 AM and 
walk for two hours to the clinic. It is very hard to walk for so long 
when you are pregnant. Once I am in the clinic, I have to wait often 
for a couple of hours more, to receive a very short examination'  
- Woman that visited the Touws River Clinic. 
 
‘In some clinics patients created the system of stones; women wake
up very early in the morning to place a stone in line, and come back 
a few hours to take their place back in line. This way, they don’t 
have to sit in line all day.’ 
- Social worker Breede Valley 
 
‘Sometimes it is hard to communicate with nurses in the clinic. I 
speak only Xhosa, and there are not many nurses that speak 
Xhosa.' 
- Women that visited Empelisweni Clinic, Zwelethemba 

Box 5.1 – Examples of hindrances of women that visit 
the public sector – Source: Fieldwork, 2009 
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explain in interviews that they are often not examined very well; sisters often don’t have time for the 

patients. This is probably due to staff shortage as discussed in the previous chapter (cf. 4.5.2). Sisters have 

a high workload and this can influence the quality of examinations negatively. The behaviour of nurses, 

which is mentioned as a disturbance, is probably related to staff shortage as well. Women often complain 

about the rudeness of nurses. They don’t treat the patient as they would like to. A lot of this has to do 

with time pressure that nurses are facing. 

Language problems were mainly an issue in the Empelisweni clinic in Zwelethemba. These language 

problems exist because a lot of black people that visit the clinic in Zwelethemba speak Xhosa. Sisters and 

nurses do not speak Xhosa very often. They speak mainly English or Afrikaans. In the Empelisweni clinic 

there was only one nurse able to speak Xhosa.  

It was expected that income had also an influence on access to the public sector; however, since public 

health care is free, income is more important in accessibility to the private sector. Income is a very 

important underlying factor which contributes to whether you make use of the private or public sector 

and is extensively discussed in 5.3.3.  

 

5.2.2 Social Accessibility of the Private Sector 

 

Figure 5.5 shows the most important hindrances in the private sector.  
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Women that visit services which are offered by the private sector face fewer problems with health care. 

Almost 80% of the women that filled out a survey face no problems at all when receiving health care. The 

most important hindrance is hidden under the factor ‘other’; the hindrances mentioned here were often 

related to the high costs of private health care, for women without insurance it is impossible to pay these 

costs.  

Figure 5.5 – What disturbs you the most in the private sector? – Source: Fieldwork 2009 
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Table 5.1 – Mean and median income – 
Source: Fieldwork 2009 

The most common reason for women to visit the private sector instead of the public sector is higher 

quality of the offered health care. Not only the quality of the facilities is better, the quality of examinations 

is better as well according to women in Breede Valley. Another reason that is often mentioned is that 

waiting times are shorter in the private sector. In the public sector women have to wait often for a couple 

of hours before they are helped. Waiting hours are not a limitation in the private sector. This is mainly 

because women have to make an appointment if they visit the private sector and women in the public 

sector cannot make an appointment. There are more staff working in the private sector as well, which 

reduces waiting times.  

 

5.2.3 Comparison of Social Accessibility between the Public and Private Sector 

 

When comparing access to the private sector and to the public sector it is important to look at the 

underlying factors which determine social access. Income is an important determinant of access. To see if 

population groups have different access to private and public health care services; the relationship 

between income and race will be looked at; which can determine access. Finally, other underlying factors 

that can determine access, such as knowledge and education, will be shortly discussed.  

 

Income 

Income is very important in determining access to (reproductive) health care services, which is because of 

its relationship with medical aid schemes. Women with a high income can afford insurance and have 

access to services in the private sector. Women with lower 

income can not afford insurance and are thus forced to 

make use of services in the public sector. To illustrate this, 

we make use of data obtained by the surveys shown in 

table 5.1.  

In table 5.1 the mean and median income of the 

respondents of the survey is shown. From these numbers 

it becomes clear that the mean income of the respondents 

that visit the private sector is much higher than the 

income of the respondents that visit the public sector.  

The public sector is divided in the CHC and clinics. It is 

remarkable that the mean income of women that visit 

the CHC is higher than women that visit clinics; since both are for free. This can partly explained by its 

location; the CHC is only located in Worcester and only women with a slightly higher income possess 

proper transport to visit the CHC.  

Mean income does not always give a clear picture since outliers are also included and can distort the figure. 

That is why the median of the income of the respondents is included in table 5.1 as well. Nevertheless, the 

 Mean 

income 

Median 

of 

income 

Private facilities 

(Medi-clinic and 

gynaecologists) 

16000 R 10000 R

CHC 2657,70 R 1740 R

Clinics 1554,34 R 1000 R
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Table 5.2 – Income population groups – Source: 
Fieldwork 2009 

relative differences between the private sector, CHC and the clinics remain the same. Therefore, we can 

conclude that income is an important determinant in accessibility.  

 

Population groups and income 

It is important to look at the relationship between population groups and access to reproductive health 

care services in Breede Valley. This is of importance to see if income is influencing differences in access 

for different population groups and therefore to see if the legacy of Apartheid is still visible in South 

Africa. As earlier mentioned, during Apartheid there was a lot of segregation. Only white women had 

access to better quality, private reproductive health care services. The question is: is this pattern still 

noticeable in South Africa?  

 

In table 5.2 income per population group is shown. 

In the first column mean income for each population 

group is shown. It is clear that white women earn lot 

more than black and coloured women. However, 

white women often didn’t answer the question about 

income in the surveys. Nevertheless, it gives a picture 

of the situation. If we take into account outliers; 

which can always have a big influence on mean 

income. We see in the second column that the difference between incomes of black and white women 

becomes even bigger. This is because there was one black woman that earned 18.340 Rand and one white 

woman 480 Rand. This has a great influence on the mean income. 

From this table we can thus conclude that black and coloured women are often poorer that white women. 

Therefore, white women have access to private health care and black and coloured women have lower 

accessibility to private health care. Black and coloured women are more forced to make use of public 

health care.  

 

Other factors 

A factor which is important in determining access is knowledge, which is mainly gained through education. 

Women that visit the private sector received higher education compared to women that visit the public 

sector. When receiving higher education, a higher income is obtained as well as more knowledge. When 

women have more knowledge they are more likely to have for example a medical aid scheme which gives 

them access to private health care facilities.  

 

 

 

 

 

Population group Mean 

income 

Mean income 

minus outliers

Black        1668 R 1160 R

Coloured 2663,25 R 2663,25 R

White 14010 R 15943 R
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5.3 Concluding Remarks 

 

In this chapter the accessibility to the private and public sector was addressed. This was done by 

discussing spatial and social accessibility. Since spatial and social factors are both important in determining 

accessibility (Geurs, 2006; Fuchs 2004; Guagliardo, 2004).  

Spatial accessibility is higher for women that can afford transport; they can travel longer distances. This is 

of importance, since private health care facilities are only located in Worcester. Social accessibility is 

characterized by obstacles that women face. Obstacles are high in the public sector; waiting times, bad 

quality of examinations and bad behaviour of nurses. These limitations are often due to staff shortage. 

Women that visit the private sector do not face that many obstacles. Therefore, social accessibility will 

increase when income increases. If a woman has a higher income, she can afford a medical aid scheme, 

which gives access to private health care services.  

Accessibility to the private and public sector is thus mainly related to income. Income determines if one 

has transport and a medical aid scheme, which gives access to the higher quality health care services of the 

private sector. Therefore, spatial and social accessibility is interrelated; when a woman has no income, she 

can not afford a medical aid scheme and has probably no money for transport.  

In Breede Valley big inequalities exist within income, which results in big inequalities in accessibility. 

These inequalities are still visible among population groups as well. Coloured and black women earn a 

lower income than white women and have therefore lower access to higher quality health care services.   

Anderson stated (cf. 2.3) that inequitable access is present if social structure, health beliefs or resources are 

dominant in the use of health care. Since income, which is a resource, is dominating the accessibility to 

health care services in Breede Valley, inequitable access is present (Anderson, 1995). Therefore, social 

exclusion is still apparent in Breede Valley. Women that visit the public sector have less resources and 

freedom to choose – e.g. a car available and face more difficulties like waiting times – , which is 

influencing their ability to achieve good health (Sen, 2000).  

However, Sen argued (cf. 2.2.4) that social exclusion is not only related to income, it has to be seen in 

relation to capabilities as well. When not all people have the capability to achieve their functionings; social 

exclusion or segregation can arise (Sen, 2000). Women that do not have access to high quality health care 

services are thus not only excluded because of their income or mode of transport; these women lack 

capabilities as well. Knowledge, for instance, is an important capability, which is mostly gained through 

education. If women do not receive education they are less likely to earn a high income. And when 

women do not speak the language that is used in a clinic, their access to the clinic is also decreased. In 

Breede Valley, social exclusion has thus mainly an instrumental importance (cf. 2.2.4); which means, 

according to Sen, that exclusion can lead to very bad outcomes. In this case the bad outcome is that 

segregated women have only access to health care which is not of the best quality (Sen, 2000).  
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Chapter 6  Utilization and its Pattern of Reproductive Health Care in Breede Valley 

 

This chapter addresses the third research question: ‘To what extent make women use of reproductive 

health services and what are the implications of the degree of utilization of these services on the well-

being of babies?’.  

