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Foreword 

 

Estimation of the burden of disease and its disaggregation by demographic and 

spatial variables is essential in order to be able to carry out effective planning 

and implementation of targeted interventions, and to address inequities. As is 

evident from this report, this has relevance not just for the health sector but for 

all sectors concerned about development and the well-being of the community.  

 

In our district it is HIV, TB, homicide and road traffic injuries that account for 

almost half of all the premature deaths. Only by advocating for an integrated, 

multi-sectoral approach will these components of the burden be successfully 

prevented. The health sector plays a critical role in the prevention of diseases 

through its preventative, promotive and curative interventions; however, often it 

can only intervene when disease is already evident. Global evidence shows that 

preventative efforts which take place in schools, workplaces and communities are 

just as important in addressing the burden of disease through the health 

services.  

 

Partnerships are therefore very important in reducing the burden of disease. It 

gives us great pleasure to present this report, which is the result of a partnership 

between the City of Cape Town, Western Cape Department of Health, Medical 

Research Council and University of Cape Town within the Western Cape Burden 

of Disease Reduction project, where other partners are also involved.  

 

This report highlights the geographical areas and demographic groups that 

should be prioritized and targeted in the district. We are committed to ensuring 

that the results and recommendations of this report feed into the integrated 

planning and decision-making cycle of City Health and Metro District Health 

Services in the Provincial Government. We are also committed to advocating for 

appropriate action within the broader provincial government and the City of Cape 

Town to effectively address this burden. 

 



 

 

 

 

 

ii 

We would like to thank all our staff, the Medical Research Council Burden of 

Disease Research Unit and the School of Public Health of the University of Cape 

Town, without whom this report would not have been possible. We would also 

like to thank the Department of Home Affairs, which graciously allowed us to 

access the death notification forms from their offices. 

 

 

 

 

 

 

Dr Ivan Bromfield 

Executive Director: City Heath 

City of Cape Town 

 

Dr Keith Cloete 

Chief Director: Metro District Health Services 

Western Cape Department of Health 

 



 

 

 

 

 

iii 

Abstract 

 

Mortality surveillance is a central aspect of the information required to identify 

the health needs of a community, monitor progress in the implementation of 

programmes and track changes over time. Although cause of death data have 

been collected in the Cape Town Metropole for more than 100 years, the system 

has been revamped in recent years to provide the City with more relevant 

information. The first report covered data for the year 2001 and provided insight 

into the mortality differentials between sub-districts as well as identifying the 

major causes of premature mortality, which were characterized as a quadruple 

burden of disease (infectious diseases; injuries, especially among young adults; 

non-communicable diseases later in life; and the growing HIV/AIDS epidemic). 

The second report covered a detailed analysis of the cause of death data for the 

Cape Town Metropole for the period 2001 to 2004. This is the third report and 

covers the period 2001 to 2006 (data for 2005 omitted since they were 

incomplete). 

 

The information in this report has been collected directly from the local offices of 

the Department of Home Affairs and supplemented by information collected from 

the local mortuaries. The cause of death coding was done by trained clerks at the 

City of Cape Town. Deaths were analysed by age, cause and gender for 8 new 

sub-districts from 2003 until 2006. Premature mortality and age-standardised 

rates were calculated and compared across sub-districts.  Temporal trends are 

given for major cause groupings. Up-to-date population estimates for each sub-

district and estimates of the completeness of death registration were calculated. 

 

Key findings and recommendations:  

• HIV/AIDS mortality has increased dramatically since 2001; however, it 

appears to have stabilised since 2004, possibly demonstrating the impact of 

the prevention of mother-to-child transmission (PMTCT) and antiretroviral 

(ARV) programmes. It remains a leading cause of premature mortality across 

sub-districts, highlighting the need to strengthen intersectoral prevention 
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strategies and to continue to strengthen the health service response. 

HIV/AIDS is particularly high in the sub-district of Khayelitsha and is 

accompanied by very high TB mortality.  

 

• Injury-related mortality remains extremely high. Although there was evidence 

of a declining trend until 2004, there was an increase until 2006. 

Furthermore, injury mortality rates - particularly homicide and road traffic 

injuries - are still among the highest in the world, particularly for men. Of 

particular concern are the high homicide and road traffic injury fatality rates 

among the male youth. Urgent attention needs to be given to identifying and 

implementing strategies to prevent injuries. Interventions to address the high 

burden of violence and homicide must be planned, implemented, monitored 

and evaluated multi-sectorally. National Injury Mortality Surveillance System 

(NIMSS) data for Cape Town confirm a strong association between alcohol 

and fatal injuries. Other substances of abuse are also likely to be important 

contributors, but routine data were not collected.  

 

• Mortality rates due to non-communicable diseases are high, with variations 

along the lines of the epidemiological transition. Non-communicable diseases 

account for a high proportion of premature mortality, particularly among adult 

women. Smoking rates are particularly high in the coloured population, 

especially among females. The emerging epidemic of non-communicable 

diseases must be tackled through strengthening primary care management, 

promoting healthy lifestyles and addressing upstream risk factors, the “cause 

of causes”. 

 

• Child mortality appears to have remained constant over this period, but there 

was a noticeable increase in mortality from low birthweight until 2004 that 

needs further investigation. There is a suggestion that child mortality due to 

HIV/AIDS has started decreasing (however, this study period covers only the 

beginning of the full-scale PMTCT roll-out).  
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• During this period the mortality differentials between sub-districts remained 

fairly static. Given the current sub-district boundaries, Khayelitsha stands out 

as having the highest rates of premature mortality. Trends indicate that 

although child mortality has improved and HIV/AIDS mortality may have 

decreased, mortality from interpersonal violence has increased. However, it is 

likely that some other suburbs, such as Nyanga and Gugulethu, experience 

similarly high mortality. Equity must be prioritised in resource allocation 

between the sub-districts to address the greatest needs. 

 

• The continued success and improvement of this mortality surveillance system 

depends on departments from the various spheres of government 

collaborating to ensure the availability of quality information that can 

influence decision making.  
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Introduction 

 

Cause of death data form an essential component of the health information 

system. Such data are required to identify the health needs of a community, 

monitor progress in the implementation of programmes and track changes over 

time. They need to be timeous, reliable and relevant. In the context of limited 

resources and disparities, sub-population data become critical to identify and 

monitor inequalities in health status and to inform the process of prioritisation of 

interventions, services and research at a local level.  

 

The City of Cape Town has collected cause of death statistics for more than 100 

years as part of its public health programme. An evaluation of the statistical 

system identified the need for standardization of the coding and a more public 

health-oriented analysis of the statistics. The first report on the cause of death 

and premature mortality study done in the Cape Town Metropole in 20011 

highlighted the fact that HIV/AIDS had created a quadruple burden of disease 

together with injuries, the degenerative, chronic diseases and childhood illnesses 

and other infectious diseases, particularly tuberculosis (TB). There were marked 

variations in the levels of mortality across the city, with some sub-districts 

having rates that were twice as high as others. These disparities reflected socio-

economic differences embedded in the city.   

 

The collection of cause of death statistics developed in the City of Cape Town has 

been extended to the Boland/Overberg region and has played an important role 

in monitoring and planning for that health region.2 This region has since been 

sub-divided into Overberg district and the eastern part of Cape Winelands. As 

part of the collaborative Burden of Disease Reduction Project initiated by the 

Western Cape Provincial Government, the surveillance system is currently being 

implemented in the other health districts of the province in a process to cover 

mortality in all the health districts of the Western Cape, using a common 

methodology of data collection and analysis.  
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A second mortality report for the City of Cape Town covered a detailed analysis 

of the cause of death data for the period 2001 to 20043 and incorporated an 

assessment of the priority programmes. This third report presents the key 

findings from the trend analysis of the cause of death statistics for Cape Town 

Metropole for 2001 until 2006 and the 8 new sub-districts for 2003-2006. 

Analysis of the trend in causes of death and premature mortality focuses on the 

five programme priorities that have been identified by the City of Cape Town and 

the Provincial Department of Health4 in line with National Policy.5 These include:  

 

HIV/AIDS 

TB 

Chronic Diseases 

Child Health 

Woman’s Health. 
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Methods and data quality 

 

Cause of death data  

Cape Town has a well established system of routinely compiling cause of death 

statistics. The City of Cape Town Health Department regularly collects copies of 

death certificates from the regional offices of the Department of Home Affairs 

that fall in the City. These include the offices of Bellville, Cape Town, Wynberg, 

Khayelitsha, Mitchell’s Plain and Nyanga. The underlying cause of death is 

identified and coded using a shortlist based on ICD-106 (Table 2 –web version 

only, http://www.who.int/bulletin) including the most prevalent conditions in 

Cape Town, as well as diseases of public health importance. The list also allows 

for the capture of selected combinations of diseases such as diabetes and 

ischaemic heart disease (IHD), which are difficult to attribute to a single cause. 

Deaths attributed to HIV on the death certificates or obvious euphemisms for 

AIDS were coded to HIV as the underlying cause. The combination of HIV and TB 

on the death certificate was captured as a combination but analysed with HIV as 

underlying cause for general comparison. Similarly, when diabetes was recorded 

in association with a cardiovascular co-morbidity, diabetes was identified as the 

underlying cause in the general analysis.  

