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Abstract
Introduction

The unprecedented global increase in non-communicable diseases (NCDs) death incidences resulted in a joint initiative by the United Nations (UN) and the
World Health Organization (WHO) to reduce NCD-related mortality by 25% by the year 2025. In this study, we ascertained the prevalence of NCDs in South
Africa and its associated factors.

Method

We used 5-panel waves secondary datasets conducted by national income dynamic survey (NIDS) from 2008 to 2017 among 64,735 South Africans. We
calculated the prevalence of all selected NCDs separately and together for each year at the descriptive level. This was followed by the distribution of selected
NCDs across the socio-demographic and behavioural characteristics of the respondents. Finally, we used binary logistic regression to assess NCDs' likelihood
by the respondents’ socio-demographic and behavioural characteristics. The results were presented as crude odds ratios (cOR) and adjusted odds ratios (aOR)
with their corresponding 95% con�dence intervals, signifying precision. Statistical signi�cance was set at p-value < 0.05.

Results

We found that, the prevalence of NCDs in South Africa was highest in the year 2012 (23.8%) and lowest in the year 2015 (15.2%). Over the 10-year period, the
NCDs with highest and lowest prevalence were high blood pressure and cancer, respectively. Females [cOR = 1.88, 95% CI=1.79-1.96], smokers [cOR=2.01, 95%
CI=1.85-2.19] and those very satis�ed with life [cOR=1.10, 95% CI=1.04-1.17] were more likely to have atleast one NCDs. This persisted after adjusting for
signi�cant covariates: [aOR = 1.84, 95% CI=1.74-1.94], [aOR=1.49, 95% CI=1.35-1.65] and [aOR = 1.01, 95% CI=0.95-1.09] respectively.

Conclusion

South Africa’s department of health and other health agencies need to strengthen existing policies and develop new interventional frameworks that will
deliberately consider various signi�cant factors contributing to the high prevalence of NCDs identi�ed in this study. This will reduce the NCDs prevalence and
reduce the morbidity and mortality levels attributable to NCDs in the country.

Introduction
The increasing incidence of non-communicable diseases (NCDs) such as cardiovascular diseases, cancers, diabetes, and chronic respiratory diseases
presents a global health crisis [1]. In 2016, the global NCD-related deaths of 41 million were 14% higher than the 36 million deaths reported in 2008 [2, 3].
Approximately 81% of these deaths occurred in low- and middle- income countries (LMICs) [2]. It has been anticipated that NCDs may account for 46% of sub-
Saharan Africa (SSA) deaths by 2030 [4]. NCD deaths in 23 selected LMICs are estimated to lead to a loss of USD 84 billion in economic production [5, 6]. In
2012, the age-standardized NCD death rate was 539 per 100,000 population globally [3]. The rate was lowest in high-income countries (397 per 100 000) and
highest in LMICs (625 per 100,000) and SSA (673 per 100,000). Regionally, age-standardized death rates for NCDs ranged from 438 per 100, 000 in the WHO
Region of the Americas to over 650 per 100,000 in the WHO African, South-East Asia and Eastern Mediterranean Regions [3].

This increasing incidence in NCDs made the United Nations (UN) and the World Health Organization (WHO) to initiate a global call for a 25% reduction in NCD-
associated mortality by 2025, adopting the slogan “25 by 25” [7, 8]. This ‘25 × 25’ strategy focused on six risk factors (tobacco use, excessive alcohol
consumption, excessive salt intake, high cholesterol level, hypertension, and obesity) as social determinants of NCDs [9]. By mitigating these risk factors, NCD-
related mortality in South Africa (SA could be reduced by about 20% [10].

Behavioural risk factors such as tobacco use, unhealthy diet, insu�cient physical activity, and excessive alcohol consumption have been associated with
increasing NCDs [11, 12]. Tobacco smoking and exposure to second-hand smoke are responsible for about 6.3 million annual deaths worldwide and 6.3% of
the global burden of disease [13]. In SA, the prevalence of smoking is relatively high. In 2003, 35% of adult men and 10% of adult women were considered
daily or occasional smokers [14]. Smoking is estimated to cause about 71% of lung cancer, 42% of chronic respiratory disease and nearly 10% of
cardiovascular diseases [2].

In 2012, an estimated 3.3 million deaths worldwide were attributable to NCDs associated with excessive alcohol consumption, and these accounted for about
3.8% of all deaths in the world [15]. Cancers, cardiovascular disease and liver cirrhosis were the most frequent alcohol-associated NCDs [16].

The increasing incidence of NCDs has negatively affected SA's sustainable development due to the required health expenditure, disability-adjusted life years
(DALYs), and lives lost [5]. SA, with approximately 59 million people, is the most urbanized country in sub-Saharan Africa, with 62% of its population living in
cities [17]. In 2010, NCDs accounted for 39% of total deaths in SA and 16% of DALYs [18]. Many of the deaths (36%) occurred before the age of 60 [19].
Recently, an increase in unhealthy dietary patterns and a decrease in physical activities have resulted in a rising NCD burden in SA [19]. For instance, in SSA,
SA has the highest burden of cardiovascular diseases and a very high burden of type 2 diabetes mellitus [20]. The primary health care system in SA is
inadequately prepared to meet the increasing health demands posed by NCDs, especially with the recent efforts aimed at up-scaling the antiretroviral therapy
for HIV and AIDS patients [20]. The NCD epidemic in SA is further complicated by an aging HIV-positive population [10].

Estimates by Dalal et al. [21] and Solomons et al. [22] showed that NCDs would be responsible for 46% of deaths in SSA, with higher age-standardized death
rates in four of these countries (DRC, Ethiopia, Nigeria, and South Africa) compared to those in high-income countries. NCDs, which are attributable to the
above risk factors, hold serious consequences for economic, social, and developmental growth; thus, there is a need to investigate the underlining associated
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risk leading to a high prevalence of NCDs [22]. Hence, this study aimed to determine the prevalence and examine the risk factors associated with NCDs'
occurrence among the South African adult population from 2008 to 2017.

Data And Methods
Description of the study area

The study was conducted in SA, located in the Southernmost part of Africa with a population of 53.5 million people and constitutes about 8.3% of Africa's
population size [23]. In addition to having one of the highest prevalence of HIV/AIDS globally, SA continues to face high NCDs rates, with 41% of all deaths
being caused by NCDs [24].

