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Investigation of the coexistence of CKD and non-communicable chronic diseases 
in a PBM company in South Africa
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Background: Chronic kidney disease (CKD) is a public health problem, with increasing global prevalence. Several factors could 
influence the prognosis of CKD, including comorbid chronic conditions. This study investigated the coexistence of CKD and non-
communicable chronic diseases in the private health sector of South Africa.
Methods: Retrospective medicine claims data from a pharmaceutical benefit management (PBM) company was used to perform 
this descriptive, quantitative study. The study population consisted of all patients identified with an ICD-10 code for CKD (N18) 
during the study period of January 1, 2009 to December 31, 2013.
Results: CKD patients represented 0.10% to 0.14% of the total patients on the database from 2009 to 2013. The mean age of the 
CKD patients over the study period varied between 58 and 61 years. Prevalence was higher in males (male-to-female ratio 1:0.8) 
and in patients aged 35–64 years (p = 0.014; Cramer’s V = 0.039). The occurrence of chronic conditions in the CKD population was 
prevalent, with hypertension occurring in more than half the CKD patients.
Conclusion: Several chronic conditions, especially those regarding atherosclerotic risk factors, frequently co-occurred with CKD. 
Lifestyle management and frequent screening tests of these patients are of the utmost importance to improve the outcome of 
CKD.
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Introduction
Chronic kidney disease (CKD) is a global public health problem, 
with an estimated prevalence of 8%–16% worldwide.1 Prevalence 
rates of CKD seem to be high in both developing and developed 
countries,2−3 with an estimated prevalence of 14.3%4 in South 
Africa.

Early diagnosis of and intervention in CKD can reduce the risk of 
cardiovascular events, kidney failure and deaths that are 
associated with CKD.5 Global CKD mortality rates increased to 
the 18th biggest cause of death in 2010,6 after being ranked in 
27th position in 1990. In South Africa, deaths caused by CKD 
increased by 67% from 1999 to 2006.7

Chronic kidney disease is a silent killer, complicating the 
diagnosis of the disease. Less than 10% of people with CKD are 
aware that they have the condition.8 It has few symptoms9 and is 
nearly always asymptomatic during the early stages of the 
disease.10 In addition, several clinical conditions such as diabetes 
mellitus, hypertension and cardiovascular disease (CVD) are risk 
factors, and patients with these conditions should be closely 
monitored when CKD is suspected so that the deterioration in 
renal function can be identified early.9−11 Other risk factors that 
might increase the risk of CKD include gender, smoking, obesity, 
age, genetics, metabolic disturbances and chronic use of 
NSAIDs.5,12

There is a lack of data regarding the prevalence of CKD in the 
private health sector of South Africa, especially data surrounding 
the occurrence of comorbid conditions. Chronic kidney disease 
is one of the conditions on the prescribed minimum benefit 
(PMB) chronic disease list (CDL) in the private health sector of 
South Africa. The PMB CDL is a feature of the Medical Schemes 
Act (Act 131 of 1998) and consists of 26 common conditions that 

require treatment for more than 12 months and are considered 
to be life-threatening.13 If provided for by way of a therapeutic 
algorithm for the condition, all costs relating to the diagnosis, 
medication, doctors’ consultations and tests must therefore be 
covered by medical schemes.14,15 The chronic conditions co-
occurring with CKD that form part of the PMB CDL conditions 
include diabetes mellitus, hypertension, dyslipidaemia, and 
cardiac failure among others.

This study investigated the existence of CKD along with non-
communicable chronic diseases in a PBM company in South 
Africa, in order to create awareness and improve the clinical 
outcome and prognosis the disease. By increasing our knowledge 
and understanding regarding the epidemiology of CKD in terms 
of risk factors and comorbid chronic diseases, we might be able 
to assess the level of its underdiagnosis8,16 and estimate the 
potential impact of early screening.

