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Background: Self-prescription by physicians is a form of self-care that has generated considerable controversy in recent years. 
The prevalence of self-prescription practices by physicians has been widely studied in North America, Europe and Asia. Few  
studies on physician self-prescribing and prescribing for family members have been carried out in Nigeria. The primary aim of 
this study was to investigate the prevalence of self-prescription by medical doctors in Nigeria.
Method: The study was carried out on medical doctors working in two public sector tertiary healthcare facilities in Nigeria;  
the Federal Medical Centre, Ido-Ekiti, and the University of Ilorin Teaching Hospital, Ilorin. This was a questionnaire-based,  
cross-sectional survey of different categories of medical doctor working in two healthcare institutions. A semi-structured 
questionnaire was used to collect demographic data on the respondents, self-prescription practices, prescribing for family  
and friends, reasons for self-prescription and the type of medications usually prescribed.
Results: One hundred and thirty-two doctors were enrolled in the study, giving a response rate of 53.0%. One hundred and 
twenty-seven respondents (96.2%) usually prescribed medications for themselves, 87 (91.6%) prescribed for their spouses 
and 72 (80%) for their children. One hundred and seventeen (89.3%) of the medical doctors had prescribed by telephone, 92 
(70.8%) had informally asked colleagues for a prescription, while 80.9% of them had refused to prescribe for family members 
mostly because of the need for a physical examination (68.2%). Seventy-six respondents (61.3%) were of the opinion that  
self-prescription and prescription for family members was unethical. Antimalaria drugs, analgesics and antibiotics were the most 
commonly prescribed drugs.
Conclusion: The findings from the two clinical centres in Nigeria demonstrated that self-prescription by medical doctors was 
highly prevalent. Appropriate strategies are necessary to curtail this potentially harmful practice. A larger study across all  
geopolitical regions is needed to fully assess the prevalence of this practice.

Keywords: drug prescription, health-seeking behaviour, medical doctors, Nigeria, self-prescribing, self-treatment

Introduction
Self-prescription is a type of self care by medical doctors which 
has generated considerable discussion in the last few decades. 
The normal practice is for patients to seek medical help  
when they are ill, but the literature has shown that this does  
not necessarily apply to physicians who are sick (so called 
“physician-patients”).1 The results of studies carried out in the 
UK, Hong Kong and the USA have shown that many doctors 
prescribe for themselves and their family members.2–4 Similarly, 
a study on physicians in Norway revealed that 73% of them had 
self-prescribed in the preceding three years,5 while 85% of 
medical residents prescribed for non-patients in another USA 
study.6 Some of the reasons cited in the literature for this 
practice included time constraints, fear of exposure of lack of 
medical knowledge, risk of confidentiality breach and 
convenience.7,8 The arguments against self-prescription and 
prescribing for family members included loss of objectivity, 
especially when dealing with potentially severe clinical 
conditions, over- or under-diagnosis and over-treatment. While 
it is generally accepted that physicians may treat acute minor 
conditions or medical emergencies when their family members 
or themselves are concerned, treating non-emergency severe 
conditions or chronic conditions is regarded as unethical.9 
Antibiotics and non-narcotic analgesics were the most common 
self-prescribed drugs by doctors in a Norwegian study.10 
However, there is an increasing trend of opioid and 
benzodiazepine self-prescription by doctors in the UK, Australia 
and the USA.11–13 The use of these dependence-causing drugs 
by medical doctors is a dangerous practice that could affect 
their optimal performance, as well as placing themselves and 

their patients at risk. Indeed in the UK, the number of closed 
fitness-to-practice cases due to allegations of self-prescribing, 
self-treatment or informal treatment of family and colleagues 
increased from 36 in 2010 to 98 in 2012.14

Results from studies on self-medication by healthcare workers 
and medical students in Nigeria have shown that this practice is 
common.15,16 However, very few studies on physician  
self-prescribing and prescribing for family members have been 
carried out in Nigeria. The primary aim of this study was to 
investigate the prevalence of self-prescription by medical 
doctors in two tertiary healthcare facilities in Nigeria, and also to 
explore the reasons for this type of prescribing behaviour.

Method

Study setting
The study was carried out on medical doctors working in two 
tertiary healthcare facilities in Nigeria; the Federal Medical 
Centre, Ido-Ekitim and the University of Ilorin Teaching 
Hospital, Ilorin. These centres are located in the south-west 
and north-central regions of Nigeria, respectively; are 
accredited for postgraduate medical training of medical 
doctors, and cater for the secondary and tertiary care of the 
populations in their respective regions. The study included all 
categories of medical doctors, i.e. house officers (interns), 
medical officers, resident doctors (registrars and senior 
registrars) and consultants. For the sake of clarity, the medical 
officers were post-internship doctors who were yet to 
commence residency training.
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Background: Medical educational programmes strive to produce competent and skilled graduates. However, studies have shown 
that undergraduate medical students experience varying degrees of stress which impacts on their health, academic performance 
and social functioning. This study explored the prevalence and causes of stress, its impact on students and their coping strategies 
in a racially diverse cohort of final-year medical students exposed to a problem-based learning curriculum in South Africa.
Method: This descriptive cross-sectional study was undertaken by final-year medical students in 2008 at a South African medical 
faculty with a racially diverse student population. Semi-structured interviews were conducted. Data were thematically analysed.
Results: Ninety-four students, representing 47% of the final-year medical student cohort, participated in the study. Seventy-eight 
per cent of the participants (n = 73) experienced stress during the programme, and the majority (n = 49) were females. Ethnic and 
gender differences were observed for the variables studied. Academic and personal problems were the main sources of stress. 
Coping strategies included individual lifestyle adaptations, family support, religious structures and study groups.
Conclusion: Maladaptive stress impacts negatively at multiple levels on undergraduate medical students. Mentorship and  
educational support programmes should be integrated into the undergraduate medical curriculum and made available to all 
preclinical and clinical students. Students need to be taught and guided to identify and monitor their own well-being and to select 
positive strategies to overcome stress. These measures should assist students to manage their workload and time effectively.

