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MORTALITY LEVEL
AND TREND IN SOUTH AFRICA
AND THEIR IMPLICATIONS

Mortality is a critical measure of population’s health and public health systems. Infant mortality,
for example, indicates quality of life, accessibility to primary healthcare and the overall
health status of a country. Reduction in infant mortality shows improvement in the health sta-
tus. No credible information about mortality in South Africa because the two previous censuses’
data from Statistics South Africa (StatsSA) were not reliable, this study makes attempt to bridge
the gap in the lack of knowledge. This study uses South African General Household Survey
(SAGHS) data, to find the level and trend of mortality and their implications. Data for the years,
2012, 2013 and 2015, have been used. Demographic and statistical methods, including an eva-
luation of data quality using UN joint score, and construction of model life tables. The results
indicated that the infant mortality rate (IMR) was 43 per 1000 in 2012, 36 per 1000 in 2013
and 21 per 1000 in 2015. This study further indicated that the general health status of South
African population improved marginally from 2012 to 2015 because the life expectancy incre-
ased by 7 years for the males, and by 8 years for females, between those years. The study results
that SAGHS data are reliable, mortality is decreasing with increasing life expectancy. The study
recommends that more proactive measures need to be put in place to improve the health status of
the population, especially the children because the IMR is still quite high and creates concerns.

Keywords: Improvement, health status, life expectancy, infant mortality, general household sur-
vey, life cycle.
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Introduction. Mortality is an important component of demographic change
and a critical measure of population’s health and public health systems (McKer-
row and Mulaudzi, 2010; Mathers and Boerma, 2010). The state of health of in-
dividuals and societies is the prime determinant of mortality level; however, va-
riations in the types and severity of illness around the world indicate that the
state of health is itself dependent on the level of socio-economic development.
The level of mortality is a reflection and determinant of socio-economic status.
Infant and child mortality rates are among the vital indicators widely used to
assess the socio-economic wellbeing of a country’s population. A reduction in
child mortality significantly increases life expectancy and thus human capital,
which is needed for development (Peter Byass et al., 2007).

South Africa does not have reliable information about the level of mortality
and fertility because the two previous censuses, 2001 and 2011, data were not re-
liable. This study uses general household data from Statistics South Africa to de-
termine the level of mortality and also to compare mortality differences in the
2012, 2013 and 2015 general household surveys.

Relevance of research. Mortality studies are very important in many ways.
Particularly, the level of mortality provides evidence of health systems, health
promotion and health status, including disease control. It shows how well the
government takes the health matters of its citizens; how it manages diseases,
prevents and protects its citizens from death; and also provides its citizens with
vaccine or cure in case of epidemics. The current Covid-19 pandemic, for exam-
ple, has shown how governments take the health and survival of their citizens
diligently. The prevalence of mortality also shows how individual citizens take
care of basic or primary healthcare practices; their attitude to diseases and pub-
lic health issues.

Incidentally, there is no credible information about mortality in South Af-
rica because the two previous censuses’ data (2001 and 2011 census data) from
Statistics South Africa (StatsSA) were not reliable. It is therefore important that
we make attempts to know the health status of South Africans.

The purpose of the article. Since reliable information about mortality
and for that matter, fertility, is not available in South Africa, this study makes at-
tempt to bridge the gap in the lack of knowledge. It therefore uses South Af-
rican General Household Survey (SAGHS) data, to find the level and trend of
mortality and their implications. It aims also to find out whether reduction in
mortality could come from the improvement in the health services.

The scientific novelty of the article. The results indicated that the infant
mortality rate (IMR) was 43 per 1000 in 2012, 36 per 1000 in 2013 and 20 per
1000 in 2015. This study further proved that the general health status of South
African population improved marginally from 2012 to 2015 because the life ex-
pectancy increased by about 7 years for the males, and by 8 years for the females,
between 2012 and 2015.
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Analysis of recent studies and publications. Mortality rates have been de-
creasing, especially childhood mortality rates, but because of the HIV-Aids pan-
demic the gains accrued from lower mortality is being eroded (Shisana et al.,
2014; Dunkle et al., 2004). South Africa has the third highest burden of diseases
in the world, after India and China, with an estimated incidence of 450 000 cases
of active TB in 2013, an increase of 400 percent over the last 15 years (World
Health Organization, 2014). TB remains the leading cause of death in South
Africa, contributing to 12 percent of deaths in 2009 (StatsSA, 2014). It has been
reported that the health of infants and children in South Africa is influenced
by social and economic conditions under which they live and approximately up
to 66 percent of children in the country live in poverty, with a monthly house-
hold income of less than R1200 (about US$80) per month (Whiting, 2013).

