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THE REPRODUCTIVE HEALTH OF WOMEN STREET VENDORS

IN JOHANNESBURG, SOUTH AFRICA

Introduction

The emergence of the informal economy

A substantial majority of urban people living in developing countries are poor, and it has been

estimated that by the year 2000 the world's urban poor will reach 1 billion people. A large proportion

of the people in poor countries earn their living by working in what is called the 'informal sector'.  The

International Labour Organisation's (ILO's) World Employment Programme estimated that

employment in the informal sector is around 60-70% of total employment in Nairobi and Kumasi,

53%-58% in Bogota, 50% in Jakarta and Lagos, 43% in Calcutta, Bombay and Ahmedabad, and 30%

in Abidjan1.

The term 'informal' sector first came to the attention of scholars and economists when Hart described,

in great detail, the informal income opportunities in urban Ghana in the early seventies2 . He argued for

a re-examination of terminology and suggested that both formal and informal economic activities

contributed to the global economy and that ignoring the 'informal' income generating activities,

including the less desirable ones such as theft and prostitution, was a denial of economic realities.  The

newfound interest in this sector led to a vigorous ideological debate with optimistic predictions for the

role of the informal sector in the  resolution of the world's economic crises.  The debates between

Marxists and liberals filled the international literature, each group accounting for this phenomenon in

terms of its own ideological framework3.  It was quite apparent that the simple informal-formal divide

in economic activity was not embraced by all.  For example, Bromley discusses nine deficiencies in the

dualist (formal/informal) model of economic activities and argues that economic enterprises should be

classified along a continuum with two extremes, that the two forms of economic activity are not

independent and in most instances no methods were used to 'identify the mix of effects found in many

studies of the informal sector'4. Other deficiencies included the tendency to view the informal sector as

an urban phenomenon, that the informal sector would become formal merely by obtaining government

support and recognition, and that enterprises, which lent itself to the division between formal and

informal sectors, were confused with households and families, of whom many worked in both formal
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and informal enterprises.  The concept of the informal sector was discussed most eloquently by Lisa

Peattie, who argues that the "fuzzy" concept of an informal sector, which had enjoyed a "meteoric

career in the world of policy", while useful for highlighting phenomena that had previously been

ignored, obscures the analysis of important issues5.  She argues that the term "informal sector" tries to

"bundle an untidy reality into the seemly shape of an entity  in macro analysis" and ignores the linkages

between informal and formal sectors.  The popularity of the concept lies in its fuzziness which allows

economists and social scientists of different ideological persuasion to use it as part of societal analyses.

 She argues, like Bromley and others, that much of the dichotomous thinking in economic terms are

inaccurate as the two sectors are closely intertwined.

The informal sector was at one stage hailed as the solution to the problems of poverty. Economists and

political scientists expected that economic development at the grassroots would lead to a resolution of

the macroeconomic problems of the world.  The myth that "development trickles up" is amply

demonstrated by the failure of the emergent informal sector to bring with it the economic growth that

was predicted.  While it provides employment and is linked to the formal sector, it has not proved to be

the solution to the world's economic woes6.  In general, the income generated by informal economic

activities is quite variable and ranges from very low levels, to levels far greater than those generally

obtaining in the formal economic sector.  It would be a mistake therefore to conflate the informal

sector with poverty.  The Johannesburg study reported on in this paper, specifically focuses on those

workers in the 'informal sector' at the lower end of the income spectrum.

The informal sector has been defined as having certain characteristics.  For example, the report of the

Director-General of the International Labour Organisation(ILO) to the 1991 ILO Conference defined

the informal sector as "very small-scale units producing and distributing goods and services, and

consisting largely of independent, self-employed producers in urban areas of developing countries,

some of whom also employ family labour and/or a few hired workers or apprentices; which operate

with very little capital or none at all; which utilise a low level of technology and skills; which operate at

a low level of productivity, and which generally provide very low and irregular incomes and highly

unstable employment to those who work in it"7.  In most cases definitions of the 'informal sector'

included some or all of the following :  legal status, size of workforce and some aspects of
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management, administration, accounting, cash flow or profits.  It is not always easy to define the

'informal sector' and the definition has undergone some considerable change since the coining of the

phrase by Hart in 1973.  More recently it has been argued that the informal sector should be viewed as

a process.  For the purposes of this discussion the 'informal sector' is regarded as 'a process of income-

generation characterised by one central feature:  it is unregulated by the institutions of society, in a legal

and social environment in which similar activities are regulated'8.  This definition means that the

boundaries of the informal sector will vary considerably depending on the geographical and historical

context within which it is discussed.