The rationale for the study

Based on previous studies, among the male population, 43% had raised blood pressure, 46% were physically inactive [25], while 31% had raised blood
cholesterol [26]. On the other hand, among the female population, 41% had raised blood level, 56% were physically inactive, and 37% had raised blood
cholesterol.

In light of this, the government of SA initiated the strategic plan for the prevention of NCDs in 2013 by putting in place a regulatory framework around salt
consumption in addition to the intervention to limit access to tobacco with the view to achieving a signi�cant reduction in the prevalence of NCDs and
associated mortality [27].

Target population

The population considered in this study were adults (males and females) between the ages of 18 and above in SA. Respondents who were less than 18 years
were excluded from the study.

Data source

This study extracted the data of both male and female older adults (i.e., at least 18 years and above) in South Africa from the overall data collected from a
sample of adults in the National Income Dynamics Study (NIDS). The NIDS is the �rst nationally representative household-based longitudinal (panel) survey in
SA ―implemented by the Southern Africa Labour and Development Research Unit (SALDRU) at the University of Cape Town every two years― based on
which accurate and reliable estimates of socio-economic (poverty, wellbeing, inequality, education, human capital formation, labour market participation and
economic activity, vulnerability and social capital) demographic (fertility, mortality and household composition and migration) and health parameters were
derived and routinely monitored [28].

In the �rst year of the surveys in 2008, a nationally representative sample of 28,000 individuals in 7,300 households was interviewed and followed up to the
year 2017. Also, any new members of the sampled household were interviewed but not followed-up. Thus, a total of �ve surveys have been conducted so far.
Being a feature of a panel study, there were attrition cases among the Whites, Indian/Asians, and high-income respondents. So, to reduce the effect of
sampling bias and coverage error age in the �fth wave (2017) as a result of attrition, an extra (top-up) sample of 2,775 individuals was added. Hence, all the
previously released weights (design, calibrated and panel waves) in waves one to four were recalculated while the current weight in wave (2017) considered
the attrition rate and top-up sample inclusion. After considering the study population, the total sample size for this study was 64,735 with each year sample
size as follows 2008 was 11,051, 2011 was 13,793, 2012 was 13,753, 2015 was 12,427, and 2017 was 13,712. More information about the study can be
obtained from the NIDS website: http://www.nids.uct.ac.za/.

The 2008-2017 datasets were formally requested and obtained from the Department of Planning, Monitoring and Evaluation (DPME) and SALDRU. The
datasets have been blinded and therefore pose no threat to any interviewed respondent, households, community or nation.

Variables selection

Outcome variables

The study's main outcome variables were high blood pressure, diabetes, asthma, heart problem, cancer, and at least one NCD. Blood pressure, diabetes,
asthma, heart problem, and cancer were derived from questions that asked respondents whether they had been diagnosed with any of these diseases. For
each of them, the responses were ‘yes’ or ‘no’. Those who answered ‘yes’ to any of the questions were considered having blood pressure, diabetes, asthma,
heart problems, or cancer. Out of these �ve NCDs, a composite variable ‘at least one NCD’ was generated and represented respondents who had been
diagnosed with either blood pressure, diabetes, asthma, heart problem or cancer.

Explanatory variables

Ten explanatory variables were considered in this study. The variables were age (18-24, 25-34, 35-44, 45-54, 55-64 and 65+), gender (male and female),
employment status (unemployed and employed), marital status (never married, married, living with partner, widow/widower and divorced/separated) and
population group (African, colored, Asian/Indian and White). Other explanatory variables were religion (no religion, Christianity, Islam, Traditional religion and
others) and education (no formal education, primary, secondary and tertiary). Level of satisfaction with life (dissatis�ed, satis�ed and very satis�ed), alcohol
consumption (never, rarely, once a week and every day) and frequency of exercise (never, rarely and once a week) were also considered as explanatory
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variables. These variables were not selected a priori but based on their availability in the datasets and previous studies [29, 30], �nding signi�cant factors
associated with non-communicable diseases.

Statistical analysis

Data used in this study were processed and analysed using STATA version 16.0. Both descriptive and inferential statistics were employed. The analysis began
using descriptive statistics of frequency and percentages to present the respondents' demographic characteristics for the �ve survey waves (2008, 2011, 2012,
2015 and 2017). This was followed by the use of bar charts and line graphs to show a graphical representation of the proportions of respondents diagnosed
with blood pressure, diabetes, asthma, heart problem, cancer and at least one of these diseases, respectively. Next, the �ve datasets were appended, and
Pearson’s chi-square test of independence was used to examine the association between the explanatory variables and the outcome variables. Finally, both
bivariate and multivariable binary logistic regression was used to assess the risk factors for blood pressure, diabetes, asthma, heart problem, cancer and at
least one of these diseases. Results were presented as crude odds ratios (cORs) and adjusted odds ratios (aORs), with their corresponding 95% con�dence
intervals (CIs) signifying their level of precision. Statistical signi�cance was declared at p<0.05. Sample weight was applied to cater to under and over-
sampling across the outcome and explanatory variables [26, 31, 32].

Results
Demographic characteristics of the respondents

Over the 10-year period, majority of the respondents were aged 25-34 (25.3% in 2008, 25.2% in 2011, 26.5% in 2012, 27.0% in 2015 and 29.1% in 2017),
females (56.4% in 2008, 54.1% in 2011, 54.4% in 2012, 53.3% in 2015 and 53.4% in 2017), unemployed (68.9% in 2008, 68.9% in 2011, 65.7% in 2012, 62.9% in
2015 and 61.3% in 2017) and never married (45.5% in 2008, 51.5% in 2011, 52.0% in 2012, 67.4% in 2015 and 68.3% in 2017). The results further showed that
over the 10-year period, most of the respondents were Africans (78.3% in 2008, 78.8% in 2011, 78.7% in 2012, 79.1% in 2015 and 81.8% in 2017), Christians
(82.2% in 2008, 76.1% in 2011, 78.5% in 2012, 82.6% in 2015 and 79.3% in 2017), had tertiary education (70.1% in 2008, 74.3% in 2011, 75.6% in 2012, 82.3%
in 2015 and 82.0% in 2017). Between 2008 and 2017, most of the respondents were satis�ed with life (48.6% in 2008, 49.6% in 2011, 53.0% in 2012, 57.5% in
2015 and 56.6% in 2017), non-smokers (94% in 2008, 96.6% in 2011, 96.0% in 2012, 93.1% in 2015 and 94.8% in 2017) and never exercised (64.0% in 2008,
70.6% in 2011, 69.4% in 2012, 64.6% in 2015 and 64.8% in 2017) (Table 1).