According to World Health Organization (WHO, 2011), education is vital
for the prevention of most diseases including HIV/AIDS and this entails the full
engagement of civil society. Many African countries have made a concerted effort
to increase youth education rates, as education has been found, in many settings,
to be a protective factor against illness, disease and mortality. Kyei (1995) found
out in South Africa that the childhood mortality rate (under-five mortality) of
black children whose mothers have higher education (Grade 12 and beyond)
was less than a third of the rate of children whose mothers were without edu-
cation. According to USAID, education has the potential to decrease malnutri-
tion. Education promotes health; a child who is born to an educated mother is
about 50 percent more likely to survive past the age of five because educated
mothers are twice as likely to immunize their children, more likely to seek pre-
natal care and have assisted childbirth (USAID, 2009). The overall picture is that
women with lower levels of education have higher death rates from all causes
except, notably, breast cancer.

Research method. As detailed below, secondary data for the years, 2012,
2013 and 2015, have been used. Demographic and statistical methods, including
an evaluation of data quality using UN joint score, and construction of model
life tables.

I. Data sources.

The study covered the whole of South Africa. Secondary data obtained from
Statistics South Africa (StatsSA) were used. The data were from the 2012, 2013
and 2015 general household surveys. The total study population was 51624670
in 2012, 52981991 in 2013 and 53769651 in 2015; males were 25259705 in 2012,
25823270 2013, and were 26878287 in 2015. The female population was 26364965
in 2012, 27158721 in 2013 and 26891364 in 2015.

There were 489871 deaths recorded in 2012 for all causes of death, 469459 in
2013 and 470899 in 2015; there were 256081 male deaths and 233790 female
deaths in 2012; 245866 male deaths and 223593 female deaths in 2013. And there
were 247960 male deaths and 222939 female deaths in 2015.
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II. Statistical Analysis.

UN Joint Score. Firstly, an UN Joint score was calculated and subsequently
life tables were constructed to determine the level of mortality.

The UN joint score method was used to check the quality of the age-sex data
for both 2012 and 2013. The UN Joint score is defined mathematically as:

Joint score = A.R.M.S + A.RES + 3S.R.S; (ECA, 1989).

Where, ARMS and ARFS are respectively the male and female age ratio scores
and SRS is the sex ratio score. A score of 20 means the data are very reliable, a
score between 20 and 40, means the data may be used with some adjustments;
a score between 40 and 60 means data are deficient and care and caution should
be exercised in the use. If the score is beyond 60, the data are considered grossly
erroneous (ECA, 1989, UN., 2004).

The age ratios are defined as follows (ECA, 1989):

200Py, X +4
(PX-5 X—-1+PX+5, X+9)

UN method: (1)

Another important structural aspect of population, “sex ratios at deaths by
age” were calculated. The sex ratio at death denotes the number of male deaths
per 100 female deaths. A number less than 100 indicates relatively more female
death occurrences; a number more than 100 indicates relatively more male
death occurrences, whereas a ratio of 100 indicates an equal number of male
and female deaths.

Finally, the study then used standard life table techniques to construct “mo-
del” life tables for 2012, 2013 and 2015; comparisons for the constructed life

tables were done and used to examine

Table 1. Infant mortality the mortality changes in the population.