Keywords: medical students, South Africa, stress
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Introduction
Stress results when an individual is unable to cope with a  
perceived past, present or future situation.1 Stress may arouse 
feelings of fear, incompetence, uselessness, anger, aggression 
and guilt, and if unresolved, may even lead to associated physical 
and psychological morbidity.2 However, owing to individual  
differences, the same situation that may induce stress in one  
individual may not have the same effect on another.3

The primary aim of medical training programmes is to produce 
knowledgeable, skilful, competent and professional graduates 
who will render comprehensive healthcare services within their 
communities. This is achieved through a variety of methods,  
including lectures, tutorials, experiential learning placements, 
apprenticeships and mentoring. Unfortunately, most medical 
programmes are overloaded with facts, and the students  
inevitably spend many hours a day trying to achieve the  
expected academic outcomes. Therefore, these programmes 
may have unintended negative consequences with respect to 
students’ personal mental and physical health. It has also been 
postulated that burnout (a measure of distress) in newly graduat-
ed doctors and older physicians has its origins in medical school.4

In addition to coping with stressors in daily life, medical  
students have to deal with stressors specific to their studies and 
their learning environment. These include problems relating to 
academic pressure, social and financial issues viz. career choices, 
information and input overload, financial issues, inter-personal 
issues at the institution or within the family and lack of leisure 
time. Although a degree of stress is considered to be necessary 
and positive in terms of personal psycho-social development, 
not all students find stress constructive.2

A high prevalence of stress has been recorded in medical  
students internationally. Reported levels of stress in medical  
students range from 25–90%.2,5 It occurs from the start of the  

students’ training8 until their graduation. High levels of stress 
and burnout have also been observed in medical doctors after  
graduation, and these are believed to have originated in 
pre-graduate medical training and exposure to stressful working 
environments.4 Higher levels of psychological distress have been 
reported in female medical students than in their male  
counterparts.7,9

A number of stress factors were found in a large cohort of 528 
medical students (years 1–5) in Cape Town, South Africa, with 
females reporting equal to, or more stress than, males.10 Academic 
and relationship factors were the main causes of stress in students 
across all five years of the curriculum in this study, followed by 
personal issues (time and uncertainty about the future). 
Environmental factors (transport and accommodation) were the 
least stressful. Males in this study reported higher stress levels in 
years 1, 3 and 5 of their studies, while the females in this study 
reported similar levels of stress in years 1–3, and the highest in 
year 5. Severe stress was reported in less than 10% in both sexes in 
all the years, with the third year being the most stressful for males, 
and the fifth year for females. Examination results were associated 
with high anxiety levels in students taking Anatomy and 
Physiology.10 However, the study by Vawda, which focused on 
stress in South African medical students, reported identical levels 
of stress for students in the preclinical and clinical years. This study 
also found that students in the clinical years lacked coping 
strategies compared to their preclinical counterparts. Both groups 
complained about the limited time available within the course to 
pursue other activities. While the preclinical students reported a 
range of coping strategies, which included emotional and 
institutional support, students in the clinical years were more likely 
to be in denial or to resort to venting and substance use to cope.11

Stress impacts negatively on health (mental and physical) and 
performance (academic and physical), resulting in emotional  
exhaustion.12 The impact on health may manifest as depression, 
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The nutrient intake of children aged 12–36 months living in two communities in 
the Breede Valley, Western Cape province, South Africa
TA  Baloguna, MJ Lombardb* and M  McLachlanb
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Objective: The objective of this study was to describe the current macro-and micronutrient intake of children (both boys and 
girls) in two selected communities in the Breede Valley, Worcester.
Design: This was a quantitative cross-sectional study.
Setting: The study focused on two disadvantaged communities in Worcester (Avian Park and Zweletemba) in the Breede Valley, 
Western Cape province.
Subjects: The study subjects were 248 children (Avian Park, n = 117; Zweletemba, n = 131) aged 12–36 months.
Method: The macro-and micronutrient intake of the children was determined using a validated, interviewer-administered  
quantitative food frequency questionaire, and compared against the estimated average requirement (EAR) and adequate intake 
(AI) of nutrients. The nutrient adequacy ratio was calculated, as well as percentage deviation from the EAR and AI.
Results: More than 20% of the children had a calcium and folate intake that deviated by more than 50% below the EAR in both 
communities and for both genders. More participants in Zweletemba had an intake that deviated by more than 50% above the 
EAR and AI, compared to Avian Park, for carbohydrate, thiamine, niacin and iron.
Conclusion: With the exception of folate, calcium and selenium, the average reported nutrient intake of the children (boys and 
girls) in both the communities was adequate.

Keywords: food frequency questionaire, macronutrients, micronutrients, nutrient intake

Introduction
Deficiencies of macronutrients and essential micronutrients are 
important risk factors for childhood morbidity and mortality.  
Approximately 60% of the 10.9 million deaths that occur annually 
in children aged five years and younger have been attributed  
directly or indirectly to malnutrition.1–3

Without intake of the right nutrients, optimal growth and full  
development of the mental, physical and intellectual capabilities 
of children cannot be achieved.1 Furthermore, malnutrition in 
early childhood is strongly associated with shorter adult stature 
and reduced economic productivity, as well as increased risk of  
degenerative diseases later in life.4–6

In South Africa, according to the 1999 National Food 
Consumption Survey (NFCS), one in two children aged 1–9 years 
had an intake of approximately less than half the recommended 
level for energy and other important micronutrients, including 
calcium, iron, zinc, selenium, vitamin A, vitamin D, vitamin C, 
vitamin E, riboflavin, niacin, folic acid and vitamin B6.7 The 
National Food Consumption Survey-Fortification Baseline  
(NFCS-FB-I) of 2005 reported that a large proportion of the 
children were still vitamin or mineral deficient.8 These results led 
to South African mandatory food fortification legislation.8