Method
Study design
A descriptive, quantitative study was performed using 
retrospective medicine claims data obtained from a national 
pharmaceutical benefit management company (PBM). The PBM 
currently manages the medicine benefits of 1.7 million 
beneficiaries on behalf of 40 medical schemes. All of South 
Africa’s pharmacies and 98% of all dispensing doctors are on this 
service provider database. The database represented 9% to 13% 
of the total medical schemes industry in South Africa during the 
study period.17

Data from January 1, 2009 to December 31, 2013 were used. The 
database contained information on 1  033  057 (2009), 968  158 
(2010), 864  977 (2011), 815  810 (2012) and 809  857 (2013) 
patients over the five-year study period. Data fields that were 
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Active myofascial trigger points in head and neck muscles of patients with 
chronic tension-type headache in two primary health care units in Tshwane
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Background: The management of patients presenting with chronic tension-type headache (CTTH) can be challenging for primary 
health care practitioners. As with most chronic pain disorders, a multimodal management approach is frequently required. It has 
been postulated that myofascial pain syndrome (MPS) and its hallmark myofascial trigger points (MTrPs) found in specific muscle 
tissues may play a role in the chronic pain experienced by patients with CTTH. Little is known about the prevalence of MTrPs 
in patients with CTTH, in primary health care settings on the African continent. This study therefore aimed to investigate the 
prevalence of active MTrP’s in specific head and neck muscles/muscle groups in patients with CTTH.
Methods: A prospective, cross-sectional and descriptive study was done in two primary health care facilities situated in Tshwane, 
South Africa. The sample included 97 adult patients with CTTH. Five head and neck muscles/muscle groups were examined 
bilaterally for active MTrPs. Outcome measures were the prevalence and distribution of active MTrPs in these patients.
Results: Active MTrPs were found in 95.9% of the patients, the majority (74.2%) having four or more active MTrPs. The temporalis 
muscles and suboccipital muscle group exhibited the highest number of active MTrPs (prevalence 87.6% and 80.4% respectively).
Conclusion: Our study suggests a strong association between MPS and CTTH in patients, presenting in the primary health care 
setting. This indicates the importance of a musculoskeletal assessment of neck and pericranial muscles in patients with CTTH. 
This can assist in determining the most appropriate treatment strategy in these patients.

Keywords: chronic pain disorders, chronic tension type headache (CTTH), myofascial pain syndrome (MPS), myofascial trigger 
points (MTrPs), primary headache

Introduction
In clinical practice, the generalist doctor is frequently required to 
manage a patient with a chronic primary headache disorder. 
Management of chronic tension-type headache (CTTH), with a 
one-year period prevalence of 0.9–2.2% in European and 
American studies,1,2 can in particular be challenging. It is 
generally accepted that chronic pain disorders, such as CTTH, 
require a multi-modal management approach. A better 
understanding of the potential myofascial pain components in 
patients with CTTH will assist primary care physicians in the 
assessment and management of this common disorder.

The association between tension-type headache and myofascial 
pain syndrome (MPS) has been studied for many years. Researchers 
have observed an increased tenderness with palpation of peri-
cranial myofascial tissue in patients with tension-type headache.3 
It has also been suggested that pain from muscles in the head, 
neck and shoulders may be referred to the head and then be 
experienced as headache.4,5

MPS is a common musculoskeletal pain disorder, the main 
clinical features being regional pain and muscle tenderness, 
associated with the presence of myofascial trigger points (MTrPs) 
and referred pain with palpation.5 This condition is a well-
documented and accepted clinical entity that is frequently 
associated with headache disorders.5 MPS originates from MTrPs 
within muscles and surrounding tissue, such as ligaments and 
tendons.6

A MTrP is the clinical finding in patients with MPS and has been 
described by Simons et al.5 as a well-defined hyperirritable and 
painful area in a taut band of skeletal muscle. Active MTrPs are 
associated with a spontaneous pain complaint and digital 
compression of the trigger point elicits a pattern of non-dermatomal 
pain referral, which mostly coincides with the patient’s pain 
symptoms. Latent MTrPs do not produce spontaneous pain and 
lack the referral pattern seen in active MTrPs.5,7,8 Simons et al. 
published a comprehensive manual of the patterns of referred pain 
from different MTrPs throughout the body.5

