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Introduction

I unpack the title of my lecture first.  

South Africa is the country of my birth, where I live and of which I am proud. Some of you have been there and some of you come from there. There is much that is good and bad about the new South Africa and the old South Africa. But despite a lapse of 13 years since liberation from apartheid, and considerable reconciliation and nation-building, the country remains deeply complex, yet brimful of challenges and opportunities. 

Growing old in South Africa? The population is ageing, but for historico-political reasons, the majority of older persons did not enjoy the same life chances as the white minority. The relative disadvantage of the majority and other challenges of growing old in South Africa will become apparent in the lecture. 

AIDS? South Africa has the highest HIV/AIDS prevalence rate in the world: 11.6 per cent of its citizens, 5.5 million individuals, are HIV positive (UNAIDS, 2006); 1000 new HIV infections are estimated to occur every day and 800 individuals die each day from AIDS related illness. AIDS places an enormous burden on older persons. 

Longevity? People in South Africa are living longer, but as the disease decimates the younger population of potential care providers, gerontologists fear for the future care and support of an expanded bereft and vulnerable older population.

Baobabs? I draw symbolism from elephantine African trees, widespread in the semi-arid northern part of the country, to represent the steadfastness, resilience and longevity of many South African elders who cope, survive and grow old against great adversity. 

The baobab tree has an enormously thick trunk which ends in a number of spreading and intertwined branches that form a round, dark green form; the bright green leaves are shaped like a human hand. Baobabs reach a height of between 12 and 26 m and the swollen trunk up to 15 m in diameter. Large trees may be reasonably estimated to be between 1000 and 2000 years old, although it is not known, within a 1000 years, how old more ancient specimens are (Pakenham, 2002).1
Why between AIDS, baobabs and longevity? South African elders may cherish traditional and legitimate expectations of a peaceful old age and care from kin, but many will be thrust back instead into the role of primary carer to family members affected by AIDS. Steadfast, like baobabs, they will remain stoic.   

Contemporary South Africa

I consider features of the country’s political, social and economic environment and stage of development briefly: 

Development

South Africa is described as a middle income country with a massive unequal distribution of wealth. Within Sub-Saharan Africa (SSA), South Africa makes up only 5 per cent of the sub-region’s land mass and 6 per cent of its population, but accounts for one-third of the gross domestic product (GDP). The new South Africa is a magnet for visitors (tourism makes up 5 per cent of GDP), but unemployment is widespread and jobs are the biggest issue: one in four workers is unemployed, while in some areas unemployment rates are as high as 40 per cent. Access to basic services (water, sanitation and electricity) has improved dramatically in the past decade, but progress in some other areas is bedevilled by escalating violent crime and graft. HIV/AIDS constitutes the biggest threat to the country’s present and future generations.

The 2006 Human Development Report ranks South Africa 121st out of 177 countries on the United Nations human development index (the index takes into account measures of life expectancy, adult literacy, school enrolment rates and income); the highest ranking African countries on the index are the Indian Ocean islands of Seychelles, ranked 47th, and Mauritius, ranked 63rd (United Nations Development Programme (UNDP), 2006). Structural changes, strong investor confidence and an unprecedented economic upturn in South Africa may be encouraging, but a flip side of such progress are widening income disparities between rich and poor – even though income differences between whites and blacks are declining (Seekings & Nattrass, 2006). While a growing black middle class is emerging and some other blacks have made modest gains, the majority of blacks continue to live in dire poverty (Møller, forthcoming; Cape Argus, July 19, 2006, p. 14). 

Racism

An understanding of contemporary South African society cannot overlook racism and racial inequalities. Under apartheid, the nation’s people were classified in four racial categories – Asians/Indians, blacks, coloureds (people of mixed race) and whites – and opportunities for self-advancement provided for whites were not extended equitably to persons in the other categories. While not unique to South Africa, the system was exceptionally elaborate and determinate of people’s social conditions and civil status; deep inequalities in material living standards associated with racial classification evolved and persist. Despite liberation from apartheid, racism continues to rear its head. 

The African National Congress (ANC) government sees its duty first and foremost to black African people. It seeks moreover to “infuse” a coherent definition of the African concept of ubuntu2 in government policies and programmes (Weekend Argus, June 12, 2006, p.15), which approach is, in truth, an antithesis to diehard Afrikaner idealism under the old regime (Du Preez, 2006). While there is no doubt that the majority of whites prefer the current dispensation, many citizens feel that equitable transformation policy should not turn into discriminatory ideology – or so-called apartheid in reverse.  I have referred to racism only in as much as racial issues are issues of continuing inequalities and social justice, which imbalances persist in the older population as well. 

Crime  

It would be remiss similarly not to refer to South Africa’s crime problem. The murder capital of the world, between 15 000 and 18 000 people are murdered each year, while the rates for armed robbery and rape are also the highest in the world. Debate pertains to whether crime is under control; in general, people are disillusioned with the government’s apparent impotency to deal with the problem (see e.g. Du Preez, 2007). President Mbeki has denied that crime is a serious problem, but conceded recently that it is “ugly and repulsive” (see his State of the Nation address, February 9, 2007, at www.sabcnews.com); he contends however that the battle against crime must be won by dealing with poverty and unemployment.  

Crime is a persistent scourge in a country that has always had a high level of lawlessness and violence, but the savage nature of many recent crimes has prompted some leaders to lament that “something is wrong with the souls of these people [criminals who perpetrate such dastardly vicious and violent acts].” Respected author André Brink (2006) refers to “a vast steel network of violence threatening South Africa with strangulation… clouding all laudable achievements of our young democracy." Some South Africans argue that criminal violence has taken over from political violence, as a hangover from apartheid. Others, like Archbishop Emeritus Desmond Tutu, call for urgent action from government – and the “reconstruction of our soul like the reconstruction of our society.”

Crime instils fear in the everyday lives of South Africans, and older people are neither immune to crime, victimisation and fear of crime. Vulnerable and easy targets, criminals show no mercy for their lives or property. Fear of crime restricts older persons’ movements and activities; some tell how they become virtual prisoners in their home (Ferreira & Van Dongen (compilers), 2004).   

Thus ends a report card and I move on to the body of my lecture. First, I consider features of population ageing and factors contributing to longevity.

Population ageing 

In 2006, South Africa’s total population numbered 47.5 million and its population age 60 and over, 3.3 million, when it constituted 7.7 per cent of the total population (Statistics South Africa, 2006). The older population is projected to almost double, to reach 6.4 million and represent 13 per cent of the total population by 2050. The age group 80 years and over, 8 per cent of the older population in 2006, is projected to increase to 19 per cent by the middle of the century (UN Population Division (UNPD), 2006), reflecting a longevity trend.

Among SSA countries, population ageing in South Africa is comparatively advanced, only falling behind the island states of Réunion (9.9 % of the population is 60 and over) and Mauritius (9 %) (UNPD, 2006).
South Africa has a multi-ethnic population however, and rates of population ageing vary across the ethnic groups. Although racial classification of citizens was rescinded in the 1980s, demographic features of the racial groups persist and the categories are used for comparison where differences are telling. Estimated total fertility rates (TFRs) (the average number of children per woman given current birth rates) of the different ethnic groups, which reflect their stage of demographic transition, range from 2.8 for blacks to 2.3 for coloureds, to below replacement levels of 1.7 for Asians/Indians and 1.5 for whites (national TFR = 2.5) (Joubert, personal communication, 2007). Overall, the population may be described as in an intermediate stage of population ageing (Kinsella & Phillips, 2005), although the white population reached the most advanced stage of demographic transition (more than 7 per cent of the population was age 65 and over) in the early 1970s (Hofmeyr & Mostert, 1992).

In 2006, the ethnic distribution of the total population was blacks 79.3 %, coloureds 8.9 %, Asians/Indians 2.5 % and whites 9.3 %, while that of the population age 60 and over was blacks 65.9 %, coloureds 8.1 %, Asians/Indians 3.2 % and whites 22.7 %, which indicates sustained high fertility in the black population. However, the absolute number of black persons in the older age groups is set to increase dramatically in coming decades, and the size of the white group to diminish proportionately. The majority black older population, historically most disadvantaged socio-economically, remains poor largely; an expanded black older population will have implications for future public sector care and service provision.

The sex ratio (men per 100 women) of the population age 60 and over is 70, while that of the population age 80 and over is 40, reflecting the greater longevity of women. Life expectancy at age 60 for males is 14 years and for females, 18 years. However, life expectancy at birth, estimated at 41.5 years, has dropped from 61.8 years in 1990-95 due to AIDS associated mortality (StatsSA, 2005). (Kinsella & Phillips (2005) estimated that life expectancy at birth in 2003 was 45 years for males and 51 years for females.) 

Seventy-eight per cent of older males compared to 47 per cent of older females are currently married (or in a consensual union) – which figures correspond approximately with global figures (UNPD, 2006). Thirty-eight per cent of older males and 14 per cent of older females are in the labour force (UNPD, 2006), fairly low percentages compared to other SSA countries, due mainly to the eligibility of the majority of South African elders to receive non-contributory pension benefits; as the pension is means tested, beneficiaries are required to withdraw from the labour force (Ferreira, 2004a,d). The potential support ratio (PSR) (the number of persons age 15 to 64 years per person age 65 years or over indicates the dependency burden on potential workers) was 14 in 2006, but due largely to AIDS, is projected to drop to 7 by 2050 (UNPD, 2006).

A high prevalence of HIV in the country thus contributes to adverse demographic changes, including lower life expectancy, a reversal of gains in infant and child mortality rates and drastically increased mortality rates in young adults (Actuarial Society of South Africa (ASSA), 2004).3  Some authors suggest that the recent increase in AIDS associated deaths in the younger age groups will have a temporary accelerative effect on population ageing (see e.g. Lopez, Begg & Bos, 2006), or stated differently, will lead to premature population ageing (Kinsella & Phillips, 2005). A reduced younger population and workforce will have similar implications for the future care and support of an expanded economically non-productive and heavily subsidised older population. 