To contribute to the development of a nutrition research  
platform at Stellenbosch University Rural Clinical School in 
Worcester, the Division of Human Nutrition, Stellenbosch  
University, initiated a large, multi-phased community nutrition 
security project in two communities in Worcester (Avian Park and 
Zweletemba), Breede Valley, Western Cape, in 2011. The first 
phase of the community nutrition security project, a baseline 
study, described the food security situation of the communities, 

and investigated ways in which the local food system could be 
improved to maximise the healthy growth and development of 
young children in the community. This was in line with  
Stellenbosch University’s Hope Project, which uses three major 
roots to create sustainable answers to some of South Africa’s and 
Africa’s most pressing challenges through teaching and learning, 
and research and community interaction.9

Recent data on the nutrient intake of children aged 12-36 months 
in both the Western Cape and South Africa are scarce and  
necessitate further research, especially because of urbanisation 
and transition which are currently occurring in South Africa.

Therefore, this paper describes and compares the nutrient intake 
of boys and girls aged 12–36 months. The study was approved by 
the Human Research Ethics committee of Stellenbosch University 
(Ref N10/11/368). The mothers and primary caregivers provided 
written informed consent before participating in the study.

Method

Data collection
The study followed a quantitative, cross-sectional design, with a 
representative sample of children (boys and girls) from both 
communities. A power analysis of one-way analysis of variance 
with a 5% significance was used in the main community  
nutrition security project. This was designed with 90% power, 
and it gave a sample size of 170 per area using an effect size of  
δ = 0.25 with 5% significance. To allow for a response rate of 85%, 
the total sample size included 200 children aged 0–36 months 
per area. For the purposes of our study, the nutrient intake of 
children aged 12–36 months was determined.
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Effectiveness of a Buddy intervention support programme for suicidal behaviour 
in a primary care setting
SS Naidooa*, P Gathirama and L  Schlebuscha
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Background: Suicidal behaviour is a major contributor to the health burden globally. Non-fatal suicidal behaviour may be 
10–40 times more frequent than fatal suicidal behaviour. National responses to this crisis have been variable. This study was 
designed to evaluate and compare the effectiveness of a brief Buddy intervention support programme with the World Health 
Organization Multisite Intervention Study on Suicidal Behaviours (SUPRE-MISS) programme with regard to a cohort of suicide 
attempters.
Method: Six hundred and eighty-eight suicide attempters were recruited into this randomised control study following  admission 
and stabilisation in two community-based hospitals. They were randomised into either the SUPRE-MISS intervention group 
(control) or the Buddy support intervention group (experimental), and followed up over 18 months. Data were analysed using 
SPSS® 19.
Results: Three suicides occurred in the control group and one in the Buddy group. Collectively, 171 further suicide attempts were 
recorded during the 18 months, with 103 in the control group and 68 in the buddy group. Differences between the two groups 
were statistically significant.
Conclusion: The Buddy intervention was found to be effective and relevant in reducing suicidal behaviour in the local  community. 
These findings have practical implications for implementation at primary care level in all communities.

Keywords: Buddy support, prevention, suicidal behaviour

Introduction
Suicidal behaviour in all its forms (suicidal ideation, plans and 
attempts, and completed suicide) has become a global health 
burden. It has been predicted that the number of suicides will 
increase dramatically over the next few years, and that by 
2020, approximately 1.53 million suicides will occur globally 
per annum, compared to figure of approximately one million 
per year at present.1,2 It is well known that more people engage 
in non-fatal suicidal behaviour, and even more people think 
about killing themselves. This type of behaviour could be up to 
10–40 times more frequent than that for completed or fatal 
suicidal behaviour.3 In South Africa, notwithstanding the fact 
that many attempted and completed suicides remain 
unreported, the official statistics are alarming, with a suicide 
prevalence rate of 17–25 per 100 000 population, and a suicide 
to attempted suicide ratio of 1:20. Suicide accounts for 9.5% of 
all unnatural deaths in young people and 11% in adults in 
the  country. The average age of suicide is 35  years and 20–
29 years for suicidal attempts.4,5 Recent studies have provided 
reliable information that suicidal behaviour is becoming 
increasingly prevalent in South Africa in all socio-demographic 
groups.6−16

Hanging, shooting and self-poisoning have emerged as the main 
methods used to commit suicide in South Africa.3,17 Self-
poisoning constitutes the primary method used by patients with 
parasuicidal behaviour. This includes the ingestion of harmful 
substances, such as paraffin, battery acid or pesticides,21 and the 
ingestion of analgesics, benzodiazepines and other prescribed 
medicines.22,23 A disturbing finding made in several studies was 
that a large number of cases of self-poisoning involved common 
household medicines and agents that were easily available and 
accessible, such as paracetamol, anti-diabetic tablets (such as 
glibenclemide), benzodiazepines, methyl salicylate ointment 

(commonly referred to as “wintergreen”), paraffin, turpentine, 
insecticides and detergents.3,24,25

It is generally agreed that because suicidal behaviour is such a 
complex, multi-faceted phenomenon and a process with many 
interacting variables, intervention and management 
programmes cannot be implemented according to a “one size 
fits all” philosophy, but should rather be adapted and 
individualised to each patient.3,26 Consensus has been reached 
on the core principles embraced in many currently available 
clinical guidelines.3,26,27 A collaborative synergistic approach 
between primary care doctors and regional or secondary care 
has been recommended in all countries.28 Additionally, the 
concept of “gatekeeper” training (involving teachers, peers and 
community workers), as well as utilisation in suicide prevention 
has gained acceptance in Australia, and has the potential for 
expansion in other programmes.29 Early intervention has also 
been shown to be successful in promoting and maintaining a 
lower risk status from adolescence to young adulthood.30−32

Since depression is linked to suicidal behaviour, it has been 
recommended that any patient with risk factors for depression, 
such as chronic disease, abuse and interpersonal conflict, should 
be targeted for appropriate and timely treatment.33 Many studies 
have also recommended intense psychosocial interventions in 
patients when family dynamics and interpersonal issues have 
been identified.34−38 These include issues such as divorce, 
separation, partner abuse, child abuse, elderly persons living 
alone, substance abuse, a low household income, human 
immunodeficiency virus (HIV) diagnosis and disclosure issues.