 

The data were captured into a customized data base. The mortality data for 2001 

- 2006 were extracted, cleaned and analysed using Microsoft Excel and Stata 

software. Stillbirths and duplicate records were excluded prior to any analysis. 

The completeness of death registration for adults in the City of Cape Town during 

the period 2001 until 2006 was estimated to be 96%, with the exception of 2005 

where the completeness was 84%, about 55% for children 0 – 4 years, and 

about 70% for infants (see Appendix 1).7 The total number of injury deaths 

registered by the City of Cape Town comprised more than 90% of the injury 

fatalities reported by the National Injury Mortality Surveillance System (NIMSS)8 

for the City of Cape Town for all the years under study except 2003, where only 

84% of the injury deaths reported by NIMSS were registered by the City of Cape 

Town (see Appendix 2). One would expect the NIMSS to have slightly more 
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deaths registered than the City of Cape Town, since the City only registers 

deaths for residents whereas NIMSS registers all injury deaths occurring in the 

Cape Town Metro District. However, there were variations in the profile of the 

manner of death. Homicide deaths registered on the City system accounted for 

more than 90% of the homicide deaths registered on NIMSS, and are therefore 

likely to be fairly complete. However, the number of deaths due to road traffic 

injuries and suicide were lower (approximately 80% of NIMSS deaths), while 

deaths due to unintentional injuries in the City system were higher than the 

number reported by NIMSS.   

 

After cleaning, the shortlist cause of death codes were aggregated according to 

the South African National Burden of Disease Study,9 based on an adapted 

version of the 1990 Global Burden of Disease Study.10  The Groups are: 

 

Group I: the pre-transitional causes - communicable diseases, maternal 

causes, perinatal conditions, and nutritional deficiencies. (HIV/AIDS is part 

of Group I but is kept separate in the South African National Burden of 

Disease analysis due to the size of the burden that it contributes in South 

Africa.) 

 

Group II: the non-communicable causes. 

 

Group III: the injuries. 

 

Missing and ill-defined information   

The deaths at unknown ages were redistributed proportionally by age and sex for 

each cause of death. The ill-defined cardiovascular deaths (e.g. heart failure) 

were redistributed by age and sex across rheumatic heart disease, IHD, 

hypertensive heart diseases, pulmonary heart diseases and other cardiovascular 

diseases. The ill-defined respiratory deaths (respiratory failure) were 

redistributed proportionally by age and sex across COPD, asthma and other 

respiratory diseases. The deaths coded to ill-defined natural causes were 

redistributed proportionally by age and sex across all pre-transitional and non-
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communicable causes. The ill-defined injury deaths were redistributed 

proportionally by age and sex across all intentional and unintentional causes. 

 

Old, interim and new sub-districts   

The data were analysed for each of the 8 current health sub-districts within the 

Cape Town Metro District as shown in the map in Figure 1. The boundaries of the 

sub-districts have been changed twice since 2001 and will be referred to as “old”, 

“interim” and “new”. The old health boundaries are shown in Figure 2. 

Preliminary analysis of the death data by the 11 old and the 8 new sub-districts 

suggested that the new sub-district configuration masks some of the inequities in 

mortality rates that were evident using the old boundaries. This is illustrated in 

Figure 3, which shows the premature mortality rates in 2004 across old sub-

districts and the new sub-districts. In the old sub-districts, Nyanga and 

Khayelitsha had the highest premature mortality rates. Based on the new 

boundaries, the former Nyanga sub-district is divided between the new sub-

districts of Klipfontein and Mitchell’s Plain, making the rates for these sub-

districts higher. Table 1 shows the socio-economic conditions across sub-districts 

using old and new boundaries.  

 

Deaths were allocated to health sub-districts on the basis of the residential 

address of the decedent. For this reason, amongst others, these data are not 

suitable for analysis at facility level.  

 

Population estimates for the health sub-districts 

Population Censuses were conducted by Statistics South Africa in 1996 and 2001, 

making it necessary to use projected population estimates for the years 2001 -

2006. It was decided against using the population estimates and projections from 

the provincial Department of Health, since although based on the official 

statistics from StatsSA, these had not adjusted for undercount in specific age 

groups, and those currently available have not adjusted for the 2007 community 

survey which showed that the previous estimates were far too low. Alternative 

estimates were used that are consistent with the annual estimates of the total 

population for the Cape Town Metropole from the demographic projections 
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undertaken by the University of Cape Town Centre for Actuarial Research for the 

City of Cape Town.11 These yearly estimates were projected using the ASSA 

(Actuarial Society of South Africa) model from 1985 to 2010, having made 

adjustment to the 1996 and 2001 Census data and allowing for the impact of 

AIDS.  

 

Sub-district population estimates for new boundaries were estimated from the 

estimates derived for the interim sub-districts. The populations by age and sex 

for each of the interim health sub-districts were obtained from the community 

profile data sets for the 1996 and 2001 Census and adjusted proportionately to 

match the total population estimates derived by Dorrington11 for these years. It 

should be noted that the 1996 Census had unspecified ages by sex which were 

reapportioned to all the ages above 20, based on the assumption that age 

reporting below 20 is more accurately and completely reported. The populations 

in the interim health sub-districts were then interpolated and projected by age 

and sex to 2010 using the ratio method, assuming an exponential rate of change 

in the percentage distributions between the two Censuses and the percentage 

distributions to approach a stable condition after 60 years from 2001 (i.e. 

equilibrium is reached and that there is no further inter-district migration). The 

distribution of the population by age was projected by interpolating between 

1996 and 2001, and extrapolating after 2001. The population was effectively 

adjusted, on a pro rata basis, so that the sum of the projected population by age 

and sex in the 8 interim health sub-districts equalled the projected total 

population for the Cape Town Metropole in the ASSA model.   

 

The populations for the new health sub-districts were estimated from those of 

the interim health sub-districts, based on an extrapolation of the proportional 

composition of the new health districts when compared to the interim sub-

districts (by age and sex group). The common Census sub-place names were 

identified for each of the new health sub-districts compared to the interim health 

sub-districts to calculate the proportions in 1996 and 2001 for each age and sex 

group. These proportions were extrapolated beyond 2001 and used to estimate 
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the new health sub-districts from the estimates of the interim health sub-

districts.  
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Figure 1: New health sub-districts of Cape Town  
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Figure 2: Old health sub-districts of Cape Town 
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Figure 3: Comparison of premature mortality rates by cause group across old 

and new sub-districts, Cape Town 2004 
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Table 1: Socio-economic indicators for Cape Town by old and interim sub-

districts (%)12,13 

 

 

 

 
SUB-DISTRICT 

 
 
 

 
Not on 
Medical 

Aid 
 
 

 
Informal 
dwelling 

 
 
 

 
No 

electricity 
 
 
 

 
No piped 
water in 
dwelling 
or on site 

 

 
Not 

completed 
Matric 

 
 

 
 Unemployed 

or the 
employable 

 
 

 
 Households 

below 
poverty line 

 
 

Old sub-districts 

Athlone  75 4 1 1 75 25 24 

Blaauwberg  57 8 9 6 64 20 24 

Central  52 7 9 5 44 17 21 

Helderberg  66 14 8 8 57 18 18 

Khayelitsha  97 80 32 26 86 47 55 

Mitchell’s Plain  81 6 4 5 80 24 18 

Nyanga  97 64 54 29 85 50 57 

Oostenberg  57 18 13 11 67 20 18 

South 52 8 5 4 60 17 16 

Tygerberg 55 7 6 5 54 18 16 

Tygerberg 68 4 2 1 69 22 17 

Interim sub-districts 

Central 45 6 7 4 8 16 19 

Eastern 70 14 9 8 16 20 18 

Khayelitsha 99 80 32 26 26 47 55 

Klipfontein 84 23 20 15 20 36 37 

Mitchell’s Plain 88 41 23 21 20 33 30 

N. Panorama 41 12 10 9 16 18 20 

Southern 58 10 7 5 15 19 17 

Tygerberg 49 4 2 0 15 22 17 

Total 69 20 13 10 17 26 25 
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Results  

 

Overview of mortality in Cape Town 

The age pattern of deaths in Cape Town in 2006 is shown for males and females 

in Figure 4. This pattern is very similar to that observed in 2001,1 and is typical 

of the quadruple burden of disease experienced by societies undergoing a 

transition in their mortality patterns9: infectious disease mortality, primarily 

among young children; high levels of mortality due to violence and injuries 

among young adults; non-communicable diseases later in life; and the growing 

HIV/AIDS epidemic impacting on young adults and young children. There are 

considerable gender differences, with young adult males experiencing much 

larger numbers of deaths than females, mainly due to violence and injuries. 

HIV/AIDS accounts for a large proportion of deaths in young women.  