First, a look is taken at the utilization level of reproductive health care services in the Breede Valley. 

However, there is no distinction made between the private and public sector due to a shortage of data. 

Therefore, after the utilization level, the utilization pattern in terms of population groups and medical aid 

schemes will be discussed. Finally the implications of reproductive health care services will be discussed, 

by looking at possible results of these services.  

 

6.1 Utilization of Reproductive Health Care Services 

 

Appropriate utilization data was hard to obtain in Breede Valley. However, useful data is obtained about 

the immunization coverage and the amount of babies that receive antenatal care before 20 weeks. These 

numbers reflect the utilization of reproductive health care services in a proper way since it is an important 

aspect of reproductive health care.  

In table 6.1 the percentage of babies in the Breede Valley that received Basic Antenatal Care (BANC) 

before 20 weeks is shown.  

  

 

 

 

 

 

 

 

 

 

 

 
Figure 6.1 – Babies that received Basic Antenatal Care (BANC) before 20 weeks in Breede Valley – Source: 
Cape Winelands District, 2009 
 

From figure 6.1 it becomes clear that the use of BANC is not really high and even under the national 

target of 50%, which is displayed by the red line in figure 6.1. When comparing it to other sub-districts in 

Cape Winelands it is remarkable that the use of BANC is lower in Breede Valley than in surrounding areas. 

A plausible explanation can be the low Human Development Index (cf. 2.6.3) of the Breede Valley 
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compared to other regions in the Western Cape. This can decrease access to clinics, since income is low 

(cf. chapter 5). However, the use of BANC has been rising substantially in the past years.  

In contradiction to the use of BANC, immunization coverage is high in Breede Valley, which is shown in 

figure 6.2.  
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Figure 6.2 - Babies that received immunisation in Breede Valley – Source:  Cape Winelands District, 2009 

 

The immunization is almost 100% in Breede Valley, which is more than the national target of 95%. This is 

probably due to the fact that every clinic in Breede Valley offers immunization; therefore it is has a high 

accessibility rate. Compared to other sub-districts in Cape Winelands the coverage is high as well. Breede 

Valley is the only sub-district that reached the national target.  

 

6.2 Utilization Patterns 

 

Besides the actual usage of services by women it is of importance to know which women make use of the 

public sector and of the private sector since quality differs between both sectors (cf. 4.4). When making 

use of the higher quality care of the private sector, utilization of health care would be more effective. That 

is why in this section the utilization pattern of reproductive health care is discussed.  

First medical aid schemes are discussed; it is expected that this is a determining factor whether somebody 

makes use of private or public health care. Subsequently the population groups that women belong to and 

the relation of population groups to medical aid schemes will be looked at. This is of importance to see if 

women from certain population groups are excluded from utilization.  
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6.2.1 Medical Aid Schemes & Utilization Pattern 

 

When looking at the utilization pattern in Breede Valley it is first of importance to see if women in the 

private or public sector make use of a medical aid scheme. The percentage of women that make use of a 

medical aid 

scheme or 

hospital plan are 

shown in figure 

6.4. 

 

 

 

 

 

 

 

The results in figure 6.4 are according to expectations. Women that make use of private health care often 

possess a medical aid scheme or a hospital plan, which makes health care in the private sector affordable. 

Women that make use of the public sector most of the time have no insurance at all.  

A small percentage - 8% - without medical aid scheme makes use of the private sector as well, this mainly 

encompasses payment of medicines or consults to general practitioners (cf. 2.3.3). 

The possession of a medical aid scheme is thus a determining factor as to whether someone makes use of 

the private or public sector.  

 

6.2.2 Population Groups & Utilization Pattern 

 

During research it was noted that the majority of women that made use of the services of the private 

sector were white and that coloured and black women mostly make use of services that the public sector 

offers. However, more coloured women are starting to make use of the private sector. Nevertheless, this is 

not in proportion to white women that make use of the services in the private sector. The results of the 

survey are shown in figure 5.3.  

 

Figure 6.4 – Do you belong to a medical aid scheme? – Source: Fieldwork, 2009
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Striking to note is that among the respondents only one white woman visited the public sector. That the 

majority of women that visit the public sector are coloured, is not strange. This is because the majority of 

women living in Breede Valley is coloured; 65% of the population living in Breede Valley. However, this 

makes it even more striking that more than 60% of the women that visited the private sector are white, 

since only 14% of the people living in Breede Valley are white.  

There are some differences noticeable among different clinics. For instance, almost 90% that visit the 

Empilisweni clinic in Zwelethemba is black. This percentage is much lower in other clinics. Zwelethemba 

is one of the poorest areas in Breede Valley; an informal settlement of Worcester. Therefore, these 

numbers indicate that the majority of black people are still the poorest of the society. Since the majority of 

black women that was interviewed were living in Zwelethemba and that almost all women interviewed in 

Zwelethemba were black. 

From these data and figures obtained by the questionnaires it becomes clear that there is still segregation 

visible between races. White and a growing number of coloured women – however, still very small – visit 

the services of the private sector and the majority of coloured and black women make use of the services 

of the public sector. In the past this was because of Apartheid, nowadays this segregation is caused by 

income differences.  

 

 

 

 

 

 

 

 

Figure 6.5 – To which population group do you and your household members belong? – Source: 
Fieldwork, 2009 
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6.2.3 Relation between Medical Aid Schemes and Population Groups 

 

With utilization differences and high income differences (cf. 5.3.3) between population groups it would be 

expected that there are also high differences in insurance. This expectation is confirmed as shown in the 

third and fourth column. More than 90% of white 

women are insured while only 7,7 and 19,4 percent 

of black respectively coloured women are insured. 

This follows the lines of utilization by the 

population groups.  

Again, it shows that medical aid schemes and 

therefore income are important determinants in the 

degrees of access. This results in different 

degrees of utilization.   

 

 

6.3 Implications of Reproductive Health Care Services 

 

Implications of reproductive health care services can be measured by data which show possible results of 

utilization. Therefore, a good indicator of the implications for babies of the utilization of reproductive 

health care would be the ‘infant mortality rate’ combined with the ‘under 5 mortality rate per live births’. 

These indicators show how many babies and children died before five years, which is often due to a 

limited use of the reproductive health care services. Hypothetically, if utilization of reproductive health 

care services would be low, these indicators would be high.  

 

 % of women 

with 

hospitalplan 

% of women 

with full 

insurance 

Black 7,7 0 

Coloured 13,3 6,1 

White 61,5 30,8 

Table 6.2 – Population groups and medical aid 
schemes – Source: Fieldwork, 2009 
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Figure 6.3 – IMR and Under 5 mortality rate (U5MR) per 1000 live births by sub-district, Cape Winelands 
East and Overberg 2006 – Cape Winelands District, 2007 
 
In figure 6.3 it is shown that, compared to other sub-districts, the infant mortality rate and the under 5 

mortality rate is low in Breede Valley. However, a slight increase is shown between 2005 and 2006. 

Nevertheless, the infant mortality has remained fairly constant in the Cape Winelands and Overberg since 

1997, with the suggestion of a downward trend.  

The impact of the utilization of reproductive health care services, which mainly increased after the PHC 

approach (cf. 2.3.11), is thus fairly high. The mortality rates dropped significantly since 1997 (Statistics 

South Africa, 2008) 

However, compared to western standards, the amount of infant and child deaths is still high. To have a 

closer look at this phenomenon table 6.1 shows which age group accounted for the highest percentage of 

child deaths, namely post neonatal infants; babies between 1 and 11 months.  

Age group Number of deaths % of child deaths 

Early neonatal (0 – 7 days) 291 17.8 

Late neonatal (8 – 30 days) 135 8.3 

Post neonatal infant (1 – 11 months) 590 36.1 

1 – 4 years 222 13.6 

5 – 9 years 86 5.3 

10 – 14 years 93 5.7 

15 – 19 years 219 13.4 

Table 6.1 – Age distribution of deaths under 19 years, Cape Winelands and Overberg 2004 – 2006 –       
Source Cape Winelands District, 2007  
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Neonatal deaths are mainly caused by prematurity - when a baby is born before 37 weeks - and low birth 

weight. Ill-defined deaths rank second and account for a high proportion of deaths in late neonatal and 

post-neonatal infants (Cape Winelands District, 2007). When women make more use of BANC, which 

utilization level is low in Breede Valley, even more deaths of infants can be prevented. This way, the 

impact of reproductive health services would be even better. 

 

6.4 Concluding Remarks 

 

Mortality rates are dropping in Breede Valley and are low compared to the rest of South Africa. However, 

still a percentage of women living in Breede Valley does not make use of services that are available, which 

causes unnecessary deaths among infants. 

