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SUMMARY

THE MANAGEMENT AND CONTROL OF MILK HYGIENE IN
THE INFORMAL SECTOR BY ENVIRONMENTAL HEALTH
SERVICES IN SOUTH AFRICA

Local government (LG) is under increasing pressfroen the milk industry and
consumers regarding their ability and willingnesscarry out their mandate with regard
to the quality control of milk, especially in theformal sector. The government and the
milk industry currently have programmes underwaystimulate economic activities in
the informal sector, targeting emerging cattle famsrfor the production of milk as part of
government’s Accelerated Shared Growth InitiatitfeSouth Africa (ASGISA). These
initiatives further increase the number of informalk producers and distributors, which
holds a further challenge to regulatory authoritissthe same time, the quality of milk
from the informal milk-producing sector poses a@es public health concern. Most of
the milk produced and sold by the informal secsaraw (unpasteurised), which does not
meet the minimum statutory requirements, and thikimgi practices applied by the
informal sector also do not comply with best preeticompliance standards. Local
authorities (LAs) are statutorily responsible forgistering milking parlours and
controlling milk hygiene quality from productionagfe to purchase stage in order to
ensure safe and wholesome dairy products to theuooer. Therefore, LG should play an
increasingly important role in ensuring that safel astholesome milk is produced and
distributed to the consumers. All metropolitan noymalities (metros) and district
municipalities (DMs) should be authorised by thenigtiry of Health to enforce the
Foodstuffs, Cosmetics and Disinfectants Act, 1972t (B4 of 1972) through their
authorised officials — mainly environmental hegtitactitioners (EHPs). Secondly, LG
should have specific programmes, systems and res®uo register, monitor, evaluate

and control milk production and distribution ouslébr continued compliance.




The main aim of this dissertation is to determihe iegal compliance of LG in
controlling food hygiene in general, and the appho®f municipal health services
(MHS) to monitoring and controlling milk hygiene &G level. A further aim is to
determine specific the availability of resourcesl aystems to sustain their activities in

this regard.

This study was conducted amongst all participatimgiros and DMs in South Africa,
targeting specifically the municipal health servicenagers. In the study the legal
compliance and authorisation status of metros akt$ Dy the Ministry of Health and
their respective EHPs was determined. The estintatatber of informal milk producers
in each metro and DM area was determined, as was’MW&reness of such. The
availability of certain resources and the approaicMHS towards milk hygiene quality
control in general were established in order te@eine the MHS’ capacity to properly

monitor and control milk hygiene in the informatts.

By September 2006 the majority (69.6%) of DMs amd anetro had not yet been
authorised by the Ministry of Health to enforce Adtof 1972. Accordingly, most of the
EHPs had not been authorised by their statutordpaated metros and DMs as required
by that particular Act. It was noted that a few neipalities had authorised their EHPs,
though they themselves had not yet been authobsethe Ministry of Health. Old
disestablished municipalities, which were not siggabto be authorised after July 2004,
were nonetheless still being authorised. For artd_&low the sale of raw milk in its area
of jurisdiction, application should be made to thénistry of Health to be listed in
Annexure C of Regulation 1555 of 21 November 1381 proof should be given of its
ability to exercise sufficient control over thels® of raw milk. However, according to
the actual listing of relevant authorised LAs ir tjovernment notices, only the West
Coast District Municipality is listed in Annexure, @llowing the sale of raw milk in its
area, as statutorily required, together with laoainicipalities (LMs) and disestablished

municipalities that are still listed, yet should be.




There are two tools that should assist metros and,28 well as the Ministry of Health,
to determine the relevant municipality’s capacttydeliver MHS (including food control,
of which milk hygiene control forms an integral parThe first tool is the approved
report of a Section 78 (S.78) assessment, whichdeas in accordance with Sections 76,
77 and 78 of the Municipal Systems Act, 2000 (A2to8 2000). The legislation makes it
compulsory for metros and DMs to conduct such asesmnent to determine the
authority’s current and future ability to render Mrnd also to identify shortcomings. At
the time of the survey (January 2006) only 25%7) of the respondents indicated that
their municipality had completed an S.78 assessnidrat second tool is to ascertain that
a project for milk hygiene control in the informatilk-producing sector is part of the
municipality’s Integrated Development Plan (IDPYaubsequently part of the council’s
budget. Unfortunately a specific question in thigarel was not asked, but the Karoo DM
indicated that milk hygiene monitoring and contrelas part of their district

municipality’s IDP.

Although just over half (55.3%) of the respondemtsre aware of informal milk-
producing sources in their respective areas ofgiction, only 20% were making an
effort to control them. A total of 68.1%£32) of the respondents stated that resources
were not sufficient for the effective monitoringdasontrol of milk hygiene, while a
corresponding number of respondentsi5 [48.4%)]) stated that funds and the number
of EHPs were regarded as their key reasons, afbd3H=11) were of the opinion that a
lack of basic equipment was contributing to instéint resources. More than half (57.4%
[n=27]) of the respondents were of the opinion that3/MWere not applying effective
monitoring and control of milk hygiene from the guztion stage to the consumer. In
summary, the reasons involved a lack of systentg, dd fixed programmes, lack of a
standardised approach or system to capture visigemises and sampling results, and
lack of a database in terms of milking parlours drstributors. When all the inputs from
the respondents with regard to their reasons ®MHRS not having proper control over
milk hygiene are analysed and grouped in apprapiategories, 96.8%€30) of the

reasons are management-related issues.