 

Age-standardised rates  

Figure 5 shows the trend in the age-standardised mortality rates. Please note 

that data were incomplete during 2005, so these data were excluded. The overall 

age-standardised mortality rate for females decreased slightly between 2001 and 

2006. However, among women there was an increase in HIV/AIDS and other 

group I cause mortality and a decrease in the non-communicable disease death 

rate.  The overall age-standardised mortality rate for males is much higher than 

that for females and declined slightly during this period. The death rates from 

injuries for men decreased markedly between 2002 and 2004 but increased 

again in 2006.  Mortality from non-communicable disease decreased, while there 

was an increase in HIV/AIDS mortality rates.  

Age standardisation. A technique which eliminates differences in observed 

mortality rates caused by differences in the age structure of the population in 

different areas.  
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Figure 4: Age distribution of deaths by cause group and gender,  

Cape Town, 2006 
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Figure 5:  Age-standardised mortality rate by broad cause group 

by sex for Cape Town, 2001- 2006 (2005 excluded due to incomplete data)  
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Figure 6:  Age-standardised mortality rate for broad cause groups 

by sub-district, 2006  

 

Figure 6 shows that mortality rates differed by health sub-district. The age-

standardised mortality rate was lowest in Southern and highest in Khayelitsha by 

a factor of nearly 2.5. The rates for Khayelitsha were highest for all broad cause 

groups.  

 

Trends in premature mortality 

A comparison of the leading causes of premature deaths (for men and women) 

over the period 2001-2006 shows that since 2001 violent deaths have declined, 

but deaths due to HIV/AIDS have increased, with HIV/AIDS now replacing 

violence as the leading cause of death (see Figure 7). The four leading causes of 

death in Cape Town, namely homicide, HIV/AIDS, TB and road traffic injuries, 

accounted for 44.2% of all premature mortality in 2006.  
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Figure 7:  Top 10 causes of premature mortality (YLLs) for persons in Cape 

Town, 2001 and 2006 

 

Figure 8 shows the leading causes of premature mortality for males and females 

in 2001 and 2006. Although homicide continued to be the leading cause of 

premature mortality for males, it accounted for a lower proportion in 2006 

compared with 2001. HIV/AIDS remained the leading cause for females and 

accounted for an increasing proportion of the YLLs, with lower respiratory 

infections rising in the ranking of the causes of death. 
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Figure 8:  Top 10 causes of premature mortality (YLLs) by sex for Cape Town, for 

the years 2001 and 2006  

 

Sub-district variations  

Table 2 shows the ranking of conditions based on YLLs for each health sub-

district in 2006. HIV/AIDS ranked as the top cause of death in the Eastern, 

Khayelitsha, Southern and Western sub-districts. Homicide ranked second in all 

of these sub-districts, except in Southern where IHD ranked second and 

YLL Years of life lost 

Premature mortality has been estimated using the standard Global Burden of Disease 

(GBD) approach to calculate years of life lost (YLLs)10. Age weighting, time 

discounting of 3% per annum and standard life expectancies based on the West 

model levels 25 and 26 (considered to a maximum life expectancy) have been used.  

The younger the age of death the greater the years of life lost.   
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homicide third. Homicide ranked top in Klipfontein, Mitchell’s Plain, Northern and 

Tygerberg with HIV/AIDS ranking second. In the majority of sub-districts TB 

ranked third and road traffic injuries fourth. Khayelitsha had the highest 

premature mortality rates for all three main cause groups compared to the other 

sub-districts (see Figure 9). This was particularly marked for poverty-related 

conditions, HIV and injuries. Figure 10 shows the change from 2003 to 2006 by 

health sub-district. It is difficult to interpret the increase or decrease in 

premature mortality due to poverty-related conditions and HIV since some of this 

may be due to misclassification of AIDS deaths. What is striking, however, is the 

marked increase in premature mortality due to injury in Khayelitsha between 

2003 and 2006.  

 

 

 

Table 2:  Leading 10 causes of premature mortality (YLLs) for Cape Town and 

current sub-districts, 2006 

 

 

 

 

 

 

 

 

 

 

 

 

 

Rank Eastern Khayelitsha Klipfpntein Mitchells 
Plain Southern Western Tygerberg Northern Cape Town 

1 HIV/AIDS 
(17.5%) 

HIV/AIDS 
(25.7%) 

Homicide 
(17.4%) 

Homicide 
 (17.7%) 

HIV/AIDS 
(8.5%) 

HIV/AIDS 
(13.1%) 

Homicide 
(11.1%)  

Homicide 
(17.0%) 

HIV/AIDS 
(16.1%) 

2 Homicide 
(11.8%) 

Homicide 
(20.1%) 

HIV/AIDS 
(15.7%) 

HIV/AIDS 
 (14.5%) 

Ischaemic 
heart disease 

(7.6%) 

Homicide 
(12.5%) 

HIV/AIDS 
(9.7%) 

HIV/AIDS 
(14.59%) 

Homicide 
(14.4%) 

3 Tuberculosis 
(9.73%) 

Tuberculosis 
(.8%) 

Tuberculosis 
(8.0%) 

Tuberculosis 
(8.7%) 

Homicide 
(7.2%) 

Tuberculosis 
(8.3%) 

Tuberculosis 
(7.6%) 

Tuberculosis 
(8.6%) 

Tuberculosis 
(8.4%) 

4 Road traffic 
(5.1%) 

Road traffic 
(6.3%) 

Lower 
respiratory 
infection 
(5.0%) 

Road traffic 
(5.9%) 

Tuberculosis 
(6.2%) 

Road traffic 
(5.4%) 

Road traffic  
(6.1%) 

Road traffic 
(6.0%) 

Road traffic 
(5.3%) 

5 
Ischaemic 

heart disease 
 (3.9%) 

Lower 
respiratory 
infection 
(4.7%) 

Road traffic  
(4.2%) 

Lower 
respiratory 
infections 
 (4.6%) 

Stroke 
(5.3%) 

Ischaemic 
heart disease 

(4.8%) 

Diabetes 
mellitus 
(5.4%) 

Ischaemic 
heart disease 

 (5.5%) 

Lower 
respiratory 
infections 

(4.1%)  

6 
Diarrhoeal 

diseases 
 (3.6%) 

Diarrhoeal 
diseases 
 (3.5%) 

Diabetes 
mellitus 
(3.8%) 

Diabetes 
mellitus 
 (3.9%) 

Diabetes 
mellitus 
(4.2%) 

Stroke 
 (4.1%) 

Ischaemic 
heart disease 

(4.9%) 

Suicide 
 (5.5%) 

Ischaemic 
heart 

diseases 
(3.7%) 

7 

Lower 
respiratory 
infections 

(3.6%) 

Low birth 
weight and 

RDS 
 (2.5%) 

Ischaemic 
heart disease 

(3.8%) 

Low birth 
weight and 

RDS 
 (3.6%) 

Lower 
respiratory 
infection 
(4.2%) 

Lower 
Respiratory 
infections 

(3.7%) 

Stroke 
( 4.8%) 

 Lung cancer 
(2.7%) 

Stroke 
 (3.4%) 

8 

Low birth 
weight and 

RDS 
 (3.4%) 

Fires 
 (2.4%) 

Stroke 
 (3.4%) 

Diarrhoeal 
diseases 
 (3.4%) 

Lung cancer 
(3.9%) 

Low birth 
weight and 

RDS 
 (3.7%) 

Lung cancer 
(3.9%) 

Stroke 
 (2.6%) 

Diabetes 
mellitus 
(3.4%) 

9 Stroke 
 (3.4%) 

Stroke 
 (1.8%) 

Low birth 
weight and 

RDS 
 (2.8%) 

Ischaemic 
heart disease 

 (2.8%) 

Road traffic 
 (3.6 %) 

Diabetes 
mellitus 
(3.2%) 

Lower 
respiratory 
infection 
(3.5%) 

Diabetes 
mellitus 
(2.6%) 

Low birth 
weight and 

RDS 
(2.9%) 

10 
Diabetes 
mellitus 
 (2.9%) 

Diabetes 
mellitus 
 (.5%) 

Lung cancer 
(.2%) 

Stroke 
 (2.5%) 

Suicide 
 (2.9%) 

Lung cancer 
 (2.6%) 

COPD 
(3.4%) 

Diarrhoeal 
diseases 
 (2.4%) 

Diarrhoeal 
diseases 

(2.5) 
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Figure 9:  Age-standardised premature mortality rates per 100 000 by broad cause group for Cape Town sub-districts, 2003 

and 2006 
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Figure 10:  YLLs per 100 000 by cause group and HIV/AIDS for Cape Town 

current sub-districts, 2003 and 2006 
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Important conditions 

 

 

HIV and TB  

The data for 2001 - 2006 show that HIV-related mortality has become the 

leading cause of premature mortality in the city, and that TB remains the third. 

HIV/AIDS and TB are closely linked.  Aside from TB being one of the indicator 

conditions for AIDS, there is clear evidence that the TB epidemic is being fuelled 

by the HIV epidemic. These data therefore reflect the impact of the dual 

HIV/AIDS and TB epidemics in this province. Where HIV/AIDS and TB were 

reported on the death certificate, the underlying cause was assumed to be 

HIV/AIDS, in accordance with ICD 10 guidelines.14 However, for TB programme 

purposes this co-morbidity was recorded, and has been reported in Figure 10 as 

“HIV/AIDS excluding TB” and “HIV/AIDS + TB”. In the rest of the document 

figures reported for HIV/AIDS include both of the above. TB refers to deaths 

certified with TB as the underlying cause with no mention of HIV/AIDS. 