Government policy in the past focussed almost exclusively on the regulation of the informal sector

which threatened to distort the market, and this preoccupation led to extensive studies designed to gain

information on informal economic activities.  Interventions often failed to recognise the inter-

relationships between different informal sector activities.  For example, when the becak (pedicab)

drivers in Indonesia were suddenly removed from certain areas it had a ripple effect, as the women

selling coffee and cigarettes to the becak drivers lost their source of income.  It was estimated that

while the action was aimed against 300,000 becak drivers, it actually affected over a million people

when their families were included9.  This was apart from the effect on those involved in the buying,

selling and repairing of becak or the increased transport costs for those who sold fruit and vegetables at

the markets.

It is equally important to recognise that the informal sector is a function of history and Jellinek's

description of the evolution of an urban community from reasonably prosperous vegetable growers,

through a group supporting itself through informal sector trade and manufacturing, to a poor, illegal

squatter community in the middle of a high-rise office district in the city of Jakarta, is ample proof of a

need for macro-economic policy to take account of the ever changing nature of the 'informal sector'10. 

The changing nature of the 'informal sector' is a function of a much larger socio-economic system and

illustrates the lack of independence and degree of powerlessness of people working  this sector.  It is,

therefore, reasonable to expect that the nature of the informal sector will change over time, as the

socio-politico-economic history of the world community undergoes change.
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Women in the informal sector - the global situation

Women, together with out-of-school youth and children, are a particularly vulnerable group in the

informal sector.  It has been estimated that women make up 25% to 30% of the labour force in the

informal sector.  While the informal sector has common features in most parts of the world, the range

of informal economic activities varies from region to region globally.  For example, the urban informal

sector in Pakistan is characterised by the large numbers of small-scale production and service activities

that are either individually or family owned11.  It has been estimated that home-based workers

constitute 53% of all employed women in the urban areas and 77% to 83% of employed women in the

urban informal sector in Pakistan.  In other words, of the estimated 2 million Pakistani women working

in the urban informal sector, only 500, 000 work outside their homes12.

In 1990 71.4% of the Indonesian labour force was regarded as being in the informal sector13.  The

author notes that there has been a steady increase in the participation of women in urban work.  The

situation in Latin America is similar with women playing a major role in the informal sector.  The 32%

of women employed in Brazil accounts for 65% of the labour force in the informal sector. Despite this

significant contribution of women to the informal sector, the health consequences of their involvement

in this sector is unknown and unexplored.  A survey of women in some urban centres of Nigeria

reported that 70% of the women were engaged in the informal sector.  This very high rate of

involvement in the informal sector reflects the poor state of the economies of African countries and

contrasts with that of S.E. Asia.  Not much is known about the health risks of women in the informal

sector in Africa but occupational health risks in Asia are better understood.  There have been reports of

nicotine poisoning in women working in the cigarette industry in India14.  A recent study of both men

and women informal sector workers in Dar es Salaam revealed that workers in the informal sector are

exposed to biological, mechanical, ergonomic, physical and psycho-social hazards against which they

are poorly protected15.

The comparative neglect of the role of women in the informal sector was commented on as long ago as

198716.  The time taken by, the location and nature of their work, have a direct effect on the ability of

women working in the informal sector to address their own and their families' health needs.  Work in

the informal sector is often very time-consuming despite the small profits that are generated.  At the
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same time the proportion of women with middle level education entering the informal sector has

increased over time, a feature which reflects the increasing need for women to work, and the

decreasing opportunity for women with reasonable educational levels to find work in the formal sector.

 The tendency for women in the informal sector to be involved in trading is usually regarded as a

function of its convenience and compatibility with their family roles.  In a paper delivered at a seminar

on "Women, the informal sector and their problems" Hidayat recommends that women in the informal

sector engage in a greater variety of activities in order to enhance their potential for generating greater

incomes17.  Interestingly, the author also recommends an improvement in the nutritional content of the

snacks sold by the informal sector women traders - - an unusual reference to health in the informal

sector literature.  Another aspect of women's involvement in the urban informal sector is the

dependence of poor families on the income of women.  This dependence has been demonstrated in

Indonesia, where it was found that low income families are more dependent on the income of women,

either exclusively or in combination with the income of male spouses, than middle income families18.