Active MTrPs may develop after an injury to muscle fibres, which 
may be a single traumatic event or repetitive micro-trauma to 
muscles, which then is followed by local muscle contraction.9 
Sustained muscle contraction and shortening of sarcomeres lead 
to local ischaemia and release of several pro-inflammatory 
chemical mediators that may sensitise peripheral nociceptors. 
Microdialysis studies done in active MTrP areas have shown 
elevated levels of many chemical mediators such as tumour 
necrosis factor α (TNF α), interleukin Iβ (IL-Iβ), calcitonin-gene-
related polypeptide (CGRP), substance P, bradykinin, serotonin 
and norepinephrine.10 These mediators in turn may sensitise 
neurons at the level of the dorsal horn in the spinal cord with 
resultant central sensitisation (if the peripheral sensitisation is 
sustained), and the formation of active MTrPs.5,9,11

The following clinical criteria have been proposed for the 
diagnosis of MPS.5
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More than scales and tape measures needed to address obesity in South Africa
R Ramlala and RD Govendera*
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Obesity is an emerging public health problem worldwide increasing from 857 million in 1980 to 2.1 billion by 2013. A study was 
done on a sample of 100 obese and overweight patients with a body mass index (BMI) above 25 kg/m2. The patients were asked 
to complete a questionnaire, which included socio-demographic data and perceptions regarding their weight.
The patients were between the ages of 18 and 76  years old with 82% being female patients. The mean BMI for males was  
41.7 kg/m2 (SD = 7.38112) and females 39.9 kg/m2 (SD = 7.90504). The results of this study confirm that 17% of overweight and 
obese patients saw themselves as having a normal weight and 97% felt that they were not unattractive. Of the sample, 96% 
affirmed that being obese was a health risk. The commonest reason cited for their obesity is by choice (70%).
Although obese patients knew that obesity is a health risk, they have a positive image of obesity. The dramatic trend towards 
increasing obesity suggest that healthcare providers need to understand how people from different cultures view obesity. This 
will help them to promote key messages about the health risks associated with excess weight in a culturally sensitive way.

Keywords: obesity, overweight, perceptions, South Africa

Introduction
Worldwide obesity has more than doubled since 1980.1 By 2014, 
more than 1.9 billion adults, aged 18  years and older, were 
overweight and of these over 600 million were obese.1 
Overweight and obesity are defined as abnormal or excessive fat 
accumulation in adipose tissue. The body mass index (BMI) is a 
simple index of weight-to-height that is commonly used to 
classify overweight and obesity in adults. It is defined as a 
person’s weight in kg divided by the square of their height in 
meters (kg/m2). The WHO defines a BMI of  >  25  kg/m2 as 
overweight and a BMI  >  30  kg/m2 as obese. Globally the 
proportion of adults with a BMI > 25 kg/m2 increased between 
the years 1980 and 2013 from 28.8% to 36.9% in men and from 
29.8% to 38% in women.2 In South Africa 7 in 10 women (69.3%) 
and 4 in 10 men (38.8%) are overweight or obese. South African 
children are showing a similar pattern with 7% of boys and 9.6% 
of girls classified as obese.2

Almost half the population in developed countries is obese.3 This 
is particularly prevalent in countries where a sedentary lifestyle 
together with an increased consumption of energy-rich, high-fat 
and high carbohydrate foods has resulted in obesity.3 However, 
the rates vary widely throughout the world with more than half 
of the world’s 671 million obese individuals living in just 10 
countries: the USA, China, India, Russia, Brazil, Mexico, Egypt, 
Germany, Pakistan, and Indonesia.2 Developing countries, 
particularly those undergoing an epidemiological transition 
similar to South Africa, also show an increase in the prevalence of 
obesity4–6 with the overall prevalence in South Africa being 
higher than in most other African countries.7 The prevalence in 
South Africa is 29% of men and 56% of women are classified as 
overweight or obese. Of these obese women, 30% are aged 
between 30 and 59 years.2 Recent South African studies show a 
change in prevalence associated with ethnicity and age.8 Central 
obesity was found in 42.2% of women and was most prevalent in 
urban Black African and women of mixed ancestry whereas only 
9.2% of the men had central obesity with older and white males 
having the highest prevalence.8