Utilization of reproductive health care services is strongly related to the possession of a medical aid 

scheme. When a woman has a medical aid scheme, it is likely that she makes use of health care services 

offered by the private sector which are of higher quality.  

Since income levels are different for population groups in Breede Valley, the possession of medical aid 

schemes varies for population groups as well. Black and coloured women have often no medical aid 

scheme, which results in the fact that they often make use of public health care. White women often have 

a higher income and can afford a medical aid scheme; they make more often use of private health care.  

Medical aid schemes, and therefore income, are thus important determinants which influence utilization. 

All components that influence utilization, or the realized access, have a mutable and an immutable part, 

which means that a part can be influenced by different factors, like policy, and another part can not be 

influenced. And according to Aday and Anderson, income is mutable; it is a determinant which can be 

influenced (Aday and Anderson, 1974; Anderson, 1995).  

Since income, and therefore the possession of a medical aid scheme, is mutable, a plausible solution for 

inequality in utilization would be policies that support income equality. If higher income equality would be 

realised, more people would have access to a medical aid scheme which would give them access to higher 

quality care. Of course, it is not realistic to obtain perfect income equality. However, emphasizing social 

pro-poor policies to a greater extent e.g. by providing alimonies and other allowances and amplifying 

policies that stimulate employment can have a positive influence on income equality (Pascha, 2002). 

Therefore, it would have a positive influence on the access to reproductive health care services as well.  
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Chapter 7  Case Study – Prevention of Mother to Child Transmission of HIV (PMTCT) 

 

In South Africa, MTCT is still a big problem; babies get infected by HIV mostly during pregnancy or 

during labour (Solomon et al, 2004; WHO 2002). It is important that awareness of prevention methods is 

raised about this subject and that these methods are well integrated in reproductive health care services.  

The research objective will be addressed with three research questions. First, the services and programmes 

that are offered in the Breede Valley are addressed. Second, attention is paid to the integration within 

reproductive health care facilities. Third, awareness of the risks of MTCT and available methods to 

prevent this transmission will be discussed. Finally, the utilization pattern of these methods and its 

explaining factors will be discussed.   

The prevention methods that will be analysed in this case study are the methods that can prevent the 

actual mother-to-child transmission of HIV; (1) antiretroviral therapy; (2) before, during and after delivery 

care and (3) information about breastfeeding. Next to this, an analysis of (4) Voluntary Counselling and 

Testing (VCT) is included as well. Since VCT is a indirect method to prevent MTCT (cf. 2.6.2), which is 

according to the WHO-strategy important to prevent MTCT as well; it provides knowledge about the 

HIV-status of women and is therefore seen as an important instrument that can prevent the mother-to-

child transmission of HIV in the first place (WHO 2001; 2002). 

 

7.1 PMTCT services and its Providers 

 

This section addresses the providers in terms of programmes and services that are offered for both sectors 

separately. Since multiple NGOs are involved in PMTCT services, this will be discussed as well. 

 

Public sector 

In Breede Valley, the public sector offers PMTCT services through programmes which are implemented 

by the Cape Winelands District. The two most important programmes are the PTMCT programme, which 

includes, prevention methods (1), (2) and (3), and the VCT programme (4) and they will be explained 

below.  

 

The first important programme that is implemented by the government in Breede Valley is the PMTCT 

programme – Prevention of Mother-to-Child Transmission of HIV programme. Women can participate in 

this programme when they are HIV-positive and pregnant.  

This programme consists of different components:  

- Information about breastfeeding; which is given by sisters in clinics and hospitals.  

- ARV treatment; which is provided in Worcester hospital and Brewelskloof (TB) hospital. 

However, sisters regularly come to clinics to provide ARV treatment in clinics. In Worcester 
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Correctional services, a prison near Rawsonville, VCT and ARV treatment is available as well. 

Sisters from clinics and the hospital come to the prison to provide ARV to prisoners.  

- Before, during and after delivery care. This exists of three components:  

o A pill which women get before their delivery; it can prevent the transmission. 

o If you miss this pill due to circumstances a woman will receive special care at delivery 

which can limit the transmission. This often implies a caesarean section.  

o A couple of days after delivery a Polymerase Chain Reaction (PCR) test is taken. This test 

is provided in clinics and shows if a baby is HIV positive or not. If the baby is positive it 

receives the necessary medicines and treatments. Then, the ARV department decides 

whether a baby needs ARV treatment or not. 

 

Another programme offered by the government is the VCT programme – the HIV Voluntary Counselling 

and Testing programme. The VCT programme is provided for free in all clinics in Breede Valley and 

when a patient participates in this programme it will receive different treatments. First, patients will 

receive pre-counselling and after this session, patients will be tested on HIV. After receiving the results, 

patients who are HIV-positive will get post-counselling and will be provided with the necessary 

information e.g. information about ARV treatment.  

Private sector 

The private sector offers basically the same services as the public sector regarding the prevention of 

MTCT.  

Information about HIV, VCT and information about breastfeeding is provided by the gynaecologist. ARV 

treatment, before, during and after delivery care is provided by the maternity ward of the Medi-Clinic.  

NGOs 

Besides the hospitals and clinics there are three NGOs involved in information about HIV and PMTCT 

as well.  

The first NGO involved in giving information about HIV is the Aids Action Committee. However, the 

organization didn’t receive money this year from the Western Cape Province, which normally gives them a 

grant. There are a lot of NGOs opting for these grants, the competition was too strong and they didn’t 

receive any money this year. That is why they have no running programmes this year. The issues that the 

Aids Action Committee normally deals with are non-medical. The committee gives a lot of information 

about AIDS in schools and communities, gives additional information about contraceptives and hands out 

condoms in schools. The committee gives information to women regarding MTCT as well.  

The second organization that is involved in PMTCT services is the Mother 2 Mothers organization. This 

organization was set up in 2008 and consists of mothers who are HIV-positive. They give information to 

women who are HIV-positive and pregnant. This way, they try to prevent the transmission from mothers 

to their children. Besides this, Mothers 2 Mothers gives information to pregnant women who are HIV-
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negative as well; to prevent her or her child getting AIDS. Women who work for the organization 

Mothers 2 Mothers are mainly working at the bigger clinics; the clinics in De Doorns, Touws River and 

the Empelisweni Clinic in Zwelethemba.  

The third NGO that provides information about HIV is Lovelife. This is a NGO that provides 

information about HIV in whole South Africa. They do this with information sheets and often with plays 

(drama) to raise awareness about this issue. This NGO works closely together with the Department of 

Education, which also provides posters and condoms itself to students at high schools.  

 

7.2 Integration within Reproductive Health Care Services 

 

It is of importance that PMTCT services are well integrated within reproductive health care services. This 

can prevent new people from being infected and can speed up treatments. Integration is strongly related 

to accessibility. When PMTCT services are well integrated within the reproductive health care service, 

access is improved. Therefore, accessibility is seen as one of the determining factors of the extent of 

integration (WHO 2007; 2008).   

In general, PMTCT services are well integrated within the reproductive health care service in the Breede 

Valley. However, not all services are equally integrated. Therefore we zoom in on two components of 

PMTCT; VCT and ARV treatment, since accessibility and therefore integration is different for these 

services.  

In the public sector, VCT is well integrated in reproductive health care services. VCT is offered in clinics 

where basic reproductive health care services are offered as well. This integration results in good 

accessibility and since clinics are located in all villages, accessibility is even higher. VCT is done by the first 

doctor or sister which a women encounters when she is pregnant; this doctor will always suggest an HIV 

test. If necessary, additional information is provided about breastfeeding and HIV/Aids.  

In the private sector, VCT is offered by gynaecologists, who provide reproductive health care services as 

well. Therefore, VCT is well integrated. However, accessibility is lower than VCT offered in the public 

sector since gynaecologists are only located in Worcester. Nevertheless, this is not a problem, since 

women that visit the private sector have higher incomes and can afford transport (cf. 5.2.2).  

ARV treatment is integrated in reproductive health care services to a limited extent in the public and 

private sector. This is because in the public sector ARV treatment is only provided in Brewelskloof 

hospital and Worcester hospital, and in the private sector ARV is only provided in the Medi-Clinic. ARV 

treatment is not provided in clinics. This is mainly a problem in the public sector; it limits accessibility 

significantly. A lot of women that make use of the public sector do not have proper transport and travel 

by foot (cf. 5.2.1) and this makes it hard for them to get to Worcester. For women that visit the private 

sector it is less problematic since these women have a higher income.  

Nevertheless, ARV treatment will be more accessible in the future in the public sector, since currently the 

Stretch programme is being implemented. This programme tries to implement the ARV treatment sites 



 87

Table 7.1 – General Statements about HIV: results in percentages – Source: fieldwork 2009 

into clinics. This will be done by training sisters at the clinics, which makes them able to provide ARV 

treatment at the clinics. Consequently, ARV treatment will be more accessible.  