Xi

Although food quality control was high on the agenaf the MHS’ daily activities,
63.6% (=28) of respondents indicated that they were takiily samples on aad hoc
basis, whereas 22.5%m=9) disclosed that they were conducting planned mesn
evaluations, and 78.8%m%26) of respondents stated that they were carryungtizeir
health and hygiene education onahhocbasis. Only 16.3%nE7) of the respondents
indicated that they were integrating their inspmtsi and sampling. The results therefore
suggest that there is no audit- and risk-based apprto evaluating the premises. This
means that most of the respondents were not plgrih&ir work in advance, resulting in
superficial and inefficient MHS delivery. Variousithors remind us that there is little
value in this kind of monitoring and control actigs at food premises in order to

determine the safety of foodstuffs, and the apgrahould rather be outcomes driven.

In conclusion, it is evident that MHS do not prdpenanage and control milk hygiene in
the informal sector due to a lack of managemenaaayp as well as a lack of resources,
standardised programmes, systems and so forthtimally use the available resources
in order for MHS interventions to serve their puspoand to contribute towards the
building of consumer trust. There is thus a needjiadance and assistance from relevant
role-players such as the National Directoratesaafd=Control and Environmental Health,
the Department of Provincial and Local GovernmerRl(3), the South African Local
Government Association (SALGA), the South Africarstitute of Environmental Health
(SAIEH), tertiary institutions, the milk industrynd other interested parties, to assist
metros and DMs in the development of the aboveraeatl LG and MHS capacity. The
Ministry of Health should ensure that all metrosd ddMs are authorised as legally
required. Municipal health service managers sheuaklre that milk hygiene monitoring
and control, especially of the informal sector,nsluded in their councils’ IDPs and
subsequent linked programmes to ensure the au#ifabf the necessary resources

required to properly monitor and control the infatrmilk-producing sector.
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OPSOMMING

DIE BESTUUR EN BEHEER VAN MELKHIGIENE IN DIE
INFORMELE SEKTOR DEUR
OMGEWINGSGESONDHEIDSDIENSTE IN SUID-AFRIKA

Plaaslike besture is onder toenemende druk vamdlkindustrie en die verbruikers oor
hulle vermoé en gewilligheid om hul mandaat uivéer met betrekking tot die beheer
oor die registrasie en melkkwaliteitbeheer van Mei@informele sektor. Die regering en
die melkindustrie is tans besig om projekte te snmnteer waar hulle opkomende
beesboere organiseer en aanmoedig om melk te m@das te bemark as deel van die
regering se “Accelerated Shared Growth Initiatie South Africa” (ASGISA) om
sodoende ekonomiese aktiwiteite in die informel&t@me aan te moedig. Hierdie
regeringsinisiatiewe het 'n bykomende impak op wkemeerdering van die informele
melkprodusente en -verspreiders, wat 'n verderdagihg vir die reguleringsowerhede
inhou. Die melkkwaliteit van die informele melkprmkerders hou 'n ernstige openbare
gesondheidsgevaar in. Die melk wat deur die inféensektor geproduseer en versprei
word, is hoofsaaklik ongepasteuriseerd (rou melk)veldoen nie aan die minimum
wetlike vereistes nie, en die melkprosedures wat dee informele sektor toegepas word,
voldoen ook nie aan algemeen aanvaarbare vervasgdigaktyke nie. Plaaslike
owerhede is wetlik verplig en verantwoordelik vie degistrasie van melkstalle en vir die
beheer van die melkhigiénekwaliteit vanaf produketeby die verbruiker, om sodoende
te verseker dat veilige en gesonde suiwelprodukie @ie verbruiker verskaf word.
Plaaslike regering behoort 'n groter rol te speml te verseker dat veilige en gesonde

melk geproduseer en versprei word.

Alle metropolitaanse en distriksmunisipaliteite mdeur die Minister van Gesondheid
gemagtig word om die Wet op Voedingsmiddels, Skeoidmiddels en
Ontsmettingsmiddels, 1972 (Wet 54 of 1972) in holelerskeie gebiede toe te pas deur
hulle gemagtigde beamptes (hoofsaaklik omgewingsgisidspraktisyns [OGP’s]).
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Tweedens behoort plaaslike owerhede bepaalde pnogea stelsels en hulpbronne te
beskik om melkprodusente en -verspreiders te registmoniteer, evalueer en te beheer

vir deurlopende voldoening aan neergelegde vegreiste

Die doel van hierdie studie is om te bepaal of pleaslike regering aan die wetlike
vereistes voldoen om voedselhigiéne oor die algenteebeheer, en hoe die MGD
melkhigiéne in hulle onderskeie gebiede moniteerbeheer. Voorts is dit om die
beskikbaarheid van hulpbronne en stelsels te bepaaMGD-programme volhoubaar

kan ondersteun.

Hierdie studie is onder al die munisipale gesordtiensbestuurders van al die
metropolitaanse en distriksmunisipaliteite in SAidika uitgevoer. Die status is bepaal
ten opsigte van die statutére magtiging van pleadiesture en hulle beamptes. Daar is
onder andere bepaal tot watter mate die MGD bewwsm die hoeveelheid informele
melkprodusente in hulle onderskeie gebiede. Didiklesarheid van sekere hulpbronne
en die algemene melkhigiénebeheer-benadering igreoek om vas te stel wat die

kapasiteit van die MGD is om melkhigiéne in die infiele sektore te beheer.

Gedurende September 2006 was die meerderheid (69&%die distriks- en een van die
metropolitaanse munisipaliteite nog nie deur diaibter van Gesondheid gemagtig om
Wet 54 van 1972 in hulle onderskeie gebiede tqeatenie. Dienooreenkomstig was die
meeste van die OGP’s ook nie deur hulle onderskririsipaliteite gemagtig om die

genoemde wet toe te pas nie. Tydens die studieam dasgestel dat van die
munisipaliteite wat nog nie deur die minister getitgaig om die genoemde wet toe te pas
nie, inteendeel reeds hul OGP’s gemagtig het. \fegéie amptelike publikasies in die

Staatskoeranis daar selfs ontbinde munisipaliteite wat nogurddie Ministerie van

Gesondheid gemagtig is.