Living arrangements of older persons in South Africa, determined largely by sociocultural preferences and socio-economic factors, also vary across the ethno-racial groups. White older women are more likely than black, coloured and Asian/Indian older women to live independently – either alone or with a spouse, or to live in a residential care facility. Older people in the latter ethnic groups have thusfar shown a preference to co-reside with family in a multigenerational household. Due to AIDS deaths, an increasing number of black households have become skipped generation households, especially in rural areas, in which no middle generation member is present. Previously, few residential care facilities were available to black older persons, but all facilities were desegregated racially in the mid 1990s and are now accessible (theoretically) to all financially and socially indigent persons in need of 24-hour nursing care. Of the non-institutionalised older population, across racial groups, approximately 19.5 per cent lives independently – either with a spouse (11.5 %) or alone (8 %); 72 per cent co-resides with children and/or grandchildren; and 8.4 per cent lives with other relatives (6.7 %) or non-relatives (1.7 %). Almost all black older persons who co-reside with children and/or grandchildren, or their spouse, head the household (United Nations, 2005).

Trends and situations

Several other trends and conditions shape the context, settings and circumstances in which South Africans grow old, and I examine some in terms of how they impact opportunities for elders’ well-being and quality of life. First among such conditions is endemic multidimensional poverty, which shapes older persons’ situation more singularly than any other condition or trend.

Poverty
Chronic poverty is pervasive and persistent in South Africa. Half of the total population survives on R20 (less than $3) a day. In 2006, the unofficial household poverty line was R322 ($45) a month (Cape Argus, July 19, 2006, p.14). Along with poverty are entrenched inequalities among the nation’s people (Terreblache, 2002; May (Ed.), 1998). Blacks make up four-fifths of the population and fall in the lowest income brackets. Black households have the lowest living standard, over coloureds and Indians, and whites have the highest; the racial socio-economic hierarchy conforms in earlier and recent surveys, inclusive of surveys in the older population (Møller, forthcoming). I examine contours of poverty in South Africa broadly.

In 2003, President Mbeki introduced the concept of dual economies operating in the country. The second, marginalised economy, characterised by under development, contributes little to GDP, contains a large percentage of the population, incorporates the poorest of the rural and urban poor, is structurally disconnected from the first and global economy, and is incapable of self-generated growth and development. Debate pertains to the relationship between the mainstream economy and the peripheral economy, and the dualism is attributed to the government’s seeming inability to address unemployment and related high levels of poverty among large sections of the population (Devey et al., 2005). 

Millions of South Africans thus remain trapped in poverty, despite significant progress in efforts to reduce poverty through new health, social and education infrastructure. However, poverty reduction efforts rarely benefit the chronic poor and those who live in extreme poverty, and the government’s response has been to relegate issues of poverty and unemployment to the welfare arena (Devey et al., 2005). South Africa has the fastest growing social welfare system in the developing world, on which it currently expends 3.5 per cent of GDP. Households and social groups are encouraged to access grants and benefits – that come from public policies and economic growth, in order to reduce human deprivation and suffering and to achieve millennium development goals (MDGs)(United Nations, 2000) – as a means of reaching the poorest.

A quarter of the population, 11.9 million, receives social grants. Research shows that the grants reduce the occurrence of hunger and extreme poverty and facilitate household access to basic services and economic opportunities (e.g. Barrientos et al., 2003; Møller & Ferreira, 2003). While the government is cognisant of the redistributive effects of the cash transfers for poverty alleviation, it does not view grants as a long-term solution to poverty; only as a social safety net to protect the most vulnerable individuals (South Africa (Republic), 2007). It has recently initiated projects to support the engagement of grant beneficiaries and others in their households in income generating activities, not only to augment income and become self-reliant, but to contribute to the reconstruction of communities, towards the eradication of poverty (ibid.). The programme is notably not targeted at older beneficiaries, who are viewed as a vulnerable category, a downside being their exclusion from such development efforts. An opposing school of thought is against the distribution of income grants to eradicate poverty, and argues for job creation to boost economic growth and increase employment (e.g. Joffe, 2005); while grants cannot eliminate poverty, jobs are viewed as key for growth.  

Although social protection is thus available for vulnerable citizens, poverty reduction, or eradication across the life-course might be a goal towards achievement of a reduction of the old age dependency burden on the state and greater self-sufficiency of older individuals. Globally, a strong case is made out for mainstreaming older persons in poverty reduction efforts and development programmes, through which they may both contribute to development efforts and benefit from outcomes equitably (e.g. United Nations, 2002).

Social protection 

An outcome of persistent and debilitating poverty, arguably a salutary legacy of apartheid, is the government’s provision of a non-contributory social pension, or old age grant to some 3 million eligible citizens.4 South Africa is one of only six countries in SSA (other countries are Botswana, Lesotho, Mauritius, Namibia and Senegal) to provide social pensions. Along with that of Brazil, South Africa’s programme is the most expansive in the developing world, and notable for its near universality and relative generosity (Barrientos et al., 2003; Ferreira, 2004d, 1999).

The social pension programme was introduced in 1928 to provide a basic income for white and coloured older persons who lacked an occupational pension. With the enactment of the Pension Laws Amendment Bill in 1944, benefits were extended to blacks (Sagner, 1998). However, differential benefits were paid to beneficiaries in the different racial groups over 65 years, with blacks receiving the smallest amount, whites the largest amount, and coloureds and Indians an amount in-between. Due to political pressure and the fight to topple apartheid, equalisation, or deracialisation of benefits was phased in during the 1980s and parity was achieved on the eve of democracy – in 1993 (Barrientos et al., 2003; Moller & Ferreira, 2003; Ferreira, 2006c). 

Under the programme, women age 60 and over and men age 65 and over who are eligible according to a means test based on income and assets receive a monthly benefit of R820 (approximately $116) (R870 ($120) from April 1). No prior work history is required and the programme is funded by government from general revenue. Although paid to individuals, benefits are shared commonly with family members, especially by black female beneficiaries (Ferreira, 2004d; Møller & Ferreira, 2003; Sagner & Mtati, 1999; Møller & Sotshongaye, 1996). It is widely acknowledged that the pension redistributes income at household and community levels significantly and contributes to the development of human capacity and local economies appreciably (see e.g. Case & Deaton, 1998; Ardington & Lund, 1995). Beneficiaries view pension benefits as a right rather than a privilege: an entitlement for their contribution to the liberation struggle and as a means to empower their grandchildren (Barrientos et al., 2003; Møller & Ferreira, 2003; Ferreira, 2004b,d; Møller, forthcoming). 

Social pensions thus reach vulnerable persons, and the income helps to sustain households affected by extreme poverty and vulnerability by providing resources for spending that protect against vulnerability (Ferreira, 2006c). The Non-Contributory Pensions and Poverty Study (NCPPS), carried out in South Africa and Brazil5 in 2002/03, assessed the impact of pension income on household poverty alleviation (see Barrientos et al., 2003). I draw on findings of the South African survey (Møller & Ferreira, 2003) to show differential effects of the income on household poverty alleviation in three ethnic-geographic groups (see Ferreira, 2006c). The survey sample constituted 823 households with one or more pension beneficiaries, separated in “urban black” and “urban coloured” sub-samples in the Western Cape Province and a “rural black” sub-sample in the Eastern Cape Province. A control group of 288 non-pensioner households was used for comparison. Analyses of the data showed a consistent socio-economic gradient of disadvantage across pensioner households in the different sub-samples, with urban coloured households being least disadvantaged and rural black households being most disadvantaged for all indicators. Selected indicators and data that highlight the gradient are shown in Table 1 (annexed). 

Nine in ten sampled urban coloured households are seen to occupy a brick house, while the same proportion of rural black households occupy a traditional hut. Of the latter households, only 1.3 per cent have flush sanitation and 7.5 per cent have piped water in the dwelling, while virtually all urban black households have these facilities. The average monthly income of rural households is a third of that of urban coloured households, with urban black households having an intermediate amount. A fairly similar gradient is found across the sub-samples for household expenditure. More than four-fifths of rural black households pool all income, compared to three in ten urban coloured households. Three-quarters of rural households, compared to two-thirds and two-fifths of urban black and urban coloured households, respectively, had funeral expenses in the past year. More rural black households than other households had current debt; 72.6 per cent of these households had incurred debt to purchase food, compared to only 2.3 per cent of urban coloured households. More than half of urban coloured households were indebted for purchases of clothes (relatively non-essential goods), compared to less than 5 per cent of rural black households and 30.7 per cent of their urban counterparts. Far more rural black households than other households had taken a loan from a township money lender (mashonisa). More black households, about four-fifths, reported having experienced financial difficulty in the past three years, compared to less than three in five coloured households (see Table 1)(Ferreira, 2006c; Møller & Ferreira, 2003). 

Overall, pension income was found to impact household poverty significantly and to reduce the probability of households with one or more social pensioners falling into poverty (for a full analysis, see Barrientos et al., 2003; Møller & Ferreira, 2003). Moreover, pensioner households showed greater financial stability, a lower probability of experiencing a decline in living standards, and a lower incidence of deprivation – especially in urban areas, than households without pension income. However, while social pension income acts as a safety net for poor households and reduces household poverty and vulnerability, the effect is uneven across ethnic-geographic groups. Despite equivalent benefits, the income is shown to be insufficient to lift black beneficiaries’ households in rural areas out of abject poverty. The investigators attribute this finding to the intensity of historical socio-economic deprivation and overwhelming multidimensional poverty in these households and areas (see Barrientos et al., 2003). They suggest that an equivalisation of the value of benefits paid to beneficiaries in rural areas, similar to Brazil’s scheme,6 can help to ameliorate greater poverty in those areas. In addition, they suggest that improved access to a basket of grants available to vulnerable and eligible individuals, such as the child support grant for vulnerable children up to the age of 14 years, will help to augment rural households’ income and reduce their poverty and vulnerability in the short term. However, for such a strategy to be effective, bureaucratic obstacles to accessing the grants will have to be removed and corruption by officials eliminated (see Møller & Ferreira, 2003; Ferreira, 2006c).7

A qualitative follow-up study explored life stories and living circumstances of 20 pension beneficiaries in urban and rural settings (Ferreira 2004b). All were found to have migrated circularly between the Eastern Cape and the Western Cape across the life course in search of better opportunities or to join a spouse. All suffered cumulative effects of life time disadvantage, but past hardship appeared to be mitigated somewhat on achievement of pensioner status and receipt of a regular income (see e.g. Ferreira, 2004d). Several interviewees stated that they were grateful for small improvements in their life brought about by the new government, such as an RDP (Reconstruction and Development Programme) house in which some now lived, and being able to pay for groceries, utilities and burial society dues8 for their household from pension income. Several deplored a continuing lack of jobs for their children and crime in their communities. Others referred to their children’s abuse and exploitation to obtain pension money. Several interviewees in urban areas referred to attendant social ills which they found stressful. Engagement with children and grandchildren appeared to fill a meaningful part of their life. However, the majority referred to health conditions, especially chronic illness, and described at length where they obtain health care and their dissatisfaction with the care. Several explained that due to poor or deteriorating health, they are no longer able to engage in social and community activities as they did previously. 