The Multisite Intervention Study on Suicidal Behaviours  
(SUPRE-MISS) programme, a global initiative of the World Health 
Organization (WHO) since 2000 in many developed and 
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Factors which predict interpersonal violence in South Africa
LJ Frya and Lincoln J Fryb*

a State Attorney’s Office, Florida, USA 
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*Corresponding author, email: lincolnfry@bellsouth.net

Background: This paper responds to the call for an extensive research agenda to be developed and designed to identify, plan 
and then implement prevention programmes with respect to violent crime in South Africa. This study began that process 
by identifying the factors that predict violence, and then attempting to interpret the implications for violence prevention 
programmes. This research is grounded in literature on the built environment.
Method: The study was based on the responses of 2 399 South Africans, collected in 2011, during the Fifth Round Afro Barometer 
Survey. The study concentrated on 259 respondents who reported that either they or someone else in their family had been the 
victim of violence, defined as being physically attacked, in the last year.
Results: Logistical regression analysis identified six factors that predicted physical violence in South Africa. These were  
being a victim of property crime, poverty, gender, age, fear of crime in the home and the respondents’ faith. Surprising findings  
relate to what may be called re-victimisation, whereby 60% of victims of violence were also victims of property crime. Fear of  
crime was another predictor of violence victimisation. Many of the respondents who reported having a fear of crime had been 
crime victims.
Conclusion: These findings suggest that victimisation could be the basis of crime prevention programmes in South Africa. 
Target hardening should be the mechanism used when implementing violence prevention programmes. Prevention and law  
enforcement personnel need to respond to reported incidents of property and/or violence victimisation, and then attempt to 
prepare victims to protect both their premises and their person.

Keywords: built environment, physical violence, property crime victim, re-victimisation, violent crime victim
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Introduction
Recently, Ward et al.1 suggested the implementation of an 
extensive research agenda designed to identify the factors that 
drive violence in South Africa. The second phase of this 
programme requires the creation of intervention programmes 
based on the results of the earlier research. Then, the task will be 
to determine whether or not the programmes are effective, and 
if so, how they can retain their effectiveness. Violence is a major 
societal problem in South Africa. Ward et al. stated that violence 
is the leading cause of injury in South Africa, and that the 
homicide rate is seven times the global average. Seedat et al.2 
indicated that violence and injury (together) were the second 
leading cause of death, and also of lost disability-adjusted life 
years in South Africa. Violence prevention has been 
institutionalised as a national priority, and South Africa maintains 
the National Injury Mortality Surveillance System. Formalised in 
2001 as the Crime Violence and Injury Lead Programme (CVI), CVI 
evolved into The Safety and Peace Promotion Research Unit 
(SAPPRU). During the current programme cycle (2011–2015), 
SAPPRU will devote its resources to data-driven prevention 
initiatives and transferable solutions for injury and violence 
issues in South Africa.3

Mayosi et al.4 have suggested that the publication of the The  
Lancet Health in South Africa series (2009) may be seen as a  
watershed event for the South African healthcare system.  
Current changes and challenges in that system are measured 
with that series as the baseline. The 2009 series called for a  
national response to injuries and violence. Mayosi et al. reported 
that the national response to violence has placed continuing 
emphasis on criminal justice enforcement, with few attempts to 
prioritise major injury-prevention issues, such as interpersonal 
violence, violence against females and male youth violence. The 

stated need is for improved data collection. The National Crime 
Victimization Survey (NVCS) has been a constant source of data, 
prior to 2009 and ongoing. Mistry5 reported that crime in South 
Africa declined from 1998 through October 2003. However, the 
study respondents felt less safe. In 2003, 23% felt safe walking 
alone at night in their area, compared to 58% in 1998. More than 
half of South Africans felt that crime had increased in the areas in 
which they lived over the past three years. Respondents were 
also asked about their impressions of police performance, and 
how they rated police performance in their local area. Slightly 
over half (52%) said police officers were performing well in their 
area, and 46% that they were not. The 2007 NVCS6 revealed that 
there was a gap between the levels of crime reflected in the  
official statistics, which had continued to decline, and public  
perceptions of crime levels, which had continued to increase. 
Again, respondents were asked whether or not they thought 
that police officers were being effective in their area. In 2007, the 
percentage of respondents who thought that police officers 
were performing poorly dropped from 46% to 37%. In contrast 
to the 2003 survey, most respondents in 2007 provided a single 
reason for their negative impressions of police officers: response 
time. The 2010 Victims of Crime Survey7 revealed that more than 
40% of households believed that the level of both violent and 
non-violent crime had decreased in their area from 2008−2010. 
Less than 30% thought that crime had increased. One third of 
households (33.3%) avoided going to open spaces alone  
because of fear of crime, 22.2% of households would not allow 
their children to move about unsupervised (by an older person) 
or to play freely in their area, and 14.7% would not permit their 
children to walk to school alone. Approximately 80% of  
households were satisfied with the performance of police  
officers in their area. 70.8% of the households thought that  
police officers were trustworthy. Police response time and police 
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Acute poisoning in the provincial general hospital, Nakuru, Kenya: January to 
June 2012
JK Bundoticha* and MM Gichuhib

aMinistry of Health, Kapsabet District Hospital, Kapsabet, Kenya
bMinistry of Health, Rift Valley Provincial General Hospital, Nakuru, Kenya
*Corresponding author, email: drjosekb@yahoo.com