Overweight and obesity is a major contributor to the global 
burden of non-communicable diseases (NCDs) and the 
associated morbidity and mortality.9 In common with other 
African countries, South Africa (SA) is currently encountering an 
increasing burden of NCDs associated with overweight and 
obesity.10 In SA the burden of disease attributed to obesity is 87% 
for type 2 diabetes, 68% for hypertensive disease, 61% for 
endometrial cancer and 24% for osteoarthritis.11

Determinants of the obesity epidemic are complex and therefore 
patients’ perceptions regarding a preferred body image are 
important to help educate the patient regarding the association 
of obesity with the morbidity or mortality related to NCDs.12,13 In 
SA, in addition to the usual contributory factors for obesity in 
women, the perceptions of black women preferring a larger 
body size constitute an important additional factor.14 Being 
overweight is culturally acceptable and is seen as a sign of 
economic prosperity and a happy marriage.11 Perceptions not 
only reflect people’s views and thoughts but are ideas that exist 
in the minds of people about how they are viewed by others.15 
This influences their actions, behaviour and lifestyles and has 
been documented as a barrier to weight loss.15 In a recent study, 
participants associated thinness with being afflicted by HIV.8 In 
an exploratory study conducted on black women attending the 
NCD outpatient clinic at a hospital in Durban, South Africa, it was 
shown that the women underestimated their actual weight and 
perceived themselves to be thinner.16 This is one of the barriers to 
patients losing weight.13,16 Thus this study aimed to describe 
perceptions of weight in overweight and obese patients in order 
to assess whether a weight loss programme was implementable 
in these two groups of people.

Methodology
Design
This was a descriptive, observational study conducted in a 
sample of 100 overweight or obese patients, i.e. with a 
BMI > 25 kg/m2 in a private general practice situated in a peri-
urban area north of Durban. The demographic profile of the 
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Background: Little is known about longitudinal prescribing practices for anti-epileptic drugs (AEDs) in South Africa. The 
prescribing patterns and associated direct medicine costs of AEDs in the private health sector were investigated, using claims 
data from January 1, 2008 to December 31, 2013.
Methods: The annual prevalence of prescriptions, AEDs and AED generics per patient with epilepsy (ICD-10 code G40) was 
determined. Cost analyses conducted included the calculation of the total direct cost of AEDs (medical scheme contribution, 
patient co-payment, and single exit price (SEP)), and the average cost per AED per year.
Results: Prevalence of patients claiming anti-epileptics ranged between 0.87% and 0.91% from 2008 to 2013. AED prescriptions/
patient ranged from 11.76 (95% CI, 11.56–11.95)] in 2008 to 11.90 (95% CI, 11.71–12.09) in 2013. Patients aged 40–65 years had 
the highest number of AED prescriptions/year. Valproate was most prescribed, followed by lamotrigine and carbamazepine. 
Average cost per AED increased from R237.12 (95% CI, 233.58–240.65) in 2008 to R522.32 (95% CI, 515.24–529.41) in 2013, while 
the average patient co-payments increased from R27.76 (95% CI, 26.63–28.89) to R264.32 (95% CI, 260.61–268.03). Prescribing of 
generics increased by 12.84%.
Conclusions: Generic prescribing increased over time; however, patient co-payments increased dramatically.