Despite the financial benefits that accrue to the families of women working in the informal sector, there

has been concern expressed about the nature of informal sector activity indulged in by women.  It has

been stated, in reference to women's role in batik making in Indonesia, that this activity not only

encourages the double burden that women carry, as home makers and productive workers, but that it

also limits their capacity to participate in other, more lucrative, activities19 . Women working in the

informal sector are also subject to social problems, such as greater marital instability, which has an

effect on their well-being20.  The role of gender in the informal sector further manifests itself in other

ways.  Women's engagement in less lucrative activities than men is often a reflection of gender

inequality.  The history of the informal sector in Johannesburg, South Africa, demonstrates that the

activities of women have not been related to their usual gender roles, but has instead been a function of

gender inequality in the informal sector.  In Johannesburg, women only participated in washing and

coffee-cart trading when men ceased engaging in these activities, because of their declining

lucrativeness, and moved on to other, more financially rewarding, sectors of the informal economy21. 

On the other hand, women's participation in the informal economic sector enables them to be more

independent. In Khayelitsha, Cape Town, it was noticed that households without any adult males were

generally headed by women who were more educated and economically independent. Involvement in
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the informal economic sector therefore offers women an escape from male domination.  The women in

these households also tended to be older than other women, which is different from the experience in

industrialised countries 22.

The Brazilian experience indicates that migrants are over-represented in the informal sector in urban

areas23 .  These rural migrants remit money and goods to their poor families in the rural areas, so that

the rural economy is intimately linked to the urban informal sector.  With the global increase in female

migration, this link is likely to grow stronger and become more pronounced over time.

While it has been argued that the involvement of women in the informal sector is a result of its

compatibility with childrearing and motherhood, it is also true that the economic independence

provided by involvement in the informal sector affords many African women an alternative to marriage,

often in the face of certain cultural practices, such as the seclusion of women, which tend to inhibit the

participation of women in the informal sector24,25.

The informal sector in South Africa

The system of apartheid served to distort many aspects of urbanisation in South Africa including the

development of the informal economy in South Africa's urban areas.  The government's policies of

influx control, which debarred Africans from migrating to the cities legally, mass arrests and the forced

removal of 'illegal' Africans in the urban areas, led to a slowing down of the process of urbanisation.  It

was imperative for the successful implementation of apartheid, therefore, that the emergent urban

informal economic sector be repressed, as it provided the unwelcome in-migrants with a means of

survival.  Rogerson and Preston-Whyte aver that the informal sector was 'discovered' in South Africa in

the 1970's26.  Much attention has been given to this sector since its 'discovery'.  It is estimated that up

to 39% of the urban African population was involved in informal sector activities by 198527.  It has

further been estimated that in 1985, the informal sector contributed between 5% and 8% to the

country's Gross Domestic Product (GDP) in spite of the vigorous attempts by government to stifle the

sector.  This underscores the power of the economic imperative which has led to the burgeoning of this

sector of the national economy.
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Informal sector activities and their health implications

The relationship between involvement in the informal economic sector and the health of the participants

is rarely mentioned in the literature.  There are clearly implications for the health of participants in this

sector in which the health risks are exacerbated by the unregulated nature of informal sector activities,

which often involve the use of hazardous materials and processes.  It is, however, interesting that very

few studies have been conducted to evaluate the effect of informal sector activities on the health of

participants, their families and communities.  It has been known for informal sector workers to indulge

in hazardous activities, such as extracting the lead from old unused batteries, welding and

spraypainting, without adopting any protective measures.  A pilot survey of occupational health and

safety in the informal sector in Tanzania revealed that very few wood workers wore protective

respirators, for example28 .

In view of the universal lack of information on the health risks in informal sector workers, a multi-

country study to investigate the health of poor urban women working in the informal sector was

initiated by researchers from Brazil, Indonesia, Nigeria, Pakistan and South Africa in 1992.  Certain

aspects of the first phase of the South African study is reported on in this paper.
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The reproductive health of street vendors in the informal sector in Johannesburg, South Africa

- - a case study

This study was conducted in Johannesburg, South Africa's most populous city.  The population of

greater Johannesburg was estimated to be approximately 4 million people in 1992 and following the

liberalisation of South Africa, the city has experienced increasing in-migration from the rural areas, as

well as surrounding countries.  This rapid increase in the urban population has been accompanied by

sluggish economic growth and a burgeoning of informal sector activities.