 

7.3 Awareness of MTCT  

 

In this section the awareness of risks of MTCT and the awareness of PMTCT (services) among the 

population in Breede Valley are discussed. 

 

7.3.1 Awareness of Risks of MTCT  

 

It is important that women are aware of risks of HIV, and especially when they can transmit HIV to their 

babies. If women are aware of these risks, the infection of new babies can be prevented. To test if women 

are aware of risks of MTCT there were different statements included in the questionnaire, where women 

had to mark if a statement is true or false. First, to test their general knowledge about HIV, two general 

statements were included in the questionnaire. The results are shown in table 7.1. 

Statement True  False 

A person who has unprotected sex with somebody who is HIV-

positive may get HIV 96,9 3,1

A person can be HIV-positive and not feel sick with HIV 77,4 22,6

The first statement is, to our western standards, basic general knowledge and it was expected that 

everybody knew that this statement is true. Only 5 persons stated that this statement was false and by far 

the majority gave the right answer. It seems that general knowledge is adequate in Breede Valley. However, 

if we have a look at the second statement ‘A person can be HIV-positive and not feel sick with HIV’, it 

becomes clear that this general knowledge of HIV is still lacking. 22.6% of the interviewed women stated 

that persons cannot be HIV-positive if they do not feel sick. In other words, almost one in four women 

thinks you have to be sick if you have HIV. This percentage is pretty high, and can be dangerous as well. 

If women think that you have to be sick when you have HIV, it can hold them back to make use of HIV-

testing.  

To test if women are aware of the risks of MTCT, five statements were included in the questionnaire. The 

results are shown in table 7.2. 
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Table 7.2 – Statements about risks of MTCT of HIV: results in percentages – Source: Fieldwork 2009

Statement True False 

Some babies born to HIV-positive pregnant women may get HIV 81,8 28,2

All babies born to HIV-positive pregnant women will get HIV 31 69

Babies being breastfeed by HIV-positive women have a chance to 

get HIV 84 26

Babies can get HIV during pregnancy when the woman is HIV-

positive 75,2 24,8

Babies can get HIV when an HIV-positive woman is giving birth 76,7 23,3

First, statements were included to see if women believe that all babies can get HIV when they are born 

and their mother is HIV positive. As table 7.2 shows a lot of women believe correctly that some babies 

will get HIV and not all babies. However, almost 30 percent gives wrong answers on these statements. 

This is still quite high.  

The final three statements test the awareness of ways of transmitting HIV; breastfeeding, during 

pregnancy and when women are giving birth to their children (cf. 1.4.2). The awareness is comparable to 

the awareness about the first two statements. One in four women thinks that HIV-positive women cannot 

transmit HIV through breastfeeding, during pregnancy and when they give birth to their child. These 

results are worrying. However, we can assume that this knowledge is higher when women actually have 

HIV. And not all women interviewed in these questionnaires were HIV-positive.  

From interviews it became clear that awareness regarding the risks of MTCT was different between the 

private and public sector, and thus different between population groups. White women, who make use 

mostly of the services in the private sector, had significantly more knowledge about these issues than black 

and coloured women, who make use mostly of the services of the public sector. As an example, the first 

two statements were correctly filled out by all white women that were interviewed. This is also the case, 

except for 2 persons, for the other statements. Apparently, the private sector gives better information 

about MTCT. An important factor with respect to awareness is schooling. White women often receive 

higher education than black and coloured women, which results in more knowledge concerning these 

issues.  

 

7.3.2 Awareness of PMTCT services 

 

There exist different methods to prevent MTCT, like ARV treatment, bottle feeding and extra care at 

childbirth (cf. 1.4.2). It is of importance that women are aware of these different methods. This is not only 

important for women who are HIV positive, but for women who are negative as well. To check if women 

in Breede Valley are aware of these methods the question ‘Do methods exist to prevent MTCT of HIV?’ 

was asked. The answers are shown in figure 7.1. The expectation was that women visiting the public and 
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Figure 7.1 – Do methods exist to prevent MTCT of HIV? – Source: Fieldwork 2009 

private sector had different knowledge about prevention methods. Therefore the given answers are shown 

by the private and public sector separately.  
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In figure 7.1 it is shown that most women in the private sector and a large part of women in the public 

sector as well, think of contraceptives or abstinence when they think of methods that can prevent the 

transmission of HIV. This is true for the transmission of HIV between adults. However, it does not 

prevent the transmission from women to their children 7 . Therefore, the majority of women is 

knowledgeable about general methods that can prevent HIV between adults, but only a minority is aware 

of the methods that prevent MTCT to their children. Five percent of the women that was interviewed 

believed that there existed no methods to prevent MTCT. These women were all visiting health care 

services in the public sector. Even if this percentage is low, it is worrying that if 1 of every 20 women 

thinks that there are no existing methods to prevent this transmission. It will not be likely that these 

women, when they are HIV-positive, will make use of prevention methods.  

It was expected, that there would be a big difference between the knowledge of women that visit the 

private and the public sector. There are some differences between both sectors; women that visit the 

private sector have more knowledge about PMTCT services. However, these differences are not 

significant. The majority of women that visit both sectors knows that there exist methods to prevent this 

transmission. The difference between these women, which comes out from another question from the 

survey, is that women in the private sector can name these methods and women in the public sector 

cannot.  

                                                 
7 Note; a possibility is that women didn’t understand the question correctly. In the question was referred to Mother-
To-Child Transmission of HIV. However, it is possible that women understood that the question was about the 
transmission of HIV in general.  
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Of great importance is however, that women know at least that there are existing methods. When they are 

in need of these methods they can overcome this information-gap and can be informed about these 

methods. When women are not aware of existing methods, they are less likely to find out about these 

prevention methods.  

 

7.4 Utilization Pattern of PMTCT services 

 

In the previous part awareness was checked among women in the Breede Valley about risks of MTCT and 

about methods that can prevent this transmission. In this part, the actual utilization pattern of these 

methods will be discussed and reasons that can explain this utilization pattern.  

 

7.4.1 Actual Utilization of PMTCT services 

 

The actual utilization is measured by VCT testing. This is not a method which can prevent the actual 

transmission from mother to child. However, the utilization of methods that can prevent the actual 

transmission of HIV is hard to measure and every woman has to start with VCT to discover if she has 

HIV. To prevent and detect HIV infection in the first place is an aim that is part of the ‘comprehensive 

approach’ from the World Health Organization to prevent MTCT (WHO, 2002). The results of looking at 

the utilization methods that can prevent the actual transmission and the effectiveness will be discussed 

shortly.  

Every woman that filled out the questionnaire about reproductive health care was asked if she ever made 

use of voluntary HIV testing. It was expected that this differed between the private and public sector; that 

is why it is shown separately in figure 7.2. 
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Figure 7.2 – Have you ever had voluntary HIV testing done? – Source: Fieldwork 2009 
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Figure 7.2 shows some surprising results of the survey. Apparently, women that visited the public sector 

made more use of voluntary HIV testing than women that visited the private sector. This is surprising. It 

was expected that women in the private sector had more voluntary HIV testing done, since private health 

care is better organized and of better quality than public health care (cf. chapter 4). Possible explanatory 

factors are discussed in section 7.4.2.  

To see if these results are shown between differences between population groups as well, figure 7.3 shows 

voluntary HIV testing between population groups.  
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From figure 7.3 we can conclude that white women are the largest group that makes no use of VCT. More 

than 30% indicated that they have never made use of 

VCT. More than 55% of the interviewed black 

women indicated that they made more than once use 

of VCT and almost 90% made use of VCT at least 

once. More than 90% of coloured women made use 

of VCT at least once.  

This lack of usage among white women is probably 

due to cultural factors, like religion or Aids-stigma, 

which is more prevalent for white women. These 

explanatory factors will be discussed in the next 

section.  

Figure 7.3 – Have you ever had voluntary HIV testing done? (II) – Source: Fieldwork 2009 

Figure 7.4 – Specific death rates for HIV  by 
gender, Cape Winelands and Overberg 2004 
until 2006 – Source: Cape Winelands District, 
2007
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To give an indication about the usage of other PMTCT services which can prevent the actual transmission 

of HIV, figure 7.4 shows the death rates of HIV in the Cape Winelands and Overberg district. These 

figures show, among others, the amount of deaths of HIV before the age of 5. These deaths are mainly 

caused by MTCT. These deaths could have been prevented and show therefore, that the usage of services 

that can prevent MTCT is still not optimal.  

 

7.4.2 Factors that can explain low Usage of PMTCT 

 

In this section factors that can explain the low usage of PMTCT will be discussed8. The most important 

reason that explains the low usage is already discussed in the previous section; the low awareness among 

women of prevention methods. During research, it was noted that the most important factors that explain 

this low awareness and therefore low usage of these methods are ‘cultural values’ and ‘lack of knowledge’. 

Since knowledge can increase awareness and cultural values can be an obstacle to obtain knowledge 

(Kenkel, 1991).  