Wanneer plaaslike besture die verspreiding van masteuriseerde (rou) melk in hulle
onderskeie jurisdiksiegebiede wil toelaat, moetenbly die Ministerie van Gesondheid

aansoek doen om op aanhangsel C van regulasievEsb31 November 1997 gelys te
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word. Alvorens 'n munisipaliteit gelys kan word, etalie plaaslike bestuur bewys kan
lewer dat hulle genoegsame beheer kan uitoefenieorerkoop van ongepasteuriseerde
melk. Volgens die amptelike lys in diStaatskoerantis dit slegs die Weskus-
Distriksmunisipaliteit wat gelys is, tesame met faar plaaslike en ontbinde
munisipaliteite wat ook nog gemagtig is alhoewdl elntlik sedert Julie 2004 nie so

behoort te wees nie.

Daar is twee hulpmiddels vir plaaslike owerhedewedoas die Ministerie van
Gesondheid, om te bepaal of 'n munisipaliteit oerrbdige potensiéle kapasiteit beskik
om die MGD (wat voedselbeheer insluit, en waarvaglkmgiéne 'n integrale deel
vorm), te lewer. Die eerste hulpmiddel is 'n goddgede artikel 78-ondersoekverslag
wat uitgevoer is ooreenkomstig artikels 76, 77 8rvd@n die Wet op Munisipale Stelsels,
2000 (Wet 32 van 2000), wat dit verpligtend maakplaaslike owerhede om sodanige
ondersoeke te doen om hulle vermoé te bepaal ondieies te lewer. Ten tye van die
studie (Januarie 2006) was daar slegs 2697)(van die respondente vanaf onderskeie
munisipaliteite wat goedgekeurde artikel 78-ondekso gehad het. Die tweede
hulpmiddel is om vas te stel of 'n munisipaliteih 'projek ten opsigte van
melkhigiénebeheer as deel van hulle geintegreartiglkelingsplan (GOP) ingesluit het
en of daarvoor voorsiening gemaak word in die Remabegroting. Ongelukkig was daar
nie ‘n spesifieke vraag in die verband, maar digokeDistriksmunisipaliteit was die

enigste wat aangedui het dat melkhigiénebeheendadhulle Raad se GOP is.

Alhoewel net meer as die helfte (55,3%) van digpoesente aangedui het dat hulle
bewus is van informele melkproduseringspunte indnderskeie gebiede, het slegs 20%
'n poging aangewend om beheer uit te oefen. Daavtgehet 68,1% n=32) van die
respondente het aangedui dat hul hulpbronne nidoealde is vir die monitering en
beheer van melkhigiéne nie, waarvan dieselfde hdlesigerespondenten€32 [48,4%])
onderskeidelik aangedui het dat fondse en die edeeiel OGP’s die hoofrede is, tesame
met 35,5%16=11) wat van mening was dat 'n gebrek aan base=edting die rede was.
Meer as die helfte (57,4%F27]) van die respondente is van mening dat die M&D

voldoende monitering en beheer oor melkhigiéne fvdieaproduksiestadium tot by die
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verbruiker uitoefen nie. Die redes word hiervooegeskryf aan 'n gebrek aan stelsels,
soos 'n gebrek aan vasgestelde programme, geeandestdiseerde benadering of
stelsels om besoeke en melkmonsterresultate tenuaitger en te reflekteer nie, die
afwesigheid van databasisse ten opsigte van meikstal —verspreiders. Wanneer al
hierdie insette (redes) wat deur respondente veiskaf die gebrek aan die MGD se
vermoé om melkhigiéne te beheer, geanaliseer en toepaslike kategorieé

saamgegroepeer word, is 96,8% van die redes begaraant.

Alhoewel voedselkwaliteitbeheer prioriteit genieteth bo ander daaglikse
omgewingsgesondheidsdienste (OGD)-aktiwiteite 3¢6% (=28) van die respondente
aangedui dat hulle melkmonitering opad hoebasis doen, terwyl 22,59%%9) bekend
gemaak het dat hulle hul perseelinspeksies vo@pllab. Daarteenoor het 78,8%-26)
van die respondente gemeld dat hulle voorligtingropd hoebasis onderneem. Slegs
16,3% 6=7) van die respondente het aangedui dat hullenuikstalinspeksies en
melkmonitering kombineer. Die resultate beklemtadet daar nie 'n geintegreerde
ouditerings- en risikobestuursbenadering met dialugring van melkstalle en melk
gevolg word nie. Dit beteken dat die meeste vanreigpondente nie hulle werk vooraf
beplan nie, wat derhalwe tot oppervlakkige en aiditwe MGD-lewering lei. Verskeie
outeurs herinner ons daaraan dat daar beperktedevasrin hierdie benadering tot
moniterings- en beheeraksies by voedselperseleodoeade voedselveiligheid te bepaal.

Dus behoort die benadering eerder uitkomsgebaseevdes.