Migration

Under apartheid, black and coloured people’s movements between geographic areas were restricted by legislation intended to keep them at their place of origin, mainly in a rural area, and to prevent them from infiltrating urban areas. The Group Areas Act was revoked in 1988 and a massive urbanisation trend followed since. In certain provinces, the exodus of working age individuals from a rural area to a city in another province has swelled the proportion of older persons in the population of origin. Although persons age 60 and over constitute 7.7 per cent of the country’s total population, in Kwazulu-Natal they represent 19.6 per cent of the provincial population; in the Eastern Cape, 18 per cent; and in Limpopo, 12.4 per cent. In the remote Northern Cape, the older population constitutes only 2.1 per cent of the provincial population, reflecting its youthfulness and low out-migration rate (StatsSA, 2005).

Rural to urban migration of younger kin for work and study opportunities impacts older persons’ lives, mostly adversely. In particular, the trend contributes to changes in family and kin support structures, which reshape the ageing experience. Elderly parents left behind in a rural area have heightened vulnerability: they must till lands and grow crops without the help of able-bodied men and often are left with grandchildren to rear. In the cities, young migrants may simply swell the ranks of the unemployed, and without a job are unable to remit to support family in a rural area. When older parents can no longer cope alone in a rural area, they may follow their migrant children to the urban area, where they must contend with poor and overcrowded housing in informal settlements, an unfamiliar environment and attendant urban social ills, and may be at risk of displacement and alienation (see e.g. Nxusani, 2004).  

Nonetheless, a strong circulatory migration pattern exists whereby older rural dwellers visit an urban area and join kin for a number of months each year, in order to obtain health care and other services; the older migrants return to their rural homestead over an extended summer period when they sow and reap crops, tend livestock, visit family and perform traditional rituals (Nxusani, 2004; Møller & Ferreira, 2003). Another trend noted is one where young in-migrants to an urban area who contract AIDS return to their ancestral rural home to be cared for until they die by an elderly parent (Møller & Ferreira, 2003). 

The vulnerability of older persons in rural areas is heightened by other factors: Infrastructure in the areas is poor, distances are vast, transport is sparse and access to services is difficult. Drought diminishes subsistence agriculture and livelihoods and increases food poverty. However, hard data on motivations for late-life migration and circumstances at older migrants’ places of origin and destination are lacking, which prevents generalisation and hinders policy conceptualisation (Cape Argus, July 12, 2006, p.14; Nxusani, 2004). 

Health

South Africa’s health care system is challenged by a quadruple burden of disease. In addition to HIV/AIDS, it must respond to i) persistent pre-transitional conditions relating to poverty (e.g. malnutrition, waterborne disease and tuberculosis); ii) well established non-communicable diseases; and iii) a high rate of injuries. In 2006, HIV/AIDS, malaria, diabetes and vehicle accident injuries were the country’s leading causes of death for citizens of all ages. Infectious disease deaths more than tripled for males and increased fivefold for females, in a large part due to HIV9,10  (StatsSA, 2006).

By contrast, non-communicable diseases increased in 2006 by 45 per cent in males and 60 per cent in females; cancer, stroke and circulatory disease combined showed an increase of 12 per cent in both men and women. A diabetes epidemic, following an urbanisation trend and the adoption of a Western diet with large amounts of fat and few fruit and vegetables, is resulting in a higher rate of deaths in females than males (StatsSA, 2006). The spread of the quadruple burden of disease calls for extensive and diverse health and health related services (Bradshaw et al., 2003).

Leading causes of death in the older population, estimated by the South African Medical Research Council’s Burden of Disease Research Unit (Joubert & Bradshaw, 2006), are shown separately for males and females in Figure 1 (annexed). In 2000, non-communicable diseases were responsible for 84 per cent of deaths; communicable disease and nutritional deficiencies accounted for 13 per cent and injuries for 3 per cent of deaths. Among major categories of disease, cardiovascular disease was the primary cause of death in this population, responsible for 43 per cent of deaths: 49 per cent and 38 per cent of deaths in females and males, respectively. Malignant neoplasms (16 %), respiratory disease (10 %) and infections/parasitic disease (excluding HIV/AIDS) (8 %) were the next highest categories of cause of death, each claiming more deaths among males than females, followed by diabetes mellitus. Injuries from traffic accidents and homicide/violence account for the ninth and eleventh highest categories of death. 

Among single causes of death in South Africa’s older population, ischaemic heart disease and stroke are the leading causes; combined, they account for one-third of deaths. Deaths from hypertensive heart disease and chronic obstructive pulmonary disease (COPD) are ranked third and fourth as causes of death in the older population. While ischaemic heart disease and stroke rank first and second, respectively, in older men, the order is reversed in older women (Joubert & Bradshaw, 2006). (See Figure 1.)

It is anticipated that non-communicable disease in South Africa’s older population will increase and become a major health issue; while many of the diseases are preventable or manageable, or their onset can be delayed, the implications of the increase for the consumption of scarce resources are significant (see Joubert & Bradshaw, 2006). An increase in chronic illness and impaired functioning will occur moreover in an absence of formal long-term care programmes. The presence of tuberculosis, lower respiratory infections, diarrhoeal diseases and septicaemia among the 20 leading single causes of deaths in the older population shows the double burden of communicable and non-communicable diseases, but injuries add to this burden. The burden of disease due to HIV/AIDS in the older population may be expected to increase forthwith and to constitute a quadruple burden (Joubert & Bradshaw, 2006, 2004; Ferreira, 2006b).   

Forty-six years of apartheid compromised poor older South Africans’ chances of healthy ageing across the life course. The majority had poor access to basic public health facilities and inequitable health care. Some chronic conditions are known to have their origins in childhood, adolescence and adult life, but were neither prevented nor managed. Prior to 1994, the health care sector was fragmented: separate ministries were responsible for the provision of health care to different racial groups and the allocation of resources to the different groups was unequal. While health care policy since 1994 is aimed at equitable health care delivery (South Africa (Republic), 1997), transformation of the health care system has not been all positive or helpful, and several deficiencies exist, especially relating to geriatric care. 

The country operates a three-tiered health care system, under which 92 per cent of clients are served at primary care clinics, 6 per cent at a secondary community hospital and only 2 per cent are referred to a tertiary hospital. Primary care clinics are overcrowded and understaffed, and experience chronic shortages of medications; dissatisfaction levels among patients and professionals are high (Benatar, 2004). Since 1994, health care policy has prioritised child, maternal and reproductive health care, and older clients and geriatric care have been marginalised. Former dedicated geriatrics clinics and community nursing services were collapsed or withdrawn, and personnel trained in geriatric care redeployed to child immunisation programmes.

South Africa has first rate medical knowledge and medical technology, and has well trained doctors. However, Geriatric Medicine is viewed widely among health professionals in the country as a Cinderella sub-speciality (Ferreira, 2006a; Ntusi & Ferreira, 2004) and receives short shrift from policy makers and service planners. Only eight registered geriatricians are available to serve a population of 3.3 million. Only two universities, Cape Town and Kwazulu-Natal in Durban, have a chair of geriatrics; the Cape Town chair has been frozen since 2000. Geriatric care is hardly included in teaching curricula. Renowned Groote Schuur Hospital, one of Cape Town’s two academic tertiary institutions – where Dr Chris Barnard carried out the first heart transplant, has only two beds for geriatric patients. Curative and rehabilitative needs of older clients are for the main part integrated in general sessions at primary level clinics.  The diagnosis and management of mental illness has had a low priority, but in 2000 the Institute of Ageing in Africa established the country’s first memory clinic at Groote Schuur Hospital
(see www.instituteofageing.uct.ac.za). 

Only one in ten South Africans aged 65 and over, mainly whites, have health insurance which affords them access to private care; the majority lacked access to such programmes during their working life and escalating costs of private health insurance have rendered it unaffordable to the majority. Less affluent and poor clients are therefore reliant on the public sector for health care. However, discomfort experienced at such facilities may be mitigated somewhat in that consultations and treatment are provided free to social pensioners. Nevertheless, several older public health care clients will on occasion choose to consult a private practitioner and pay a fee, or it will be paid by a family member. Numerous older Africans consult a traditional healer, and pay an even higher fee, through a preference for indigenous therapies and/or a distrust of Western medicine, especially its inability to cure chronic illness; several access both therapeutic systems.

HIV/AIDS 

HIV/AIDS is the fastest growing epidemic of unprecedented proportions in Africa. The pandemic is one of the most destructive health crises of modern times and impacts health planning and provisioning severely. South Africa is currently the country hit hardest by the disease (see e.g. UNAIDS, 2006).

A strong interaction exists between AIDS and poverty: poverty accelerates the spread of the virus and exacerbates the effects of the disease. The AIDS–poverty link is strongest and vulnerability is greatest in vast under resourced rural areas. Not only does AIDS affect the productive capacity and livelihoods of families and households, especially agriculture and food security, but household assets become depleted through morbidity and mortality and related demands on the household (Ferreira, 2006b).

For many older persons in affected SSA countries, the consequences of the epidemics are considerable. Older women, in particular, must assume care responsibilities for stricken young adult members and orphaned and vulnerable children. In South Africa, 60 per cent of orphans due to AIDS live in a grandparent headed household (Monasch & Boerma, 2004). Major challenges of the epidemics for older persons therefore include intensified caregiving and a loss of support from kin who succumb to the disease – at a time in the elders’ life when their own physical abilities may be declining, and many would hope to receive, rather than provide, care and support.