 

Cultural values 

Cultural values influence the low usage of services 

that can prevent MTCT in multiple ways. Different 

aspects are discussed in this section.  

 

Religion is a cultural factor that can mainly indirectly 

influence MTCT. A lot of people in South Africa are 

Dutch reformed; this religion promotes abstinence 

before marriage. Many parents assume that their 

children hold to this and as a consequence children 

do not get any proper information about 

contraceptives. This is a reason that causes that 

children or young adults to make no use of 

contraceptives or VCT. Consequently, this results in 

a larger amount of transmissions of HIV from 

mother-to-child. 

 

Another cultural issue of high importance is the 

stigma about HIV. This stigma can cause a low 

                                                 
8 Factors discussed in this section are related to HIV in general as well; since factors that explain the low usage of 
PMTCT and other HIV prevention services are often interlinked; reasons that account for HIV, indirectly account 
for MTCT as well.  

Box 7.1 – Explaining factors according to women 
in Breede Valley – Source: Fieldwork, 2009 

Examples of answers to the question: ‘Why do 
you think that HIV-positive women do not 
make use of the methods available to prevent 
the transmission of HIV?’ 
 
‘Some people are only thinking about themselves, they 
just want to spread HIV to some people. They don’t 
think about their environment.’ 
- Woman in Medi-Clinic, Worcester 

‘Women are not taking VCT because they fear that 
they are HIV-positive. Also, women do not have the 
knowledge about the usage of these methods.’ 
- Woman in Empelisweni Clinic, Zwelethemba 
 
‘Women are embarrassed by getting VCT and by using 
contraceptives’ 
- Woman in Doorns Clinic, De Doorns 
 
‘I don’t know why people do not make use of these
methods. What I do think is that HIV-positive 
mothers shouldn’t get babies at all’. 
- Woman in Touws River Clinis, Touws River 
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usage rate since women are embarrassed about talking about HIV. Women are even more embarrassed 

when they have to confess that they are HIV-positive. This can lead to many (unwanted) consequences. 

Women do not ask for information about HIV, are not taking a VCT test or do not make use of other 

methods that can prevent them to transmit the disease to their children. 

The former president of South Africa, Mbeki, didn’t help to change these cultural values either. He even 

announced in a speech that you cannot get Aids if you take a shower after having sex.  

 

Lack of knowledge 

Lack of knowledge about MTCT and services that can prevent this transmission is causing low usage rates 

of prevention methods as well. Lack of knowledge is highly related to awareness; when people do not 

have knowledge of methods that can prevent MTCT, they are not aware of existing methods. And 

consequently, will not make use of these methods. This lack of knowledge is mainly due to bad 

information provision.  

Women often think that they cannot afford payment for these methods. In the survey it was often 

indicated that women think that services that can prevent MTCT are too expensive. However, this shows 

that information provision is lacking since these methods are free in the public sector.  

Also, women are often not convinced about the effectiveness of these methods. This is again related to 

information that is not given properly to women in Breede Valley. When women are more informed, they 

will know more about the usefulness and effectiveness of these methods.  

An example of a lack of general knowledge is that women above 30 think they cannot become pregnant 

anymore and that is a major reason for them to use no family planning. 

The lack of knowledge is therefore a consequence of bad information provision. However, this has many 

underlying factors. It can be caused by lack of schooling or by not enough attention paid to this subject in 

schools. As mentioned above, this lack of information can be caused by religion and cultural values as well.  

 

7.4 Concluding Remarks 

 

In Breede Valley, services that can prevent MTCT are integrated to a certain extent within reproductive 

health care services. VCT is offered in clinics, which are accessible and therefore, VCT is well integrated. 

In contrast, ARV treatment is only offered in hospitals in Breede Valley. Therefore, integration of ARV is 

limited, since hospitals are only located in Worcester. Integration and therefore accessibility would be 

improved if ARV was offered at clinics as well. However, Breede Valley tries to improve accessibility by 

implementing the Stretch programme. This programme tries to implement the ARV treatment sites into 

clinics; ARV treatment will be provided in clinics as well. 

Nevertheless, important in this integration is that stakeholders are committed and that funding is 

sustainable. Clinics should be appropriately staffed and commodities and equipment should be available. 

This is often not the case in the public sector, clinics are understaffed, resources are not available and the 

workload is too high (cf. 4.5). Therefore, attention should be paid to the understaffing of clinics before 
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implementing a programme like the stretch programme. This will only heighten the workload of sisters 

and nurses (WHO, 2008).  

The utilization of PMTCT services is low due to a low awareness level which is mainly caused by cultural 

values and lack of knowledge. Like income (cf. chapter 6), cultural values and knowledge are mutable. 

However, knowledge, which is an important capability, will be easier to change than cultural values (Aday 

and Anderson, 1974).  

However, knowledge and cultural values are highly interrelated. When more knowledge is obtained; 

cultural values can be changed. Higher educated people are often less likely to be influenced by cultural 

values like religion. And when cultural values change, knowledge can be easier to obtain. Therefore, the 

interaction between cultural values and knowledge is of high importance.  

With respect to knowledge schooling is an important factor. Not only is the fact of whether a child is 

following education important, the contents of the education are important as well. A child should receive 

education about subjects like HIV and this information should be legitimate and encompassing. The main 

problem according to van der Berg and Burger is that education is lacking accountability. Accountability 

of service providers to their clients and policy makers is important for performance, evaluation and policy 

initiatives (Kenkel, 1991; Van der Berg & Burger, 2002).  

Since education about HIV is often lacking in schools in South Africa, multiple NGOs are actively trying 

to fill up this information-gap. However, lack of money and resources is often a problem within these 

organizations.  

 

A plausible solution to provide more information and reduce the Aids stigma is the integration of PMTCT 

services in reproductive health care services. Then, information will be more accessible and the gap 

between awareness and behaviour, which is often present in development countries, will be smaller. 

However, first problems with resources, like staff shortage should be reduced (James et al, 2004; WHO, 

2007; WHO, 2008).  
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Chapter 8 Presentation of Findings 

 

In this chapter the findings of this study are presented. First, a summary is given which gives a short 

answer on all the research questions. Second, these findings are discussed; they are related to literature and 

placed in the South African context. Third and finally, recommendations for future research are given.  

 

8.1 Summary and Conclusion 

 

This study looked at supply, accessibility and utilization of reproductive health care and at services that 

can prevent Mother-To-Child Transmission of HIV in Breede Valley, South Africa.  

Chapter 1 started with a presentation of the research questions, objectives and methodology of this study. 

Chapter 2 presented a theoretical overview of themes and theories which are related to reproductive 

health care. It described that reproductive health care gained importance on the international development 

agenda after 1930 and even more after the shift to more social development approaches. However, 

reproductive health care is still facing problems like inequality in accessibility. Chapter 3 placed 

reproductive health care into the context of South Africa. It described important policies that placed 

reproductive health care higher on the agenda and problems that are still faced with reproductive health 

care in South Africa. Chapter 4 to 7 presented the results of the actual research in South Africa. Chapter 4 

gave an overview of the supply of reproductive health care in Breede Valley. A distinction was made 

between private and public health care and quality differences among them were addressed. Accessibility 

was discussed in chapter 5; it addressed social and spatial accessibility for both sectors. Chapter 6 

addressed the utilization of reproductive health care, its utilization pattern and the impact of these services 

in Breede Valley. Finally, Chapter 7 looked in more detail at the case study; it gave an overview of the 

organization of services that can prevent MTCT, it addressed the awareness of women about these 

services and the utilization of these services in Breede Valley.  

This makes us able to answer the research objectives and questions, presented in chapter 1.  

 

What are the most important themes and theories discussed in the literature which are related to 

reproductive health care services?  

 

Reproductive health gained more importance after the introduction of well-being in development thinking. 

Different theories were developed which contributed to social development thinking, like the capabilities 

approach of Amartya Sen. Important theories were developed about the organization of health care and 

on accessibility and utilization of health care as well. First, theories were very focused on the spatial 

element of accessibility. However, later theories focused on the social component of accessibility as well.   

Mother-To-Child Transmission of HIV is important since it causes the majority of child deaths by HIV. 

Programmes that aim to prevent MTCT should offer an holistic approach and should aim to integrate 
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prevention methods within reproductive health care services. This improves access and reduces the Aids-

stigma and discrimination.  

 

What characteristics of South Africa are important for this research?  

 

The legacy of Apartheid is very important with respect to South Africa. During Apartheid the budget for 

health care was limited and policy was very centralized. This changed after 1994. The DHS and PHC were 

the most important outcomes of this alteration. The DHS had to facilitate universal access to essential 

health care and the PHC was aimed to provide primary health care services for all people in South Africa. 

However, despite the efforts of the South African government a lot of problems with health care in South 

Africa still exist; like quality differences between the private and public sector and the different degrees of 

accessibility to these sectors determined by the possession of a medical aid scheme.   