 

Variation between sub-districts  

As with HIV prevalence patterns, there is evidence of wide differentials in the 

HIV-related mortality rates by age, gender and geographical area.15 The HIV- 

related premature mortality rates at the health sub-district level in the City of 

Cape Town vary in terms of both magnitude and trends (Figure 11).  Premature 

mortality due to TB, HIV excluding TB and HIV/AIDS + TB were highest in 

Khayelitsha and lowest in Southern in 2006. The rates in Khayelitsha were 

almost 8x those in Southern. Eastern had the second highest premature 

mortality rates in 2006 followed by Klipfontein. In the majority of sub-districts 

the premature mortality rates for TB, HIV excluding TB and HIV + TB decreased 

between 2003 and 2006. In contrast, there was a marked increase in premature 

mortality rates for all three categories in Eastern. A slight increase in premature 

mortality rates for HIV/AIDS and TB was noted in Eastern and Northern between 

2003 and 2006. 
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Figure 11: Age-standardised premature mortality rates for TB, HIV + TB and HIV 

for persons by sub-district, Cape Town, 2003 and 2006 

 

 

An examination of the top 10 causes of premature mortality across the health 

sub-districts revealed that 4 out of 8 health sub-districts in the Cape Metropole 

reported HIV/AIDS as the leading cause of premature mortality, with HIV/AIDS 

ranked second in the remaining 4 in 2006 (see Table 2).  

 

Age and gender differences  

Trends of age-specific deaths due to HIV/AIDS revealed a notable increase in 

mortality for both males and females for the period 2001 to 2004, with a slight 

decrease in 2006 (Figure 12). The decrease was particularly marked for children 

Underlying cause of death. In accordance with ICD 10 guidelines14, 

HIV/AIDS was selected as the underlying causes when both tuberculosis 

and HIV/AIDS appeared on the death certificate. 
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but was absent in the case of older females over 55 years, for whom there was a 

slight increase. The highest rates were observed in women aged 25-34 years of 

age and in men, a decade older, at 35-44 years of age.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 12: Age-specific death rates for HIV and TB by gender, 

Cape Town, 2001 and 2006 

 

 

Figure 12 also shows the age-specific death rates due to TB. There are stark 

differences by gender.  Adult TB mortality rates were higher for males than 

females. While there has been little change in the TB mortality rates for females, 

there was a decline in the older ages for men to a low in 2004, which has 

appeared to have reversed by 2006. 

 

Injuries  

Despite the dramatic increase in deaths due to HIV/AIDS between 2001 and 

2004, deaths due to non-natural causes (i.e. violence and injuries) remain 

among the greatest contributors to premature mortality among Capetonians.  
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Although there is not a specific health programme to address injuries, it is clear 

that a co-ordinated effort is required across different sectors including health. 

The most common causes of injury in 2006 were homicide, accounting for 14.4% 

of YLLs in the city, road traffic injuries (5.3%), other unintentional injuries 

(3.2%), suicide (2.1%), fires (1.7%), and other transport (0.7%). Combined, 

these injury deaths accounted for 37.9% of YLLs among males and 12.8% 

among females.  

 

The injury mortality rates in South Africa are approximately six times higher than 

the global average.16 Homicide is eight times the global rate and road traffic 

injuries are double. Within South Africa, city-level comparisons from the NIMSS 

indicate that the proportions of non-natural deaths due to homicide in Cape Town 

and Durban are significantly higher than those in Johannesburg and Pretoria.17  

 

Analysis of the data by sub-district indicates considerable disparities in the rates 

of fatal injuries across all categories (Figure 13). Most striking is the comparison 

of homicide rates - from the relatively low levels of under 26.1/100 000 

population in Southern to 110.5/100 000 in Khayelitsha. These areas also 

correspond in terms of the lowest and highest rates of road traffic fatalities.  

 

Deaths in the “other transport” category are also concentrated in three key sub-

districts: Khayelitsha, Klipfontein and Mitchell’s Plain. The higher incidence of 

deaths from fires in Khayelitsha, Eastern and Klipfontein is probably a function of 

the housing stock and fuel usage patterns in these areas, which are 

characterised by large informal settlements.  

 

There was little variation in suicide rates between six of the sub-districts, at 

between 6 and 10 per 100 000. However, the suicide rates in two sub-districts, 

Eastern and Northern, were much higher, at 15.4 and 13.3 per 100 000 

respectively. 
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Figure 13: Age-standardised death rates (pooled estimates)  

due to injuries by sub-district, Cape Town 2003, 2004, 2006 

 

 

Homicide remains the leading cause of premature mortality among males in Cape 

Town, but its contribution to total YLLs in the city has dropped from 26% in 2001 

to 21.6% in 2006. Similarly, the contribution of homicide to premature mortality 

among females has dropped from 5.2% to 3.4%, and its rank dropped from 

fourth to seventh position between 2001 and 2006.  

 

Data from the NIMSS for the Tygerberg, Salt River and Stellenbosch mortuaries 

combined are assessed, since this data source has almost complete coverage of 

injury fatalities in the Metropole, and can be used to assess the completeness of 

the data collected by the local authority. The numbers of injuries corresponded 

well, but NIMSS data has additional information such as scene of death, blood 

alcohol levels and use of firearms, which is useful for policy making. The NIMSS 

data indicate that the decrease in homicide between 2001 and 2004 is largely 
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due to the significant decrease in firearm-related homicides from 2002 to 2004, 

whereas non-firearm homicide rates have remained fairly stable (Figure 14).8 

Reasons for the decrease are uncertain, but heightened public awareness prior to 

the introduction of stricter gun control legislation and the effectiveness of 

targeted policing initiatives have been offered as possible contributing factors.  

 

 

Figure 14:  Firearm and non-firearm homicide rates in Cape Town, 2001 - 20058 

 

The analysis of homicide rates by sub-district has further implications for firearm 

control interventions. As well as the high rates of gun violence in the sub-

districts already noted for high homicide rates (i.e. Khayelitsha and Klipfontein), 

a disproportionately large percentage of firearm homicides were recorded in  

Mitchell’s Plain and Klipfontein (Figure 15). 

 

The gender ratio of homicide in Cape Town is 9 male deaths for every female 

death, but homicide rates among females do not follow the same pattern as in 

males across sub-districts. In males the pattern is similar to that in Figure 14, 

where rates are highest in Khayelitsha followed by Klipfontein, Mitchell’s Plain 

and then Eastern. The male homicide rates in Khayelitsha (204.8/100 000) are 
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double those in Eastern (103.9/100 000), while among females the homicide 

death rates are the same in both sub-districts (24/100 000).  
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Figure 15: Age-standardised death rates (pooled) due to homicide by sub-

district, for persons, Cape Town 2003, 2004, 2006 

 

Among males there was a distinct peak in the 15-24-year age group between 

2001 and 2004 (see Figure 16) that tapered off with increasing age and rose 

again after the age of 65 years (except in 2003 and 2006, where the rate was 

lower in the older age categories). The high rates in the 75+ age group may be a 

result of age misreporting, but should be investigated further. Comparison of the 

age profile from 2001 to 2004 also revealed a decrease in mortality across all 

age groups, but particularly among young adults, which is consistent with a 

decrease in firearm homicide and community violence. However, between 2004 

and 2006 a marked increase was noted back to levels in 2003.  
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Figure 16: Age-specific homicide death rates by gender, Cape Town, 2001 - 2006 
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Of the four major cities with full NIMSS coverage, Cape Town recorded the 

highest percentage of alcohol-positive deaths, with 61% of all homicides in 2005 

testing positive for blood alcohol concentration. Levels of intoxication were 

significantly higher than in Johannesburg and Durban.18  

 

The second major cause of non-natural mortality, road traffic injuries (including 

pedestrians), has not experienced the same level of decrease as homicide over 

the 4-year period. Road traffic injuries are still ranked as the 4th leading cause of 

premature mortality among males and dropped from 8th to 9th among females. 

Among females the contribution has dropped from 3.8% to 3.1% of YLLs in the 

city, and among males it has dropped from 7.0% to 6.7%.  