& life expectancy at birth The purpose of using life table tech-
niques was to be able to measure actual
Infant Life life survival probabilities for all age
Year Sex ‘gx)r/tailétg(’) exg’e;grlscy’ groups by taking into account the mor-
tality experiences of a population and
2012 M 46 54 also to measure the number of years ex-
F 40 59.7 pected to live.
T (M+F) 43 57 Results
2013 M 39 60 First the quality of the data is exa-
E 34 64 mined with a view to adjust where necessary.
T(M+F) 36 62 Age-sex Accuracy index (Quality
2015 M 22 61 of the Data)
F 19.5 67 The UN Joint score obtained for 2012
TM+F)| 205 63.4 was: = ARM.S + ARES +3 SRS
Source: Authors using the General House- Joint score = 3.06 + 3.73 +3(4.65)=
hold Survey Data, 2012, 2013 & 2015. 20.74
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The UN joint score for South Africa 2013 from is 19.62. The results from
the assessment show that the quality of the data for both 2012 and 2013 data is
quite reliable because the joint scores are approximately 20.

The life expectancy at birth in 2012 for the male population was 54 years,
and infant mortality rate was 46 per 1000. Thus, for every 1000 babies born 46
die before attaining the age of 1 and this figure is not high for a developing
country. The life expectancy at birth for the female population in 2012 is 59.70
years and the infant mortality for the girls is 40 per 1000 live births. It is noted
that, the death rates for boys are substantially higher than the rates for girls in
every age group examined here.

The life expectancy at birth in 2013 was almost 60 years (59.8 years), and in-
fant mortality rate was 39 per 1000 for males. Whilst the life expectancy at birth
for the female population was 64 years (64.4 years), and infant mortality rate
was 34 per 1000. Similarly, the life expectancy at birth in 2015 was 67 years and
the infant mortality rate was 19 per 1000.

In summary, the mortality rates decreased from 2012 to 2013 and to 2015.
The Table 1 shows that, in 2012 the infant mortality rate for boys was 46 per 1000
live birth and decreased by about 0.7 percentage-points in 2013 to 39 per 1000
and further decreased to 22 per 1000 live births in 2015. The infant mortality
rate for boys decreased, and the life expectancy increased by about 6 years from
54 years in 2012 to 60 years in 2013 and further increased to 61 years in 2015. On
the other hand, the infant mortality rate for girls was 40 per 1000 live birth in
2012 and decreased to 34 per 1000 in 2013 and to 19 per 1000 in 2015, a decrease
of 2.1 percentage-points. Similarly, the life expectancy increased from 60 years
through 64 to 67 years within the period 2012 and 2015.

For combined sexes, Tables 2a, 2b and 2c show that there was a decrease in
infant mortality rate from 43 per 1000 in 2012 to 36 per 1000 in 2013 and to 21 in
2015. Furthermore, the life expectancy increased from 57 years in 2012 to 62
years in 2013 and to 63.4 years in 2015.

The results confirm that there has been a marked decrease in child mortality
rates in South Africa, and thus this may be an indication of improved child health
in the country. The decline in the childhood mortality rate may be due to increase
in immunization rates, contribution of social grants in living standards, poverty
alleviation and improvements in women’s education, among others. Although these
figures are encouraging, South Africa still has a high infant mortality rate, espe-
cially compared to other emerging markets and the developed world.

Some of the factors that may be keeping the infant mortality rate high in
South Africa include the HIV pandemic, poverty and inadequate health-care for
poor women during pregnancy and for their babies after birth, therefore more
attention needs to be directed there.

Conclusion. The objectives of the study were to determine and compare
mortality rates and the trends from the general household surveys. The study

60 ISSN 2072-9480. Demography and social economy. 2021, Ne 1 (43)



Mortality Level and Trend in South Africa and Their Implications

also sought to determine and explore differences in life expectancy between
the period 2012 and 2015, and the possible cause(s) and implications.