Background: Information on the patterns of acute poisoning in Kenyan hospitals is limited, and yet such information is crucial 
for the appropriate management of poisoning. This study attempted to address this knowledge gap by examining admissions 
in a regional hospital in Kenya.
Method: This was a retrospective review of the hospital records of 96 acute poisoning patients in Rift Valley Provincial General 
Hospital, Nakuru, in the first six months of 2012. A pretested data collection form was used to obtain data on important variables.
Results: The prevalence of acute poisoning was 0.07% (96 of 141 769 cases). The average age of the patients was 22.6 years ± 11.2 
years, the majority of whom were males [odds ratio (OR) 2.06]. The most prevalent toxic agent was pesticide (50, 52.08%). The 
majority of cases were intentional poisoning (48.96%) versus unintentional poisoning (43.75%), and involved mainly males 
(OR 3.06). Conversely, females were the majority with respect to accidental poisoning (25%) versus males (17.7%). However, 
accidental poisoning was most prevalent in patients aged 12 years and younger (23, 23.96%). Overall, acute poisoning was 
most prevalent in the age category of 20–30 years (40, 41.7%), in which intentional poisoning was predominant (26, 27.08%). 
The majority of cases of acute poisoning were incorrectly diagnosed (OR 1.79). The three patients who died were males (3.13%).
Conclusion: This study showed that the majority of acute poisoning cases affected males and were intentional. The study also 
showed that the most prevalent acute toxic agent was pesticide and that acute toxic agents were often misclassified and hence 
misdiagnosed. These observations should be included when designing focused hospital poison management protocols.

Keywords: accidental poisoning, acute poisoning, intentional poisoning, misdiagnosis, toxic agents
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Introduction
Morbidity and mortality from acute poisoning is a major public 
health issue in many countries. It is estimated that poisoning 
events are responsible for more than one million illnesses 
annually.1,2 Although acute poisoning is either intentional or 
accidental, most admissions are due to intentional self-poisoning 
with a highly toxic agent, such as pesticide.1 The epidemiology of 
poisoning in Kenya, as in other African countries, is not well 
established.3 However, in countries like Kenya with few established 
poison information centres, hospital toxicovigilance is important 
in providing toxicoepidemiological information that can be used 
in the design of focused interventions.1 In an attempt to generate 
this information, this study aimed to characterise acute poisoning 
in the Rift Valley Provincial General Hospital in Nakuru, Kenya.

Method
This was a retrospective study based on a review of hospital 
records of patients admitted to a regional referral hospital, Rift 
Valley Provincial General Hospital in Nakuru, Kenya; for acute 
poisoning in the first six months of 2012. Prior to commencement 
of the study, research approval was obtained from the hospital 
ethics committee. Relevant patient files were obtained from the 
hospital’s records department. A pretested structured data 
collection form was used to collect data on age, residential area, 
gender, diagnosis, circumstances behind the poisoning 
(intentional or accidental), the toxic agents (the trade name or 
local name are indicated, where available), and the outcome of 
the treatment (whether or not the patients survived or died). 
Obtaining the patients’ history was used to deduce the 
circumstance of poisoning in this study. In addition, cases of  
self-poisoning and homicide were classified as intentional 
poisoning. The length of admission was computed from the 

difference between the date of admission and date of discharge, 
as shown in the discharge summary. The reported diagnosis was 
the one indicated in the discharge summary. Diagnoses were 
routinely made based on the generic name of the toxic agent, i.e. 
organophosphate compounds. The known generic name of the 
suspected toxic agent indicated in the patient history was used 
to categorise the diagnoses. In this study, a diagnosis was 
incorrect if the generic name used in the diagnosis was not the 
correct generic name of the suspected toxic agent. A diagnosis 
was categorised as unknown if no suspected toxic agent was 
reported in the patient history. The researchers recorded the 
trade or common names of the toxic agents in order to tabulate 
the respective generic names to aid health workers to make an 
appropriate acute poisoning diagnosis.

The data were analysed using descriptive statistics using 
Microsoft® Excel® 2007. The mean age was determined as 
mean ± standard deviation. Odds ratios (OR) was hand calculated 
and used as the inferential statistic.

Results
The study sample was patients admitted to the regional referral 
hospital for acute poisoning treatment. Their mean age was 22.6 
years  ±  11.2 years. Overall, the half-year prevalence of acute 
poisoning in the hospital was 0.07% (96 of 141 769 cases). 
However, in this study, the majority of cases could not be 
identified by residential area (12.5%). Of the patients whose 
residential area could be extracted, the highest proportion 
(7.29%) resided in Rongai, an area in which large-scale farming is 
practised. The second highest prevalence of cases came from the 
suburban areas of a regional headquarters, Nakuru-Salgaa, 
Kaptembwo and Free area at 4.17% each. It is notable that Rongai AQ2
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An exploration of anaemia in low-birthweight infants exposed to perinatal  
zidovudine at the neonatal unit at a regional hospital in Durban
S Hanleya* and A Rossa

aDepartment of Family Medicine, University of KwaZulu-Natal, Durban, South Africa 
*Corresponding author, email: sherikahanley@gmail.com
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Objective: The objective of the study was to determine the prevalence and degree of anaemia in low-birthweight neonates 
exposed to intrauterine zidovudine (AZT) at a regional hospital neonatal unit in Durban.
Design: This was a descriptive, cross-sectional study.
Background: Perinatal exposure to AZT has been shown to cause anaemia in full-term babies. The effects of AZT in this group 
need to be established as there is a low-birthweight rate of 12.8% of anaemia in South Africa.
Outcome measures: Outcomes measures of the study were the neonatal haemoglobin (Hb) levels, gestational age and duration 
of AZT exposure.
Results: The total prevalence of anaemia was 47% in the 95 neonatal birth records analysed. The prevalence of anaemia was 
16.7% and a mean Hb of 17 g/dl in the 26- to 28-week gestational age category; a prevalence of anaemia of 37% with a mean 
Hb of 16 g/dl in the 29- to 31-week category; and a prevalence of 54.8% of anaemia with a mean Hb of 17 g/dl in the > 31-week 
category. The mean Hb in the neonates exposed to more than 28 days of AZT was lower than that in neonates exposed to less 
than 28 days in the 29- to 31-week and > 31-week gestational age categories.
Conclusion: The haematological side-effects of neonatal anaemia resulting from intrauterine AZT exposure were mild and clin-
ically insignificant in keeping with existing international and continental studies. The severity of anaemia in low-birthweight 
neonates appears to be the same as that in neonates with a normal birthweight. Current recommendations for the routine use of 
AZT for the PMTCT of HIV are adequate, but further research involving larger numbers is needed.