 

Although the NIMSS data for 2001 to 2005 show a slight decrease in age- 

standardised mortality rates, from 34.2 to 30.8/100 000 population, the findings 

point to the relative ineffectiveness of current road traffic injury prevention 

efforts compared to violence prevention. The NIMSS data reveal two major 

problem areas, viz.: (1) the high percentage of pedestrian deaths, which 

accounted for approximately 60% of all road traffic fatalities in the city in 2004; 

and (2) the alcohol-relatedness of road deaths. The latest NIMSS report for Cape 

Town reveals that in 2005 more than half of drivers (52%) and a staggering 63% 

of pedestrians killed on Cape Town roads tested positive for alcohol. The fatality 

rates by sub-district (Figure 17) indicate that those with the lowest number of 

fatalities are more developed in terms of road infrastructure, are more affluent, 

and have smaller pedestrian populations. Road traffic mortality is almost 5 times 

higher in Khayelitsha than in Southern and almost double that of Eastern, 

Klipfontein and Mitchell’s Plain. 
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Figure 17: Age-standardised death rates (pooled estimates)  

due to road traffic injuries by sub-district, for persons, Cape Town (2003, 2004, 

2006) 

 

Suicide rates (10.3/100 000) are low in comparison with homicide (59.8) and 

road traffic injuries (27.4), and have remained fairly stable between 2001 and 

2006. It is likely that some suicide deaths are reported as ‘undetermined’, since 

it may take months or years for the final manner of death to be determined 

through an inquest. Therefore it is probable that suicide deaths are under-

reported in these data. As observed in earlier years, the sex ratio for suicide is 4 

male deaths for every 1 in females.   

 

Although suicide rates in Cape Town are similar to the global average, this 

should not be construed as an indicator of good mental health, since it should be 

recognised that only a small fraction of those with mental health problems 

commit suicide. Other injury mortality data also provide proxy measures for the 

extent of mental health problems. Homicide rates may also be a good indicator 

of mental illness in the community, as well as information on substance abuse, 
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which falls within the spectrum of mental illness. As indicated earlier in this 

chapter, homicide rates in Cape Town are abnormally high, and the majority of 

deaths due to violence and traffic were alcohol-positive. The importance of 

recognising the weighty contribution of mental health problems to YLLs in the 

province relates to the necessity to plan for mental health and substance abuse 

services in the context of the Western Cape having the highest proportions of 

premature deaths due to injuries in the country. 
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Non-communicable diseases  

Overall, non-communicable disease mortality in Cape Town was lower than the 

provincial and national averages estimated for 2000 and based on national vital 

registration data (Table 3). Mortality rates for IHD and stroke were lower, while 

those for diabetes and lung cancer were higher than national rates. In the case 

of diabetes, IHD and stroke, the differences may be a result of differences in 

coding practice between the Cape Town system and the national vital registration 

system. However, smoking prevalence is very high among the coloured 

population (39%),19 which is concentrated in the Western Cape.1 This may 

contribute to the higher mortality rates from cancer of the lung.  

 

                                       

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
1 The population group classification is used in this article to demonstrate differences in the risk 

factor profile. Data are based on self-reported categories according to the population group 

categories used by Statistics South Africa. Such mentioning of differences may assist in higher 

effectiveness of future interventions. The authors do not subscribe to this classification for any 

other purpose. 
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Table 3: Comparison of National, Western Cape, and Cape Town 

age-standardised mortality rates for non-communicable diseases 

Age-standardised mortality rates per 100 000 
Condition 

SA 200020 WC 200020 CT  2001 CT 2006 

IHD 123 169 101 86 

Hypertension 68 28 42 28 

Stroke 124 122 86 77 

Diabetes 53 52 63 65 

Chronic Obstructive 
Pulmonary disease 
  (COPD) 

49 52 42 35 

Lung cancer 24 56 41 40 

Oesophageal cancer 17 15 12 11 

Colon cancer 9 15 15 14 

All non-communicable 756 768 674 590 

 

From Figure 4 it can be seen that non-communicable diseases were the leading 

cause of death among both genders over the age of 40 years. These mainly 

comprise cardiovascular diseases, cancers (neoplasms), respiratory diseases and 

diabetes, as shown in the age-standardised rates across the sub-districts in 

Figure 18. Conspicuous among these causes are the consequences of the 

community syndrome of hypertension, atherosclerosis and diabetes on the one 

hand and tobacco use on the other. This confirms earlier work suggesting that 

non-communicable disease occurs among poor communities as well as the richer 

communities.21 However, the causes of non-communicable disease mortality 

differ across the sub-districts, suggesting that they are in different stages of the 

health transition.  
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Figure 18: Age-standardised cause of death rates for non-communicable diseases 

by sub-district, for persons, Cape Town, (pooled estimates 2003, 2004, 2006)  

 

The cardiovascular transition is described by Yusuf et al.22 as having 5 stages, as 

shown in Table 4.  As populations move from conditions of under-development 

towards industrialised societies, the cardiovascular disease profile changes from 

one related to infections and undernutrition. In the second stage, hypertensive 

heart disease and haemorrhagic stroke predominate. This is followed by the 

stage of increasing obesity, diabetes, all forms of stroke and IHD affecting young 

ages. The fourth stage is indicated by a shift in the IHD and stroke mortality to 

older ages, and is the current experience of many Western countries. Yusuf et al. 

have added the final stage based on the experience in parts of Eastern Europe, 

with the re-emergence of conditions related to infections and alcohol.   
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Table 4: Epidemiological transition of cardiovascular diseases (Yusuf et al.22) 

Stages/ages CVD 

deaths 

% of total 

Predominant CVD and risk factors 

1. Pestilence and 

    famine 

5 – 10 Rheumatic heart, infectious and 

 nutritional cardiomyopathies 

2. Receding 

    pandemics 

10 – 35 Hypertensive heart disease and 

 haemorrhagic stroke  

3. Degenerative 

    diseases 

35 – 50 All forms of stroke, IHD at young 

ages, 

 increasing obesity and diabetes 

4. Delayed  

    degenerative 

    disease 

< 50 Stroke and IHD at old age 

5. Regression and 

    social upheaval 

35 – 50 Re-emergence of rheumatic heart 

disease, infections, increased 

alcoholism and violence, increased 

CVD in young 

 

Figure 19 shows the variations in mortality resulting from IHD, stroke, 

hypertensive disease and diabetes. IHD mortality is very high in Eastern and 

Tygerberg but low in Khayelitsha. These rates would suggest that while 

Khayelitsha is in the 3rd stage of the cardiovascular transition, some of the other 

sub-districts are in a later stage. The rates are consistently higher for men. 

Hypertension is very high in Khayelitsha and Mitchell’s Plain. Stroke is 

particularly high in Mitchell’s Plain and Khayelitsha. Mitchell’s Plain and 

Khayelitsha have high diabetes mellitus death rates. There is a marked excess of 

female mortality from diabetes in Khayelitsha and Mitchell’s Plain. 
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Figure 19: Age-standardised death rates for IHD, stroke, hypertension and diabetes by gender and sub-district, 

Cape Town (pooled estimates 2003, 2004, 2006)  
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Figure 20. Trends in age-standardised death rates per 100 000 population 

for selected non-communicable diseases, Cape Town, 2001 - 2006 (2005 

excluded) 

 

Death rates due to IHD and stroke declined between 2001 and 2004, 

while death rates due to diabetes and hypertensive disease increased 

(Figure 20).  However, these trends reversed between 2004 and 2006. It 

is difficult to interpret these trends. While they could reflect the transition 

of a stratified population, with part of the population in the more 

advanced stages of the cardiovascular transition and part in the early 

stages, they could also reflect specific trends in the major risk factors - a 

possible reduction in smoking but worsening diet and physical inactivity. 

Alternatively there might be health interventions (such as the 

development of stroke units) that play a role, or perhaps the change in 

the coding shortlist introduced during 2004 has contributed to the trend. 

The data require more careful analysis to investigate this. 
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Figure 21 shows the mortality rates due to chronic obstructive pulmonary 

disease (COPD). These are high in Mitchell’s Plain, Tygerberg and Eastern. 

The gender differential consistently shows higher rates for men, which is 

probably related to smoking. Mitchell’s Plain, Tygerberg and Klipfontein 

also display high rates for lung cancer (Figure 19), and show the same 

gender differential. 
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Figure 21: Age-standardised death rates for COPD and lung cancer by 

gender and sub-district, Cape Town, (pooled estimates 2003, 2004, 2006) 
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Cancer of the oesophagus (Figure 22) is very high in Khayelitsha.  These 

high rates may possibly be a result of migration from the Transkei, which 

has very high rates. On the other hand, colon cancer (Figure 21) is very 

low in Khayelitsha. 
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Figure 22: Age-standardised death rates for oesophageal cancer and colon 

cancer by gender and sub-district, Cape Town, (pooled estimates 2003, 

2004, 2006)  
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Child and adolescent health  

Trends in the mortality of children and adolescents can contribute to 

assessing the impact of child health programmes and assist in identifying 

priorities. In 2003, 2004 and 2006 there was a total of 7409 deaths in 

children and adolescents up to 19 years of age.  Table 5 shows the age 

distribution of these deaths.  