Keywords: anti-epileptic, direct medicine costs, longitudinal, medicine claims database, prescribing patterns, South Africa

Introduction
Approximately 50 million people worldwide suffer from 
epilepsy.1 Based on a meta-analysis by Ngugi and colleagues,2 
the median prevalence of lifetime epilepsy is 5.8 per 1  000 in 
developed countries, 10.3 per 1  000 in lower-income or 
developing countries and 15.4 per 1000 in rural areas of 
developing countries. Prevalence studies conducted in South 
Africa have reported a lifetime prevalence of 7.3 per 1  000 in 
children of a rural district and an estimated prevalence of 7.0 per 
1 000 in a rural north-east district, respectively.3,4

Anti-epileptic drugs (AEDs) are increasingly being prescribed to 
patients of all ages in populations worldwide,5,6 either as 
monotherapy or polytherapy.7 Although AEDs are primarily 
prescribed for epileptic seizures, they are also used for other co-
morbidities, such as neuropathic pain, particularly diabetic 
neuropathy and postherpetic neuralgia, migraine prophylaxis 
and bipolar disorder.8,9 The prescribing of first-choice AEDs in 
particular has changed over the last decade,10 with prescribers 
tending to prescribe newer AEDs (e.g. gabapentin, lamotrigine, 
levetiracetam and pregabalin) to patients due to their improved 
tolerability.11

Anti-epileptic drugs, in particular those that are still under patent 
such as some of the newer AEDs, are relatively expensive.12–14 
Generic substitution of many drug classes is a common health 
care cost-saving practice;15 however, use of generic antiepileptic 
drugs in patients with epilepsy is controversial.16

Little is known about the longitudinal prescribing practices for 
anti-epileptic drugs (AEDs) in South Africa. The aim of this study 
was therefore firstly to investigate the prescribing patterns of 

AEDs in the private health sector of South Africa and secondly to 
determine the total direct cost of anti-epileptic treatment during 
the study period.

Methods
Study design
A quantitative, retrospective drug utilisation review was 
conducted using nationally representative medicine claims data 
for a six-year period (January 1, 2008 to December 31, 2013). 
Data were obtained from a privately owned South African 
Pharmaceutical Benefit Management (PBM) company. The PBM 
currently manages the medicine benefits of 1.7 million 
beneficiaries on behalf of 40 medical schemes. All of South 
Africa’s pharmacies and 98% of all dispensing doctors are on this 
service provider database. Data for 758 505 patients from 2008 
were obtained, compared with 1  033  057 from 2009, 968  158 
from 2010, 864 977 from 2011, 815 810 from 2012, and 809 857 
from 2013. In 2008 these patients represented 9.6% of all 
beneficiaries covered by medical aid schemes registered in terms 
of the Medical Schemes Act (Act 131/1998) in South Africa, 
compared with 13% in 2009, 11.7% in 2010, 10.3% in 2011, 9.5% 
in 2012, and 9.3% in 2013.17

Data fields used in this study included the following: patients’ 
member number, patients’ date of birth, treatment date, ICD-10 
codes, active ingredients, the quantity of medicine items 
prescribed and the number of days for which the medicine items 
were supplied.

Study population
The study population consisted of all patients with an ICD-10 
code for epilepsy (G40) as recorded on the database, in 
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The role of locus of control in nyaope addiction treatment
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Background: Nyaope addiction is a significant health and social problem affecting some South African communities. With reported 
nyaope rehabilitation success rates of less than 3% and estimated dropout rates of 40%, improvement in the rehabilitation rates 
is essential. As locus of control (LOC) is a recognised predictive factor in the onset of substance use and rehabilitation outcomes, 
a rehabilitation programme aligned to the LOC orientation of the user could result in improved recovery outcomes. This study 
aimed to determine the LOC of nyaope users.
Methods: Consenting adult male and female nyaope users voluntary participated in this quantitative study. After convenient 
sampling,  115 nyaope users admitted to drug rehabilitation centres registered and funded by the Gauteng Department of 
Social Development and 106 nyaope users from the streets of urban areas of Tshwane completed a self-administered validated 
questionnaire. LOC orientation was determined by giving participants 13 statements from which they had to choose the option 
that best described their situation in relation to drug addiction.
Results: A total of 24.5% (47/192) of the respondents could be classified as having an external LOC orientation while 75.5% 
(145/192) were classified as having an internal LOC orientation.
Conclusions: By determining the LOC orientation of a nyaope user, rehabilitation programmes could be aligned to suit the 
personality of the user leading to a better chance of successful recovery with fewer cases of readmission.