Keywords: anaemia, low birthweight, neonate, zidovudine

Introduction
More than one million babies are born each year in South Africa, 
of whom up to 300 000 are human immunodeficiency virus (HIV) 
exposed. Of the estimated 22 000 neonatal deaths in South Africa 
in 2008, 43% were attributed to HIV infection.1 Without the 
prevention of mother-to-child transmission (PMTCT) of HIV, up to 
40% of HIV-exposed infants develop HIV infection during 
pregnancy, birth or in the postnatal period.2 In 1998, antepartum 
and intrapartum maternal zidovudine (AZT) and a six-week 
period of neonatal AZT prophylaxis became the benchmark of 
the PMTCT of HIV in most First World countries following the Aids 
Clinical Trial Group-076 (PACTG-076) trial.3  In 2005, a large clinical 
trial in Thailand demonstrated a 2% transmission rate of HIV from 
mother to child when the mother was given AZT from 28 weeks 
gestation and single-dose nevirapine (NVP) at the onset of labour. 
The baby was also given single-dose NVP at delivery and a daily 
dose of AZT for one week.4

The PMTCT of HIV programme in South Africa dates back to 1999 
in Khayelitsha where the PMTCT of HIV utilising AZT from 
34  weeks gestation and at birth was initiated. In 2004, the 
Western Cape commenced AZT for all HIV-positive pregnant 
women from 28 weeks of gestation, as well as single-dose NVP at 
the onset of labour.5 In 2004, the National Department of Health 
initiated a national PMTCT of HIV policy comprising single-dose 
NVP given at the onset of labour. The landmark study in Thailand 
in 2005 led to the introduction of dual therapy (AZT and NVP) in 
South Africa in 2008 for all HIV-positive pregnant women, as well 
as AZT prophylaxis for their babies.4

AQ2

In April 2010, a revised PMTCT of HIV programme was launched 
in South Africa advocating AZT from 14  weeks gestation in all 
women with a cluster of differentiation 4 (CD4) count of > 350 
cells/mm3.6 In addition to the AZT, the mother received single-
dose tenofavir (TDF) and emtracitabine (FTC) at delivery. The 
baby was also given six weeks of NVP for the duration of 
breastfeeding and no AZT. Other key components of the new 
policy included the HIV testing of pregnant women, treating 
pregnant HIV-positive women with antiretroviral drugs if the 
CD4 was less than 350 cells/m3, and follow-up of mothers and 
infants at six weeks postpartum. The guidelines were revised in 
April 2013, and replaced dual therapy with TDF, efavirenz and 
FTC/lamivudine. AZT is administered to pregnant women who 
have evidence of psychiatric illness or renal impairment.7 
Currently, mother-to-child transmission rates vary widely across 
the country, averaging 8% nationally,7 highlighting the need for 
a constantly improving the PMTCT of HIV programme.

Anaemia is a well known side-effect of AZT8 in adults, and a 
number of studies have shown that perinatal exposure to AZT 
results in neonatal anaemia which is clinically insignificant and 
reversible.3,9−12 A Tanzanian study on 82 HIV-positive pregnant 
women in 2008 demonstrated that AZT exposure in utero can 
cause mild and transient haematological alterations in infants.13 
The Promoting Maternal and Infant Survival Everywhere 
(PROMISE) International Maternal Pediatric Adolescent AIDS 
Clinical Trials (IMPAACT)14 are currently being conducted in many 
resource-limited countries, including South Africa. A secondary 
objective is to document any side-effects of the PMTCT of HIV 
medication in the mother and baby.
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Self-efficacy, medication beliefs and adherence to antiretroviral therapy by 
patients attending a health facility in Pretoria
Adegoke Adefolalua*, Zerish Nkosia, SteveOlorunjub and Palesa Masemolac

a Department of Health Studies, University of South Africa, Pretoria, South Africa 
b Biostatistics Unit, Medical Research Council, Pretoria, South Africa 
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*Corresponding author, email: gokeadef@yahoo.com

Background: Self-efficacy and medication beliefs are known factors that influence adherence to treatment in chronic medical 
conditions. We carried out a cross-sectional study on human immunodeficiency virus (HIV)-infected patients with the aim of 
determining the predictive relationship between these two variables and adherence to antiretroviral therapy (ART) at a health 
facility in Pretoria.
Method: Participants’ medication beliefs were assessed using the Beliefs about Medicines Questionnaire. Self-efficacy was  
evaluated using the HIV Adherence Self-Efficacy Scale, and adherence to ART determined using the AIDS Clinical Trial Group 
questionnaire.
Results: The mean age of the 232 participants was 40 years (standard deviation 15.6). Seventy per cent were females. Most 
had been on ART for over two years (87%), and 81.5% were adherent to at least 95% of the prescribed antiretroviral drugs. 
Nonadherence was highest in those on ART for more than three years (63%). The mean HIV Adherence Self-Efficacy score 
was 6.45 out of possible 10. Beliefs held by the participants about the importance of (necessity) and concerns about ART  in 
the management of HIV infection were generally positive. There was a mean score of 4.05 out of 5, indicating a strong belief 
in the use of ART. There was a strong association between adherence self-efficacy  and ART adherence (p < 0.001) in the  
nonadherent participants. Regression analysis showed significance for adherence self-efficacy on ART nonadherence  
(p < 0.041), with adherence self-efficacy explaining 9.8% of the variance.
Conclusion: Patients’ adherence self-efficacy explained a significant portion of variation in the nonadherence to ART, which  
suggests that low adherence self-efficacy is influential in ART nonadherence. Interventions aimed at improving adherence to 
ART should address adherence self-efficacy.