Samevattend kan gemeld word dat MGD nie behoorlestuur en beheer oor
melkhigiene in die informele sektor uitoefen nieabs dus 'n behoefte aan leiding en
ondersteuning van betrokke rolspelers soos dieoNaks Direktorate vir Voedselbeheer
en Omgewingsgesondheid, die Departement van Pialeénsn Plaaslike Regering, die
Suid-Afrikaanse Plaaslike Bestuursvereniging, di@idS\frikaanse Instituut vir
Omgewingsgesondheid, tersiére instellings, die mdistrie en enige ander
belanghebbendes om die betrokke munisipaliteiteMEBD te ondersteun met die
ontwikkeling van gestandaardiseerde programmesedgebn so meer om die beskikbare

hulpbronne optimaal te benut. Dit kan versekerdiatMGD se intervensies hulle doel
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dien, en dit kan bydra tot die vestiging van diebveiker se vertroue. Die Ministerie van
Gesondheid behoort te verseker dat al die relevantrisipaliteite gemagtig is soos
wetlik vereis word. Munisipale gesondheidsdienslasters behoort te verseker dat
melkhigiénemonitering en -beheer, van veral diermfgde sektor, deel vorm van hulle
onderskeie rade se geintegreerde ontwikkelingspld@OP’s) om sodoende kritieke
hulpbronne te verseker wat nodig is om effektienadkimgi€énemonitering en -beheer te
verseker. Sodoende kan die MGD hulle mandaat uiteoedie regering se ASGISA-
programme ondersteun om ’'n bydrae te maak totatid ke ekonomiese groei en om

veilige produkte aan die verbruikers te verseker.



XVii

LIST OF ABBREVIATIONS / ACRONYMS

ASGISA

CIEH

CoA

CPD

CUTIF

DBSA

DM

DoH

DPLG

DSA

EHP

EHS

EH

EHO

FFC

GOP

HACCP

Accelerated Shared Growth Initiative for South Adri
Chartered Institute of Environmental Health
Certificate of Acceptability

Continuing Professional Development

Central University of Technology, Free State InnmraFund
Development Bank of Southern Africa

District Municipality

Department of Health

Department of Provincial and Local Government
Dairy Standard Agency

Environmental Health Practitioner

Environmental Health Services -Pue to legislative changes in t
constitutional and subsequent acts regulating logavernment issues,
environmental health services at local governmeell is definedas
municipal health services since July 2004. See BIH& — Municipal Halth

Services

Environmental Health
Environmental Health Officer
Fiscal Financial Committee
Geintegreerde Ontwikkelingsplan

Hazardous Analysis Critical Control Point




HI

HPCSA

HPCSA-PB
for EHPs

IDP

IFEH

INMDCSA

JHB

KZN

LA

LG

LM

MDB

Metro

MGD

MHS

MINMEC

MPO

XViii

Health Inspector
Health Professions Council of South Africa

Health Professions Council of South Africa: Profesal Board fol

Environmental Health Practitioners

Integrated Development Plan

International Federation of Environmental Health
Interim National Medical and Dental Council of Soutfrica
Johannesburg

KwaZulu-Natal

Local Authority (metropolitan and district municljges) — where indicated,

local municipalities are included

Local Government — similar meaning to “Local Autligriand refers also 1
metropolitan and district municipalities — wherdigated local municipalities

are included

Local Municipality

Municipal Demarcation Board
Metropolitan Municipality
Munisipale Gesondheidsdiens

Municipal Health Services — For purposes of thiglgt “EH” has beemnsec
in cases where it was still applicable as stipuldig legislationwhereas th
newer term “MHS” has beemsed later in the document according to rele

legislative changes
Ministers and Members of the Executive Council

Milk Producers’ Organisation




MTEF
NAMC
NDoH

N and PDoH
N and PDPLG
NQF

OGD

OGP

PCoA
PDoH

PHC
RATES

SA

SAIEH
SALGA
SDBIP

SI

S.78

UFS

UK

WHO

XiX

Medium-Term Expenditure Framework

National Agricultural Marketing Council

National Department of Health

National and Provincial Departments of Health
National and Provincial Departments of Provinciadl docal Government
National Qualifications Framework
Omgewingsgesondheidsdiens
Omgewingsgesondheidspraktisyn

Provisional Certificate of Acceptability

Provincial Department of Health

Primary Health Care

Regional Agricultural Trade Expansion Support Progree
South Africa

South African Institute of Environmental Health

South African Local Government Association

Service Delivery and Budget Implementation Plan
Sanitary Inspector

Section 78

University of the Free State

United Kingdom

World Health Organisation




Figure 1.1

Figure 1.2

Figure 1.3

XX

LIST OF FIGURES

Fragmented environmental health services delivergouth Africa,

by three different service providers: (1) The logalnicipality, which

is only responsible for environmental health sexgim the urban area

(Local Municipality A); (2) The district municipali responsible for
environmental health services in the rural areasosnding the urban
centre (Local Municipality A & Local Municipality B although in
some cases also rendering environmental healthicesrto urban
communities (Local Municipality B) where local maipalities could
not afford their own environmental health servig@3;The provincial
departments of health, which were responsible foveghnment
premises, hazardous substance control and portthhdathere

applicable) for the entire area (urban and rutabcél Municipality A

& Local Municipality B), and also for rendering lkeauthority

environmental health services to areas with nollaathority able to

afford to render such (Local Municipality C).

Timeline of developments with regard to the intetption and
implementation of municipal health services in $oéfrica since the
Cabinet decision that environmental health serwedisbe municipal
health services and the function of metropolitand adistrict

municipalities as from 1 July 2004.

Statistics on environmental health practitionergistered with the
Health Professions Council of South Africa from &34 2005/06.

PAGE

5

12

19



Figure 2.1

Figure 3.1

Figure 3.2

XXI

Different categories of environmental health ptetiers per
metropolitan and district municipal area comparedhie number of
environmental health practitioners authorised bsirtlauthorities in
accordance with Section 10(3)(b) of the Foodstufesmetics and
Disinfectants Act, 1972 (Act 54 of 1972): Each bdetpepresents
the 28" and 78" percentile (solid black bar and light-blue triag)gl
the median (dark-blue diamond shape), the meanofttyox) and the
standard deviation (red dots). The minimum (cross ye&llow
background) and maximum (star on green backgrourfd)the
different categories of environmental health ptaoters per
municipal area compared to the number of enviroriaiehealth

practitioners authorised by their authorities.

lllustration of where informal milk production bynformal milk

producers fits into the milk supply chain.