The questions asked by the research team were :

1. Who are the women working in the informal trading sector in Johannesburg?

2. What are their major health problems?

3. Do they have adequate access to health services, water and sanitary facilities?

The aim of the study was not only to describe the women who are active in the urban informal trading

sector, but also to involve the women themselves as well as the local authority in the process of

identifying the most important health problems confronting them.  A further aim was to contribute to

our pool of knowledge about these women internationally.  And finally, the study was aimed at

ensuring that the problems identified would be responded to by the policy-makers and planners in the

city of Johannesburg and beyond.

The city of Johannesburg has two major areas in which informal trading takes place.  These are the

Central Business District (CBD) and Hillbrow, an area of high-rise buildings known as the most

densely populated square mile in South Africa.

Methods

The first step in the process was to involve the women working as informal sector hawkers in the city. 

There are a number of Hawkers' Associations in Johannesburg and their support was sought prior to

conducting the study.  The study used both qualitative and quantitative methods.  The first stage of the

study involved the use of qualitative interviews with key informants, both in the health services and the

informal trading sector, in order to better understand the health and health-related issues confronting

women in the informal trading sector.  Key informants included the head of the urbanisation
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programme of the Johannesburg City Council's Directorate of Health, Housing and Urbanisation, the

officials of the hawkers' associations, as well as women working in the informal trading sector.  These

interviews proved most useful in providing a deeper understanding of the nature of the physical and

social environment in which women traders operated in the city.  We also gained insights into the

problems perceived by the local health authorities.  In addition to the key informants, numerous focus

group discussions were held with both men and women traders.

The quantitative component of the study consisted of interviews with 466 women traders.  The city

was divided into 323 blocks in which informal sector trading took place.  The women trading in these

blocks were mapped.  That is, 6 trained fieldworkers went around the city and recorded the women

who were engaged in trading, thus constructing a map which served as the sampling frame. Altogether

1306 women were trading in these city blocks at the time of the survey, which was conducted in

May/June 1994.  It is important to note that this number is lower than that estimated in the warmer

months, when traders can increase to more than twice this number.  Using a proportional cluster

sampling technique, 136 city blocks were randomly selected, each block serving as a cluster, and all

women in these clusters were interviewed.  A total of 466 women were approached for interview, of

whom 44 either refused to participate or provided only partial interviews, giving a response proportion

of just over 90%.

Before the interviews could be conducted with the women, we had to obtain the consent of the 'block

captains'.  The 'block captains' are males whose permission have to be sought before a woman can

trade in that particular block of the city - - a classic example of male domination in the informal trading

sector.  They, in essence, controlled the pavements of the inner city of Johannesburg.

A questionnaire with closed and open-ended questions was administered.  Details on demography,

reproductive health, acute illness, chronic illness, violence against women, occupational hazards and

the utilisation of health services were collected.

Results
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Demography

The 422 women reported on were mainly young and the median age was 29 years (mean age 30

years), with 45% between the ages of 20 years and 29 years, while 33% were between 30 and 39 years

of age (Table 1).  Most of the women regarded themselves as single (66%) and 23% were married,

with the remaining 11% either divorced, widowed or refusing to disclose their marital status. Of all the

women 64% (271) admitted to being in a relationship with a man and of these 232 had been in this

relationship for longer than five years.

The women who work in the informal trading sector were comparatively well educated -- 29% had

primary school education and 58% secondary school education.  Of the remainder, 7% had no

education and 5% did not respond to the question. Literacy was inversely related to age.  Three-

quarters of the women over the age of 40 years were able to write compared to 91% of the women

under 40 years of age (Chi square 27;df=1;p=0.00003).

A fairly large number of women (37%) did not work for themselves.  In most cases they worked for a

man, usually a family member.  The relationship between age and self-employment is a linear one (Chi

square test for trend 36.9;df=1;p= <0.0000001) with younger women less likely to work for

themselves than older women.  Almost half (48%) of the women earned less than R400 (South African

Rands), i.e. less than 115 U.S. dollars per month which is well below the minimum living wage of

1,500 S.A. Rands per month.  A significantly larger proportion of foreign-born women (23.4%) earned

a weekly income above R300 than South African women (10.3%) (Chi sq 7.5; df=1; p = 0.006).

Most of the women work every day of the week and almost all work more than 6 hours per day.

Approximately 45% work for more than 8 hours per day.