A fairly substantial body of literature exists on the effects of the AIDS epidemics on older persons in SSA countries, which effects the studies show are consistent across countries (e.g. Zimmer & Dayton, 2005; Moore & Henry, 2005; Schatz & Ogunmefun, 2005; HelpAge International, 2005; Dayton & Ainsworth, 2004; HelpAge International/International HIV/AIDS Alliance, 2003). Overall, the studies highlight the burden of care and multiple responsibilities of older carers as well as the contributions they make. Findings include inadequate knowledge and a lack of support for older carers; a loss of economic support in affected households through the illness or death of a breadwinner; a lack of material resources experienced by older carers – money, food and clothing, in particular; and difficulty experienced in accessing medical treatment for sick household members through an inability to pay for the treatment and/or to travel to a health care facility.

Apart from the physical, health and emotional effects of the strain of caregiving and a loss of kin, older persons may neglect their own health care needs, because of the time and resources they devote to caregiving. Many experience grief and pain, and fear for the future. Many must contend with negative and discriminatory attitudes of health care staff (see e.g. WHO, 2002). The majority must deal with stigmatisation and resultant isolation of their family and household. 

More recently, an increasing number of older persons are found to be infected with the HI virus; many more, infected earlier, may be expected to develop AIDS as successive age cohorts enter the older age groups (see Ferreira, 2006). Older persons do not enter routine (ante-natal) surveillance systems (confined to women age 15–49 years); thus, they lack opportunities for detection, diagnosis, treatment and counselling. They are neither counted in global estimates of the disease and their risk of infection is further obscured (Ferreira, 2006b; UNAIDS/WHO, 2005; HelpAge International, 2005, 2004).11
 A longitudinal study conducted in 43 households headed by a grandmother caring for an adult child living with HIV/AIDS and affected grandchildren, in Gugulethu and Khayelitsha – disadvantaged townships of Cape Town (Ferreira, Keikelame & Mosaval, 2001), demonstrated a range of difficulties and problems faced by older carers, similar to those in other SSA countries. An overarching finding of the Cape Town study was wretched, desperate, hopeless poverty in the households, exacerbated by joblessness of working age members. The carers lacked sufficient money for food to feed the family, to pay for transport to take sick members to a clinic for treatment, and to pay for grandchildren’s schooling and other needs. Other difficulties experienced were obtaining grants due to bureaucratic stonewalling and bungling; dealing with emotional pain and exhaustion; and coping practically. The grandmothers identified money as their greatest need. In addition, they i) called for training in business skills to enable them to start a small business, such as petty trading or sewing and selling items, in order to augment their pension income; and ii)  information and life skills training in general. They did not identify a need for enhanced caregiving skills as such (Ferreira, Keikelame & Mosaval, 2001).

Based on the study’s outcome, an intervention was designed and implemented in Khayelitsha in partnership with four local non-profit organisations (NPOs), towards supporting and empowering such grandmothers (see Ferreira & Brodrick, 2001). The successful intervention was later established as an NPO and has become a best practice, replicated elsewhere in the country. 

Essentially, Grandmothers Against Poverty and AIDS (GAPA) is a self help project with a two-pronged approach: i) Workshops are held to teach grandmothers about HIV and AIDS and how to overcome the effects, through information and skills development which enable them to carry out income generating activities, such as food gardening and making and selling craftwork; and ii) support groups are held weekly in area representatives’ homes. In addition, grandmothers receive counselling, where requested, and learn about human rights and how to exercise them, and how to withstand abuse. Support groups have proliferated to 20 in Khayelitsha, six in Gugulethu and three in rural areas of the Eastern Cape (the Eastern Cape groups have a total membership of 190).

Programmes initiated by GAPA recently include i) an educational assistance scheme, whereby young grandchildren of GAPA members attend a crèche, which offers the children a headstart and  the grandmothers respite as well as time to engage in GAPA activities; and ii) an after school care scheme and site for 50 primary school children, an intergenerational programme, where grandmothers take turns in providing a safe environment and lunch for the children, supervising activities, teaching the children skills such as knitting, and transmitting traditional values. The Stephen Lewis Foundation has sponsored the training of GAPA grandmothers and crèche enrolment for the children. 

GAPA is subsidised only partially by the government, but has been successful in raising sponsorship to support a range of activities that bring multiple opportunities and benefits to affected grandmothers. GAPA grandmothers enjoy enhanced self-esteem through better coping skills they are helped to acquire. Notably encouraging is how GAPA evolved from a study to an intervention to an NPO to a best practice (Ferreira et al., 2001; Ferreira & Brodrick, 2001). (See www.gapa.org.za)   

Gender inequality

While black older women in South Africa are especially vulnerable to the effects of the HIV/AIDS epidemic, so are they disadvantaged through gender inequality in numerous other arena. In general, African society is patriarchal and has deep gender divides (Ferreira, 2004a), which are most pronounced in rural areas where they are buttressed by tribal structures and traditional authority (Maitse & Majake, 2005).12 In South Africa, black older women in rural areas may lack power to assert their rights and to protect themselves from abuse and exploitation; male dominated tribal authorities wield power in the areas and women’s rights are largely unprotected. Although the country’s Constitution (Act 108 of 1996) and Bill of Rights and legislation provide for the protection of the rights of all citizens, application of the legislation may be less systematic in the case of older persons (see e.g. Ferreira & Lindgren, forthcoming; Ferreira, 2004b). Rural older women, especially widows, are most vulnerable to exploitation and abuse regarding land rights, security of tenure, inheritance and succession, and to gender based violence (Ferreira, forthcoming; Maitse & Majake, 2005). The specific areas of vulnerability indicate the status of black older women in rural areas and gender inequalities broadly. 

Under the Communal Land Rights Act of 2004, unmarried women are unable to claim land rights – a similar predicament to that of women married under customary law.12 Their right to land depends on the consent of a husband, and women in a customary marriage may face inordinate difficulty in asserting their rights to ownership and inheritance (Maitse & Majake, 2005). Although farm workers are protected by the Extention of Security of Land Tenure Act of 1997, they may be dismissed by a farm owner when viewed as too old to be productive and evicted from the farm, without a title deed to the house and land they occupied often for decades. When a husband who was a farm worker dies, the widow may be evicted from the farm and she will neither inherit any property (Maitse & Majake, 2005; Ferreira, Charlton & Mosaval, 1998). Under customary law, property may only be inherited by male figures and a male figure must head the household. Widows may be evicted from their home and land by male in-laws who seize the property of the widow and dispossess her of all material assets. Women in a customary marriage may experience great difficulty in obtaining a deceased husband’s occupational pension benefits, especially where the husband later married a younger woman under Western law. Where widows manage to continue to live in the house of their deceased husband, they may experience abuse by unscrupulous relatives of the husband and even their own sons (Maitse & Majake, 2005; see Ferreira, forthcoming). Specific types of elder violence, and abuse and exploitation of older women are examined later.

However, the status of all older women in South Africa is not necessarily as negative as represented above. Indeed, older women play multiple roles and make numerous contributions to family, community, society and development that enhance their status. Among such roles and contributions, especially in the case of black older women and where they are social pensioners, are supporting entire households; raising and educating grandchildren; caring for sick and disabled family members; engaging in livelihoods to augment household income; volunteering; and participating in community organisation activities. The women are likely to be active members of a church and to engage in a variety of church activities, for the main part aimed at the development of their community. They are singularly conscious of their part in the struggle for equality and freedom, and demonstrate a high level of participation in national and local elections, and a genuine willingness to contribute to new nation-building (Ferreira, forthcoming; Ferreira et al., forthcoming; Ferreira & Van Dongen (compilers), 2004). 

South Africa has a notable record moreover of efforts to redress gender inequality, to enhance women’s status, and to ensure stronger representation of them in institutions, decision making bodies and leadership. The country already has a female Deputy President – and the greatest percentage of female ministers and deputy ministers (45 %) and female parliamentarians (33 %) of any African country (see Ferreira, forthcoming).

Elder abuse and legislation

No area of older South Africans’ situation has received more attention recently from relevant government ministries and civil society than elder abuse. Indeed, landmark legislation enacted in the Older Persons Act No. 13 of 2006, while updating earlier legislation in the form of the Aged Persons Act No. 81 of 1967, as amended – which provided mainly for the protection of institutionalised white older persons, is aimed primarily at protecting older persons from abuse and exploitation. The new legislation, which followed extensive consultation and input from civil society, was largely an outcome of the work of a ministerial committee set up to investigate alleged abuse in state subsidised residential care facilities for frail and indigent older persons, and at pension pay points and service centres, in particular, as well as specific reported cases of abuse (South Africa (Republic), 2001; see Ferreira & Lindgren, forthcoming). Broadly, objectives of the legislation aim to empower older persons; specifically, according to the Social Development ministry, the objectives are to i) maintain and promote their status, well-being, safety and security; ii) recognise their skills and wisdom; and iii) promote their participation in community activities.

The definition of elder abuse in South Africa remains problematic, however. For one, Western typologies of elder abuse do not cover all types of behaviour and practices reported by older persons in series of consultations as abusive. Such practices include perceived marginalisation and exclusion as a result of structural deficits and social transformation, which elders contend violate their human rights (Joubert et al., 2005; UNFPA, 2002); perceptions of practices as abusive have shaped definitions of abuse (Ferreira, 2004c). Some types of abuse manifested, such as sexual violation and exploitation13 and allegations of witchcraft and their consequences,14 are more violent conceivably than types of abuse reported commonly in more developed regions (Ferreira, 2004b). There is a tendency moreover for government sectors and some investigators to transpose acts of common (albeit violent) crime perpetrated against older citizens as elder abuse (see Ferreira & Lindgren, forthcoming), which confounds a definition and estimates of the extent of abuse further.