Table 1: Socio-demographic and behavioural characteristics of the respondents
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Variables 2008 2011 2012 2015 2017

N=64,735 % % % % %

Age group          

18-24 22.1 21.5 20.2 19.9 18.2

25-34 25.3 25.2 26.5 27.0 29.1

35-44 19.7 20.0 20.0 19.6 20.5

45-54 14.7 14.7 14.3 14.8 14.2

55-64 10.1 10.5 10.6 10.2 9.7

65+ 8.1 8.3 8.4 8.6 8.3

Mean age: 39 years 39 years 39 years 39 years 39 years

Gender          

Male 43.6 45.9 45.6 46.7 46.6

Female 56.4 54.1 54.4 53.3 53.4

Employment status          

Unemployed 68.9 68.9 65.7 62.9 61.3

Employed 31.1 31.1 34.3 37.1 38.7

Marital status          

Never married 45.5 51.5 52.0 67.4 68.3

Married 33.7 31.4 29.9 27.6 25.8

living with partner 9.9 7.8 7.6 0.2 0.5

Widow/widower 7.4 6.5 7.2 1.1 1.1

Divorced/separated 3.5 2.7 3.2 3.8 4.2

Population group          

African 78.3 78.8 78.7 79.1 81.8

Colored 8.2 8.5 9.2 9.0 8.8

Asian/Indian 2.4 2.7 2.6 2.7 2.1

White 11.1 10.2 9.8 9.5 7.6

Religion          

No religion 10.6 13.9 11.2 7.6 11.6

Christianity 82.2 76.1 78.5 82.6 79.3

Islam 1.1 1.0 0.9 1.3 1.1

Traditional religion 4.6 7.4 6.8 6.7 6.6

Others 1.5 1.6 2.6 1.8 1.5

Education          

No formal education 10.1 8.3 7.7 2.4 5.2

Primary 2.0 1.6 1.2 1.1 0.9

Secondary 17.8 15.8 15.5 14.1 11.9

Tertiary 70.1 74.3 75.6 82.3 82.0

Level of satisfaction with life        

Dissatis�ed 30.0 33.7 29.6 21.1 21.9

Satis�ed 48.6 49.6 53.0 57.5 56.6

Very satis�ed 21.4 16.7 17.4 21.4 21.5

Smoking          

No 94.0 96.6 96.0 93.1 94.8
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Yes 6.0 3.4 4.0 6.9 5.2

How often do you exercise          

Never 64.0 70.6 69.4 64.6 64.8

Rarely 7.5 8.3 8.5 8.9 8.4

Once a week 28.5 21.1 22.1 26.5 26.8

 

Trends of non-communicable diseases from 2008-2017

Over the 10 years, the highest prevalence of high blood pressure (17.3%), diabetes (5%), asthma (4.1%), heart problem (2.7%) was recorded in 2012. However,
the highest prevalence of cancer was recorded in 2015 (1.3%) (Figure 1). In terms of at least one non-communicable disease, the prevalence reduced from
23.0% to 17.4% between 2008 to 2011, increased to 23.8% in 2012, reduced further from 23.8% to 15.2% in 2015 and increased to 18.9% in 2017 (Figure 2).

 

Figure 1: Trends of non-communicable diseases from 2008-2017

 

Figure 2: Trends of at least one non-communicable disease from 2008-2017

 

Distribution of non-communicable diseases across the socio-demographic and behavioural variables

The results indicated that most of the study participants who had at least one NCD were aged 65+ (54.0%), males (13.1%), whites (36.4%), widowed (49.3%),
not working (20.0%), belonged to other religion (25.3%), had primary education (40.0%), ever smoked (31.4%), never exercised (20.8%) and were very satis�ed
with life (20.4%). Details of the distribution of the socio-demographic characteristics across each of the NCDs are shown in Table 2. The chi-square test results
indicated statistically signi�cant associations between the socio-demographic characteristics and the occurrence of blood pressure, diabetes, and at least one
NCD. Conversely, exercise and satisfaction level of life showed no statistical signi�cance with asthma. Similarly, exercise had no statistically signi�cant
association with heart problems.

Table 2: Distribution of non-communicable diseases across the socio-demographic and behavioural variables
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Variables

N=64,735

High blood pressure Asthma Heart problem Diabetes Cancer At least one NCD

Age % % % % % %

18-24 1.4 2.0 0.6 0.3 0.3 4.2

25-34 4.3 1.9 0.7 0.6 0.3 7.3

35-44 11.7 2.8 1.4 2.6 0.6 16.3

45-54 26.3 4.6 3.4 7.1 1.1 32.9

55-64 40.2 5.0 5.5 13.1 1.3 47.7

65+ 46.0 4.9 7.1 13.5 1.8 54.0

p-value 7.5 (<0.001) 292.9 (<0.001) 6.8 (<0.001) 14.1 (<0.001) 216.8 (<0.001) 6.5 (<0.001)

Gender            

Male 9.0 2.2 1.3 3.2 0.6 13.1

Female 17.3 3.4 2.6 4.3 0.8 22.1

p-value 800.8 (<0.001) 54.0 (<0.001) 104.9 (<0.001) 50.7 (<0.001) 7.3 (<0.001) 755.1 (<0.001)

Population group            

African 13.1 2.7 1.8 3.5 0.5 17.2

Coloured 22.8 4.1 3.4 6.4 0.8 28.4

Asian/Indian 19.2 6.8 5.2 10.7 0.8 27.8

White 24.1 7.1 6.1 7.4 4.5 36.4

p-value 606.8 (<0.001) 153.4 (<0.001) 280.2 (<0.001) 295.2 (<0.001) 510.9 (<0.001) 949.4 (<0.001)

Marital status            

Married 25.3 3.6 3.5 7.7 1.2 31.8

Living with partner 14.1 3.3 2.0 2.4 0.7 19.0

Widowed 42.3 4.8 7.0 12.6 1.0 49.3

Divorced/separated 26.4 4.5 3.5 7.6 1.7 34.2

Never married 6.8 2.4 1.1 1.5 0.4 10.2

p-value 49.7 (<0.001) 105.2 (<0.001) 817.1 (<0.001) 8.7 (<0.001) 122.1 (<0.001) 20.1 (<0.001)