 

Table 5: Age distribution of deaths in those aged 19 years and under 

(2003, 2004, 2006) 

Age group Number of 

deaths 

% of child 

deaths 

Early neonatal (0 - 7 days) 1085 14.6 

Late neonatal (8 - 30 days) 575 7.8 

Post-neonatal infant (1 - 11 

months) 

2458 33.2 

1 - 4 years 946 12.8 

5 - 9 years 369 5.0 

10 - 14 years 342 4.6 

15 - 19 years 1634 22.1 

 

 

Mortality rates by age group are shown in Table 6. The sex ratio for 

infants’ deaths increased with age from 1.1 in the 1 - 4-year age group to 

1.3 in the 5 - 14-year age group and 2.9 in the 15 - 19-year age group, 

showing that male children are at a substantially higher risk of dying than 

female children, particularly in the 15 - 19- year age group, as a result of 

higher injury death rates.  
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Table 6: Childhood mortality rates, Cape Town, pooled estimates (2003, 

2004, 2006) 

Mortality rates per 1000 live births 

Neonatal 9 

Infant 23 

Mortality rates per 100 000 population 

 Male Female 

1 - 4 years 144 126 

5 - 14 years 51 38 

15 - 19 years 293 100 

 

We report trends in rates for infant deaths (<12 months) and children 

aged 1 - 4 years since these are important public health indicators and the 

leading causes of death in the distinct age groups set out in Table 5, 

based upon pooled data from 2003, 2004 and 2006 (2005 data were 

excluded since these were incomplete).  

 

Infant mortality  

There has been a steady increase in the number of births reported in the 

city, with a relatively large increase in the births reported from facilities 

between 2003 and 2004 (from 53 000 to 58 000). Model estimates of the 

number of births (ASSA) suggest that the may be some under-reporting of 

births. The range of uncertainty indicated in Figure 22 has therefore been 

based on the variability that would arise from statistical variation 

(assuming that rate follows a Poisson distribution) as well as a low and 

high estimate of the births using the births in facilities (low) and an 

estimate using the ASSA model (high). Figure 23 indicates that the infant 

mortality rates in Cape Town remained fairly constant, at about 24 deaths 

per 1000 live births over the period 2001 until 2004, with a decline in 

2006 to about 21 per 1 000 live births. 
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Figure 23: Trends in infant mortality rate per 1000 live births,  

Cape Town, 2001 - 2006 (please note that data for 2005 were incomplete) 

 

The trends in cause-specific rates for infants per 100 000 population are 

shown in Figure 24, but are difficult to interpret. The death rate due to low 

birthweight and respiratory distress syndrome increased markedly 

between 2002 and 2004, but decreased between 2004 and 2006. This is 

accompanied by a decrease in the mortality rate from HIV/AIDS.  

Mortality from diarrhoea and lower respiratory infections, however, 

increased in 2004, raising questions about misclassification of HIV/AIDS to 

diarrhoea. The increase in diarrhoea deaths coincides with an increase in 

diarrhoea cases noted at public health facilities in 2004 (Tony Westwood - 

personal communication), suggesting that this increase is probably not a 

misclassification of HIV-related deaths but due to an outbreak of 

diarrhoeal disease. HIV/AIDS ranked as the second highest cause of 

deaths in 2001 and 2004, following short gestation and low birthweight. 

However, HIV/AIDS dropped to 5th in the ranking in 2006 and accounted 

for 7.9% of deaths, down from 15.1% in 2003 (data not shown) relative 

to other causes of death. 
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Infants: Trends in death rates for selected causes
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Figure 24: Trends in <1 year mortality rates per 100 000 population for 

selected conditions, Cape Town, 2001 - 2006 

 

A marked increase in injury mortality for infants was noted between 2004 

and 2006 (data not shown). However, upon further investigation into this 

increase it was discovered that, while there had been an increase in the 

number of infant death cases that presented to the mortuaries, it was not 

possible to assess from our data whether these deaths were definitely due 

to injuries or whether they were natural causes. However, these deaths 

had all been coded as ill-defined injury deaths.  The new system of data 

collection directly from the mortuary electronic records implemented in 

2007 will overcome this problem in future.  

 

Figure 25 shows that there was substantial variation in levels and trends 

in infant mortality between sub-districts. It should be noted that the data 

for 2005 have been presented for Khayelitsha and Southern in Figure 24, 

since they are considered fairly complete for these two sub-districts. The 

infant mortality rates in Eastern and Khayelitsha were almost a third 

higher than the average for the Metropole, and almost three times higher 

than Southern in 2006. There was a surprising increase in infant mortality 
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in Eastern in 2006, resulting in the rate being higher than in Khayelitsha, 

in contrast with previous years. In Khayelitsha infant mortality appears to 

have declined over the same period. This requires further investigation to 

ensure that infant deaths from Khayelitsha have not been mistakenly 

allocated to Eastern sub-district. Some areas have shown little change 

over the period, while others have increased and yet others decreased.  
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Figure 25: Infant mortality rates per 1000 live births by sub-district,  

Cape Town, 2003 - 2006 (data for 2005 are only considered complete for 

Khayelitsha and Southern) 

 

Infants in the neonatal period 

The cause of death profile for all neonatal deaths (early and late) is shown 

in Figure 26, and the leading causes for the early neonatal period (0 - 7 

days) and the late neonatal period (8 - 30 days) are shown in Figure 27. 

Unfortunately the shortlist codes available for causes of death during the 

perinatal period are too abbreviated to allow for really meaningful analysis 

of the cause profile for deaths of young babies, and the data should be 
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interpreted with caution. From Figure 26 it can be seen that prematurity, 

indicated by low-birthweight and respiratory distress syndrome, accounted 

for the majority of deaths, followed by other perinatal and infections. 

Thirteen per cent of deaths in this group were ill-defined. The high 

proportion of deaths resulting from prematurity and respiratory distress 

syndrome indicates that the shortlist for coding should allow for better 

differentiation of these causes. A code must be included for asphyxia and 

separate codes for the small-for-dates low-birthweight neonate, as distinct 

from prematurity.   

Neonatal deaths, Cape Town pooled estimates (2003, 2004, 2006)
N = 1660
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Figure 26: Neonatal cause of death profile, Cape Town, 2003, 2004, 2006 

 

Not unexpectedly, the leading cause of early neonatal deaths in the pooled 

data (2003, 2004 and 2006) was low birthweight and respiratory distress 

syndrome (64.2%), followed by other perinatal (8.8%) - see Figure 27.  

Ill-defined deaths accounted for 5.8% of the perinatal deaths. About a 

quarter of the deaths in the late neonatal period were due to ill-defined 

causes (24.5%).  Prematurity and respiratory distress syndrome was the 

leading defined cause of death in this age group, accounting for 25.4% of 
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these deaths. This was followed by ill-defined (24.5%) and congenital 

abnormalities (7.8%). HIV/AIDS accounted for 2.8% of these deaths.  

Early neonatal period (0 - 7 days)

64.2

8.8

8.4

5.8

2.4

1.8

1.3

1.1

0.9

0.9

0 10 20 30 40 50 60 70

Low birth weight and RDS

Other perinatal

Congenital abnormalities

Ill defined natural

Neonatal infections 

Lower Respiratory infections

Other unintentional injuries specified

Septicaemia

HIV

Injuries undetermined whether intent or unintent

Percent

 

Late neonatal period (8 - 30 days)
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Figure 27: Leading causes of deaths in early neonatal infants (0 - 7 days) 

and late neonatal infants (8 - 30 days), Cape Town, pooled estimate 

(2003, 2004 and 2006) 
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Ill-defined deaths accounted for a quarter of deaths in the post-neonatal 

infants (1 – 11 months), as shown in Figure 28. HIV/AIDS (18%) was the 

leading defined cause of death for this age group, followed by diarrhoea 

and lower respiratory infection (Figure 28). Compared with the younger 

age groups, HIV/AIDS was attributed to much higher proportions (<1% in 

early neonates and <3% in late neonates).  
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Figure 28: Cause of death profile, post-neonatal infants (1-11 months), 

Cape Town, 2003, 2004 and 2006 
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Figure 29: Leading causes of deaths in post- neonatal infants  

(1 – 11 months), Cape Town pooled estimates (2003, 2004 and 2006) 

 

Child mortality (1 - 4 years) 

In contrast to the relatively steady trend in infant mortality, there was a 

slight increase in the 1 - 4-year mortality rates between 2001 and 2002, 

followed by a decrease to 2004 and again in 2006. The decrease was 

mainly due to a drop in infectious diseases, including HIV/AIDS and 

nutritional conditions (Figure 30). A decrease in the HIV/AIDS death rate 

would be expected due to the roll-out of the PMTCT programme which 

commenced in 2001, and the availability of ARVs in public hospitals since 

2003, but it is encouraging to note the decrease in the other infections 

and nutritional conditions as well. It should be noted that the marked 

decline in the HIV/AIDS mortality rate in 2006 in this age group was 

accompanied by an increase in the other infections and nutritional 

conditions. It is not clear whether this is a result of changes in the 

classification of HIV as the underlying cause of death or whether it is the 

result of a real change in the causes of deaths. However, the combined 

rate for these conditions declined overall.  
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 Trend in 1 - 4 yr mortality rates per 100 000
2001 - 2006 by cause group
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Figure 30: Trend in 1 - 4-year mortality rates per 100 000, Cape Town,  

2001 - 2006 (2005 data excluded since incomplete) 

 

The trends in the 1 - 4-year mortality rates per 100 000 population for 

selected conditions are shown in Figure 31. This shows very clearly that 

the death rates due to HIV/AIDS peaked in 2002 and declined thereafter. 

Diarrhoea and lower respiratory infection mortality rates, while remaining 

fairly stable between 2002 and 2004 increased slightly between 2004 and 

2006. As discussed earlier, this may reflect a change in the reporting of 
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the cause of death rather than a real change in the profile. 