The study concludes that, the general health status of South African has
improved significantly from 2012 to 2015 because the infant mortality rate has
fallen during the period (2012-2015) and the average life expectancy at birth
has risen during the same time. The improvement could be a reason of other
factors including the current government commitments to dealing with HIV in-
fections and poverty. Co-ordinated approaches by the government reveal some
marked increasing and improving HIV services, as well as improving access to
education and service delivery. These steps, possibly, have resulted in a decrease
in death rates for all age groups and gender, and need to continue even further.
The study results that SAGHS data are reliable, mortality is decreasing with in-
creasing life expectancy. The study recommends that more proactive measures
need to be put in place to improve the health status of the population, especially
the children because the IMR is still quite high and creates concerns.
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PIBEHD I TEHAEHIIII CMEPTHOCTI
B [TIBJEHHIV A®PUIII TA TX HAC/IIIKU

CMepTHICTb € HalBX/IMBILINM [TOKa3HMKOM CTaHY 3[0POB’sI HACE/TIEHH Ta CUCTEM 0XOpPO-
HU 370poB’s. Hanpuknag, [uTsada CMEpTHICTD yKasye Ha AKICTb SKUTTS, JOCTYIHICTD Iep-
BMHHOI Me[UYHOI HOIIOMOTM Ta 3arajbHUIl CTaH 34OPOB’s KpaiHu. 3MeHIIEeHHS AMUTIYOL
CMepTHOCTI CBIIYNUTD MPO MOKpallleHHs CTaHy 340poB’sa. HemocTaTHbO JOCTOBIpHOIO € iH-
¢dopmania npo cmeptHicTb y IliBgenHin Adpuni, ocKibky faHi ABOX HOIepeNHiX MepelmnciB
cratctvkn [liBgennol Appuxu (StatsSA) ne Oymu Hapiitaumu. [TpefcraBiieHe TOCTIIKeHHA
€ Ccrpo6oIo MOJOIAHHs PO3PUBY Yepe3 BiACYTHICTb 3HAHb.

Hocnimxenus 3actocoByBaso gani [liBgeHHOadpuKaHCHKOTO 3araIbHOTO OMUTYBAH-
HA gomorocnonapctB (SAGHS) i Bu3HaYeHHs PIiBHA Ji TeHAEHILII cMepTHOCTI Ta IX Hac-
mifgkiB. AHanmisyBanuch fai3a 2012, 2013 ta 2015 poxu. B gocnifykeHHi BUKOpucTaHO ieMo-
rpacivHi Ta CTAaTUCTUYHI METOIM, AKI BK/IIOUWIN OL{HKY AKOCTi JaHUX i3 3aCTOCYBaHHAM
crinpanx 6anis OOH ta no6yf0By MOLEIbHIX TAOMNI[b XUTTEBOTO LIUKITY.

Pesynmprary mokasanu, 10 piBeHb AuTsA40i cMepTHOCTI (IMR) cTanoBuB 43 Ha 1000 ocib
y 2012 p., 36 Ha 1000 oci6 y 2013 p. ta 21 Ha 1000 oci6 y 2015 p. BussneHo, 150 3aranbHuit
CTaH 370poB’s HaceneHHs IliBfeHHoi Adpuky HesHauHO HOKpaiuscs 3 2012 mo 2015 pp.,
OCKIZIBKY CepefiHsI TPUBAJIICTD XXUTTSI YOMOBIKIB 30iMbIINIACh TIIBKM Ha 7 POKIB, @ IS Xi-
HOK — Ha 8 pokiB. Pe3ynbTaTn joCimKeHHA CBiguaTs, mo faHi SAGHS HapilHi: cMepTHICTD
3MEHIIYETHCS 31 30UIBIIIEHHAM TPUBAIOCTI XUTTA. JJOCTIIKEHHS PEKOMEH/IYE 3aCTOCOBY-
BaTy GI/bII AaKTMBHI 3aX0AM [Is IOKPAILleHHs CTaHy 3[I0POB sl HaCeJIeHHs, 0COOMUBO JiTeri,
ockinbky IMR Bce 111e JOCUTDb BUCOKII i BUK/IMKA€E 3aHETTIOKOEHHS.

Kntouo6i cnoéa: moninieHHs CTaHy 3HOPOB’s, TPUBATICTb XXUTTS, AUTAYA CMEPTHICTD, 3a-
rajibHe ONMUTYBaHHA JOMOTOCIIOIaPCTB, JKUTTEBUIA IIUKJL.
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