Keywords: drug addiction, locus of control, nyaope, treatment

Introduction
Substance abuse is a universal social problem, which has a 
negative impact on the health of the user, the immediate 
environment of the user, and the society as a whole.1 It is 
estimated about 15% of South African youth are susceptible to 
drug abuse2 and that exposure to the designer drug ‘nyaope’ is 
very common.3 Nyaope, which is available for about R30 to R45 
per hit (±$3), by and large comprises 10–70% third-grade heroin 
to which a variety of substances are added.4 As nyaope is one of 
the cheapest illicit drugs widely available in South Africa it is 
easily accessible to many young people who resort to criminal 
activities in order to obtain money for their next fix. This drug 
cocktail is mixed with cannabis, heated and the fumes are 
inhaled, and of late this mixture is also injected directly into the 
veins.5 It is claimed that a person can get addicted to nyaope 
after using it for the first time.6

The problem of nyaope addiction is further compounded by the 
high levels of unmet substance abuse treatment needs, 
particularly within the poorer South African communities,7 as 
well as the high cost of medication required for the withdrawal 
symptoms associated with heroin addiction.8 Rehabilitation, 
which can take between 12 and 15  months, is possible9 but 
requires a multidisciplinary professional approach. What is of 
concern is that South African studies have reported that the 
number of treatment admissions to rehabilitation centres has 
increased significantly over the years with a steady increase in 
treatment demand for young people below 20 years of age.10–12 
Also, treatment for clients in rehabilitation centres continues to 
be a challenge as dropout rates between 2% and 40% or higher 
are seen.12

The psychological variable locus of control (LOC), which evolved 
from Bandura’s Social Learning Theory,13 is recognised as a 

predictive factor in the onset and continuous use of substances 
among adolescents.14 LOC, which can be either internal or 
external, refers to the individual’s beliefs regarding the 
relationships between action and outcome, and this explains 
how people actively deal with difficult circumstances in their 
lives.15 Individuals with a higher internal LOC orientation believe 
and expect that they will determine their own future because of 
their own actions, i.e. they are actively in control over what 
happens to them, while those with a higher external LOC 
orientation do not expect to have any control or influence over 
their future and lives, believing that the outcome is a result of 
external or impersonal forces such as luck, prayer, fate or 
powerful others.16 By distinguishing between the two personality 
characteristic orientations, i.e. external vs. internal LOC 
orientation of the nyaope user, rehabilitation programmes could 
be aligned to suit the personality17 leading to a better chance of 
success of recovery with fewer cases of readmission.

The aim of this study was to determine the LOC orientation 
amongst nyaope users.

Materials and methods
Nyaope users admitted to drug rehabilitation centres registered 
and funded by the Gauteng Department of Social Development 
located in Tembisa, Ebony Park, Soshanguve, Hammanskraal and 
Cullinan and nyaope users from the streets of urban areas of Ga-
Rankuwa, Soshanguve and Hammanskraal formed the study 
population.