A substantial proportion of women traders were not born in South Africa.  Foreign-born women made

up 15% of the sample, women born in Johannesburg accounted for 26% of the women and South

African born women coming from outside of Johannesburg accounted for 59% of the sample.  Of the

64 women born in foreign countries 29 were born in Zimbabwe, 12 in Mozambique, 9 in Botswana, 6
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in Lesotho, 6 in Swaziland and 2 were born in Ghana.  Most of the women sold food (60%) and

clothing (29%).  The rest sold curios, spices, cassettes and cosmetics.

Reproductive health

Fertility

Thirty percent of the women were nulliparous and 54% had fewer than four children.  Bivariate

analysis revealed that the number of pregnancies was significantly positively related to the age of the

woman (X2=25.8;df 2;p=0.00000), while education was significantly inversely related to the number of

reported pregnancies.  Only 9% of women with secondary education had more than three children as

opposed to 20% of those with primary education (p<0.05). Of those women who had been pregnant

over the preceding 5 years, most, i.e. 86% had attended for antenatal care.  The quality of this care was

not established and the number of antenatal visits were not recorded. However, it was significant that

57% of the women had their first pregnancy before the age of 20 years and these women had more

pregnancies than the rest.  The proportion of women who had had teenage pregnancies were inversely

related to the age of the women with 65% of the women between 20 and 29 years having had a

teenage pregnancy as opposed to 48% of women over the age of 40.  A multivariate model which

included education, income, place of birth and self-employment as independent variables (Table 2)

showed that women over the age of thirty years were less likely than the rest to have more than three

pregnancies.  The model also illustrates that women with secondary schooling were three times more

likely to have more than three pregnancies than those with primary or no education, when age was

controlled for.  There were no differences in reported fertility between South African born and foreign

born women.

Infertility

Of the 404 women who responded to the question, 57 (13.5%) reported that they had had difficulty in

becoming pregnant at some point in their lives.  Of the 193 women who were not using contraception

47 reported difficulty in becoming pregnant, i.e. 24.3%.  Of the latter 43 had not had a pregnancy in the

preceding five years.  According to a modified Larsen-Menken method 22% of the women were

infertile29.  Reported infertility was associated with age as a larger proportion (16%) of women over

thirty reported infertility than those under thirty (7%).  This difference was not statistically significant,
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however.  Women who were nulliparous were significantly more likely to report infertility (24%) than

women with more than six pregnancies (4%) (Chi Sq 4.13;df1;p0.04).  Similarly, women who had

received treatment for a gynaecological illness over the year preceding the survey were more likely to

report infertility (Chi Square 15.91;df 1;p=0.00006).  Level of education and place of birth were not

associated with reported infertility.

Abortion

Miscarriages were reported by 13.7% of the women.  A logistic regression model with age, secondary

education and place of birth as independent variables shows that women with secondary school

education were significantly less likely to have had more than one abortion irrespective of age and place

of birth.  Women who were born in Johannesburg were significantly more likely to have had more than

one abortion even if educational status and age were taken into account (Table 3).  There were no

significant differences in the number of abortions reported by women born in South Africa and those

born outside South Africa.

Contraception

More than half (53%) of the women used contraception and the major determinants of contraception

use were age and weekly income.  A logistic regression model with age, education, income and self-

employment as independent variables showed that women over the age of 30 years and women with a

weekly income of more than R200 were less likely to use contraception than other women (Table 4). 

Most of the women used injectable contraceptives. The nature of the contraceptive method changed

with age - - the younger women (those under 30 years of age) tended to be on injectable contraceptives

while the ones between 30 and 39 years tended to be on oral contraception. Those over 39 years again

tended to be on injectable contraception. Multiple logistic regression analysis revealed that women over

30 years and women with more than R200 income per week were less likely than other women to use

injectable contraceptives when the effects of education, place of birth and self-employment were

controlled for (Table 5).  Education was associated with reported side-effects of contraception. Of

women with secondary education, 22% complained of side-effects of contraception while 35% of

those with no education reported side-effects.  This difference was statistically significant (p=0.03).
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PAP smears

Only 10% of the women had heard of PAP smears, while 5% had actually had PAP smears done and

79% had not had PAP smears (data was incomplete in 16% of the women).  Women who were literate

were significantly more likely to know that PAP smears were used for the detection of cancer

(p<0.05).  Similarly, women who were literate were significantly more likely to have had a PAP smear

(Chi square 23.6;p=0.008).  The role of education as a determinant of PAP smear awareness is

illustrated by the fact that 14% of those with high school education, 4% of those with primary school

education and 3% of those with no education, had heard of PAP smears. Educational level was also

inversely related to the likelihood of having had a PAP smear.  Of those who had secondary education

7% had had a PAP smear while 3% of those with primary schooling had had a PAP smear and none of

those without education had had a PAP smear (Chi square 12.6;df=6;p=0.04).

