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The report is a collaborative effort between the City of Cape Town, the Department of Health of the Western
Cape Provincial Government, the MRC Burden of Disease Research Unit and UCT's Department of
Public Health. The City of Cape Town routinely collects the detail of all deaths to identify the major
health problems of the population living in the Cape Town Metro District. The Western Cape Burden of
Disease Reduction Project aims to extend the mortality surveillance to all areas in the province and to
provide essential information required to identify the health needs of communities, to monitor progress in
the implementation of programmes and. to track changes over time.

The City of Cape Town has an ongoing
system of collecting cause of death
statistics based on copies of death
notifications collected from the local
offices of the Department of Home
Affairs and supplemented by information
collected from the local mortuaries. The
cause of death coding is done by trained
clerks at the City of Cape Town who
capture the data into a customized data
base. Data for 2001-2006 have been
analysed using the burden of disease
classification.

Figure 1:
Age distribution of deaths by broad cause
group and sex, Cape Town 2006

The age pattern of the deaths is
shown in Figure 1. There were large
differences between males and females
with young adult males experiencing
much larger numbers of deaths than
females, mainly due to injuries. HIV/
AIDS accounted for a large proportion
of deaths in young women. The older
age deaths were mostly due to non-
communicable causes.

Deaths

Deaths

This classification has three main
groups: Group I, (pre-transitional causes)
include communicable diseases, maternal
causes, perinatal conditions, and
nutritional deficiencies; Group II, (non-
communicable causes) and Group Il
(injuries). Premature mortality (years of
life lost) for the Cape Town Metro District
and it's eight health sub-districts are
compared as well as age standardised
death rates. Temporal trends are given
for major cause groupings.
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In 2006, there were 25251 deaths,
of which 56% were male and 44%
female. The majority of the deaths
were due to non-communicable
diseases (52%), with injuries and pre-
transitional causes accounting for 17%
and 25%, respectively. Deaths due to
ill-defined natural causes accounted for
6%. This arises when a doctor does not
have access to the full medical record
of the deceased or scope to conduct an
autopsy. Ideally, this proportion should
be less than 5%.
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CAUSES OF PREMATURE MORTALITY, 2001-2006
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Figure 2:

1op 10 causes of premature mortality
(YLLs) for persons in Cape Town, 2001
and 2006

*RDS - Respiratory distress syndrome

Homicide was the leading cause of
premature mortality in 2001, but
has been overtaken by HIV/AIDS by
2006. Tuberculosis and road traffic
injuries have remained the 3rd and 4th
leading causes of premature mortality
in the Cape Town Metro District in
2006. The range of conditions in the
leading causes of premature mortality
indicates a quadruple burden of
disease: infectious diseases comprising
TB, lower respiratory infections and
diarrhoea; injuries, especially among
young  adults;  non-communicable
diseases such as stroke, ischaemic
heart disease and diabetes; and the
growing HIV/AIDS epidemic.

TRENDS IN MORTALITY RATES, 2001-2006
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Figure 3:

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

Figure 3 shows the trend in the overall
age-standardised mortality rate for
males and females between 2001 and
2006. Data for 2005 were incomplete
and have been excluded. Overall
mortality declined slightly for both
males and females over this period.
Deaths due to non-communicable
diseases have declined in both

sexes. HIV/AIDS deaths increased

and then stabilised. Injury deaths in
males increased until 2002 and then
decreased until 2004 but increased
again in 2006.
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DIFFERENCES BETWEEN SUB-DISTRICTS
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Figure 4: I
Age-standardised mortality rate for broad 1400 |
cause groups by sub-district, 2006
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Figure 4 shows the age-standardised 1000
mortality rate by sub-district, and it
can be seen that the quadruple burden
is experienced by all sub-districts. The 600
rate was lowest in Southern and highest

in Khayelitsha by a factor of nearly 2.5. 400 I
The rates for Khayelitsha were highest

200 + .
for all broad cause groups.