Research on elder abuse in South Africa has been sparse (Ferreira & Lindgren, forthcoming), but I report briefly on two focus group studies conducted among older persons by the Institute of Ageing in Africa. A study in Khayelitsha (n = 33) (Keikelame & Ferreira, 2000) identified a range of types of abuse that participants reported occur in their social environment. The investigators subsequently constructed a rudimentary classificatory system based on these types of abuse, which includes i) physical abuse (beatings, shoving); ii) emotional/verbal abuse (discrimination, hurtful words, denigration, intimidation); iii) accusations of witchcraft (brandishment, ostracism, physical danger – in order for the perpetrators to seize property and assets);14 iv) financial abuse (extortion and control of pension money and assets, exploitation, theft of property); v) sexual abuse (incestuous rape and criminal rape) – typically aimed at intimidation of a woman to hand over pension money;15 and viii) systemic abuse (marginalisation and dehumanising treatment at health clinics, pension pay points and government offices) (Keikelame & Ferreira, 2000).

A study conducted in the Muslim community of four low-income suburbs of Cape Town (n =37) found little physical and sexual abuse, but extensive financial abuse, mainly non-violent extortion of pension money by children. Verbal abuse and perceived disrespect towards elders were reported commonly. The study participants viewed themselves as victims of elder abuse generally, defined broadly and including marginalisation and discrimination on grounds of their age and ethnicity. An imam, interviewed as a key informant, identified social stressors resulting from rapid social change in post-apartheid society as contributing to abuse of and disrespect shown towards these elders, which he attributed to moral decadence. He linked perceived loss of respect for elders to their neglect by family as a consequence of strained family relations in a society in transition (Mosaval & Ferreira, 2000).

Thus, elders in South Africa may in particular i) be abused and exploited by family members and others intent on obtaining pension money or assets from them, even violently; and ii) perceive they are marginalised, thus victims of systemic abuse, and their human rights violated. The United Nations Economic Commission for Africa has identified human rights violation, marginalisation and abuse as major negative trends and factors affecting older persons in the SSA sub-region. The UN Commission on Social Development has highlighted better understanding of the impact of these factors on the situation of older persons, and their interplay with multiple other factors, as a major priority for action on ageing in the sub-region (UN Commission on Social Development, 2006).
Challenges and opportunities

Numerous challenges to ensuring a better life for South Africa’s older citizens thus remain, as do opportunities for positive, healthy and productive individual ageing and successful societal adjustment to population ageing abound. Several challenges in fact suggest responses that offer such opportunities. I speak to challenges and opportunities in three exemplary areas first, but aim to avoid being selective, as the interrelatedness of multiple challenges and a need for comprehensive approaches and responses must not be overlooked.

Policy on ageing

First among such challenges must surely be a need for expanded, multi-sectoral policy on ageing. Although the country has progressive legislation to protect older persons, it lacks a national policy on ageing. The relevant ministry, the Department of Social Development, appears to rely on the Older Persons Act to serve as a national policy document; indeed, it views the legislation as being structured specially to facilitate accessible, equitable and affordable services to older persons and to empower them to continue to live a “meaningful life” in a society that recognises them as valuable sources of enrichment and expertise (sic). It views the implementation of the legislation moreover as a joint responsibility of civil society and government, specifically to ensure that older persons’ rights are protected. 

Policy approaches to the care of older persons have been beset historically, and still are, by sectoral divides – between the ministries of health and welfare, or social development or social services specifically. The latter ministry, now called Social Development, assumes primary responsibility for the “care of older persons” (South Africa (Republic), 1997), but interprets its mandate within fairly narrow confines of a set of programmes that it has determined for itself. Within the ministry, a “care of the aged” directorate is separate from a social security directorate – which pays social pensions to the majority of older persons; little conversation appears to take place between the directorates. Policy on “care” of older persons is fairly restricted moreover to areas covered in the legislation (the Older Persons Act); more comprehensive policy would have budgetary implications, which the ministry appears to avoid – as is it careful to avoid sectoral overlap. Thus the country lacks a comprehensive and integrated policy and response to needs and concerns of older persons.   

The health ministry has no specific policy on older persons, but addresses their health care needs organisationally within a Directorate for Chronic Illness, Geriatrics, Disability and Rehabilitation. Older persons’ health may indeed be influenced through national targets set for the provision of water, housing, sanitation and electricity, as well as strengthening of the public health sector – which includes strategies of universal access to public health care, comprehensive planning to manage HIV/AIDS, extending home based care, containing the costs of medicines and promoting healthy lifestyles (Joubert & Bradshaw, 2006). However, a demand for geriatric care that is of high quality, affordable and sustainable is growing, and a need for integrated treatment approaches and greater attention given to chronic illness, disease prevention and the promotion of well-being are indicated. Given a trend moreover towards smaller families and changing household configurations as a result of AIDS – in which elders no longer enjoy levels of support and care as they did previously, expanded resource allocation is needed to maintain their health and forestall disability. 

No other ministries – neither Housing, Labour, Safety and Security, Transport nor Justice – have specific policy on ageing, but may engage in cross-ministerial dialogue sporadically on special issues, such as elder abuse. Clearly, a central dedicated, multi-sectoral institutional agency for older persons and an independent advisory group would go a long way towards establishing strong and inclusive national capacity on ageing and formulating and implementing integrated and comprehensive responses. 

An overarching challenge for the government therefore, and for civil society through advocacy and partnerships, is to generate and sustain strong political will and commitments among relevant sectors, in order to encourage them to acknowledge population and individual ageing and to prioritise planning and programmes for older persons. However, policy needs to be informed by evidence, and a concomitant challenge is a need for investment in and support of an expanded vibrant and dynamic research endeavour on ageing that will produce relevant and high quality research information (see e.g. AFRAN, 2005; United Nations Programme on Ageing/International Association of Gerontology and Geriatrics, 2006). A concomitant challenge will be the promotion of effective translation of pertinent research information into policy and practice (see Ferreira, 2005). 

Future policy challenges aside: The government has made progress nonetheless in integrating older persons in a broad development approach to address inequalities and to ensure that people’s basic needs are met (Joubert & Bradshaw, 2006). The relevant directorate of the Social Development ministry has structured its programmes to empower elders within a four-pronged approach: It aims to i) build capacity – by training older persons to share information on HIV/AIDS, so that they may know how it is transmitted and how to protect themselves; ii) encourage intergenerational programmes – to create an enabling environment in which elders share knowledge, skills, wisdom and expertise, and render home based and community based care, in order to promote family and social integration, and volunteering among elders; iii) engage elders in development efforts – specifically, urge retired professionals (social workers, nurses, teachers) to apply their skills to help develop communities and meet development challenges; and iv) encourage their involvement in care and support service programmes – through which they may be trained to care for the sick in the community (sic) and to network with other stakeholders (NGOs)). It premises the approach on the “heritage” of the wealth of knowledge and expertise of elders, which it encourages them to share with the young (see South Africa (Republic), n.d.). In so doing, the department claims that it aims to help build an information bridge between generations, in the context of HIV/AIDS, and to empower older persons to take care of orphaned and vulnerable children. In addition, it claims to offer counselling and support to elders to cope with the effects of AIDS (South Africa (Republic), 2002a, n.d.). But as salutary as the aims and claims may be, the ministry leaves implementation of such programmes largely to “partners” in civil society.

Responses to HIV/AIDS 

No crisis confronting the South African government and nation looms larger than AIDS. While poverty, under development and gender inequality contribute to the spread of the virus and the escalating epidemic, the government’s delayed response to the disease has also led to its escalation. Earlier, leaders denied a link between HIV and AIDS and deprioritised a national response to the epidemic; currently, the government is still dragging its feet in the roll-out of anti-retroviral therapy. Nonetheless, recent shifts in official utterances, away from earlier idiocies, suggest that the tide has turned in official approaches to the AIDS crisis. More persons living with HIV/AIDS may indeed be able to look forward to treatment provided by the government in future (Cape Argus, November, 8 2006, p.27).

However, HIV and AIDS continue to ravage the young adult population and it is estimated that as many as 200 000 orphans may have to be supported by 2012 (Cape Argus, January 25, 2007, p. 11). While the government has embarked on a campaign to encourage families to adopt or foster orphaned children, it has not committed itself to supporting grandparents materially who care for and nurture orphaned and vulnerable children in a family environment. 

Older persons remain at the centre of the HIV/AIDS maelstrom, taking the full brunt of the effects and giving almost more than they can. In August 2006, 100 grandmothers from African countries, including South Africa, travelled to Toronto, Canada to participate in the 16th International AIDS Conference (HelpAge International, 2006; BOLD, 2006). In the closing session of the conference, former UN Special Envoy for HIV/AIDS in Africa, Stephen Lewis told delegates that “… [African] grandmothers are the unsung heroes of the continent: these extraordinary, resilient, courageous women, fighting through their inconsolable grief [at the loss] of their adult children, becoming parents again in their fifties and sixties and seventies…. [struggling] with the nightmare of what happens to my grandchildren when I die?”  Lewis called for “major social welfare programmes that will recognise these essential caregivers’ contributions to society as legitimate and difficult labour, and offer [a] guarantee to the grandmothers…. from food to school fees to income generation.…” (Lewis, 2006). (See www.stephenlewisfoundation.org)

A second challenge and exemplary area of opportunity to enhance older persons’ situation should thus be to ensure that the epidemic does not divert all attention from the needs of an older and vulnerable population, to the needs of a severely affected infant, child and young adult population. Acknowledgement of the valuable role and contribution that older carers make in the care management of the epidemics and recognition of their vulnerability and need for support have been forthcoming in several recent global policy instruments (e.g. the UN Madrid International Plan of Action on Ageing 2002 (UN, 2002), the African Union’s Policy Framework and Plan of Action on Ageing (AU, 2003) and the Valletta Declaration on HIV/AIDS and Older Persons (Help the Aged/International Institute on Ageing, 2005)). The instruments call for mainstreaming older persons in the design and implementation of response programmes, both as care providers and care recipients (see Ferreira, 2006b).   

Empowerment
Several inherent challenges and persistent inequalities constrain older persons’  capacity to participate fully in social, political and economic life, which constitute a third exemplary area of opportunity to meet challenges of ageing and enhance older persons’ situation. One such constraint is a low level of literacy: More than two-fifths (42.9 %) of older persons have no formal schooling; levels of schooling are higher in urban areas than rural areas; and only a tenth of older males (10.7 %) and 7.8 per cent of older females completed 12 years of schooling (StatsSA, 2005). In response, numerous non-profit organisations (NPOs) that serve the older population offer literacy programmes to mature learners.