A multiple logistic regression model which included age, education, being born in Johannesburg, self-

employment and weekly income as independent variables confirmed the positive association between

level of education and self-employment with PAP smear awareness (Table 6).  In addition, the model

demonstrates that the odds, while marginal, are that older women were more likely to have heard of

PAP smears than younger women.

Gynaecological illness

Almost 18% of the women reported having had treatment for a gynaecological illness during the

preceding year.  Age and income were significant predictors of reported gynaecological illness (Table

7).  Women over the age of 30 years and those with a monthly income exceeding R800 per month

were more likely to report gynaecological illness when education, place of birth and self-employment

were controlled for.
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Discussion

A. Demography

Age

Women in the informal trading sector were generally young which is not surprising given the strenuous

nature of the work and the long hours required to earn rather meagre incomes.  It also reflects the

difficulty of young school leavers to find employment in South Africa at present.  The youth of the

women is also a function of the migration of younger women from neighbouring countries and rural

areas within South Africa to the city.  The mean age of the sample of women is less than that found in a

study in Cape Town30 and it is clear that the informal trading sector attracts mainly young women.

Marital status

As is often the case, marital status was difficult to define and, consonant with the youthfulness of

women traders in inner city Johannesburg, they were mainly single.  It is, however, not surprising to

find that most of the women had been in a relationship with a man for more than five years, which

means that even women who regard themselves as being single are in stable, ongoing relationships with

men.  This clearly has implications for their independence.

Education

The educational level was high but this is not unusual as prior evidence suggests that women who

migrate to urban areas tend to be the ones with more education and therefore the greater potential to

earn a living in the more competitive urban areas.  Years of schooling, especially at the primary level,

have been associated with higher female incomes in some studies31.  However, evidence from the

Gambia suggests that a price may well be paid for this greater mobility.  Market women, who had

higher levels of education, left their small children in the care of siblings which resulted in higher rates

of child mortality, which goes against the universally accepted notion that higher levels of maternal

education reduces child mortality32,33,34.  The inverse relationship between literacy and age is

symptomatic of the lack of schooling in older generations.

Income
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Contrary to view that the informal sector offers women economic independence such that they can

escape the gender oppression so common in patriarchal society, a large proportion of the women were

employed by men.  This merely reflects the gender relations in a segment of the economic life of the

country which may well have been expected to offer greater independence to women.  It is well known

that women tend to be engaged in the lower income generating activities than men and the nature of

hawking, the long hours and the poor returns merely confirm this.  The level of income has been shown

to be an important determinant of access to health information and health care such that its importance

even in this group of women cannot be underestimated.

B. Reproductive health

Fertility

Fertility was inversely related to age which is similar to the findings in a study conducted in

Khayelitsha, South Africa in 199035.  However, the women in this study are different from women in

the general population in a number of ways.  Firstly, the mean number of pregnancies reported are

fewer than in studies elsewhere in South Africa30.  Secondly, the relationship between reported fertility

and education is complex, as has been found elsewhere 36,37,38.  The finding that women with secondary

education were more likely to have more than three pregnancies appears counter-intuitive.  Women

with secondary education in this study were younger than those with primary or no education.  Why

should older women in the informal trading sector tend to fewer children when older women in South

African society generally have more children?  A possible explanation is that older women who are

infertile or have few children are over-represented in the informal retailing sector in the city centre as

they are relatively unencumbered by childcare needs (see section on Infertility).

Infertility

The reported infertility rate is almost twice as high when compared with a community based study in

Khayelitsha, Cape Town35.  As mentioned before, the urban informal trading sector attracts women

who are less handicapped by childcare and who can spend long hours trading in the streets. It is also

likely that women who suffer from infertility are less likely to have the economic support of a male

partner as women who are infertile are often ostracised by their families and communities.  Street

trading therefore offers such women an opportunity to fend for themselves. The positive association of
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infertility with reported gynaecological illness is not surprising.  Women suffering from infertility are

likely to seek gynaecological attention, but are equally more likely to have had pelvic inflammatory

disease, the commonest cause of infertility in Africa.