The league table shows that HIV/

800

Deaths per 100 000

AlDS, homicide, TB and road trafﬁc Khayelitsha| Eastern |Mitchell's P| Klipfontein | Tygerberg | Western | Northern | Southern |Cape Town
injuries are leading causes of premature BIIL Injuries 259.6 1527 126.1 150.6 1133 105.6 98.2 705 128.9

B . : O11. Non-communicable di 856.4 781.1 755.7 594.9 662.1 512.7 445.8 501.3 590.2
morta“ty across a” SUb_dIStrICts eXCept fOr W HIV/AIDS 2385 103.2 69.3 90.2 43.0 50.2 69.6 25.6 76.1

Southern, where IHD is the 2nd leading  |ocommexciHIv, mat, peri,nut | 3303 | 1938 | 1742 | 1494 | 1255 | 1274 | 1032 87.7 1443
cause, see Table 1.
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Table 1. Top ten causes of years of life lost by sub-district, 2006
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CHILD MORTALITY

On average there were 2470 deaths of
children under the age of 20 per year,
with more than half among infants
(< 1 year of age). In South Africa a
child is defined as any person younger
than 18 years, but since our mortality
analyses were conducted using five
year age groups, we have included
persons aged 19 years in this group.

The mortality rates in the different age
groups are shown in Table 2. Mortality
amongst boys was higher than for girls.
Overall infant mortality rates (IMR)
have remained fairly stable since 2001
and may have dropped slightly between
2004 and 2006. A marked decrease
has been observed in Khayelitsha where
the IMR declined from 42 per 1000 in

Table 2: Childhood mortality rates, Cape Town, pooled estimates (2003, 2004 and 2006)

Mortality rates per 1000 live births
Neonatal

Infant

Mortality rates per 100 000
population

2003 to 32 per 1000 in 2006. Cause
patterns have changed during this
period with a decline in HIV/AIDS. HIV/
AIDS has remained the leading cause
of death among children 1-4 years of
age. In the 15-19-year age group it is
shocking to note that homicide ranks
first and accounts for almost half of the
deaths (48.6%).
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15-19 years 293 100
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Figure 5:
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Age-specific death rates for HIV and TB by gender, Cape Town, 2001, 2004 and 2006

Trends of age-specific deaths due to
HIV/AIDS revealed a notable increase
in mortality for both males and females
for the period 2001 to 2004, with a
slight decrease in 2006 (Figure 5).
The decrease was particularly marked
for children but was absent in the

case of older females over 55 years,
for whom there was a slight increase.
The highest rates were observed in
women aged 25-34 years of age and
in men, a decade older, at 35-44 years
of age. There are stark differences
in TB mortality by gender: adult TB

5-14 15-24 25-34 35-44 45-54 55-64 65-74 75+

mortality rates were higher for males
than females. While there has been
little change in the TB mortality rates
for females, there was a decline in the
rates in older ages for men to a low in
2004, which appears to have reversed
by 2006.
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HOMICIDE, ROAD TRAFFIC AND OTHER INJURIES

250

The overall injury mortality rates in
the Cape Town Metro District were
215 per 100 000 for males and 49
per 100 000 for females, accounting
for 37.9% of YLLs among males and
12.8% among females. In general,
South  African injury rates are
approximately six times higher than
the global average. Homicide is eight
times higher than the global rate and
road traffic injuries are double. The
most common causes of injury-related
fatality was homicide with a rate of 58
per 100 000, accounting for 14.4% of
YLLs in the Cape Town Metro District.
Road traffic injuries were the next
most common cause of injury fatality
with a death rate of 27 per 100 000,
accounting for 5.3% of YLLs.

Analysis of the data by sub-district
indicates considerable disparities in
the rates of fatal injuries across all
categories (Figure 6). Most striking is
the comparison of homicide rates - from
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Figure 6: Age-standardised death rates (pooled estimates) due to injuries by sub-district,
Cape Town, 2003, 2004 and 2006

the relatively low levels of under 26.1
per 100 000 population in Southern
to 110.5 per 100 000 in Khayelitsha.

NON-COMMUNICABLE DISEASES

Non-communicable disease mortality
mainly comprises cardiovascular diseases,
cancers (neoplasms), respiratory diseases
and diabetes, as shown in the age-
standardised rates across the sub-districts
in Figure 7. Non-communicable disease
occurs across all districts with somewhat
lower rates in the Northern sub-district.
The causes of non-communicable disease
mortality differ across the sub-districts,
suggesting that they are in different
stages of the health transition.