Adequate Aids-policy is still lacking in South Africa as well. Aids-policy is still characterised by denial and 

fragmentation, while the problem of Aids is of outrageous proportions.  

 

Research Objective 

To assess how reproductive health care services are organized and to what extent women have 

access and make use of reproductive health care in Breede Valley, South Africa 

 

How are Reproductive health care services organized? 

The supply of reproductive health care in Breede Valley is offered by two sectors; the private and public 

sector. There is a big contrast between these sectors in the organization, as well as in the quality of 

reproductive health care. Public reproductive health care is mainly provided by sisters and for free, while 

private health care is provided by gynaecologists and is not free; most women can only afford this when 

they have a medical aid scheme.  

However, differences are mainly noticeable within quality. The public sector faces problems with 

resources; the amount of beds, communication and transportation and especially, staff. The demand 

exceeds the supply of health care in Breede Valley; this staff shortage reduces the quality of the offered 

reproductive health care. Effects are long waiting times, bad examinations and treatments and high 

percentages of births that are not attended by high skilled personnel. In contrast, the private sector faces 

no considerable problems, like staff shortage.  

 

To what extent do various types of women have access to these reproductive health services? 

Accessibility is measured by spatial and social accessibility. Public health care facilities have better spatial 

access since they are located in all villages. In contrast, private health care facilities are only located in 

Worcester. However, women that visit the private sector can mostly afford transport, which means that 

they can travel longer distances and have good access to higher quality care.  
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Social accessibility is better in the private sector, since the public sector is facing many problems; waiting 

times, bad quality of examinations and bad behaviour of nurses. These hindrances have a big influence on 

social accessibility and are mainly due to staff shortage.  

Social and spatial accessibility are thus mainly related to income. When income is higher, social and spatial 

accessibility to higher quality care – the private sector – will increase. Therefore, spatial and social 

accessibility is interrelated; when a woman has no income, she cannot afford a medical aid scheme and 

private health care will be too expensive and when income is low a woman probably has no money for 

transport. 

In Breede Valley big inequalities exist within income, which results in big inequalities in accessibility. 

These inequalities are still visible among population groups as well. Coloured and black women earn a 

lower income than white women and therefore have lower access to higher quality health care services.   

 

To what extent do women make use of these reproductive health services and what are the 

implications of the degree of utilization of those services for the well-being of babies? 

Utilization of reproductive health care services is relatively high, which results in the fact that infant and 

maternal mortality rates are dropping in Breede Valley. However, these rates can still be lowered since a 

percentage of the women is still not making use of the services available.  

Utilization of reproductive health care services is strongly related to the possession of a medical aid 

scheme. When a woman has a medical aid scheme, it is likely that she will make use of health care services 

offered by the private sector which are of higher quality.  

Since income levels are different for population groups in Breede Valley, the possession of medical aid 

schemes varies for population groups as well. Black and coloured women often have no medical aid 

scheme, which results in the fact that they often make use of public health care. White women often have 

a higher income and can afford a medical aid scheme; they make use more often of private health care.  

 

Objective Case Study 

To assess how services, that prevent mother-to-child transmission of HIV, are organized, to what 

extent these services are integrated into Reproductive health services and to what extent women 

are aware and make use of these services in Breede Valley, South Africa.  

 

What prevention methods for MTCT do exist and how is this delivery system organised in 

practice in Breede Valley, SA? 

Prevention methods that can prevent MTCT are well represented in Breede Valley. These methods and 

services are provided according to the provision of reproductive health care services; it is available in the 

public as well as in the private sector. However, the difference is that NGOs are involved in the 

prevention of MTCT as well. They mainly try to raise awareness by providing information about these 

issues.  
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These services, that can prevent MTCT, are integrated to a certain extent within reproductive health care 

services. VCT is offered in clinics, which are accessible and therefore, VCT is well integrated. In contrast, 

ARV treatment is only offered in hospitals in Breede Valley. Therefore, integration of ARV is limited, 

since hospitals are only located in Worcester. Integration and therefore accessibility would be improved if 

ARV was offered at clinics as well. However, Breede Valley tries to improve accessibility by implementing 

the Stretch programme. This programme tries to implement the ARV treatment sites into clinics; ARV 

treatment will be provided in clinics as well. 

 

What is the status of awareness of the risks and the available methods to prevent these among the 

target population?  

 

Awareness of risks and methods available that can prevent MTCT is not significantly high in Breede 

Valley. Furthermore, differences are noticeable between population groups. White women, who mostly 

make use of the services in the private sector, had significantly more knowledge about these issues than 

black and coloured women, who mostly make use of the services of the public sector. This is probably 

related to education; where knowledge is gained. Women that visit the private sector have often a higher 

income and a better education level.  

 

What is the present day utilization pattern of the prevention methods and which are the 

explaining factors in this regard? 

 

The utilization of PMTCT services is low due to a low awareness level which is mainly caused by cultural 

values and lack of knowledge. Like income (cf. chapter 6), cultural values and knowledge are mutable. 

However, knowledge, which is an important capability, will be easier to change than cultural values (Aday 

and Anderson, 1974).  

However, knowledge and cultural values are highly interrelated. When more knowledge is obtained; 

cultural values can be changed. Higher educated people are often less likely to be influenced by cultural 

values like religion. And when cultural values change, knowledge can be easier to obtain. Therefore, the 

interaction between cultural values and knowledge is of high importance.  

 

 

 



 100

8.2 Discussion 

 

During the Apartheid the budget for (reproductive) health care was limited and policy was centralized. 

This changed after 1994 with the implementation of the DHS and PHC (Department of Health, 1997). 

However, the legacy of the Apartheid is still noticeable in the health care system nowadays; the big 

contrast between the quality of private and public health care in Breede Valley determines the South 

African health care system. The lack of quality in the public health care sector is mainly caused by a lack of 

resources and especially staff shortage. The demand for health care is exceeding the supply for health care. 

In South Africa staff shortage is mainly caused by medical brain drain. A plausible solution for the 

shortage of health workers would be two sided. On one side, the South African government should 

manage the migration by making South Africa more attractive by for example higher wages and 

stimulating the return of migrants. On the other side, the South African government should increase the 

number of health worker by increasing institutions that can educate health workers and should make the 

profession more attractive (DIIS, 2008). 

Furthermore, there are problems in the organization of health care in the public sector. According to the 

literature; making appointments, reducing backlogs (work from days before), reducing the variation of 

appointment types and making a plan for unusual circumstances can contribute to the organization and 

reduction of waiting times (Murray, 2003; Murray and Berwick, 2003). And when looking at Breede Valley 

neither of these strategies are applied in clinics. Making appointments is maybe not realistic on a short 

term, but days could be divided in certain periods. Next to this, urgent and non-urgent cases should be 

distinguished, which can save a lot of time; especially concerning PMTCT services. A lot of women with 

HIV only have to get medicines; a routine treatment and this doesn’t have to cost a lot of time.  

 

In the literature accessibility is often related to spatial factors (Morill et al, 1970; McGuirk & Porell, 1984; 

Weber & Kwan, 2002). These spatial factors are often defined in terms of time and distance. However, 

when measuring time some factors are not taken into account in most (literature) studies. Often, attention 

is only paid to the time that is spent during the actual transport. However, – and especially in South Africa 

– it also costs time to get to and wait for the mode of transport e.g. a taxi. Often, there is no time-table for 

busses or minivans and people have to wait for a long time. Due to these long travel times and high costs 

– in terms of travel expenses and of salaries that are missed – a lot of women do not even go to the clinic.  

As was already noted by previous studies (Fuchs, 2004, Guagliardo, 2004; Geurs, 2006) social and 

individual factors are important as well, but often – incorrectly – overlooked by studies to accessibility. 

The study in South Africa confirms this statement, since these factors are very important in the context of 

South Africa as well. In South Africa, accessibility and utilization to reproductive health care facilities is 

mainly related to the possession of a medical aid scheme. When income is high, people often possess a 

medical aid scheme, and with a medical aid scheme access is obtained to private health care. Therefore, 

income is dominating accessibility in South Africa (Anderson, 1995). Looking at the conceptual model – 

which was presented in chapter 1 – it was not expected that insurance and income was very important in 
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South Africa. However, it turned out to be one of the most important factors that determine accessibility. 

Income has even a big influence on spatial accessibility; when a family has a higher income they can afford 

better transport. Social and spatial accessibility are thus interrelated. These different degrees of social and 

spatial access result in segregation; black and coloured people often have a lower income and no access to 

private health care. Ethnicity is thus not directly a determining factor – as was expected in the conceptual 

model – but income differences among different ethnicities result in segregation between these different 

ethnicities. Health care is thus not yet equally accessible for everyone as was the aim with the PHC 

approach (Department of Health, 1997; 2000). 