Employment status            

Not working 15.4 3.1 2.4 4.3 0.7 20.0

Working 11.9 2.6 1.4 3.0 0.6 16.3

p-value 128.4 (<0.001) 8.1 (<0.001) 68.1 (<0.001) 62.9 (<0.001) 1.9 (0.17) 111.2 (<0.001)

Religion            

No religion 9.5 2.6 1.5 3.0 0.5 13.5

Christian 15.2 3.1 2.2 4.0 0.7 19.8

Muslim 12.6 3.7 4.2 8.6 1.3 21.3

Traditional 12.9 2.3 1.3 3.5 0.3 16.5

Others 17.9 5.0 5.0 6.7 0.9 25.3

p-value 155.0 (<0.001) 14.6 (<0.001) 65.1 (<0.001) 50.9 (<0.001) 16.8 (<0.001) 175.4 (<0.001)

Education            

No schooling 32.6 4.1 4.0 8.8 0.6 39.0

Primary 34.0 6.3 6.1 8.8 1.0 40.0

Secondary 25.9 4.0 4.0 7.1 0.8 31.7

Tertiary 9.2 2.5 1.4 2.5 0.7 13.2

p-value 14.1 (<0.001) 109.8 (<0.001) 468.2 (<0.001) 958.9 (<0.001) 2.0 (0.583) 13.9 (<0.001)
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Ever smoked            

No 14.1 2.9 2.0 3.9 0.6 18.5

Yes 22.9 5.3 5.2 6.2 1.9 31.4

p-value 106.5 (<0.001) 41.0 (<0.001) 128.0 (<0.001) 37.9 (<0.001) 57.0 (<0.001) 279.1 (<0.001)

Exercise            

Never 16.2 3.1 2.2 4.3 0.6 20.8

Rarely 11.4 2.7 1.9 3.5 0.8 16.2

Once a week 9.4 2.7 2.0 2.8 0.9 13.9

p-value 437.8 (<0.001) 4.2 (0.12) 5.0 (0.08) 61.6 (<0.001) 15.1 (<0.001) 345.9 (<0.001)

Satisfaction level of life            

Dissatis�ed 14.4 3.0 2.3 4.0 0.7 18.9

Satis�ed 14.3 2.9 2.0 3.8 0.6 18.6

Very satis�ed 15.3 3.2 2.3 4.3 1.0 20.4

p-value 7.0 (0.03*) 1.3 (0.51) 7.0 (0.03*) 7.4 (<0.001) 22.1 (<0.001) 19.5 (<0.001)

*  p<0.05

 

Table 3 showed that study participants that were aged 65+ had the highest likelihood of being diagnosed with high blood pressure [cOR=61.04, 95% CI=53.29-
69.93], heart problem [cOR =13.05, 95% CI=10.50-16.21], diabetes [UOR=50.93, 95% CI=38.67-67.10], cancer [cOR =5.51, 95% CI=4.00-7.59] and at least one
NCD [cOR =26.76, 95% CI=24.47-29.27], compared to those aged 18-24. However, the highest odds of being diagnosed of Asthma was found among
respondents aged 55-64 [cOR =2.65, 95% CI=2.22-3.16]. Females were more likely to have blood pressure [cOR =2.10, 95% CI=2.00-2.22], Asthma [cOR =1.55,
95% CI=1.38-1.74], heart problem [cOR =1.95, 95% CI=1.71-2.22], diabetes [cOR =1.38, 95% CI=1.26-1.50], cancer [cOR =1.33, 95% CI=1.08-1.63] and at least
one NCD [cOR =1.88, 95% CI=1.79-1.96] compared to males. There were higher odds of having blood pressure [cOR =2.11, 95% CI=1.91-2.32], Asthma [cOR
=2.76, 95% CI=2.26-3.37], heart problem [cOR =3.53, 95% CI=2.95-4.24], cancer [cOR =8.90, 95% CI=7.09-11.18] and at least one NCD [cOR =2.76, 95% CI=2.53-
3.01] among white South Africans, compared to African South Africans. However, the odds of having diabetes was high among Asian/Indian South Africans
[cOR=3.35, 95% CI=2.66-4.22]. Respondents who were widowed, were more likely to have high blood pressure [cOR =2.16, 95% CI=2.01-2.32], Asthma [cOR
=1.35, 95% CI=1.14-1.61], heart problem [cOR =2.11, 95% CI=1.82-2.45], diabetes [cOR =1.73, 95% CI=1.55-1.93] and at least one NCD [cOR =2.09, 95% CI=1.95-
2.24], compared to those who were married.

Over the ten year period, respondents who belonged to other religion, were more likely to have high blood pressure [cOR =2.06, 95% CI=1.67-2.56], Asthma [cOR
=1.97, 95% CI=1.26-3.08], heart problem [cOR =3.48, 95% CI=2.32-5.21] and at least one NCD [cOR =2.14, 95% CI=1.78-2.59], compared to those who had no
religion. However, the odds of having diabetes was high among Muslims compared to those with no religion [cOR =3.09, 95% CI=2.03-4.71]. There were higher
odds of have high blood pressure [cOR =1.80, 95% CI=1.64-1.98], Asthma [cOR =2.06, 95% CI=1.73-2.45], heart problem [cOR =2.69, 95% CI=2.25-3.21],
diabetes [cOR =1.65, 95% CI1.40-1.94], cancer [UOR=2.94, 95% CI=2.19-3.95] and at least one NCD [cOR =2.01, 95% CI=1.85-2.19] among respondents who
smoked, compared to non-smokers. Respondents who are very satis�ed with life were more likely to have high blood pressure [cOR =1.07, 95% CI=1.01-1.14],
cancer [cOR =1.54, 95% CI=1.20-1.98] and at least one NCD [cOR =1.10, 95% CI=1.04-1.17] compared to those who were dissatis�ed with life. Lower odds of
high blood pressure [cOR =0.21, 95% CI=0.20-0.22], Asthma [cOR =0.61, 95% CI=0.52-0.70], heart problem [cOR =0.35, 95% CI=0.30-0.40], diabetes and at least
one NCD [cOR =0.24, 95% CI=0.23-0.25] were found among respondents with tertiary education, compared to those with no formal education. Respondents
who exercised once a week were less likely to have high blood pressure [cOR =0.53, 95% CI=0.50-0.57], cancer [cOR =0.65, 95% CI=0.58-0.73] and at least one
NCD [cOR =0.62, 95% CI=0.58-0.65], compared to those who never exercised. Conversely, the likelihood of having diabetes increased among respondents who
exercised once a week [cOR =1.50, 95% CI=1.22-1.85], compared to those who never exercised. In terms of survey years, high prevalence of blood pressure
[cOR =1.11, 95% CI=1.04-1.18] and diabetes [cOR =1.21, 95% CI=1.08-1.35] were recorded in 2012, compared to 2008.