Ratio of informal (unregistered/unauthorised/illggailk production
sources compared to formal milk production soureaxh box plot
represents the 35and 78" percentile (solid black bar and light-blue
triangle), the median (dark-blue diamond shape3, iean (top of
box) and the standard deviation (red dots). Theimnim (cross on
yellow background) and maximum (star on green bamkgd) of
informal milk producers and milking parlours withcartificate of

acceptability/provisional certificate of acceptéhil

46

55

62



Figure 4.1

Figure 4.2

APPENDIX C
Figure 4.3

Figure 4.4

XXii

Inter-provincial comparison of the number of comityirmembers
per functional (junior- and senior-level) categarfy environmental
health practitioner (median) (broken line with sgas. Included are
the national environmental health practitioner pepulation norm
(1:15,000) (dotted line with triangles) compared ttee national
median number of community members per functionalrenmental

health practitioner in South Africa (solid line tviliamonds).

Activities that occupied the majority of municipakalth services
sections’ time for a period of one month (the sdiiet representing
the most frequent activities and the broken linsombination of the

frequent and most frequent categories).

Unregistered milking shed in a structure that dugscomply with the
minimum statutory requirements in accordance witjul&ion R1256
of 27 June 1986, where milk is produced for humansamption as

described above and sold at a roadside stall astddpn Figure 4.4.

Roadside stall on the smallholding as described/@baohere milk is
sold for human consumption to the public in 2-liplastic cooldrink
containers. The milk that is sold here originatemhfrthe unregistered

milking shed depicted in Figure 4.3.

87

98

140

141



Table 1.1

Table 2.1

Table 3.1

Table 3.2

Table 3.3

Table 4.1

XXili

LIST OF TABLES

PAGE
Perception survey to determine the support given district 11
municipalities by key role-players at national andvincial level
upon the devolution/consolidation of municipal hleatervices to

their authorities

Authorisation of local government (metropolitanstdict and local 41
municipalities) in accordance with Section 23 oé thoodstuffs,
Cosmetics and Disinfectants Act, 1972 (Act 54 o72Pfrom a

national and provincial perspective

Awareness of unregistered milk-producing sources tae control 64
thereof by local government (metropolitan and distr

municipalities)

Listing of local authorities (local, metropolitannda district 66
municipalities) in Annexure C of Regulation 1555attow the sale

of raw milk in their respective areas of jurisdacti

Local authorities’ awareness of their listing inflaxure C and their 69
Section 78 assessment in accordance with the Muai@ystems
Act, 2000 (Act No. 32 of 2000)

Availability of resources for the monitoring andntm! of informal 82

milk-producing sources in South Africa



XXIV

Table 4.2a Functional environmental health practitioner to glagon ratio in 85
South Africa (senior environmental health practigecs included in

calculations)

Table 4.2b Functional environmental health practitioner to glagon ratio in 86
South Africa per province, with a breakdown of KweaZulu-Natal
Province to show variation per district municipglit the mentioned
province (senior environmental health practitionénsluded in

calculations)

Table 4.3 Comparison between the number of environmental tlneal 89

practitioners and the availability of transport

Table 4.4  Municipal health services’ approach towards moimigpr and 92

controlling milk hygiene

Table 4.5 Measures to ensure that the registration of millgpagours remains 94

appropriate

Table 4.6  Municipal health services’ approach to milk samglirpremises 96
inspection and education/awareness to monitor awdra milk

hygiene

Table 4.7  Ability of municipal health services to properly mitor and control 100

milk hygiene



Chapter 1

INTRODUCTION
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11 HISTORICAL PERSPECTIVE ON ENVIRONMENTAL HEALTH | N
SOUTH AFRICA

Environmental health (EH) is a diverse science ww#lprimary objective to ensure a safe
and healthy environment for all. In essence EHhésgrevention of unhealthy practices,
situations and circumstances that may cause harigadrto illness in any person who
may be surrounded by, in contact with, or in thanity of any harmful element whether
microbiological, physical or chemical. These harhdlements may be found in food,

housing, water supply, industry, recreation, arevtlorking environment.

Before one can focus on the historical backgroundhtbin South Africa, one first needs
to consider its origin in the United Kingdom (UKjis important to keep in mind that the
colonial system in South Africa, and especially @spe Colony, played a vital role in the

development of the country’s health system and fephirticular.

1.1.1 Environmental health in the United Kingdom andits influence on South

Africa

Environmental health as we know it today is a fundatal component of public health,
which originated during the early to mid-nineteen#ntury as a result of the appalling
living conditions of the labouring poor in Englarieidwin Chadwick (1800 — 1890) is
regarded as the father of public health. Chadwithygd a monumental role in
emphasising the effect of the appalling living, ing and environmental conditions on
the health of people (States of Jersey, [s.a.]y,C1839; Finer, 1952; Hamlin, 1998;
CIEH, 2004; Science Museum, 2004). After conductirgginquiry, Chadwick concluded
that a substantial portion of ill health is dueatpoor environment, and he believed that
the required environmental change was an engirgaim not a medical challenge
(States of Jersey, [s.a.]; Finer, 1952; CIEH, 20@Hadwick argued that diseases were
directly related to living conditions and that thevas a need for public health reform.
The government refused to publish his report, Hotved Chadwick to do so in his own

name. Chadwick then published at his own expenge than 7,000 copies of the report




to create awareness of the need for governmeak#dction in order to protect the lives
of the people. The conservative administrationha time was unwilling to support
Chadwick’s recommendations because of people vatuipiary interests being affected.
A pressure group, the Health of Towns Associatwas formed in an effort to persuade
the government to take action. After a prolongeghtfi Chadwick had a Bill introduced
into Parliament that provoked a great deal of opjowos from people with vested
interests, and it was only after the 1847 gendealtiens, when a new liberal government
was elected, that the 1848 Public Health Act wasezhsThe latter made provision for
the formation of a General Board of Health, whicluldoapprove the establishment of
local boards of health, which were the forerunn@rsnunicipalities (States of Jersey,
[s.a.]; Clay, 1939; Finer, 1952; Hamlin, 1998; CIEX04; Science Museum, 2004).