Abortion

The abortion rate reported in this study is similar to that found by Chimere-Dan in a community-based

study in Soweto and Mamelodi39.  The Abortion and Sterilisation Act and the inaccessibility of abortion

for African women are major debates raging in South Africa at present.  The class difference in access

to abortion and the evidence that women who were Johannesburg born and educated were more likely

to have had abortions signify either easier access and the greater likelihood of urban women to avail

themselves of abortion - - a reflection of the difference in their desired family size.  It is well known that

rural women expect larger families.  Urban-ness was a stronger determinant of having an abortion than

education, which emphasises the importance of recognising the increasing migration of women to

urban areas in South Africa, many of whom are attracted by opportunities for income-generation in the

informal sector of the cities.

Contraception

The proportion of women using contraception was similar to that found in community-based studies. 

The pattern of contraception, especially the use of injectable contraceptives, found in this study is

similar to that in other studies in South Africa and reflect what was the family planning policy of the

previous government40,41.

PAP smears

The proportion of women (10%) who had heard of PAP smears is appalling and much lower  than the

figure (44%) found in a community-based study in Khayelitsha, Cape Town about four years earlier,

although it must be remembered that the Khayelitsha study described only the most senior women in

households30.  The relationship between having heard of PAP smears or having had PAP smears and

education and literacy is striking.  Unless information, education and communication (IEC)

programmes take account of women's levels of literacy and education they will fail.  Cervical cancer

accounted for 25% of cancer deaths in African women in South Africa a decade ago and needs to be
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addressed urgently42.  Unfortunately, screening programmes have to date been targeted at groups who

were affluent, white, had greater access to health care, but who also had the lowest risk of cervical

cancer43.  This situation has to be reversed if the epidemic of cervical cancer in South Africa is to be

curtailed.  Women in the informal sector clearly need to have their awareness of this raised but within

this group of women those who are the most disadvantaged and disempowered, namely the less

educated and those who are employed by others, need special attention.

   

Gynaecological illness

The finding that women with greater incomes were more likely to report gynaecological illness may

reflect their greater awareness of gynaecological disease.  It has been known for women with

gynaecological infections to be unaware of the presence of these infections.  However, it may be that

women in the informal sector who earn greater incomes have a poorer quality of life and consequently

have a greater prevalence of gynaecological disease.  As has been found in Latin America, bringing

extra income into the house does not necessarily translate into better health44.  

The findings in this study are not unlike that in other countries.  While there are some dissimilarities

with countries in South-East Asia, there are some general themes, such as the low income earned, the

long hours worked, the nature of the informal sector activities, and the gender relations.  However, the

study has produced striking evidence of a need to address the reproductive health of women trading on

the streets of Johannesburg.  The next section discusses some of the implications of these findings for

health policy.

Implications for health policy

The major policy areas that need to be considered are (1) the social protection of informal sector

workers and (2) the de-regulation of certain activities in the informal sector and (3) the health of

workers in the informal sector45.  It is clear that government economic and fiscal policies will have an

effect on the informal economic sector which will in turn affect the health risks of women working in

this sector.  The de-regulation of the informal sector has had a profound effect on its growth.  It is

important that the policy of de-regulation is accompanied by surveillance such that health risks can be

detected early and its consequences minimised.  It will, however, require the adoption of strategies that
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will engender trust between workers in the informal sector and local, regional and central government

agencies.

It is also important that there be a policy of providing protection to the vulnerable women hawkers and

traders in the inner city areas and beyond.  The abolition of apartheid legislation, which has 'freed' the

process of urbanisation, needs to be accompanied by policies that not only facilitate the migration of

families from desolate and impoverished rural areas to the city, but also addresses the needs of those

who will eke out an existence by engaging in informal sector activities, such as street trading.  The

health needs of informal sector traders should form part of local government policies on street trading.

A coherent urban development policy underpinned by careful urban planning will contribute

significantly to the alleviation of the plight of those compelled to survive by working in the informal

sector.  Planning should include the provision of shelter, water and infrastructure which will cope with

the rapid increase in numbers in the urban areas.  A multi-sectoral approach is required to meet the

health needs of the urban poor, and particularly women working in the urban informal sector.

While women in formal employment often have access to health services in the workplace, those in the

informal sector do not enjoy such access and special efforts should be made to address their needs. 