However, Sen argued (cf. 1.2.4) that social exclusion is not only related to income; capabilities have to be 

taken into account as well. When women do not have the proper capabilities, they cannot achieve their 

functionings; which is in this case access to reproductive health care facilities. E.g. an important capability 

is education. When women are educated they are more likely to earn a higher income, which gives access 

to higher quality care with a medical aid scheme (Sen, 2000). 

All components – capabilities, income – have a mutable and immutable part; which means that a part can 

be influenced by different factors, like policy, and another part can not be influenced. And according to 

Aday and Anderson, income is mutable; it is a determinant which can be influenced (Aday and Anderson, 

1994). Since income, and therefore the possession of a medical aid scheme, is mutable, a plausible solution 

for inequality in utilization would be policies that support income equality. If higher income equality 

would be realised – e.g. through pro-poor policies of the South African government – more people would 

have access to a medical aid scheme which would give them access to higher quality care. However, 

income equality is probably not realistic in the near future. Therefore, a plausible solution for inequality in 

access and utilization seems to eliminate quality differences among these sectors.  

The government of South Africa is investing a lot of money in the public sector. The Department of 

Health tries to improve quality by a policy focused on the equity of health care, reducing errors, engaging 

and increasing the health care workforce (Department of Health, 2007). However, no substantial results 

are realised yet. On the contrary, private health care is for South African standards well resourced and 

serves, compared to the public sector, a smaller part of the population. A plausible solution seems thus a 

more extensive cooperation between the public and private sector. This integration of the public and 

private sector was already planned in the White Paper for the Transformation of the Health System. 

However, these policies should get more priority to get substantial results in the future. When a more 

extensive cooperation occurs, resources can be shared and higher quality care can be provided for more 

people in the Breede Valley (Department of Health, 1997; Van den Heever, 1998; McIntyre & Gilson, 

2000; Havemann & van der Berg, 2002).  

 

Expected was, as presented in the conceptual model, that next to public and private health care, NGOs 

would play an important role in the organization of reproductive health care in Breede Valley. However, 

NGOs have no significant role within reproductive health care – except for MTCT – in Breede Valley. 

Looking at the South African context, this can be explained by the important role of the state within 
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South Africa. South Africa has a strong state which has and wants to maintain its big influence on the 

South African society; this accounts for the health system as well. NGOs are considered as difficult and 

therefore, NGOs can only play an important role where the state is not active, like in the field of MTCT.  

 

Services to prevent MTCT are well represented in the Breede Valley by the public and private sectors and 

by NGOs. When looking at the literature, WHO en UN emphasize that an holistic approach is needed 

when preventing MTCT and they presented an almost similar comprehensive approach to prevent the 

HIV infection among infants. The third component of this approach was the focus of the case study; 

preventing transmission from an HIV-infected woman to her infant through ARV treatment, safe delivery 

practice, and counselling and support for safer infant feeding practices. VCT was subject of the case study 

as well; since it informs persons about their status and their need to seek appropriate information and 

prevention methods (WHO, 2001; 2002; Stover & Fahnestock, 2006). In Breede Valley, these components 

are well represented in the health care system; all the required elements are offered at health care sites. 

However, the organization of these elements is in the public sector – just like reproductive health care in 

general – is not always effective. Effectiveness can be improved by applying the same strategies discussed 

earlier in this section, e.g. distinguish urgent and non-urgent cases (Murray, 2003; Murray and Berwick, 

2003) 

Next to lacking quality within the public sector, awareness and accessibility is not high in Breede Valley. 

Again, this is related to income. When someone earns a higher income, they are more likely to receive 

higher education and to have more knowledge which results in a higher awareness level.  

When looking at the literature (Kenkel, 1991) with respect to knowledge it is emphasized that schooling is 

an important factor. Schooling can improve health in many ways; schooling helps people to choose 

healthier life-styles and improves knowledge of health care facilities and treatments. Not only education is 

important, the contents of education are important as well. A child should receive education about 

subjects like HIV and this information should be legitimate and encompassing. Not every child has access 

to education in South Africa and often, not much attention is paid to MTCT/ HIV. The main problem 

according to van der Berg and Burger is that education is lacking accountability in South Africa. 

Accountability of service providers to their clients and policy makers is important for performance, 

evaluation and policy initiatives (Van der Berg & Burger, 2002). In South Africa, an important explanation 

for this lack of accountability with respect to knowledge about HIV/Aids by policy makers is that policy 

makers are still in denial of the proportions of the Aids pandemic and have a lack of political will to 

change this. Therefore, accountability of education providers to policy makers is not fully effective; since 

service providers are not checked by proper measurements or performances (Martin, 2008; Tempelman & 

Vermeer, 2008; Schneider & Stein, 2001; Solomon et al, 2004) 

Since education about HIV is often lacking in schools in South Africa, multiple NGOs are actively trying 

to fill up this information-gap. However, lack of money and resources is often a problem within these 

organizations. Next to knowledge and schooling, overcoming cultural barriers is important as well in order 
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to increase the effect of schooling on awareness, since there is often a gap between knowledge and 

behaviour which is often due to cultural barriers (James et al, 2004; Chesney & Smith, 1999). 

A plausible solution to provide more information and reduce the Aids stigma seems to improve the 

integration of PMTCT services within reproductive health care services; and thus make the approach 

more holistic. In the literature (WHO 2007; 2008) multiple advantages are mentioned of the integration of 

PTMCT services within reproductive health care services. These include better access to and take up of 

key HIV services, better access of people living with HIV, a reduction in HIV-related stigma and 

discrimination and an improved coverage of people who are difficult to reach. These factors should all be 

improved in Breede Valley and therefore an improved integration of PMTCT services will have many 

benefits. Recently the integration of PMTCT services within reproductive health care is not fully adequate 

in Breede Valley. However, with the implementation of the Stretch Programme the integration within 

reproductive health care will be better, since ARV treatment will be offered at clinics as well. Nevertheless, 

important in this integration is that stakeholders are committed and that funding is sustainable. Clinics 

should be appropriately staffed and commodities and equipment should be available. In Breede Valley, 

public clinics and hospitals are facing problems with resources. Therefore, attention should be paid to the 

understaffing of clinics – as discussed in the beginning of this section – before implementing a 

programme like the stretch programme. Otherwise this will only heighten the workload of sisters and 

nurses. Moreover, the quality of the private and public sector should be equalized. This way, resources can 

be shared and the quality of the public sector can increase. A more extensive cooperation between the 

public and private sector is thus necessary for the effectiveness of services that can prevent MTCT (WHO, 

2007; 2008).  

 

8.3 Recommendations  

 

After this research a couple of recommendations can be made. However, more extensive and detailed 

research is necessary on these subjects.  

Social and spatial accessibility to reproductive health care services is characterized by income. When 

someone has a high income, they can afford a medical aid scheme which gives access to higher quality 

care; reproductive health care. Therefore, higher income equality, for example through pro-poor policies 

or inclusive policies, should be an important aim of policy in South Africa. Since without income equality, 

segregation between population groups arises.  

Another aim of policy should be a more extensive cooperation between the public and private sector. 

This was already introduced in the White Paper, however, results are not satisfactory yet (Department of 

Health, 1997). When the public and private sector cooperate more extensively, resources can be shared – 

like staff – and the quality of health care can be improved.  

Staff shortage is a big problem in the public sector; brain drain is an important cause for this staff 

shortage. South Africa should be made more attractive for nurses and doctors e.g. by higher wages. 
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However, this is hard to accomplish since there is no money available for this. A measure that can be 

more effective is that developed countries quit their recruitment policies to attract doctors and nurses.  

Another solution for staff shortage or the lack of quality in the public sector is a better organization of 

the public sector. Appointments, reduction in the variation of appointment types and reducing backlogs 

can help to overcome the problems with staff shortage and therefore, can reduce waiting times.  

Language problems should be overcome in clinics. In particular women that speak Xhosa should feel 

more comfortable in clinics and should be helped properly. This can be done by hiring more nurses that 

speak Xhosa.  

When improvements with respect to resources are realised within reproductive health care services, the 

integration of services that can prevent Mother-To-Child Transmission of HIV within reproductive 

health care services should be stimulated. When PMTCT services are more integrated, awareness of these 

services will be improved. However, it is important that other problems in the clinics be solved first.   
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Appendix I  Questionnaire 

 
Reproductive Health Care in the Breede Valley 
 
Stellenbosch University, South Africa – University of 
Utrecht, the Netherlands 
 

This questionnaire is part of a research on the accessibility of reproductive health care in the Breede Valley area. The 
research is being conducted for the University of Utrecht in the Netherlands, in cooperation with Stellenbosch 
University. Information about the quality, accessibility and the use of health care is important for policymakers. A 
special focus of the research is on the awareness of services that can prevent mother-to-child transmission of HIV.  
 
Your cooperation in this questionnaire is completely voluntarily and will take about 15 minutes of your time. All the 
information given by you will main confidential. None of the given answers can be traced back to you or your family. 
Your participation in this questionnaire will be of great importance to the research. 
 