As in the case of Liverpool, under the Liverpoohisary Act of 1847, the local boards of
health had to appoint an officer of health, a syoveand an inspector of nuisances
(antecedent of the sanitary inspector [Sl], heelipector [HI] and lately environmental
health officer [EHQO]) as the public health teama{8$ of Jersey, [s.a.]; Clay, 1939; Finer,
1952; Hamlin, 1998; CIEH, 2004). With the passifgtlee Nuisances Removal and
Disease Prevention Act of 1855 (Section 9 is aérest) the local authority (LA) had to
appoint and employ a sanitary inspector(s) or yaith other authorities in doing so. This
was the first occasion on which the term “sanitagpector” was substituted for that of
“inspector of nuisances.” The Act states verydittbout the powers and duties of the Sl,
but it is of interest to note that it made partacuimention of two duties, namely the
giving of notices to the LA regarding the existenmie nuisances, and the duty of

inspecting articles intended or exposed for saléhfe food of man (Clay, 1939).

It was becoming obvious in England that an unqealifperson was no longer able to
operate successfully and therefore the Royal Sanitastitute established a simple
examination during 1877. It was only from 1897 tiiabecame obligatory for all the
newly appointed inspectors of nuisances in Londohave a certificate of competency.
As a growing need arose to regularise the posit#oset of procedures, training and

examination was instituted. The successful Sis \wer@ded the Certificate of the Royal




Sanitary Institute and the Sanitary Inspectors’raixeation Joint Board. The qualification

was known among the holders as the SI's tickets Tibket allowed the holder to practise
the profession of Sanitary Inspector. This quadiilcn was followed by a specialised
qualification, the Diploma for Inspector of Meatdaather Foods (meat ticket), and for
others a similar qualification of Smoke Inspectandg&e ticket). The mentioned body
was superseded by the Public Health Inspectors’ ibatian Board. In keeping with the

upgraded qualifications, the title of Sanitary lesfpr was changed in 1956 to that of
Public Health Inspector, and later, to show theaexied role of the profession, to
Environmental Health Officer (States of Jersew.[sClay, 1939; CIEH, 2004).

1.1.2 Evolution of environmental health in South Afica

Local government (LG) has been playing a key rolehe delivery of environmental
health services (EHS) since the early 1800s. uttSafrica the first Public Health Act
was promulgated in the Cape Colony (South Africajirdy 1883 following a smallpox
epidemic in Kimberley (currently situated in the rib@rn Cape province as part of the
Sol Plaatje local municipality within the FranceaaBd district municipal area) (Nathan
& Thornton, 1929; Cluver, Smith & Schwar, 1971). &xsive emergency powers were
delegated to the LAs by the governor to permitotdfs to enter premises and to draw up
and enforce quarantine regulations. LAs, by virtdigorevious colonial legislation and
subsequent ordinances and under their local by;lemee responsible for environmental
hygiene and measures to deal with outbreaks oftinfex diseases (Nathan & Thornton,
1929; Cluveret al, 1971). The Public Health Amendment Act, No. 23897, extended
and defined the jurisdiction and powers of LAs ispect of matters relating to public
health, which included the regulation of dairy aethted activities (Cape of Good Hope,
1897; Nathan & Thornton, 1929; Cluvext al, 1971). Nevertheless the influenza
epidemic of 1919 exposed serious inadequaciesdanrdbponsibilities, safeguards and
procedures. This resulted in the Public Health #&ct1919 (Act 36 of 1919), which
determined that “every LA (urban and rural LAs) kkhuand when required by the
Minster had to, appoint competent Sls to assigaieguarding public health within its
district” (Union of South Africa, 1919; Nathan & Thdon, 1929; Cluveet al, 1971). It




is interesting to note that the Public Health Atfi819 had a clause that prevented LAs

from dismissing sanitary/health inspectors withthiet approval of the Minister.

The Act further determined that “the Sls had togess a certificate in practical sanitation
or sanitary science which was granted after a apeptamination from an authority
specified by the Minister in the government gazé@®vernment Notice No. 519 of
March 19, 1920)” (Nathan & Thornton, 1929; Cluwtral, 1971). At that time the only
authorised authorities that were approved as canpdbd grant certificates were the
Royal Sanitary Institute, the Sanitary Inspect&samination Board of London, and the
Sanitary Association (Incorporated) of Scotland (dat& Thornton, 1929; Cluvest al.,
1971). Consequently, for the first couple of yeafrthe existence of EH in South Africa,
the professionals were trained in South Africa, thety obtained their qualifications from
the UK and were registered by their professionalié® as mentioned above. Thus the
pioneers of EH in South Africa received their deréites from the UK — hence the need

to focus first on the history of EH in the UK.