1- 4 years: Trend in death rates per 100 000 population for selected causes 
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Figure 31: Trend in 1 - 4-year mortality rates per 100 000 population 

for selected conditions, Cape Town  2001 - 2006 (excluding 2005) 

 

From Figure 31 it can be seen that there was a slight increase in death 

rates due to road traffic injuries and other unintentional injuries between 

2002 and 2006.  

 

Pooled estimates of the child (1 - 4 years) mortality rates per 100 000 

population, for the period 2003 – 2006, show large variations by sub-

district (Figure 32). Similar to the geographic differentials in child 

mortality, Khayelitsha had the highest rates and Southern the lowest. In 

2003 the highest HIV/AIDS-related death rate in children under 5 years 

was observed in Khayelitsha (278/100 000). The lowest rates were 

observed in Southern (47.8/100 000) and Tygerberg (66.4/100 000). In 

2006 these rates had declined, but the inequities remain, with stark 

differences in paediatric HIV/AIDS-related mortality across the sub-

districts. Despite the fact that it has the most established PMTCT 

programme in the province, the highest rate was in Khayelitsha (139/100 
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000) and the lowest in Southern (17.5/100 000) (data not shown). It is 

clear that the paediatric AIDS epidemic remains a public health challenge, 

and these findings underscore the importance of improving the coverage 

and assessing the impact of the PMTCT interventions at sub-district level.  
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Figure 32: 1 - 4-year mortality rates per 100 000 by sub-district, Cape 

Town (pooled rates 2003, 2004, 2006)  

 

For the period 2003 - 2006 HIV/AIDS was the leading cause of death 

among children aged 1-4 years, accounting for 20.6% of the deaths. This 

was followed by road traffic injuries, diarrhea, ill-defined natural and other 

unintentional injuries (Figures 33 and 34). Ill-defined deaths accounted for 

7.8% of deaths in this age group. Males had a larger proportion of road 

traffic and drowning deaths, while females had a slightly higher proportion 

of HIV, diarrhoea and fire deaths. 
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Deaths in children 1 -4  yrs, Cape Town pooled estimates (2003, 2004, 2006)
N = 946
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Figure 33: Cause of death profile, children 1 - 4 years, 

Cape Town pooled estimates (2003, 2004, 2006) 
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Figure 34: Leading causes of death in the 1 - 4-year age group, 

Cape Town pooled estimates (2003, 2004, 2006) 
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Children of 5-9 years  

In age group 5 - 9 years, road traffic injuries (26.4%) move up in the 

ranking to the leading cause of death, followed by HIV/AIDS (10.9%) and 

lower respiratory infections (6.0%). Homicide ranked fourth and 

accounted for 4.9% of deaths in this age group. It is interesting to note 

the gender differential, with males having a much higher proportion of 

deaths due to road traffic injuries than females (Figure 35). It can also be 

seen that the proportion of deaths that was ill-defined was lower for 

males, but the proportions due to HIV/AIDS and lower respiratory 

infections were somewhat higher.  
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Figure 35: Leading causes of death in 5 – 9-year age group,  

Cape Town pooled estimate, (2003, 2004, 2006) 
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Children of 10 - 14 years  

Injuries dominate the cause of death profile for children aged 10-14 years 

(Figure 36). Road traffic accidents were the leading cause of death and 

homicide ranked second, accounting for 14.3% of deaths in this age 

group. Suicide ranked sixth, accounting for 4.4% of deaths. Again the 

males had higher proportions of injury deaths than females, particularly 

for homicide. TB ranked 5th in this age group and accounted for a higher 

proportion of deaths among the females than males, while HIV ranked 

10th with the reverse gender pattern.  
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Figure 36: Leading causes of death in the 10 - 14-year age group, 

Cape Town pooled estimate (2003, 2004, 2006) 
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Children of 15 - 19 years  

In the 15 - 19-year age group it is shocking to note that homicide ranks 

first and accounts for almost half of the deaths (48.6%). Road traffic 

ranks second, followed by HIV/AIDS and TB. The ranking by gender is 

shown in Figure 37. Males in this age group are at much higher risk of 

dying than females, with 2.9 male deaths for every female death from all 

causes, and 6.4 male deaths for each female death from injury. 
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Figure 37: Leading causes of death in the 15 - 19-year age group,  

Cape Town pooled estimates (2003, 2004, 2006) 
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Women’s health 

 

The City of Cape Town has introduced a women’s health programme that 

aims to improve reproductive health services and provide cervical cancer 

screening. Maternal mortality and cervical cancer mortality rates are 

therefore important indicators. However, in the context of women’s health 

it is useful to review breast cancer mortality as well as the overall 

mortality pattern among adult women.  

 

From 2001 to 2004 there were 33 deaths reported as being due to 

maternal conditions on death notifications for Cape Town. This gives a 

maternal mortality ratio of 15 deaths per 100 000 births, somewhat lower 

than the maternal mortality ratio of 112 per 100 000 for deliveries in 

health facilities in 2002 that was reported by Fawcus et al.23 based on a 

review of the Peninsula Maternal and Neonatal Service data. The most 

recent report from the Confidential Enquiry into Maternal Deaths based on 

the notifications of maternal deaths indicates that there were 207 

maternal deaths in the whole of the Western Cape Province between 2002 

and 2004. Since approximately half the deaths in the Western Cape occur 

in the Cape Town Metropole, one might expect about 100 maternal deaths 

during this period, suggesting that maternal deaths are under-reported on 

the death notification. While it would be useful for the programme to 

obtain the data collected by the province through the confidential enquiry, 

the quality of the cause of death data regarding maternal deaths also 

needs to be improved. Training is needed to sensitise the coders on the 

one hand and improve quality of certification on the other.  

 

Death from cancer of the cervix is eminently preventable through early 

detection. The screening programme aims to identify cases of cancer in 

the early stage of the disease when appropriate treatment can prevent the 

fatal consequence. In contrast, there is no public programme for breast 

cancer screening since such a programme is much more costly. Age-

standardised rates for cervical cancer and breast cancer mortality are 

shown for the sub-districts of Cape Town in Figure 38. Overall, the age- 
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standardized mortality rate for cervical cancer was 10.3/100 000 but there 

was considerable variation in cervical cancer mortality rates, partly 

reflecting differential access to health services. Cervical cancer mortality 

rates were highest in Khayelitsha (25.1/100 000 females), where they 

were higher than breast cancer mortality rates. In all the other sub-

districts breast cancer death rates were higher than cervical cancer rates 

and much more consistent across sub-districts. The overall breast cancer 

mortality rate for the Metropole was 23.9/100 000 and it was highest in 

the Eastern sub-district (27.6).  The women’s health programme needs to 

assess how it can promote the early detection of breast cancer so as to 

reduce mortality and also how to reduce the risk factors for breast cancer 

so as to prevent the disease.  
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Figure 38: Age-standardised mortality rates for cervix and breast cancer 

by sub-district, Cape Town (pooled estimates 2003, 2004, 2006)  

 

The premature mortality experienced in 2006 by women aged 15 years 

and older is presented in Figure 39. This shows that breast cancer 
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accounts for 3%, cervical cancer for 1% and maternal deaths for less than 

1%, and that the major causes of death are conditions that affect both 

men and women. HIV/AIDS and TB together account for a third of the 

premature mortality. Among young women HIV/AIDS is the leading cause 

of death, while at later ages non-communicable diseases dominate (see 

Figure 4). Non-communicable diseases account for almost half of the 

premature mortality among adult women. The cardiovascular causes 

together with diabetes account for almost a quarter of the premature 

mortality among women.  While the focus of a women’s health 

programme needs to continue to address the concerns of women’s specific 

conditions, it is clear that reducing the premature mortality burden for 

women will require interventions targeting HIV/AIDS and TB on the one 

hand and cardiovascular diseases and diabetes on the other. 
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Figure 39: Premature mortality (YLLs) cause profile for women of 15+ 

years, Cape Town, 2006 
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Men’s health  

 

There is currently no men’s health programme in the Metropole. In 2006 

injuries accounted for 40% of premature mortality among men (Figure 

40). Injuries predominate in early adulthood, and the majority were the 

result of interpersonal violence. HIV/AIDS and TB also accounted for a 

large burden - almost a quarter of the premature mortality among men. A 

variety of chronic conditions that occur later in life accounted for about a 

third of premature mortality. These feature not only the cardiovascular 

and diabetes combination, as reflected in the profile for women, but also 

the respiratory conditions, including COPD and lung cancer. The data on 

premature mortality among men indicate a need to focus on violence and 

injuries, HIV/AIDS and TB, smoking and other risk factors for chronic 

diseases.  
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Figure 40: Premature mortality (YLLs) cause profile for men  

15+ years, Cape Town, 2006 
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Prostate cancer is the only condition that is specific to men. It accounted 

for 1% of the overall premature mortality among men. The age-

standardised rates for the sub-districts are shown in Figure 41. These 

compare to the estimate of 32/100 000 for the Western Cape Province 

and a national estimate of 27/100 000 in 2000.20  The rates were lowest 

in Khayelitsha (21/100 000 males), Western and Northern, while 

Tygerberg and Eastern had rates over 33/100 000 males. It is not clear 

whether these geographical variations reflect real differences in the 

incidence of the condition or variations in access to diagnosis and 

treatment.  
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Figure 41: Age-standardised mortality rates for prostate cancer by sub-

district, Cape Town (pooled estimates 2003, 2004, 2006)  
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Discussion 
 

 

The Cape Town routine local mortality surveillance system provides a 

wealth of data on the health of the population in Cape Town. This second 

report in the Burden of Disease Reduction project has provided an 

opportunity to assess priority programmes in terms of mortality. The 

analysis also points to emerging health issues and vulnerable groups who 

can be identified and targeted for interventions. Unfortunately, during 

2005 data collection became a problem, and the data for this year are not 

complete enough to assess trends. 