Another constraint is discouragement of a conversion of greater longevity into longer working lives. The social security system inhibits individuals’ ability to contribute to financing their retirement as it penalises those who work beyond the age of eligibility for a social pension. Both the public and private sectors of the economy are under pressure to “right size” their organisations racially and to give jobs to young unemployed individuals; “older” workers are retrenched early and mandatory retirement age rules are enforced strictly. Virtually no older worker is able to remain in or enter the workforce. Eradicating age discrimination and retaining skills and expertise in the workplace are thus other challenges. A small number of public and private organisations have indeed begun to lobby for the engagement of recently retired professionals with expertise and scarce skills in mentoring activities.

Age discrimination, and marginalisation and deprioritisation of older persons in policy, resource allocation and service provision in key development arena such as health and education and access to other services are a broader constraint. Even though the government has multiple priorities in a largely youthful society, a fight against their exclusion must continue. Elders’ voices are too rarely heard in shaping policy and programmes, especially those that affect them directly (Ferreira & Van Dongen, 2004). To this end, a South African National Forum of Older Persons was established in 2005 and provincial forums are being constituted. 

Vulnerable older persons suffer unduly from neglect and abuse, as well as unequal access to legal redress and justice in cases of discrimination, marginalisation, victimisation and exploitation – which constitute another constraint to their full emancipation. Encouragingly, agenda on older persons’ rights have gained ground recently at a national level, through new legislation, the promulgation of special regulations to protect them, and the development and implementation of advocacy, and training and education programmes. The government is assisted by numerous civil society organisations in the protection of elders’ rights and fundamental freedoms: in the case of elder abuse, notably by national civil society organisations Action on Elder Abuse South Africa (AEASA) and Halt Elder Abuse Line (HEAL) – a toll-free telephone help-line (see Ferreira & Lindgren, forthcoming).

In short, local and national efforts to facilitate South African elders’ full participation in society are crucial to a realisation of their rights and an essential tool for their empowerment. However, such participation is multifacetted, and includes their active involvement in the implementation of policies that affect their well-being, sharing their knowledge and skills with the young, and forming movements and associations that   will help them to articulate their concerns and to claim their rights (see UN General Assembly, 2006). 

Constraints being as they are, opportunities abound nevertheless for older persons’ empowerment, inclusion and participation in social, economic and political life. For one, the social pension empowers beneficiaries individually and collectively, by affording them pensioner status and identity. Pensioners develop a strong sense of belonging to this group and share discontent over issues affecting them as older persons with other pensioners, which heightens their feelings of citizenship and solidarity. Female beneficiaries enjoy enhanced status in their family and community, and are respected and valued household members as a direct consequence of their regular income which they pool with other household income; thus do they become decision makers in the distribution and consumption of the income, which affords them dignity and self-esteem. Hence, the social pension fosters beneficiaries’ social inclusion and cohesion and is a tool for empowerment (see Ferreira, 2004a). 

Collectively, however, social pensioners have no institutional representation. They are neither mobilised in a group nor do they engage in lobbying. Hardly spokespersons for themselves, it has been left to gerontologists and researchers to report their situation, needs and views, and to defend their interests. As a major policy and consumer constituency, they enjoy high political and emotive visibility; indeed, they constitute electoral capital and represent significant purchasing power. Yet, the government views them as consumers of public services and recipients of welfare grants (see Ferreira & Van Dongen, 2004). Thus, an opportunity exists to empower them to mobilise and represent themselves and their issues, and thus participate in the governance of their affairs (Ferreira, 2004d).

Political opportunities 

I consider the political environment and mood in the country broadly, insofar as it may offer older citizens opportunities for a better deal and future. When liberation brought emancipation and democracy, it raised expectations, and the government has been hard pressed to meet those expectations. Indeed, South Africa’s poor, including older citizens, have become impatient to reap material rewards of the democracy (Møller, forthcoming; Cape Argus, November 30, 2005, p.13). Service delivery, among other grievances, has become an emotional and explosive political issue. Communities are mobilising themselves around issues which pertain, among others, to the type of sanitation, the size and number of houses, and the quality of water. Local governments are coming under increasing criticism, and President Mbeki is being exhorted to meet promised targets and demands of the poor. In truth, progress has been uneven and urbanisation has outstripped capacity to meet an increasing demand for infrastructure and services. Informal settlements continue to proliferate and expand, and housing backlogs are hardly reduced. While provision of water, sanitation and electrification has improved, bucket toilets must yet be eradicated in urban settlements. Elders clamour for a better house and/or a bigger house, so they no longer need to live in a match-box house or a shack, but in a house that will not leak or burn down (Ferreira & Van Dongen, 2004).

But, structural developmental lags aside: For the moment, the country has political and economic stability, despite millions of productive individuals remaining outside the mainstream economy. Mr Mbeki provides strong leadership, even though he is criticised for his absences from home in the interest of global issues. He is lauded for his depth of intellectual insight and familiarity with Western philosophical and creative systems. He is recognised as an African visionary and leader who embraces cosmopolitan and indigenous identities equally. He is said to be in touch with the people (see e.g. Cape Argus, October 16, 2006, p. 11). For many, the question of Mbeki’s successor in 2009 is imponderable; aware of a succession struggle within the ANC, he has himself cautioned of a possible future leadership crisis (see e.g. Cape Argus, July 14, 2006, p. 17).

Octogenarian Nelson Mandela – Madiba – is another of our remarkable leaders, as is septuagenarian Archbishop Tutu – the Arch, who reminds us to thank God for the “wonderful blessings” that Mandela and Mbeki have showered on South Africa and the “many beautiful things“ happening in our country. “I want to tell you,” he says, “that God is smiling on us.”  Tutu reassures us that areas of progress under the new democracy are “simply miracles” and “to be celebrated.” Then he takes the government to task on where it is falling short and speaks out on the “huge gap growing between the rich and poor.”

Positive ageing 

Elephants tear off and chew the fibrous bark of baobabs when they are thirsty. When mature leaves fall from the trees in autumn they are eaten by cattle. When a baobab is without leaves it may be compared to an uprooted tree that has been pushed into the ground upside down. It appears topsy-turvy but the roots are steadfast and are attached to the ground firmly. The tree’s gourd-like fruit, up to 25 cm long, has a mealy pulp with embedded seeds and contains citric aid. Mixed with water, the pulp is used by Africans to prepare a refreshing beverage, or is added to maize-meal porridge. 

Typically, the trees grow in groups in parched thorn-scrub savannah (Pakenham, 2002), but often they are found in rocky outcrops and on banks of rivers. Grotesque baobabs are scattered (Balfour et al., 1999). When the wind moans through the trees’ twisted limbs at night, one can imagine listening to the spirits of an ancient lost civilisation (Balfour et al., 1999). According to mythology, African people believe the tree is home to their ancestral spirits. A myth was created around the ‘upside-down tree.’ When the Great Spirit made the world he gave each animal his own particular tree. The hyena was given the baobab and threw it down in disgust. And the tree landed the wrong way up, with the roots sticking up like branches (Pakenham, 2002).
Notwithstanding the enormity of South Africa’s inherent challenges, many provide unique opportunities to develop indigenous solutions and implement best practices, whereby elders’ situation may be enhanced and they may grow old positively. Such opportunities are indeed expanding progressively: Successive age cohorts are living longer; their life chances and a chance to reap the benefits in old age are improving; and they will be better educated, and have enjoyed better health and health care than previous cohorts.

October 1 is marked as Older Persons’ Day and celebrations continue throughout Grandparents Week that follows, when older persons enjoy visibility and acknowledgement and participate in special events. In October 2006, the first Golden Games were held in Oudtshoorn, in which hundreds of athletes from seniors’ clubs throughout the Western Cape Province participated. Club members are reported to be “hell-bent” on training for the 2007 games (South African Older Persons Forum (SAOPF), 2006).

South Africa already has a growing population of centenarians, who in some areas of the country have been mobilised in centenarians clubs. Such a club in a rural area of the northern Limpopo Province, where baobabs grow old, was started in 1996 with 65 centenarians and now has more than 400 members (Cape Argus, July 30, 2005, p.6). A group of NGOs and the provincial government were concerned that some “very old” persons were being accused of being witches and some even killed because they had lived so long. The club helps members to celebrate their long life and to withstand such persecution. The Home Affairs ministry is helping to verify members’ ages and to update records (SAOPF, 2006); where very old citizens have no documentation of their birth, officials determine a birth year for them by linking events that an individual recalls occurred when he/she was “very young,” such as a war, a plague or a natural disaster (see e.g. HelpAge International, 1999).

On the club’s Tenth Anniversary, in 2006, oldest members were interviewed about their long life (SAOPF, 2006):

· Mrs Maloko Temo, who it is claimed is 132 years, was the daughter of Mogalefa, a well known warrior. Mrs Temo never went to school, as “there was no school then,” but used to herd cows and goats, and “take care of my kids.” She explains that she “used to walk a lot and that kept me physically strong.” Blind for 54 years, she hears well and answers quickly. She attributes her long life to a diet of ground maize meal, morogo [wild spinach], home baked bread and coke (see also Cape Argus, July 30, 2005, p.6). 

· Mrs Makgomo Sekhukhune, age 127, lives on the banks of a river in Sekhukhuneland. She attributes her long life to a diet of porridge, morogo and the leaves of a bean plant.

· The club’s previous longest living member, Mrs Koko Mahabane, lived to 129; she died in 1999. She also attributed her long life to a diet of “fresh produce including morogo and mashonza [mopani worms].” 

Studies on perceived reasons for their longevity conducted among “very old” coloured persons have recorded responses relating similarly to a simple diet; in addition, “very old” coloured persons point out invariably that abstaining from alcohol, honouring and respecting their parents, and having religion and faith in God  contributed to their longevity (Charlton & Ferreira, 1998).