Prior to the restructuring, redemarcation and alion of powers and functions to the
different categories of LG in South Africa, therer& multiple authorities providing EHS
(Figure 1.1). Even the former homelands had them &HS. Urban and rural LAs had
their own EHS, and the different provincial depatits of health also rendered certain
EHS within the district and local municipal are&sg(re 1.1). Some local municipalities
(LMs) with sufficient capacity had their own EHSderve their communities (Figure 1.1,
Local Municipality A). Some district municipalitigbMs), especially in areas where the
erstwhile district councils and divisional counc{l@so known as rural LAs) rendered
EHS, also provided EHS mainly to rural communi{iegure 1.1, Local Municipality A
& Local Municipality B) and to urban communities $mall towns that could not afford

their own EHS (Figure 1.1, Local Municipality B).
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Figure 1.1: Fragmented environmental health services deliire§outh Africa, by three different
service providers: (1) The local municipality, whids only responsible for
environmental health services in the urban areaglLMunicipality A); (2) The
district municipality responsible for environmentaalth services in the rural areas
surrounding the urban centre (Local Municipality & Local Municipality B),
although in some cases also rendering environmemtalth services to urban
communities (Local Municipality B) where local maipalities could not afford their
own environmental health services; (3) The proahdepartments of health, which
were responsible for government premises, hazardobstance control and port
health (where applicable) for the entire area (urad rural) (Local Municipality A &
Local Municipality B), and also for rendering loeaithority environmental health
services to areas with no local authority able fford to render such (Local
Municipality C).



Government environmental health practitioners (BHPsndered EHS mainly to
government premises such as hospitals while alseitorong hazardous substances in
urban and rural areas (Figure 1.1, Local Munictgalh & Local Municipality B).
Government EHPs also rendered general EHS to tomimeye there were no local
government EHS available (Figure 1.1, Local Muratity C) (Nathan & Thornton,
1929; Cluveret al, 1971; RSA, 1977; Agenbag & Thétard, 1997; RS20 Atkinson,
Van der Watt & Fourie, 2003; Venter & Landsberg0@1.34).

Nevertheless, despite the impact of fragmented Hel&very as mentioned above, the
allopathic medicine dominance in health serviceveey in South Africa also impacted
negatively on the development, capacitation and itmong of EHS from higher
authorities, resulting in a lack of systems and aslack of standardisation of the
services, monitoring and control of the servicesouece development and so forth,
which resulted in EHPs becoming involved in othetivaties not directly related to EH
(Mathee, Swanepoel & Swart, 1999; HPCSA, 2000ajn&stn, Akharwaray, Fouche &
Wellman, 2002:3-8; Agenbag & Gouws, 2004). EHPsaout transport became drivers
for primary health care staff who had access tospart, but who did not have licences.
In other cases EHPs became acting managers of mthaiion and technical services
whilst only focusing on EH-related complaints f@% of their time and when available,
neglecting their own priority EH issues (Atkinsenal, 2002). A provincial survey in
the Eastern Cape province during 2003 revealedntiost (90%) of the provincial EHPs
were without transport and basic equipment (Ager®&puws, 2004).

1.2 DEVELOPMENTS IN ENVIRONMENTAL HEALTH AFTER THE
DEMOCRATISATION OF SOUTH AFRICA

EHS in South Africa were also affected by the demticrelections and subsequent
legislative changes such as the implementatiomefL{5-based district health system as
the vehicle to implement an equitable, efficient &ffective health system based on the

principles of the primary health care (PHC) appho@®icCoy & Engelbrecht, 1999;




Barron and Asia, 2001). Since the passing of theoNal Health Act, 2003 (Act 61 of
2003) during 2005, far-reaching changes were eftedh the health and municipal
sectors, which have had a significant impact onathg in which EHS are delivered. The
National Health Act of 2003 devolves the respotigypfor the majority of EHS to
metropolitan municipalities (metros) and districumicipalities (DMs) and redefines
MHS to focus exclusively on EH (RSA, 1998; SaitD20RSA, 2003). This is regarded
as a positive development for EH (i.e. to make nsetmod DMs accountable for EHS).
Recent cholera and typhoid outbreaks in the Mpung@aKwaZulu-Natal, Eastern Cape
and North West provinces serve as a reminder ofckajlenges in the EH field, such as
the communities’ knowledge regarding how to protdatmselves, access to basic
services, lack of systems to properly monitor EHvées, resource shortages, as well as
lack of management capacity to properly and susitdyn monitor and control
environmental conditions. The extent and the intgrsf the outbreaks emphasised the
severity of the backlogs and indicated that thexg possibly been greater emphasis on

curative care rather than prevention and contrald§ Dau & Phakati, 2002).

After 1994, the first step taken by the governmemtards the implementation of a new
health system with the aim of overcoming fragmeatatvas the demarcation of health
districts along municipal boundaries (Barron & AsZD01). Metropolitan, local and
district municipal boundaries were determined dyr2000 and the country has done
away with cross-border DMs that negatively affetedvice delivery (SALGRC, 2005a).
The various powers, functions and responsibiliiieghe different categories of LG were
determined, although there is still uncertainty hwitregard to some
environmental/municipal health services activisesh as air and noise pollution control
that are divided between LMs and DMs, whilst thiection for rendering MHS has been
allocated exclusively to metros and DMs in Southig@{RSA, 1996; RSA, 1998; RSA,
2003; SALGRC, 2005b; MDB, 2005).

The latest developments in the delivery of EHS Bg lare influenced and directed by the
Constitution of the Republic of South Africa, 19@%&t 108 of 1996) (hereafter referred

to as the Constitution), which promulgates thrategories of municipalities, namely A —




metropolitan municipalities, B — local municipadsi and C — district municipalities. It
also makes mention of MHS under Part B of Schedubé the Constitution, which is a
responsibility of the metros and DMs in accordawith Section 84(1) of the Municipal
Structures Act, 1998 (Act 117 of 1998) and Sec®@(l) of the National Health Act,
2003 (Act 61 of 2003). MHS are also included in thien “health services” in the last-
mentioned Act. Nevertheless, the term MHS, whiclallscated to metros and DMs,
includes a list of selected EHS activities and atspe@mmely: water quality monitoring,
food control, waste management, health surveillaotepremises, surveillance and
prevention of communicable diseases excluding imsations, vector control,
environmental pollution control, disposal of theadeand chemical safety, but excludes
port health services, control of hazardous subswrand malaria control, which are
provincial functions (RSA, 2003). The necessity flois endeavour originated from the
ministers for Provincial and Local Government andlitewho agreed that the definition
of MHS should be equated to EHS (RSA: DPLG, 2002).