Table 3: Bivariate logistic regression of the association between socio-demographic, behavioural characteristics and non-communicable diseases
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Variables

N=64,735

Blood pressure Asthma Heart problem Diabetes Cancer At least one NCD

  cOR (95% CI) cOR (95% CI) cOR (95% CI) cOR (95% CI) cOR (95% CI) cOR (95% CI)

Age            

18-24 1 1 1 1 1 1

25-34 3.25*** (2.80-3.76) 0.97 (0.82-1.16) 1.24(0.95-1.61) 1.94*** (1.39-2.70) 1.03(0.72-1.49) 1.78***  (1.62-2.00)

35-44 9.50***(8.28-10.92) 1.43***(1.20-
1.71)

2.48***(1.93-3.18) 8.78***(6.57-11.74) 1.79***(1.26-
2.55)

4.43***(4.06-4.85)

45-54 25.53*** (22.32-
29.21)

2.42***(2.05-
2.85)

5.99***(4.78-7.50) 24.79***(18.78-
32.73)

3.42***(2.47-
4.73)

11.16*** (10.24-
12.16)

55-64 47.89***(41.82-
54.84)

2.65***(2.22-
3.16)

10.00***(8.02-
12.48)

49.26***(37.41-
64.85)

3.85***(2.74-
5.40)

20.73*** (18.97-
22.64)

65+ 61.04*** (53.29-
69.93)

2.60***(2.18-
3.11)

13.05***(10.50-
16.21)

50.93***(38.67-
67.10)

5.51***(4.00-
7.59)

26.76*** (24.47-
29.27)

Gender            

Male 1 1 1 1 1 1

Female 2.10*** (2.00-2.22) 1.55***(1.38-
1.74)

1.95***(1.71-2.22) 1.38***(1.26-1.50) 1.33***(1.08-
1.63)

1.88*** (1.79-1.96)

Population group            

African 1 1 1 1 1 1

Coloured 1.96*** (1.83-2.09) 1.55***(1.33-
1.81)

1.89***(1.62-2.21) 1.90***(1.70-2.13) 1.45*(1.06-1.98) 1.91*** (1.80-2.02)

Asian/Indian 1.58*** (1.32-1.89) 2.64***(1.89-
3.69)

3.01***(2.18-4.14) 3.35***(2.66-4.22) 1.45(0.64-3.26) 1.84*** (1.57-2.15)

White 2.11*** (1.91-2.32) 2.76***(2.26-
3.37)

3.53***(2.95-4.24) 2.23***(1.90-2.63) 8.90***(7.09-
11.18)

2.76*** (2.53-3.01)

Marital status            

Married 1 1 1 1 1 1

Living with partner 0.49*** (0.44-0.54) 0.92(0.74-1.16) 0.57***(0.43-0.75) 0.29*** (0.23-0.38) 0.58*(0.37-0.92) 0.50*** (0.46-0.56)

Widowed 2.16*** (2.01-2.32) 1.35***(1.14-
1.61)

2.11***(1.82-2.45) 1.73***(1.55-1.93) 0.89(0.63-1.24) 2.09*** (1.95-2.24)

Divorced/separated 1.06 (0.94-1.19) 1.27(0.95-1.69) 1.01(0.76-1.34) 0.99(0.81-1.20) 1.49(0.99-2.22) 1.11 (0.99-1.24)

Never married 0.22*** (0.21-0.23) 0.66***(0.59-
0.75)

0.31***(0.27-0.35) 0.19***(0.17-0.21) 0.37***(0.30-
0.45)

0.24*** (0.23-0.26)

Employment status            

Not working 1 1 1 1 1 1

Working 0.74***(0.70-0.78) 0.84**(0.74-
0.95)

0.56***(0.49-0.64) 0.67*** (0.61-0.74) 0.86(0.69-1.07) 0.78*** (0.75-0.82)

Religion            

No religion 1 1 1 1 1 1

Christian 1.69*** (1.54-1.84) 1.20(0.99-1.45) 1.51***(1.21-1.87) 1.38***(1.18-1.61) 1.43(0.99-2.06) 1.57*** (1.45-1.70)

Muslim 1.35 (0.95-1.91) 1.44(0.72-2.88) 2.85***(1.57-5.15) 3.09***(2.03-4.71) 2.47(0.87-7.03) 1.71***(1.29-2.26)

Traditional 1.40*** (1.24-1.57) 0.89(0.68-1.16) 0.86(0.63-1.19) 1.17(0.95-1.45) 0.62(0.34-1.12) 1.27*** (1.13-1.39)

Others 2.06*** (1.67-2.56) 1.97***(1.26-
3.08)

3.48***(2.32-5.21) 2.33***(1.67-3.27) 1.71(0.71-4.10) 2.14*** (1.78-2.59)

Education            

No formal education 1 1 1 1 1 1
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Primary 1.06 (0.91-1.22) 1.57**(1.15-
2.15)

1.57**(1.17-2.12) 1.00(0.78-1.27) 1.56(0.76-3.24) 1.04 (0.91-1.20)

Secondary 0.72*** (0.67-0.77) 0.98(0.82-1.16) 1.02(0.87-1.20) 0.80***(0.71-0.89) 1.21(0.82-1.79) 0.73*** (0.68-0.78)

Tertiary 0.21*** (0.20-0.22) 0.61***(0.52-
0.70)

0.35***(0.30-0.40) 0.27***(0.25-0.30) 1.12(0.80-1.56) 0.24*** (0.23-0.25)

Ever smoked            

No 1 1 1 1 1 1

Yes 1.80*** (1.64-1.98) 2.06***(1.73-
2.45)

2.69***(2.25-3.21) 1.65***(1.40-1.94) 2.94***(2.19-
3.95)

2.01*** (1.85-2.19)

Exercise            

Never 1 1 1 1 1 1

Rarely 0.66*** (0.60-0.73) 0.88(0.71-1.09) 0.85(0.68-1.06) 0.81*(0.69-0.96) 1.30(0.92-1.85) 0.74*** (0.68-0.80)

Once a week 0.53*** (0.50-0.57) 0.89(0.77-1.01) 0.88(0.77-1.01) 0.65***(0.58-0.73) 1.50***(1.22-
1.85)