 

It is clear that HIV/AIDS mortality for young adults increased dramatically 

since 2001, but it appears to have stabilised in 2004, possibly 

demonstrating the impact of the ARV programmes. HIV/AIDS mortality in 

children appears to have declined since 2001, which may reflect 

successful introduction of the PMTCT programme. However, ongoing 

monitoring is required in order to confirm these trends. The coding 

practice with regard to HIV/AIDS used in the Metropole is different from 

that used by StatsSA, where euphemisms and abbreviations for HIV such 

as ‘RVD’ and ‘immune suppression’ are not coded to HIV. It is considered 

that the interpretive coding practice used in the Metropole provides more 

meaningful statistics regarding HIV/AIDS. Nonetheless, the tendency of 

doctors to certify the indicator conditions and not disclose HIV would 

result in an under-estimate of the HIV/AIDS mortality rates.  

 

Despite the potential under-estimation, in 2006 HIV/AIDS was the either 

the most common or the second most common cause of premature 

mortality in each sub-district, and accounted for 16% of the burden in the 

Metropole. Continued efforts to reduce the spread of HIV and provide 

appropriate treatment and care for people with AIDS is therefore a 

priority.   
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Mortality due to injuries, particularly homicide, is extremely high in the 

City of Cape Town. There is evidence of a declining trend until 2004, but 

mortality due to injuries has increased since then, with homicide mortality 

rates reaching 2003 levels in 2006. Injury mortality rates, particularly 

homicide and road traffic injuries, remain among the highest in the world. 

The homicide rates are exceedingly high for men. Of particular concern 

are the high homicide and road traffic injury fatality rates among the male 

youth and children aged 10-14. This is likely to be linked to alcohol and 

other substance abuse, but limited routine data are collected regarding 

substances used. Urgent attention needs to be given to identifying the risk 

factors involved and developing strategies to prevent injuries (inevitably 

be multi-sectoral and multilevel).  

 

Mortality rates due to non-communicable diseases are relatively high, with 

geographic variations suggesting different staging of the epidemiological 

transition. Diabetes mortality rates are very high when compared to 

developed countries, suggesting that there is scope for better 

management of the condition, particularly at primary care level. While the 

mortality rates for other cardiovascular conditions are lower than the 

national average, they nonetheless can be reduced further through health 

promotion, improved risk factor management at primary care, and 

secondary prevention after a cardiovascular event. Tobacco control efforts 

should be strengthened - smoking rates are high among men of all groups 

and coloured and white women.19  

 

Child mortality (<5 years) appears to have remained constant over this 

period (2001 - 2006), with the indication of a slight drop in 2006. The 

cause of death is unknown in a large proportion of the under 1-year olds, 

particularly those aged 1 - 11 months. This needs further investigation. 

While the data suggest that child mortality due to HIV/AIDS has started 

decreasing, HIV/AIDS remains a leading cause of death in children under 

5 years of age, and highlights the need to strengthen the link of the 

PMTCT interventions to other child health programmes beyond the first 

few months of life. Attention must be given to promoting safe infant 
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feeding. Cape Town experienced an increase in the diarrhoea death rate in 

2004 that was accompanied by an increase in the number of cases 

attending hospital; this appears to be related to an outbreak rather than 

being related to HIV/AIDS.  

 

Khayelitsha has a considerably higher burden of premature mortality than 

other sub-districts, with a rate of 250 YLLs per 1000 population. Overall, 

premature mortality in Khayelitsha decreased until 2004 and then 

increased. However, not all causes of death displayed the same secular 

trend. The infant mortality rate declined consistently between 2003 and 

2006, but Khayelitsha remains one of areas with the highest rates.  

 

The initial decrease in the overall premature mortality rate was mainly due 

to a reduction in injuries. This may be partly due to an intervention by the 

Department of Safety and Security which prioritised certain police stations 

(including Khayelitsha) for additional resources and attention. In 

Khayelitsha, for example, an operational centre and two new police 

stations were built and resourced, sector policing was introduced, 

community partnerships were forged and shebeen trading hours were 

restricted. However, since 2005 the injury mortality rate has increased 

and reached 2003 levels in 2006. HIV/AIDS mortality increased until 2004 

and declined by 2006. However, compared with other sub-districts, 

premature mortality rates from HIV/AIDS or TB remain highest in this 

sub-district. Non-communicable diseases are also a major cause of 

mortality in this area. Stroke, hypertensive heart disease and diabetes 

mortality rates are also high, particularly for women.  

 

We consider the Cape Town surveillance system to consist of fairly robust 

statistics for between 2001 and 2004 and for 2006. Assessment of the 

completeness of adult death data indicates that there is little under-

registration in these years; however, there was significant under-

registration in 2005 due to problems with data collection. Estimates of the 

population at sub-district level are from the projections done for the City 

using the ASSA model. The number of births is taken from the City of 
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Cape Town’s birth data. It should be recognised that there is a level of 

uncertainty in these numbers.  In addition, the higher caseload recorded 

by the NIMSS for injuries underscores the importance of developing a 

sustainable mortuary-based data collection system. The province has gone 

some way in developing such a system, with the implementation of an 

electronic data collection system at all the mortuaries. They have also 

expanded the mortality surveillance to cover the whole of the Western 

Cape, and it will now possible to link the electronic mortuary data with the 

death surveillance data, which should improve the completeness and 

quality of the data in future.  
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Recommendations 

 

Analysis of the 2001 mortality data for the City of Cape Town highlighted 

the differentials in levels of mortality across the city as well as the 

quadruple burden that is experienced across all the sub-districts. An 

analysis of the emerging trends in mortality has been undertaken covering 

the period 2001 - 2006. This shows that HIV/AIDS has taken over from 

homicide as the leading cause of premature mortality, partly as a result of 

a decline in homicides in this period as well as an increase in HIV/AIDS. 

TB, road traffic injuries, diabetes, stroke and IHD have all remained 

among the leading causes of premature mortality.  

 

The broad recommendations made on the basis of the 2001 data are still 

highly pertinent. While there are indications that there were some gains in 

reducing the high levels of deaths due to violence and homicide, these 

appear to have been lost after 2004. The extremely high mortality rates 

(particularly in some areas, such as Khayelitsha) highlight the urgency of 

addressing the underlying determinants of the high levels of violence. 

Efforts to curb the HIV/AIDS epidemic as well as TB need to continue to 

be strengthened. The emerging epidemic of non-communicable diseases 

must also be tackled through strengthening primary care management on 

the one hand and promoting healthy lifestyles on the other. Finally, equity 

must be prioritised in resource allocation between the sub-districts.  

 

Focusing on child health shows that the effective implementation of the 

PMTCT programme will impact on mortality in the age group 1 - 4 years 

(still high beyond neonatal phase - and this needs more serious policy and 

programme input), and that there is a need to investigate the large 

proportion of ill-defined causes of death, particularly among infants. Road 

traffic injuries and other unintentional injuries among young children and 

homicide among older children are also issues of concern, particularly for 

boys aged 10 - 14 years. The inequities in health status are marked in the 
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child mortality indicators, making these mortality rates a sensitive 

indicator to monitor progress in reducing these inequities in the future.  

 

The high disease burden experienced by Khayelitsha points to the need for 

equity to be prioritised in resource allocation between the sub-districts. It 

must also be noted that the change to new health sub-districts has 

masked some of the inequalities in health status that were previously 

observed. In 2001 - 2004 the former sub-district of Nyanga had high 

mortality, but it is no longer possible to assess the trend for these areas.  

 

The local mortality surveillance system is providing mortality information 

for the region. Integration with Home Affairs, the mortuaries and NIMSS 

has been achieved and will help in ensuring the sustainability of the 

system, improving the quality of the data collected and improving 

utilization of the results. However, integration with other systems such as 

StatsSA, South African Police Services and the Departments of Transport 

and Education must be improved.  

 

Interventions must be planned, implemented, monitored and evaluated 

multi-sectorally. Vulnerable groups/areas identified through the system 

must be targeted for interventions. Men’s health has traditionally been 

overlooked, which is of concern given the high death rates among young 

adult men. Injuries are the predominant cause of death among men, for 

which structural and social interventions are urgently needed - particularly 

given the increasing trend in injury mortality noted in recent years. 
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