IHD mortality was very high in Eastern
and Tygerberg but low in Khayelitsha.
Stroke was particularly high in Mitchell's
Plain and Khayelitsha. These areas also
had high diabetes mellitus death rates
with a marked excess in female mortality
from these causes. Mortality from
respiratory disease was higher for men
than women. COPD was high in Mitchell’'s
Plain, Tygerberg and Eastern. Mitchell’s
Plain, Tygerberg and Klipfontein also
displayed high rates for lung cancer. In
terms of other cancers, Khayelitsha stood
out as having high oesophageal cancer
mortality for both males and females. In
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These areas also correspond in terms
of the lowest and highest rates of road
traffic fatalities.

Eastern |Khayelitsha | Klipfontein | Mitchell's P|  Northern Southern | Tygerberg| Western | Cape Town|

O Other 75.2 103.2 74.7 79.4 52.5 60.2 73.8 65.4 69.9
O Congenital abnormalities 4.5 4.4 2.6 4.5 3.0 3.6 3.5 2.9 3.7

M Diabetes mellitus 57.3 107.3 97.6 140.2 33.4 47.4 85.1 513 67.8
O Respiratory disease 68.3 97.1 64.3 82.0 34.0 48.7 69.6 48.2 59.1
B Cardiovascular disease 324.9 317.3 268.2 321.8 172.2 207.5 285.8 222.8 249.2
‘I Neoplasms 186.9 215.0 169.3 182.2 136.7 158.1 194.1 149.6 168.0

Figure 7:

Age-standardised cause of death rates for non-communicable diseases by sub-district, for
persons, Cape Town, (pooled estimates 2003, 2004 and 2006)

contrast, colon cancer mortality was
particularly low in this sub-district.
Breast cancer mortality was higher

than cervical cancer mortality in all
sub-districts, with the exception of
Khayelitsha.
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KEY FINDINGS AND RECOMMENDATIONS

HIV/AIDS mortality has increased
dramatically since 2001; however,
it appears to have stabilised since
2004, possibly demonstrating the
impact of the prevention of mother-
to-child transmission (PMTCT), and
antiretroviral (ARV) programmes. It
remains a leading cause of premature
mortality ~ across  sub-districts,
highlighting the need to strengthen
intersectoral prevention strategies,
and to continue to strengthen the
health service response. HIV/AIDS is
particularly high in the sub-district
of Khayelitsha and is accompanied
by very high TB mortality.

Injury-related  mortality remains
extremely high. Although there was
evidence of a declining trend until
2004, there was an increase until
2006. Furthermore, injury mortality
rates - particularly homicide and
road traffic injuries - are still among
the highest in the world, particularly
for men. Of particular concern
are the high homicide and road
traffic injury fatality rates among
the male youth. Urgent attention
needs to be given to identifying
and implementing strategies to
prevent injuries. Interventions to
address the high burden of violence
and homicide must be planned,

implemented, monitored and
evaluated multi-sectorally. National
Injury Mortality Surveillance System
(NIMSS) data for Cape Town confirm
a strong association between alcohol
and fatal injuries. Other substances
of abuse, such as tik, are also likely
to be important contributors, but
routine data are not collected.

Mortality rates due to non-
communicable diseases are high,
with variations along the lines of
the epidemiological transition. Non-
communicable diseases account
for a high proportion of premature
mortality, particularly among
adult women. Smoking rates are
particularly high in the coloured
population, especially among
females. The emerging epidemic of
non-communicable diseases must
be tackled through strengthening
primary care management,
promoting healthy lifestyles and
addressing upstream risk factors,
the “cause of causes”.

Infant and child mortality appears
to have remained constant over
this period, with a slight decline
between 2004 and 2006. There is
a suggestion that child mortality due
to HIV/AIDS has started decreasing

REFERENCE

(however, this study period covers
only the beginning of the full-scale
PMTCT roll-out).

During this period the mortality
differentials between sub-districts
remained fairly static. Given the
current  sub-district  boundaries,
Khayelitsha stands out as having the
highest rates of premature mortality.
Trends indicate that although child
mortality has improved and HIV/
AIDS mortality may have decreased,
mortality from interpersonal violence
has increased. However, it is likely
that some other suburbs, such as
Nyanga and Gugulethu, experience
similarly high mortality as evidenced
by results from mortality analyses
using previous sub-district boundaries
where Nyanga constituted a separate
sub-district. Equity must be prioritised
in resource allocation between the
sub-districts to address the greatest
needs.

The  continued  success and
improvement of this mortality
surveillance system depends on
departments from the various
spheres of government collaborating
to ensure the availability of quality
information that can influence
decision making.
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