0.62*** (0.58-0.65)

Satisfaction level of
life

           

Dissatis�ed 1 1 1 1 1 1

Satis�ed 0.99 (0.95-1.05) 0.96(0.86-1.06) 0.88*(0.77-0.99) 0.93(0.85-1.02) 0.91(0.73-1.14) 0.98 (0.94-1.03)

Very satis�ed 1.07* (1.01-1.14) 1.04(0.91-1.19) 1.02(0.88-1.19) 1.08(0.96-1.21) 1.54***(1.20-
1.98)

1.10** (1.04-1.17)

Survey wave years            

2008 1 1 1 1 1 1

2011 0.70*** (0.66-0.75) 0.78***(0.67-
0.90)

0.60***(0.51-0.70) 0.90(0.80-1.02) 0.67*(0.48-0.94) 0.69*** (0.65-0.74)

2012 1.11*** (1.04-1.18) 1.01(0.88-1.15) 0.84* (0.73-0.97) 1.21**(1.08-1.35) 0.89(0.65-1.22) 1.04 (0.98-0.74)

2015 0.47*** (0.44-0.51) 0.60***(0.51-
0.70)

0.34***(0.28-0.42) 0.43***(0.37-0.49) 1.16(0.86-1.56) 0.49*** (0.46-0.52)

2017 0.63*** (0.58-0.67) 0.68***(0.56-
0.79)

0.41***(0.35-0.49) 0.69***(0.61-0.79) 1.40*(1.06-1.87) 0.63*** (0.59-0.67)

Exponentiated coe�cients; 95% con�dence intervals in brackets

* p<0.05, ** p<0.01, *** p<0.001,1=Reference Category

Table 4 shows results of the multivariable logistic regression of the association between socio-demographic characteristics of respondents and non-
communicable diseases. Respondents aged 65+ had the highest of being diagnosed of high blood pressure [aOR=53.04, 95% CI=42.33-62.06], Asthma [aOR
=2.43, 95% CI=1.93-3.04], heart problem [aOR =9.18, 95% CI=6.93-12.15], diabetes [aOR =46.26, 95% CI=34.00-62.93], cancer [aOR =5.26, 95% CI=3.44-8.04]
and at least one NCD [aOR =22.15, 95% CI=19.76-24.83], compared to those aged 18-24. Compared to males, females were more likely to have high blood
pressure [aOR =2.03, 95% CI=1.91-2.16], Asthma [aOR =1.48, 95% CI=1.32-1.66], heart problem [aOR=1.86, 95% CI=1.61-2.15], diabetes [aOR =1.17, 95%
CI=1.06-1.29], cancer [aOR =1.52, 95% CI=1.23-1.89] and at least one NCD [aOR =1.84, 95% CI=1.74-1.94]. There were higher odds of having high blood
pressure [aOR =1.83, 95% CI=1.91-2.16] among coloured South Africans, higher odds of Asthma [aOR =2.92, 95% CI=1.93-4.41] among Asians/Indians, higher
odds of heart problem among White South Africans [AOR=1.81, 95% CI=1.44-2.28], higher odds of cancer [aOR =2.77, 95% CI=1.98-3.89] among
Asians/Indians, higher odds of diabetes among White South Africans [aOR =3.92, 95% CI=2.91-5.29] and higher odds of at least one NCD [aOR =1.75, 95%
CI=1.63-1.88] among coloured South Africans, compared to African South Africans.

Respondents who were living with a partner [aOR =1.31, 95% CI=1.04-1.66] and those who were never married [aOR =1.30, 95% CI=1.13-1.48] were more likely
to have asthma, compared to those who were married. Over the ten year period, respondents who were Christians, were more likely to have high blood pressure
[aOR =1.22, 95% CI=1.10-1.35] and at least one NCD [aOR =1.18, 95% CI=1.08-1.29], compared to those who had no religion. Whiles respondents who had
primary education had the highest odds of having high blood pressure [aOR =1.42, 95% CI=1.21-1.67], Asthma [aOR =1.64, 95% CI=1.22-2.21], heart problem
[aOR =1.91, 95% CI=1.41-2.59] and at least one NCD [aOR =1.38, 95% CI=1.18-1.62] compared to those with no formal education, those with tertiary education
had the highest likelihood of having cancer [aOR =1.38, 95% CI=1.20-1.57] and diabetic [aOR =1.76, 95% CI=1.18-2.61].

There were higher odds of having high blood pressure [aOR =1.33, 95% CI=1.19-1.49], Asthma [aOR =1.74, 95% CI=1.44-2.11], heart problem [aOR =2.01, 95%
CI=1.65-2.45], cancer [aOR =1.72, 95% CI=1.24-2.39] and at least one NCD [aOR =1.49, 95% CI=1.35-1.65] among respondents who smoked, compared to non-
smokers. The odds of having heart problem [aOR =1.41, 95% CI=1.20-1.65] and cancer [aOR=1.38, 95% CI=1.08-1.76] were higher among those who exercised
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once a week, compared to those who never exercised. Respondents who very satis�ed with life were less likely to have heart problem [aOR =0.83, 95% CI=0.70-
0.98] while those who were satis�ed with life were less likely to have cancer [aOR=0.71, 95% CI=0.56-0.90], compared to those who were dissatis�ed with life.

In terms of survey years, high prevalence of high blood pressure [aOR =1.25, 95% CI=1.16-1.34], diabetes [aOR=1.31, 95% CI=1.16-1.48] and at least one NCD
[aOR=1.18, 95% CI=1.10-1.26], were recorded in 2012, compared to 2008. On the other hand, respondent who were working were less likely to have high blood
pressure [aOR=0.82, 95% CI=0.77-0.88], heart problem [aOR=1.68, 95% CI=0.58-0.79], diabetes [aOR=0.77, 95% CI=0.69-0.85], cancer [aOR=0.78, 95% CI=0.61-
0.99] and at least one NCD [aOR=0.86, 95% CI=0.81-0.91], compared to those who were not working.