A sample of convenience was done amongst clients from the 
rehabilitation centres. Arrangements were made with the Chief 
Executive Officers and management of the different centres to 
collect data on a pre-determined day. On the arranged day the 
eligible clients were asked to assemble in a room allocated by 
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Self-reported knowledge and use of emergency contraception among women 
presenting for termination of pregnancy
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Background: Emergency contraception (EC) is widely accepted as a safe method of preventing conception following unprotected 
coitus. Use of EC has been promoted in South Africa, yet uptake among women appears to remain low.
Aim: The aim of this study was to access knowledge and use of EC among women presenting for termination of pregnancy at a 
district hospital in KwaZulu-Natal.
Methods: This was a hospital-based cross-sectional study. Data were collected from women attending a termination of pregnancy 
(ToP) service at a district hospital using a questionnaire and analysed descriptively.
Results: A total of 218 women participated, of whom 25% were under 20 years of age and 87% were single. Reported knowledge 
of EC was good with 70% of participants indicating that they knew about EC. However, knowledge around EC was not complete, 
with less than 50% knowing the time interval between intercourse and EC action and some believing that EC acted by inducing 
an abortion. Reported usage of EC was only 40%.
Conclusion: This study revealed that there is much more to be done to enhance knowledge and use of EC in this context. Reasons 
for the discrepancy between knowledge and usage need further exploration.
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Introduction
This descriptive study focuses on the self-reported knowledge 
and use of emergency contraception (EC) among women 
attending an urban hospital in the province of KwaZulu-Natal, 
South Africa, for termination of pregnancy (ToP). KwaZulu-Natal 
is one of the most populous provinces in South Africa with over 
9500 ToPs accounting for 3.6% of all pregnancies in the province 
in 2014.1 It would therefore be beneficial to enhance prevention 
of pregnancy strategies such as EC alongside strengthening 
availability of ToP services.

Attention to provision of all forms of contraception for women is a 
global priority; having access to multiple contraceptive choices is 
in keeping with Sustainable Development Goals 3.7 and 5B, which 
aim to improve both maternal and reproductive health.2 EC is one 
type among the armamentarium of contraceptives, and is designed 
to prevent pregnancy following unprotected coitus. Broadly there 
are two different types of EC available in South Africa: (a) oral (also 
known as the ‘morning-after pill’); and (b) mechanical barriers (the 
intrauterine contraceptive device or IUCD).3,4 Although EC should 
be administered as soon as possible after unprotected sexual 
intercourse, it is effective for up to 120 hours thereafter.

National Guidelines on Contraception include recommendations 
that family planning clinics provide a variety of types of 
contraception, including EC.3 In 2000, in support of enhancing 
the specific availability of EC, prescriptions for EC were 
rescheduled by the South African Medicines Council, making it 
available in public hospitals and pharmacies without a doctor’s 
prescription.3–5 Recognising that merely enhancing availability 
was insufficient to enhance usage, a National Emergency 
Strategic Meeting on contraception was held in 2005, which 
identified the need to improve women’s knowledge about 
contraception in general and their knowledge on the use of EC.4

With 42 million abortions  carried out worldwide each year (22 
million safely and 20 million unsafely)6 and over 45  745 ToPs 
done annually in South Africa,7 there is a pressing need for a 
comprehensive contraceptive programme to prevent unplanned 
and unwanted pregnancies and reduce the high mortality in 
Africa associated with the practice of unsafe abortion.7,8 Such a 
strategy for the provision of contraception is important, as many 
unplanned pregnancies and ToPs could be prevented if safe and 
effective contraception were available to all who are sexually 
active. Such a strategy would also enhance the autonomy of 
women around their reproductive choices.

EC in particular provides women with a safe means of preventing 
pregnancy following unprotected coitus or potential 
contraceptive failure. For many, access to contraception 
(including EC) is a rights issue, with women having a right to 
contraception (including EC) that is accessible from a convenient 
location without intrusive questions about their sex life, age or 
morals.4,9,10 Additionally, every child has the right to be a wanted 
child and not to enter this world because his/her mother was 
denied access to EC. Increasing access to all forms of 
contraception, including EC, may thus act as a surrogate marker 
for broader issues such as social justice for females and for 
children.

Despite a need for effective strategies to enhance EC accessibility 
as one component of ensuring access to safe and effective 
contraception, there have been few recent studies on EC in a 
South African context. In a study carried out in the Western Cape 
in 2007, only 15% of 831 sexually active women in the sample 
spontaneously mentioned EC as an option following unprotected 
coitus, and only 30% had ever heard of EC.11 In a study among 
university students in Durban in 2006 only 21% of the women 
who participated in the study had ever used EC.12 A South African 
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