· When Mrs Laiza Conana, who lives in Paarl in the Western Cape Province, turned 110 in 2006, she danced with her grandchildren in a community hall to celebrate the occasion. A granddaughter tells that Mrs Conana walks 8 km every day up a steep hill to the local shop to buy household goods. She has outlived two of her three children, and helped bring up 21 grandchildren, 15 great-grandchildren and three great-great-grandchildren. The secret of her longevity? “You must look after yourself and not drink alcohol and eat bad things,” she tells. “Young people should respect their parents and eat the proper food, especially maize meal.” Mrs Conana has taught all the little ones to dance, her son-in-law says. She is respected by all in the community. “We have all learnt so much about life from this little lady, and when there is a problem, she will sit you down and have a talk and we will listen” (Cape Argus, January 9, 2006, p.2).

Thus do many people in South Africa live a long life positively, cherished by family and integrated in their community, and do they feel blessed for the opportunity.

SUFFICE and an intervention  

Finally, I return to SUFFICE. The Study to Understand and Foster the Functioning and Involvement of Contributive Elders is a bi-national, multi-centre project conducted by collaborators at ILC–USA and Columbia University’s Stroud Center in New York City and at ILCSA and the Institute of Ageing in Africa in Cape Town. The collaborators are Drs Barry Gurland, Harrison Bloom, Sebastiana Kalula and I. Dr Gurland’s substantial intellectual, technical and material contribution to the project and Dr Bloom’s commitment to a follow-on intervention are acknowledged liberally and gratefully.

SUFFICE is premised on evidence that numerous South African elders contribute to family, community and social life and development in multiple ways, yet their capacity to sustain these contributions may be hindered by health conditions and associated difficulty or distress, which if treated and managed appropriately would optimise their functioning and preserve their contributive efforts. Nowhere, for example, are such contributions more evident than where older women (and men) care for family members affected by AIDS. 

SUFFICE aims to i) assess levels of physical, cognitive and social functioning of historically disadvantaged elders; ii) draw up a systematic inventory of a range of contributive activities in which they engage; iii) examine the interface of the activities with health and social support services; and iv) undertake an intervention to introduce innovative programmes in geriatrics clinical services and education and social care services – in order to improve and expand care delivered to the target population. Key research questions guiding the project are: 1) What is the overlap between elders’ contributive efforts and the presence of physical or mental distress and/or functional difficulties and limitations? 2) How could or should health and allied social services intervene to relieve the distress and limitations that may accompany their contributive activities?

The project, started in 2003, is continuing. A series of preparatory studies has been completed, and I report on findings of a pilot study conducted in 2006 in Gugulethu and Khayelitsha, Cape Town townships inhabited mainly by blacks. A convenience sample of 55 persons age 65 and over was recruited at two senior centres and GAPA. Select data indicate i) the elders’ self-rated health and functional status; ii) their attribution of health limitations to their ability to help themselves and others; iii) contributions they make, or ways in which they help others; and iv) helping activities despite self-rated “fair” health, and are shown in Table 2 (annexed). (For a full analysis of the SUFFICE pilot study data, see Ferreira et al., forthcoming.)

In short, the findings demonstrate that the sampled elders make substantial contributions to the well-being of family and community, but have health problems with functional limitations or distressing symptoms, or are otherwise at risk of declines, that inhibit their contributory activities.  

Single findings on relationships between health conditions and contributions are as follows: Self-rated poor health reduces elder’s involvement in responsibility for grandchildren. Elders continue to care for grandchildren despite functional limitations. Contributions are continued despite experience of pain. Elders who raise, or help to raise grandchildren are often depressed. Clearly, pain suffered by elders who fulfil contributive roles needs to be relieved and depression in elders who raise grandchildren needs attention – being single areas in which intervention may enhance their well-being and preserve their contributive activities.    

The collaborators argue forthwith16 that health and allied social services i) rarely inquire about elders’ contributions to the well-being of family and community; ii) even more rarely design treatments to sustain or enhance these contributions; iii) virtually never include these contributions as indicators of treatment outcomes; and iv) conventionally overlook the contributions in policy by basing cost-effectiveness of interventions on individual rather than community impacts. A long range goal of SUFFICE is thus to introduce a larger perspective into health and social services and linked influential administrative and policy bodies, such that the value of services to elders is understood not only as a benefit to an elder but also as a benefit to the elder’s family and community.

To this end, a health intervention has been designed for implementation through the introduction of innovations in service procedures and standards for older clients and others. The intervention is described in Ferreira et al. (forthcoming) and is not elaborated here. In brief, steps of the intervention will include development and specification of protocols that i) support and preserve contributive elders’ efforts, with allowances made for a wide range of health problems that afflict them; ii) are able to fit into a feasible service structure, personnel and operations of a system that could deliver required interventions; and iii) are accompanied by a detailed training programme to provide personnel with necessary skills. 

Concluding thoughts  

People in South Africa are living longer, but AIDS is taking its toll on them. Despite older persons enjoying a somewhat better living standard in the new South Africa, a longevity bonus may be a dubious one for many, as new roles and responsibilities are thrust upon them and they experience a different old age to one they may have anticipated. The number of carers to persons infected with and affected by HIV/AIDS will increase and they too will be rendered vulnerable by the decrease. The number of elders themselves infected with the virus will increase and they will need to be brought into health and social systems as a special group. In rural areas, elders may indeed anticipate greater hardship, as livelihoods and support systems are compromised further by aggravated drought, youth migration, adult children’s joblessness and consequences of AIDS. Thus, must the government and civil society prepare timeously to respond appropriately, and must vulnerable elders whose situation is worsening as a result of continuing and emerging trends and forces in the country be empowered and supported.  

I have been able to introduce only selected issues, challenges and opportunities of ageing in South Africa; indeed, only open small windows and give quick glimpses of the context and settings, shaped as they are by historical, socio-economic and gender imbalances, in which some or many individuals grow old, but in which they draw meaning nevertheless and bring meaning to the lives of others. But, I must start to end.

The baobab is a miraculous creature, but has a limit to what it can bear and its chances of survival are unsure. Although there are possibly thousands of giant baobabs still alive today, their survival may be threatened by severe droughts [perhaps aggravated by global warming], and in parts they may be at risk of eradication to make way for farm land. On its own, a tree may suddenly disappear, when it is thought to succumb to spontaneous combustion (Pakenham, 2002).

And there ends the symbolism of baobabs to represent elders’ stoicism, whose long life is neither infinite, but who do not self-combust, despite extreme adversity. Between AIDS and longevity, caregiving and other contributive activities, self-empowerment and activism, gogos (gogo is a term of endearment for an African grandmother) are more occupied than ever. Roots planted firmly, arms upstretched, hands spread out to nurture.… they shelter, protect, comfort and console… Indeed, veritable giant baobabs are they.  

Notes

1
The species Andasonia digitata [baobabs] was named after the French naturalist Michael Andanson who stumbled on the tree in the Cape Verde Islands off the West Coast of Africa and noted its stupendous size and bizarre appearance (Pakenham, 2002). It is the only species of Andasonia in Africa; related species are found in Australia and the Malagasy Republic and are cultivated in India and the West Indies (Immelman et al., 1973). The name baobab derives probably from an African language (Beeton & Dorner, 1975). A baobab is also known as a cream-of-tartar tree, a lemonade tree and a monkey-bread tree. In South Africa it is referred to as unShimulu, isiMuhu and isiMuku (in Zulu), shimuwu (in Tsonga) and muvhuyu (in Venda) (Immelman et al., 1973). 

2
The concept ubuntu represents gentleness and compassion. People care for one another, look after the less fortunate and forgive those who have done them harm; through ubuntu, the nation is a family. The concept, which comes from an isiXhosa proverb, Umntu ngumntu ngabantu (= a human being is a human being through other human beings), is a uniquely African way of approaching life. Strangers are welcomed and extended hospitality. Politically, a call for ubuntu is a plea for solidarity, essential for survival in poor townships. The Social Development ministry bases its policy on older persons largely on the concept: it encourages communities and families to look out for one another. In a sense, the government’s promotion of and a reliance on ubuntu may be an abrogation of some of its responsibilities, which it transfers to communities. Du Preez (2006) suggests that the original concept is being transformed into a nationalist ideology, to ethnicise deficits in the present order and to blame them on Western individualism; he cautions that a reliance on the concept should not be a camouflage for new nationalism and nation-building.

3
Analyses of South African mortality data of the 1990s showed marked increases in age-specific death rates in infants and children with a severe increase in young adult mortality. Burden of disease analyses estimated that in 2000, HIV/AIDS was the cause of almost 40 per cent of premature mortality (measured as years of life lost) and may account for 75 per cent of premature mortality by 2010, if there are no interventions (Hale et al., forthcoming; Bradshaw et al., 2003).

4
In addition to social pension income for eligible citizens, a mainstay of South African elders’ income security is a range of informal savings and support schemes based on African traditions of shared support and kinship networks, such as rotating savings schemes, credit associations, mutual aid societies (umgalelo) and burial societies (see e.g. Ferreira, 2004a). Members benefit through small scale capital accumulation and savings to meet various welfare objectives and contingencies, commonly funerals, or to start a small business or acquire assets.

5
South Africa and Brazil have several commonalities that justified comparative surveys. Both are middle-income countries with a multi-ethnic population and a vast poor population. Socio-economic inequalities in the countries follow a social gradient based historically on broad racial groupings, with white citizens being most advantaged on virtually all socio-economic indicators, black citizens most disadvantaged, and people of mixed race falling in-between. The inequalities are patterned broadly by rural or urban residence, with residents in rural areas markedly disadvantaged on all quality of life indicators. Both have expansive non-contributory pension programmes. Brazil expends approximately 1 per cent and South Africa approximately 1.4 per cent of their gross domestic product (GDP) on the programmes (Barrientos et al., 2003; Ferreira, 2006c).

6
To ameliorate greater poverty in rural areas, Brazil established two social pension programmes: i) Urban social assistance, the Beneficio do Prestaçã Continuada (BPC), payable to eligible urban dwellers age 67 and over; and ii) a rural pension, the Prévidencia Rural (PR), which requires a basic contributory record and is payable to women at 60 years and men at 65 years (see Barrientos et al., 2003; Ferreira, 2006c). South Africa does not have separate social pension programmes for urban and rural beneficiaries, although the government is mindful of lower incomes and living standards in rural areas, and its pro-poor policies have a rural bias (South Africa (Republic), 2002a,b). 