Table 4: Multivariable logistic regression of the association between socio-demographic, behavioural characteristics and non-communicable diseases
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Variables

N=64,735

High blood pressure Asthma Heart problem Diabetes Cancer At least one NCD

  AOR (95% CI) AOR (95% CI) AOR (95% CI) AOR (95% CI) AOR (95% CI) AOR (95% CI)

Age            

18-24 1 1 1 1 1 1

25-34 3.13***(2.70-3.64) 1.06(0.71-1.24) 1.29(0.98-1.69) 2.03***(1.45-2.82) 1.02(0.70-1.48) 1.72***(1.56-1.89)

35-44 8.41***(7.27-9.73) 1.41***(1.19-
1.68)

2.34***(1.79-3.06) 8.66***(6.42-11.67) 1.80***(1.21-
2.68)

3.92***(3.56-4.31)

45-54 21.66**(18.68-
25.12)

2.29*** (1.90-
2.76)

5.05***(3.86-6.61) 23.42***(17.38-
31.57)

3.31***(2.24-
4.88)

9.32***(8.42-10.30)

55-64 41.48***(35.63-
48.29)

2.42***(2.00-
3.04)

7.71***(5.86-
10.15)

45.63***(33.81-
61.58)

3.65***(2.42-
5.50)

17.32***(15.57-
19.28)

65+ 53.04***(42.33-
62.06)

2.43***(1.93-
3.04)

9.18***(6.93-
12.15)

46.26***(34.00-
62.93)

5.26***(3.44-
8.04)

22.15***(19.76-
24.83)

Gender            

Male 1 1 1 1 1 1

Female 2.03***(1.91-2.16) 1.48***(1.32-
1.66)

1.86***(1.61-2.15) 1.17**(1.06-1.29) 1.52***(1.23-
1.89)

1.84***(1.74-1.94)

Population group            

African 1 1 1 1 1 1

Coloured 1.83***(1.91-2.16) 1.43***(1.24-
1.67)

1.51***(1.37-1.79) 1.58***(1.39-1.79) 1.17(0.84-1.63) 1.75***(1.63-1.88)

Asian/Indian 1.32*(1.01-1.73) 2.92***(1.93-
4.41)

1.79*(1.23-2.85) 2.77***(1.98-3.89) 0.86(0.32-2.28) 1.48***(1.17-1.89)

White 0.86*(0.76-0.98) 2.26***(1.83-
2.80)

1.81***(1.44-2.28) 0.81*(0.66-0.99) 3.92***(2.91-
5.29)

1.21***(1.08-1.36)

Marital status            

Married 1 1 1 1 1 1

Living with partner 1.00(0.88-1.13) 1.31*(1.04-1.66) 1.00(0.75-1.32) 0.61***(0.47-0.78) 1.53(0.94-2.49) 1.01(0.90-1.12)

Widowed 0.97(0.89-1.05) 1.05(0.87-1.26) 1.16(0.75-1.32) 1.01(0.90-1.15) 0.93(0.64-1.36) 1.00(0.92-1.08)

Divorced/separated 0.88*(0.77-1.00) 1.22(1.13-1.48) 0.88(0.65-1.18) 0.88(0.72-1.08) 1.24(0.82-1.89) 0.94(0.83-1.06)

Never married 0.82***(0.77-0.88) 1.30***(1.13-
1.48)

0.94(0.80-1.10) 0.78***(0.70-0.88) 0.90(0.68-1.19) 0.84***(0.79-0.90)

Employment status            

Not working 1 1 1 1 1 1

Working 0.85***(0.79-0.90) 0.90(0.80-1.01) 0.68***(0.58-0.79) 0.77***(0.69-0.85) 0.78*(0.61-0.99) 0.86***(0.81-0.91)

Religion            

No religion 1 1 1 1 1 1

Christian 1.22***(1.10-1.35) 1.09(0.91-1.30) 1.12(0.90-1.40) 1.04(0.88-1.23) 1.10(0.75-1.61) 1.18***(1.08-1.29)

Muslim 0.69(0.46-1.04) 0.86(0.42-1.76) 1.48(0.75-2.92) 1.11(0.66-1.87) 2.13(0.69-6.56) 0.95(0.66-1.36)

Traditional 1.05(0.92-1.20) 0.84(0.65-1.09) 0.74(0.53-1.02) 0.94(0.76-1.17) 0.65(0.36-1.18) 0.99(0.88-1.11)

Others 1.08(0.80-1.46) 0.90(0.56-1.46) 1.67(0.99-2.81) 0.69(0.45-1.06) 1.24(0.45-3.37) 1.14(0.88-1.48)

Education            

No formal education 1 1 1 1 1 1

Primary 1.42***(1.21-1.67) 1.64**(1.22-2.21) 1.91***(1.41-2.59) 1.24(0.97-1.59) 1.50(0.69-3.24) 1.38***(1.18-1.62)

Secondary 1.22***(1.13-1.32) 1.06(0.90-1.25) 1.50***(1.41-2.59) 1.22***(1.08-1.38) 1.49*(1.00-2.23) 1.22***(1.13-1.31)
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Tertiary 1.12***(1.03-1.21) 0.91(0.77-1.09) 1.14(0.94-1.39) 1.38***(1.20-1.57) 1.76**(1.18-
2.61)

1.08(1.00-1.16)

Ever smoked            

No 1 1 1 1 1 1

Yes 1.33***(1.19-1.49) 1.74***(1.44-
2.11)

2.01***(1.65-2.45) 1.03(0.87-1.23) 1.72**(1.24-
2.39)

1.49***(1.35-1.65)

Exercise            

Never 1 1 1 1 1 1

Rarely 0.95(0.85-1.06) 1.04(0.85-1.26) 1.15(0.91-1.45) 1.09(0.72-1.31) 1.26(0.87-1.81) 1.02(0.93-1.12)

Once a week 1.01(0.93-1.09) 1.10(0.97-1.25) 1.41***(1.20-1.65) 1.13(0.92-1.31) 1.38*(1.08-1.76) 1.07(1.00-1.15)

Satisfaction level of
life

           

Dissatis�ed 1 1 1 1 1 1

Satis�ed 1.02(0.96-1.08) 0.95(0.78-1.05) 0.87*(0.77-0.99) 0.94(0.86-1.04) 0.71**(0.56-
0.90)

0.99(0.94-1.04)

Very satis�ed 1.03(0.95-1.11) 0.91(0.78-1.05) 0.83*(0.70-0.98) 0.97(0.85-1.10) 0.81(0.61-1.09) 1.01(0.95-1.09)

Survey wave years            

2008 1 1 1 1 1 1

2011 0.73***(0.68-0.79) 0.85*(0.74-0.99) 0.70***(0.59-0.82) 0.97(0.85-1.10) 0.82(0.59-1.16) 0.72***(0.67-0.77)