Keywords: adherence self-efficacy, antiretroviral therapy adherence, beliefs about medicines
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Introduction
There is no doubt that antiretroviral therapy (ART) has  
dramatically improved survival in human immunodeficiency  
virus (HIV)-infected patients by improving their quality of life 
and reducing the associated morbidity and mortality of the  
disease.1–3 But the earlier optimism generated by its efficacy  
has dissipated in the face of the enormous challenge of  
maintaining nearly perfect adherence, without which patients 
risk adverse outcomes.4 A major review of studies on ART  
adherence estimate it to be 77% in sub-Saharan Africa and  
nonadherence in the adult population to be 33–88%,  
depending on the measure of adherence employed.5 ART  
adherence varies widely from 25–56% in other studies across 
sub-Saharan Africa.6−9 Low adherence leads to the development 
of resistant strains of the virus, rapid disease progression, poor 
quality of life and premature mortality.3,10,11 Understanding the 
cognitive processes that influence health behaviour, such as 
medication adherence, is helpful when trying to identify  
barriers and promote treatment adherence.12–14 The cognitive 
perspective of health behaviour provides a good framework in 
which to understand some of these processes. This perspective 
assumes that attitudes and beliefs, as well as expectations and 
outcomes, determine patients’ health behaviour.15,16 Using this 
perspective, self-efficacy and beliefs about medications are 
cognitive variables,13 as well as being constructs that are  
influential in terms of task choice, performance, effort and  

perseverance, as they pertain to the ability to successfully  
engage in behaviour leading to desired outcomes.14,17,18

These cognitive variables have been shown to be associated 
with medication adherence in chronic medical conditions.19,20 
Adherence self-efficacy is a known predictor of a wide range of 
health behaviour by patients on chronic medication, including 
medication adherence.21,25 There is strong evidence that  
cognitive variables, such as self-efficacy, have an influence on  
adherence in HIV-infected patients.24,25 Having positive or  
negative beliefs about medicine is another variable that  
influences the cognitive perspective of health behaviour. It  
describes a person’s beliefs about the potential costs and  
benefits of taking medication, and it is an important factor that 
has influence on medication use behaviour.26 Various studies 
across a range of chronic medical conditions have identified  
similarities in belief that influence medication adherence. These 
studies have found low rates of adherence to consistently relate 
to doubts about the personal need for medication.19,20,27 To  
further explore a specific correlation that might explain  
significant factors behind the phenomena of nonadherence in 
HIV-infected patients, this study aimed to identify the predictive 
relationship between self-efficacy and beliefs about medicine, 
and ART adherence, and to explore cognitive factors strongly  
associated with adherence to ART adherence in HIV-infected  
patients.
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The prevalence of multiple losses experienced by children from birth to 18 years 
of age in the National District Hospital in Bloemfontein
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Background: Multiple losses experienced by children is a topic on which little research has previously been completed. 
Therefore, a specific definition of multiple losses is unavailable. Multiple losses are traumatic for children and result in the need 
for intervention and support with respect to grief, loss and bereavement issues. The main goal of this study was to determine 
the prevalence of children who had experienced multiple losses from birth to 18 years of age in the National District Hospital in 
Bloemfontein.
Method: A literature search was carried out to define the concept of multiple losses experienced by children that was appropriate 
to the South African context. Thereafter, a descriptive study with an analytical component was used to gather information 
on multiple losses. Structured interviews with the parents or caretakers of the children at the National District Hospital were 
conducted by the researchers by means of a questionnaire. The interviews were conducted in English or Afrikaans.
Results: A total of 62 interviews were performed with the parents or caregivers. Multiple losses, defined here as the loss of three 
or more personal, interpersonal or environmental assets, were experienced by 69% of these children (95% confidence interval: 
57–79%). The majority of losses experienced occurred in the interpersonal (87%) and environmental (82%) categories. The death 
of a family member took place in 61% of cases. Unemployment of a parent, with its consequences, was reported in 63% of cases.
Conclusion: The criteria used to define multiple losses in this study were adequate and appropriate for this study population. 
The prevalence of multiple losses in children in the National District Hospital in Bloemfontein was 69.4%. This figure warrants the 
need for support and bereavement counselling for children to prevent long-term problems with relationships and adaptation 
within society.

Keywords: bereavement, children, grief, multiple losses

Introduction
The study of multiple losses experienced by children is a topic on 
which little research has previously been completed. Therefore, a 
specific definition of multiple losses is unavailable. However, a 
variety of definitions of multiple losses have been identified in 
various studies.

The term “multiple losses” has been defined in previous studies 
as the multiple deaths of the caretakers, siblings, grandparents 
or parents of a child.1 Loss of parents could also result from 
divorce, and residential and military mobility.2 Other definitions 
of multiple losses include a combination of poverty, an unsafe 
environment, substance abuse, domestic violence, poor nutrition 
and limited access to preventative or ongoing medical care,3 as 
well as chronic neglect and illness.2

It was found that the bereavement experienced by a child is not 
the same as that experienced by an adult in a study that 
determined the relationship between the loss and the intensity 
of grief experienced by a child.4

Multiple losses can be categorised as either physical or 
emotional,3,4 and either tangible or intangible.5−7 Any loss or loss 
of a relationship (even of pets), either permanent or temporary, 
falls in this category.4

Difficulties were encountered in previously conducted studies 
with regard to bereavement as a result of multiple losses owing 
to an inadequate number of literature studies being carried out 

on the topic of multiple losses.1 The effect of multiple losses is 
dependent on the child’s age, previous losses, the management 
thereof and relationships affected by the loss.1