This questionnaire consists of three parts. The first part contains questions about the factors that can influence access 
to reproductive health care; the second part contains questions about your awareness of services that can prevent 
mother-to-child transmission (MTCT) of HIV; and the third part contains questions about your personal background.  
Most questions can be answered by ticking the appropriate circle (o). Some questions need a written answer.  
 
 
 
Part 1: Access to Reproductive Health care 

1. What services do you use in this clinic/ hospital? 
(mark more than one option if applicable) 
o Family planning 
o Antenatal care 
o Childbirth care 
o Postnatal care 
o Other, namely............................... 

 
2. What is the approximate travelling time from 

home to the clinic (one way)? 
o Less than 10 minutes 
o 11 to 30 minutes 
o 31 minutes to 1 hour 
o More than 1 hour 

 
3. How do you usually get to the clinic? (mark 

more than one option if applicable) 
o By foot 
o By bicycle 
o By motorcycle 
o By private car (alone) 
o By shared car 
o By public transport (bus, train) 
o By taxi 
o Other, namely .............. 

 
4. If you encounter any problems while using this 

type of transport? Please write what they are. 
..........................................................................
.......................................................................... 
 
 
 

 
 
 

5. Can you think of a time that you needed to see 
a doctor when you were pregnant, but did not 
go? 
o Yes, it happens a lot 
o Yes, it happens occasionally 
o No  skip question 6 

 
6. What was the reason for not visiting a doctor? 

o I did not want to go. 
o I had insufficient money for transport. 
o I did not know where to go. 
o The consulting hours were not convenient. 
o I would lose pay from work. 
o They do not speak my language. 
o The waiting time was to long. 
o I did not get a reference letter from a clinic. 
o I am not satisfied with the quality of the 

examinations. 
o Other, namely ............................... 

....................................................... 
 

7. How often do you consult a private doctor 
compared to a state doctor? 
o Never, I always consult the state doctor  

skip question 9 
o Only a few times 
o Most of the times 
o I always consult a private doctor  skip 

question 8 
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8. What was the reason for consulting a state doctor (instead of a private doctor)? Mark more than option if 
applicable. 
o The private doctor is too expensive. 
o They speak my language at the state hospital. 
o I did not know where to find a private doctor. 
o The hours were less convenient at the private doctor. 
o The quality of the examinations is better at the state hospital. 
o The state doctors offer good care. 
o Other, namely............................................................... 

 
9. What was the reason for consulting a private doctor (instead of a state doctor)? Mark more than option if 

applicable. 
o The hours were less convenient at the state hospital. 
o They did not speak my language at the state hospital. 
o The waiting hours are shorter at the private doctor. 
o The quality of examinations is better at the private doctor. 
o I have medical aid so they did not want to help me at the state hospital. 
o I have medical aid, so it is ‘free’ to consult a private doctor. 
o Other, namely.................................................................. 

 
10. What would be different if you had full cover medical aid? (Only answer this question if you don’t have full 

cover medical aid) 
o Nothing, I would still consult a state doctor. 
o I would consult a private doctor instead of a state doctor. 
o I would go for consultation more often. 
o I would go for consultation more often and this would be at a private doctor. 
o Other, namely .......................................................................................... 

 
11. What disturbs you the most at the state hospitals/ clinics? (Only answer this question if you have actually been 

to the state clinic/ hospital)  
o Waiting hours     
o Quality of examinations    
o Behaviour of nurses     
o Behaviour of doctors    
o Language problems     
o Nothing 
o Other, namely…………  

 
12. Please explain your answer to question 11. 

................................................................................................................................................................................ 
 

13. What disturbs you the most in the private hospital? (Only answer this question if you have actually been to the 
private hospital)  
o Waiting hours     
o Quality of examinations    
o Behaviour of nurses     
o Behaviour of doctors    
o Language problems     
o Nothing   
o Other, namely………….. 

 
14. Please explain your answer to question 13. 

................................................................................................................................................................................ 
 

15. Please write your additional comments regarding accessibility of reproductive health care in below.  
………………………………………………………………………………………………………………………………... 
………………………………………………………………………………………………………………………………... 
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Part 2: Awareness of services that can prevent MTCT of HIV 
 

16. Please indicate whether the following statements are True or False; by ticking the appropriate circles (o) 
 
                    True       False 

 A person who has unprotected sex with somebody who is HIV-positive may get HIV. o o 
 A person can be HIV-positive and not feel sick with HIV.     o o 

 
 Some babies born to HIV-positive pregnant women may get HIV.    o o 
 All babies born to HIV-positive pregnant women will get HIV.    o o 
 Babies being breastfeed by HIV-positive women have a chance to get HIV.   o o 
 Babies can get HIV during pregnancy when the woman is HIV-positive.   o o 
 Babies can get HIV when an HIV-positive woman is giving birth    o o 

 
17. Do methods exist to prevent the transmission of HIV? 

o Yes, namely ....................................................... 
o Yes, but I cannot mention any existing methods. 
o No, no methods exist to prevent this transmission. 
o I don’t know. 

 
18. Why do you think that HIV-positive people do not make use of the methods available to prevent the 

transmission of HIV? 
o They are too expensive. 
o I do not have a medical aid scheme. 
o Travelling costs are too high. 
o I have doubts about the effectiveness of these methods. 
o Because of possible language problems. 
o The waiting hours will be too long. 
o Other, namely .................................................................. 

 
19. Have you ever had voluntary HIV testing done? 

o Yes, once 
o Yes, more than once 
o No 
o I can’t remember 

 
20. Please write your any additional comments regarding your awareness of MTCT of HIV below.  

………………………………………………………………………………………………………………………………... 
………………………………………………………………………………………………………………………………... 

 
Part 3: Personal Background Information 

 
21. What is your age? .................. 

 
22. In which neighbourhood of the three towns 

mentioned do you live? (If you live on a farm, 
please indicate the municipal area) 
o Worcester, neighbourhood: .................. 
o De Doorns, neighbourhood: .................. 
o Touws River, neighbourhood: ................ 
o On a farm, municipal area: ……………... 
 

23. Since when have you been living here? If you 
have always lived here: please skip question 
24.  
……………………………………………. 
 
 

24. From where did you move? Please name the 
town and province. 
…………………………………………………. 

 
25. How many people are there in your household? 

A household refers to all the people currently 
living in the same house and sharing their 
earned incomes. 

 ……………………………………………  
 

26. How would you describe your household 
composition?  
o Both parents 
o Female-headed household (single mother) 
o Guardian-headed household 
o Child-headed household 
o Other, namely................................. 
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27. To which population group do you and your 
household members belong?  
o Black 
o Coloured 
o White 
o Asian/ Indian 
o Other, namely............................... 

 
28. What is your first language? 

o Xhosa 
o Afrikaans 
o English 
o Other, namely.................... 

 
29. Do you have your own private transportation? 

o No 
o Yes, namely................................ 

 
30. Do you belong to a medical aid scheme? 

o No 
o Yes 
o Yes, but only a hospital plan 
o Other, namely............................... 

 
 

31. What is the main source of income of the 
household? 
o Government grants 
o Seasonal work 
o Contract work 
o At least one person in the household has a 

stable income 
o No government grants and nobody works 
o Other, namely.............................. 

 
32. What is the average monthly gross income of 

your household in Rand? If you receive 
financial aid from people not living in your 
household, please include this financial 
support as well. Also include other grants or 
pensions you receive.  
 

My income R  
My partner’s income R 
Income of other people living in 
the household 

R  

Financial support from people 
outside the household 

R 

Grants R 
Pensions R  
Other income R  

 
Thank you very much for your cooperation 

 
Liselotte van Schie, Utrecht University 
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Appendix II Services offered by Clinics and Hospitals 

Source: Fieldwork 2009 

 

 
 
*BANC = Basic Antenatal Care 
**PHC = Primary Health Care 
***VCT = HIV Voluntary Counselling and Testing 
****ARV = Anti-retroviral Treatment 
 

 

Breede Valley BANC* PHC** VCT***
Baby   
follow-up

labour 
ward ARV**** Malnutrition

        
Bossieveld Mobile x x x x   x 
Botha/ Brandwacht mobile x x x x   x 
Brandvlei Correctional Service   x   x  
Breede Valley Non-medical Site   x     
 Brewelskloof Hospital  x x   x  
De Doorns Clinic x x x x   x 
De Wet Sattelite Clinic x x x x   x 
Empilisweni Clinic x x x x   x 
Maria Pieterse Satellite Clinic  x     x 
Orchard Clinic x x x x   x 
Overhex Satellite Clinic x x x x   x 
Rawsonville Clinic x x x x   x 
Sandhills Clinic x x x x   x 
Slanghoek Mobile x x x x   x 
Somerset Street Satellite Clinic  x     x 
Touws River Clinic x x x x   x 
Worcester Aids Action Committee   x     
Worcester CDC x x x x x  x 
Worcester Hospital   x x  x x  
Worcester Medi-clinic Hospital  x x x x x x 
        