7
Numerous poor older South Africans who are eligible to receive a social pension or a grant for eligible minors for whom they care encounter bureaucratic obstacles and irregularities when trying to access grants. Mrs Shikisha Mkhize is one such elder. She does not know when she was born but estimates that she is in her late seventies; she lacks official documentation required in order to apply for a grant. Mkhize and three teenage grandchildren live in abject poverty in the Mboza community in northern Kwazulu-Natal. Often they do not eat at night if there is no food; sometimes they go three nights without supper. Mkizhe’s daughter died of AIDS related illness soon after the daughter’s husband died in the same way. She has struggled since to look after her grandchildren and has been working long hours tilling and planting fields to make ends meet. On average, she earns less than R11 ($1.50) a day. When asked how her husband and son-in-law had died, she said people in the area had used witchcraft on them. She had been told that they had died from AIDS but she did not want to believe or talk about it. Her biggest problem, she states, is that she cannot get a state pension because she lacks an identity document. Her attempts to apply for child support and foster care grants for her grandchildren have been to no avail. “I don’t have any documentation of my daughter’s death or my grandchildren’s birth. I have tried many times to get grants and my pension, but it will never happen unless I bribe certain officials,” she says. “If I could get some money from grants, my grandchildren could survive and we’d have hope for a better life” (Sunday Argus, November 27, 2005, p. 26). 

8
Black grandmothers are savvy in planning and managing expenditure of pension income to meet household and family consumption needs, and unforeseen expenses such as funerals (see e.g. Cape Argus, July 18, 2006, p. 12) – increasingly common in the era of AIDS. Consider the situation of Mapeyi (not her real name): Seventy-two years old, she lives in a house she inherited in an urban area with three teenage grandchildren and supports all four household members with her social pension. The mother of two of the grandchildren works in a nearby factory, but lives elsewhere and does not contribute to her children’s upkeep. The third grandchild lost her mother last year and her father, Mapeyi’s son, died when she was four. Mapeyi faced a financial crisis in 2006 when she had to pay for the funeral of her daughter-in-law. She took R250 from her grant and R1000 from her daughter who borrowed the money from the factory. She also borrowed R1000 from the local grocery store (spaza shop), where Mapeyi is known, which allows her R200 credit a month and was willing to advance her the money. Mapeyi had to repay the loan over five months, during which time she was unable to buy groceries. Now Mapeyi is looking at joining a burial society, because of her experience with the funeral, as she does not want her grandchildren to be burdened with paying for her funeral (South African Labour & Development Research Unit (SALDRU), 2006). (See www.financialdiaries.com) Making timeous provision for one’s funeral expenses is viewed as a personal obligation among black and coloured people in South Africa; individuals aim to avoid a financial shock to relatives and their household when death occurs. 

9
In South Africa, because of stigmatisation of the disease, many AIDS related deaths are registered with some other cause, such as parasitic disease, parasitic opportunistic infections, certain immune mechanism disorders and maternal complications. The non-reporting of HIV deaths conceals actual numbers of deaths.

10.
AIDS related deaths peak at age 30–34 for females and age 35–39 for males. In 2006, almost one in three women in South Africa age 20–24 was infected with HIV. AIDS is the biggest single killer of new mothers (StatsSA, 2006).

11   
Often assumed to be sexually inactive, older persons are less likely than younger persons to be suspected of HIV infection, and to have the infection detected and treated (HelpAge International, 2004a); they are also less likely to present for voluntary testing and counselling. No rates are available for HIV infection in South Africa’s older population, but recent data from voluntary testing centres in other SSA countries have shown infection rates in clients age 50 and over of 21 per cent in Botswana (UNAIDS/WHO, 2005) and 20 per cent in Uganda (HelpAge International, 2004). (See Ferreira, 2006b.)

12
Historically, tribal chiefs wielded patriarchal “control over minors and women,” which became known as “customary law.” The law stipulates that “females are always considered minors and without independent power,” as they can “neither inherit nor bequeath.”  Women in rural areas of South Africa were oppressed historically under patriarchal “tribal” institutions, which for much of the 20th century were still entrusted with the delivery of welfare and other services to the rural population (Maitse & Majake, 2005).

13
In patriarchal African society, women lack social power to negotiate protected sexual relations. Older men may consort with younger women, become infected with the HI virus and infect their wife; polygamous marriage patterns place multiple wives at risk of infection. Older women may be sexually abused by infected younger men, often family members intent on extorting assets from the woman (Ferreira, 2004c). A widespread belief in South Africa is that sexual relations with an older woman (or a virgin) will cleanse an infected man of the virus. Older carers may lack knowledge of a risk of infection and precautions needed to prevent infection through caregiving (Ferreira, 2006b).

14.
Allegations of witchcraft and the consequences for targeted vulnerable older women are common in sections of South Africa’s black population as well as in other SSA countries (see e.g. Ferreira, 2004c; Kohnert, 2003). The allegations are typically directed at widows and single women who are frail, may be demented and live alone, and who have physical characteristics such as a stooped back, wrinkled skin, gnarled hands and yellow eyes. An air of suspicion grows around such a woman, and when ills befall a community that cannot be explained, such as drought, floods and deaths – possibly due to AIDS, the community will seek a scapegoat; they will identify the woman as a witch and allege that she is responsible for the ills. The woman will fear for her life, and will be forced to flee her house and the community and to relinquish her assets. Not only will she be ostracised and banished, but she may be lynched, tortured, maimed and even killed. Underpinning the allegations is usually conflict over property ownership, where it is perceived that removal of the woman will expedite occupation of the house by other family members impatient to inherit the property (Ferreira, forthcoming, 2004c; Kohnert, 2003).

15
The study participants did not view incestuous sexual intercourse, albeit forced and non-consensual, as rape; only criminal sexual violation if perpetrated by a non-relative outside the household was viewed as rape (Keikelame & Ferreira, 2000; see UNFPA, 2002).

16
Full acknowledgement is given to Drs Mat Maurer, Huai Cheng and Ethel Mitty at Columbia University who shared these ideas with the SUFFICE project collaborators. 
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Table 1

Gradient of socio-economic disadvantage for selected indicators across pensioner households in three ethnic-geographic subsamples (NCPPS) 

(n = 823)

	Indicator
	Subsample

	
	Rural blacks
	Urban blacks
	Urban coloureds

	Type of housing (selected)

Formal dwelling (%)

Traditional dwelling/hut (%)

Informal dwelling/shack (%)

Household amenities

Flush toilet in dwelling/yard (%)

Piped water in dwelling (%)

Index score1

Household income and savings

Size of household (mean)

Monthly household income (Rand)2
Household pools all income (%)

Pensioner keeps some income for self (%)

Household has bank account (%)

Mean total monthly household savings (Rand)

Average monthly household expenditure (Rand)

Total regular and unforeseen expenses

-  on regular expenses

-  on food

-  on children’s schooling

Funeral expenses in past year (% of households)

Current debt 

Number of households with current debt 

Percentage of households with current debt

Type of household debt (debtors, n = 541)

Food (%)

Clothing (%)

Loan from a micro lender (%)

Home loan (%)

Household borrows from bank/money lender (%)

Experienced financial difficulty during last 3 years

Number of households 

Percentage of households
	10.0

89.1

0.0

1.3

7.5

(1.6)

5.5

965

86.7

1.2

15.4

53

923

894

466

84

75.4

229

61.2

72.6

4.9

34.1

0.9

36.7

286

81.0


	77.8

1.3

20.9

96.1

76.5

(4.0)

5.1

1439

69.0

10.2

26.3

206

1348

1226

542

140

64.7

139

42.9

9.5

30.7

8.0

2.2

21.5

246

78.0


	91.2

0.0

1.8

99.1

94.3

(5.8)

4.5

2686

29.4

16.4

48.3

453

2295

2255

1368

152

39.8

173

42.2

2.3

51.2

3.5

14.8

8.8

238

58.4




1
Household has a telephone/cell-phone; electricity; a stove (electric/gas); a television set; a radio/stereo; a refrigerator/deep-freeze; a sewing machine; a car. (Maximum possible score 8.)

2
Mean total from all sources.
Sources: Møller & Ferreira, 2003; Ferreira, 2006c.
Table 2
Selected indicators of health and functional status and contributive activities, and overlap of health impairment and contributions in sampled elders (SUFFICE) (percentages) (n = 55)


	Indicator 
	%

	
	

	
Health and functional status 
	

	Self-rated health “fair/poor”  
	72.7

	Peer comparison health “fair/poor” 
	60.0

	Difficulty walking 
	54.5

	Chronic condition/s
	90.9

	Experiences pain 
	78.1

	Takes medication 
	81.8

	Difficulty with memory 
	61.8

	Worries about things
	62.9

	Felt sad/depressed in past month 
	72.7

	Feels frightened/anxious
	49.0

	Feels life is not worth living  
	51.0

	
	

	Attribution of health conditions to diminished 

ability to do things for self/others
	

	General weakness 
	81.5

	Paralysis in part of body 
	67.2

	Poor balance/falling 
	23.6

	Pain in legs/feet 
	78.2

	Stiffness/swelling in joints 
	63.7

	Headaches 
	83.6

	Forgetfulness 
	76.4

	Tiredness/fatigue 
	83.6

	
	

	Elders’ contributive activities that help others 
	

	Raises grandchildren 
	61.8

	Looks after grandchildren 
	69.1

	Helps someone ill 
	69.1

	Gives advice on home/children 
	61.8

	Shops, runs errands 
	25.5

	Helps with money 
	78.2

	
	

	Help activities of elders with “fair” health (n = 35)
	

	Raises grandchildren 
	60.0

	Helps someone ill 
	72.0

	Gives advice on home/children 
	56.0

	Shops, runs errands 
	12.0

	Helps with money 
	80.0

	Fixes things 
	56.0

	Helps with big decisions 
	72.0

	Keeps house for adult children 


	80.0


Source: Ferreira, Gurland, Bloom & Kalula, forthcoming.
Figure 1

Top 20 single causes of death for men aged 60 and over and women age 60 and over (South Africa) (2000)  
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Source: Joubert & Bradshaw, in Steyn et al., 2006; Bradshaw, Groenewald, Laubscher et al., 2003.
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