Population policy should be rooted in a multi-sectoral development approach which accommodates the

needs of women engaged in income generation programmes which have the potential to provide them

with greater economic independence.  Health promotion programmes run the risk of missing out an

important section of the population unless special efforts are made to reach these women.  As a nation

we dare not allow ourselves to be blinded by the economic benefits of a burgeoning informal economic

sector such that the price paid in health terms by those engaged in this sector goes unnoticed.
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TABLE 1: DEMOGRAPHIC FEATURES (PERCENTAGES)
N = 423

AGE (yrs)

<19 20-29 30-39 40+ TOTAL  
    8    45    32  15   100       

MARITAL STATUS 

Married Single WidowedDivorced Other
  23   66      2    4   5

WEEKLY INCOME (SA Rands)

 <50 51-100 101-200 201-300 >300
     14   44    20    10     12  

MONTHLY INCOME (SA Rands)

  <200 201-400 401-800 801-1200 >1200
      10   38    22    11     13

EDUCATION

no education primary   secondary unknown
        7    29     58     6

LITERACY

yes no
91   9

PLACE OF BIRTH
Johannesburg 28
outside Jhb 72

South African 85
Foreign 15
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TABLE 2 : DETERMINANTS OF FERTILITY (>3 PREGNANCIES)

TERM    Odds Ratio 95 %  C.I.

AGE 30+YRS 0.182 0.111, 0.297  *
(<30YRS)

2m educ 3.33 2.06, 5.38   *
(<2m educ)

JHB born 0.715 0.421, 1.21   
(not JHB born)

Self-employed 1.16 0.680, 1.97   
(not self-employed)

Incwk R200+ 0.935 0.518, 1.69   
(<R200)

Constant 2.38 1.40, 4.02   *

* = significant

TABLE 3 : LOGISTIC REGRESSION ANALYSIS : ABORTION

TERM Odds Ratio 95% C.I.

Age >30yrs 0.538 0.278, 1.04   
(<30yrs)

Second educ 0.490 0.261, 0.918   *
(No second educ)

Born in Jhb 2.51 1.34, 4.71    *
(Not Jhb born)

Constant 0.190 0.108, 0.334   

* = significant
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TABLE 4 : LOGISTIC REGRESSION ANALYSIS : USE OF CONTRACEPTION

TERM Odds Ratio 95% C.I.

Age 30+yrs 0.579 0.383, 0.876    *
(<30yrs)

Education 1.24 0.687, 2.22   
(no education)

Born Jhb 1.11 0.717, 1.73   
(not born Jhb)

Self employed 0.833 0.540, 1.29   
(not self employed)

Income >R200/wk0.618 0.378, 1.01    #
(<R200/wk)

Constant 1.18 0.618, 2.25   

* = significant; # = marginally non-significant

TABLE 5:  LOGISTIC REGRESSION ANALYSIS : USE OF INJECTABLE CONTRACEPTIVE

TERM Odds Ratio 95% C.I.

Age (30+yrs) 2.14 1.34, 3.41 *
(<30Yrs)

Educ 1.01 0.534, 1.91   
(No educ)

Jhb 1.07 0.658, 1.74   
(Not Jhb)

Not self-emp 1.06 0.665, 1.68   
(Self-emp)

R200+/Wk 1.69 0.959, 2.96 #   
(<R200/Wk)

constant 1.28 0.635, 2.58   

* = significant; # = marginally non-significant
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TABLE 6 : DETERMINANTS OF PAP SMEAR AWARENESS

TERM Odds Ratio 95% C.I.

Age 30+yrs 1.87 0.92,  3.81    #
(<30 Yrs)

Secondary educ 5.12 2.00, 13.1     *
(No secondary educ)

Jhb born 1.55 0.76,  3.16   
(Not Jhb morn)

Not self-employed 0.331 0.13,  0.85    *
(Self-employed)

R200+ weekly 1.07 0.50, 2.32   
<R200  weekly)

* = significant; # = marginally non-significant

TABLE 7:  DETERMINANTS OF GYNAECOLOGICAL ILLNESS

TERM Odds Ratio 95% CI

Age (30+Yrs.)   1.61 0.94, 2.77    #
(<30 YRS)          

Education   0.76 0.37, 1.55   
(No Education)

Born in Jhb.   0.72 0.39, 1.33   
(Born outside Jhb.)

Self-Employed   1.22 0.69, 2.18   
(Not Self-Employed)

R800+/Mnth   1.79 1.00, 3.22    *
(<R800/Mnth)  

* = significant; # = marginally non-significant
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