It was found that bereavement experienced by a child is not the 
same as that experienced by an adult in a study that determined 
the relationship between the loss and the intensity of grief 
experienced by a child.4 Studies have shown that multiple losses 
are traumatic for both children and adults, and result in the need 
for intervention and support with respect to grief, loss and 
bereavement issues.3 They may also result in low self-esteem, 
narcissistic injury and a sense of degradation.2 Resolution of this 
grief is critical to prevent unresolved childhood grief and 
vulnerability to loss which may result in impaired adult relationships 
and increased adult pathology.4The findings with respect to an 
adult study population showed that social support is a critical 
factor in the facilitation of the bereavement process.8 Thus, if a child 
experiences multiple losses in the absence of an adequate social 
support network, long-term negative effects are likely to occur.2

It was found in a study carried out on post-traumatic stress 
responses that after a traumatic event, the need for counselling 
was overlooked. The importance of intervention services may 
lead to an improvement in the long-term outcome.9

The aim of the study reported on here was to determine the 
prevalence of multiple losses experienced by children from 
birth to 18  years of age in the National District Hospital in 
Bloemfontein.
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The management of latent tuberculosis infection in healthcare workers at  
hospitals in the Vhembe district
TG  Tshitanganoa*

aDepartment of Public Health, University of Venda, Thohoyandou, South Africa
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Background: Tuberculosis is a major occupational hazard in low- and middle-income countries. Healthcare workers are frequently 
exposed to infectious tuberculosis patients and are likely to be infected themselves and to suffer from latent tuberculosis 
infection. This study investigated practices of managing latent tuberculosis infection in healthcare workers at hospitals.
Method: A qualitative approach, using a cross-sectional descriptive case study design, was adopted. Purposive sampling was 
used to select 57 focus group participants. The necessary approval, permission and clearance were obtained. Participants’ rights 
were respected.
Results: The majority of practices with regard to managing latent tuberculosis infection in healthcare workers were incorrect and 
did not align with national and international tuberculosis infection control standards.
Conclusion: The development and implementation of a tuberculosis infection control plan, as well as a training programme at 
hospital level, would ensure that practices to manage latent tuberculosis infection in healthcare workers are able to reduce the 
chances of tuberculosis being acquired.

Keywords: latent tuberculosis infection, periodic examinations, prophylaxis treatment, tuberculin skin test

Introduction
Tuberculosis is a major occupational hazard in low and middle-
income countries and a major public health problem worldwide.1 
Healthcare workers (HCWs) are frequently exposed to infectious 
tuberculosis patients and are likely to become infected 
themselves and to suffer from latent tuberculosis infection.2

The 2012 global tuberculosis report highlights that approximately 
1.4 million people died from tuberculosis in 2011. South Africa is 
one of five countries with the largest number of incident cases.3 
In 2011, 8.7 million new cases were reported worldwide.4 Of 
these, roughly 1.4 million people succumbed to the disease and 
died.5 Nationally, in 2010, the average tuberculosis death rate 
was at 6.5%. The death rate at 8.5% in 2010 was higher than the 
national average in Limpopo province. Limpopo province had 
the second highest tuberculosis death rate compared to the 
South Africa’s other provinces (eight), as discussed at the third 
South African Tuberculosis Conference in 2012.6,7 In addition, the 
tuberculosis case load in Limpopo province increased from 11 
897 in 2005 to 22 158 in 2011.6,7 In a personal interview with the 
researcher (Ramudingana O 2012, March 4), the Vhembe district 
tuberculosis coordinator stated that Vhembe district continues 
to have more new tuberculosis cases than other districts in the 
same province. The number of tuberculosis cases in Vhembe 
district for the year 2009 was 2 194. The increased rate of new 
cases of tuberculosis, such as that found in Vhembe district, is a 
major threat to achieving tuberculosis control and elimination 
by the year 2050, as advocated by the Millennium Development 
Goals and the Stop TB Partnership.8

Latent tuberculosis infection is a condition in which the body is 
able to fight the tuberculosis bacteria and stop it from growing 
into tuberculosis disease. The bacteria then become inactive, but 
remain alive in the body.3 Lee et al.9 emphasise that the 
prevalence of latent tuberculosis infection appears to be higher 
in HCWs with a high risk of exposure to patients in tuberculosis-
related departments, than those with low-risk exposure. 

Consequently, it is generally believed that there is a high 
probability that HCWs harbour tuberculosis in the form of latent 
tuberculosis infection.9 Surveillance of tuberculosis disease in 
staff provides data that are essential to informing the 
implementation of tuberculosis infection control practices.10

The World Health Organization (WHO)13 concurs that screening 
HCWs for latent tuberculosis infection is an essential action for 
effective tuberculosis infection control. Singh, Upsur and 
Padayatch14 warn that there is a growing concern that as South 
Africa is one of the world’s fastest growing tourist destinations, 
home to millions of migrant labourers from neighbouring and 
other African countries, and as tuberculosis poses a grave 
threat, if its transmission is not abated, there could be a 
potentially explosive international health crisis. Hospitals in the 
Vhembe district and South Africa will only have minimal 
tuberculosis risks once evidence-based health practices are 
implemented.

Study objectives
This paper is a section of a larger study which was conducted to 
collect baseline information for the development of a model for 
effective tuberculosis nosocomial infection control in rural 
hospitals in the Vhembe district. This section of the study 
investigated practices of how to manage latent tuberculosis 
infection in HCWs at hospitals.

The objectives of this section of the study were to:

•  Assess whether or not hospitals in the Vhembe district conduct 
pre-employment or pre-placement latent tuberculosis  
infection screening.

•  Assess accessibility by HCWs at these hospitals to latent  
tuberculosis infection screening. Determine whether or not  
latent tuberculosis infection prophylaxis treatment is given to 
HCWs exposed to tuberculosis infection at these hospitals.

•  Identify the type of tests performed to diagnose latent  
tuberculosis infection in HCWs at these hospitals.
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