2012 1.25***(1.16-1.34) 1.10(0.96-1.26) 0.96(0.82-1.11) 1.31***(1.16-1.48) 1.07(0.79-1.47) 1.18***(1.10-1.26)

2015 0.89*(0.81-0.98) 0.77**(0.65-0.91) 0.62***(0.51-0.77) 0.78**(0.67-0.92) 1.84***(1.34-
2.52)

0.86***(0.80-0.93)

2017 0.95(0.87-1.03) 0.79**(0.68-0.92) 0.60***(0.50-0.72) 0.99(0.86-1.13) 1.77***(1.32-
2.38)

0.91*(0.85-0.98)

Pseudo R2 0.249 0.035 0.122 0.185 0.085 0.215

N 64735 64735 64735 64735 64735 64735

Exponentiated coe�cients; 95% con�dence intervals in brackets

* p<0.05, ** p<0.01, *** p<0.001, 1=Reference Category

 

Discussion
This study, to the best of our knowledge, provides the �rst report of the prevalence and factors associated with the occurrence of major NCDs among the adult
South African population. We found out that the occurrence of high blood pressure among the adult population in South Africa is of major concern as
compared with diabetes, asthma, heart problems and cancers with age, gender, marital status, religion, level of satisfaction, education, and exercise all playing
major roles in the reporting of these NCDs. It’s also important to know that high blood pressure is regarded as the world’s most prevalent NCD affecting billions
of persons, including Africans [33, 34].

This study identi�ed respondents age to be associated with blood pressure, heart problem, diabetes, cancer and asthma. This was observed more in adults
aged 65 + than in other age groups. Similarly, some previous reports across the world have indicated a positive relationship between age and most NCDs,
especially high blood pressure [34–38]. In old adults, due to ageing, major blood vessels in the body come constricted, leading to high blood pressure (39),
possibly resulting from the cumulative effects of the adults' poor behavioural habits [39]. These suggest that more priority should be paid to the treatment of
NCDs in adults.

The in�uence of gender in the occurrence of high blood pressure, asthma, heart problem, diabetes, and cancer was highlighted in this study, similarly, as
observed by Esmailnasab et al. [37]. Females of the 10 years were more likely to carry these NCDs. This is in contrast to studies by Gao et al. [36] and Arab et
al. [40] who reported high blood pressure and other NCDs had been reported to occur more in men than women. This observation could be attributed to
biological sex difference [41], an insu�cient number of females or the disproportionate number of gender type recruited in this study. This needs to be
explored further to determine why more women in SA are at higher odds of having NCDs. In contrast to the �ndings of Adhikari et al., [42] women in SA tend to
get engaged in behaviours that increase the occurrence of NCDs.
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Widowed respondents, were more likely to have high blood pressure, asthma, heart problem, and diabetes when compared to those who were married. This
result is unexpected as these widows could have been exposed to psychological, psychosocial, emotional, and physical trauma or stress. These are
associated with several cardiovascular symptoms in humans, including cardiac death [43–45].

We found that even though most respondents were associated with a religion, is unprotective from having high blood pressure, asthma, diabetes, and heart
problem compared to those who had no religion. This is contrary to the �ndings of Meng et al. [46], who suggested that religion bene�ts control and
prevention of blood pressure in patients. The scenario is similar to other cardiovascular diseases and NCDs [45]. Religion and spiritual coping decreased the
risk of hypertension among African American women, even when they are exposed to stress [47].

This study showed that smokers were at higher odds of having blood pressure, asthma, heart problem, diabetes, and cancer than non-smokers. This
observation is consistent with previous �ndings [41, 45]. Lack of behavioural risk factors such as smoking could serve as a protective effect against most
NCDs [41].

Exercise is judged to be very protective as a sedentary lifestyle is regarded as a risk factor for many cardiovascular diseases [48]. Regular exercise is regarded
as an important activity for preventing high blood pressure [49, 50] and for improving life expectancy [51]. Improvement in the quality of life of patients with
heart disease who participated in regular exercise has also been con�rmed in a study [48]. In this study, respondents who exercised once a week were less
likely to have high blood pressure, cancer and at least one NCD compared to those who never exercised. However, other studies found an inverse relationship
between exercise and the risk of high blood pressure [41, 52]. Regular exercise bene�ts the health, lower high blood pressure and reduces the risk of
cardiovascular diseases. Thus, increasing physical activity levels should be a major goal at all levels of health care [53].

Our study noted that lower odds of high blood pressure, asthma, heart problem, diabetes were found among respondents with tertiary education, compared to
those with no formal education. This �nding is corroborated with a study that concluded that education was signi�cantly associated with the occurrence of
NCDs [54, 55]. Also, respondents who are very satis�ed with life were more likely to have high blood pressure and cancer than those who were dissatis�ed with
life. Higher socio-economic status is regarded as a risk factor for some cardiovascular diseases, especially hypertension [35, 36, 56, 57]. It is believed that
those who are satis�ed with life have more purchasing power for feast conveniently with little participation in exercise and this lifestyle easily predisposes
them to NCDs [41].

Strength And Limitations
The study's major strengths were the large study participants, representativeness of the country and these surveys were conducted by well-trained indigenous
enumerators who were able to capture the dataset accurately and timely. Additionally, the study gave speci�c and overall insights on NCDs prevalence and
associated factors in SA for the 10 years. These results could be used in developing major behavioural interventions toward reducing NCDs prevalence with
special consideration of the associated factors. The study's limitations were that this study did not incorporate the qualitative data. Also, the study's cross-
sectional nature makes it di�cult to ascertain the true cause and effect relationship between NCDs and associated factors.

Conclusions And Policy Implications
This study utilized prevailing associated factors based on the literature gap about non-communicable diseases prevalence in South Africa for the period of 10-
year. The study concluded that among the NCDs, high blood pressure and diabetes were the prevailing diseases with the highest prevalence across the 10-year
while cancer has the lowest prevalence. Socio-demographic factors associated with a high prevalence of NCDs were respondents older than 65, those who
were females, widowed and those without education or primary education whilst the behavioural factors were respondents who were smokers, those who
engage in less physical activities or exercises and those who reported having been satis�ed with life. South Africa’s department of health and other health
agencies need to strengthen existing policies and develop new interventional frameworks that will deliberately put into consideration various factors
contributing to the high prevalence of NCDs identi�ed in this study. This will not only reduce the NCDs prevalence in the country but will also reduce the
morbidity and mortality levels.
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