From the latest study in the country to determime progress made in the delivery of
MHS by DMs in South Africa, conducted in 2007 bg hevelopment Bank of Southern
Africa (DBSA, 2007), it is clear that one third DMs are still not delivering MHS, two
years (from 1 July 2004) after they were requikeedd so. Local municipalities still play
a significant role in delivering the service in texsces where DMs do not do so. It is
further claimed that some DMs are not complyinghwtite legislative requirement of
undertaking Section 78 investigations in accordanith the Municipal Systems Act,
2000 (DBSA, 2007). The latter Act makes it compoydor a municipality that renders a
new service or whose services have extended signify to undertake a Section 78
investigation to determine whether they have thgacay to render the service internally
or whether it has to be done externally (RSA, 20@)ly about 60% of DMs indicated
that they had undertaken their Section 78 investigs, whilst approximately 43% of
DMs had been delivering EHS before metros and DMeewnandated to do so (DBSA,
2007). These Section 78 investigations are impbitametermining whether the DMs

have the current and future capacity to deliver ME®& whether they should deliver the




service internally or externally through a servieedl agreement (RSA, 2000; DBSA,
2007).

Over and above a Section 78 investigation, anathportant tool to determine whether
the metros and DMs are fully prepared for the aelivof MHS, and therefore food and
subsequently milk control, is to ensure that MHSnfopart of the respective
municipalities’ integrated development plans (IDERPA, 2000; MDB, 2005). From the
DBSA (2007) survey it is evident that MHS are refaty well integrated into municipal
planning processes, especially long-term procesaggprovision for staffing is lacking.
Eighty-two percent (82%) of DMs had included MHS their IDPs, a large number
having provided for the service in their 2006/0tdet and medium-term expenditure
framework (MTEF), but only 41% had placed stafbnganigrams (DBSA, 2007).

The abovementioned study shows that the MHS capa€iDMs, as far as access to
services, transport, technical support and equipraenconcerned, has mainly improved
following the consolidation of MHS. It is only thetaffing component that has not
improved. Approximately 70% of DMs had made prasisfor a separate budget vote for
MHS, but only 52% had budgeted for the service (BB2007). According to the
Division of Revenue Act of 2006, government hassileed EHS as a basic service that
is funded through the local government equitablareshbasic services component,
together with other basic services such as wasaritagion, refuse removal, electricity
and so forth. However, only 55% of DMs reported: tiey had accessed or planned to
access the funding for MHS (RSA: DoF, 2006; DBSA0?). Approximately 85% of
chief financial officers at DMs deemed the fundiog MHS to be inadequate (DBSA,
2007). Furthermore it was highlighted in the DBS20@7) study that MHS are not
developing in an equitable manner, with almost tadf DMs indicating that there were
no measures to ensure equitable delivery of theicgerFor almost half the DMs the
service-level agreements did not cover new geodgeapteas, and fewer than half the
DMs had service plans for underdeveloped areas;hnduggests that the traditional way
of delivering EHS onad hocbasis and by means of the traditional ‘health ecsm’
model is being maintained (DBSA, 2007). Local goweent has the primary
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responsibility for the delivery of basic serviceacls as water, sanitation, waste
management and electricity (RSA, 1998; MDB, 200SARDoF, 2006). Each of these
services has profound implications for the pubhd &H; however due to poverty and a
lack of resources, some communities have no atoebksse services (Ealesal, 2002).
Thus the devolution/consolidation of EH to metroad aDMs offers enormous
opportunities for the integration of EH with devefoeent planning and the provision of
basic services across all sectors. Unfortunatelyi€ldot currently a high priority in
municipal budgets and it remains to be seen whekigimportant function receives the

resources and support it requires (Ealesl, 2002).

National surveys conducted during 2006 and 20@&tablish the progress made with the
devolution of MHS to DMs in the country revealeattihespondents were of the opinion
that most of the key national and provincial rolayers, such as the South African Local
Government Association (SALGA), the Department efth (DoH) and the Department
of Provincial and Local Government (DPLG), whiclosld be playing a leading role in
the consolidation of MHS in South Africa, are irsteplaying a very limited role in
giving support and direction to metros and DMs (Alggeg, 2006; DBSA, 2007). This has
further resulted in inequitable implementation ofHB! consolidation in different

provinces (Table 1.1).

When considering, a timeline of strategic high-ledevelopments and direction in the
devolution of MHS in South Africa (Figure 1.2) & noted that there is a need to get the
national and provincial support down to LG levelesh it should be interpreted and

implemented.
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Table 1.1: Perception survey to determine the support givedistrict municipalities
by key role-players at national and provincial levapon the
devolution/consolidation of MHS to their authorgie

(Agenbag, 2006; DBSA, 2007)

Level of support

Institution Good Average  Poor
(%) (%) (%)
National Department of Health 0 24 68
Provincial Department of Health 24 44 29
Department of Provincial and Local Government 9 8 1 65
South African Local Government Association 3 21 35
South African Institute of Environmental Health 3 32 59
Unions 24 24 34
Department of Water Affairs and Forestry 3 9 56
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Over the past three years more strategic and &dgetsearch has been initiated on a
strategic level by the National Department of He&Rigure 1.2). This research was done
by non-governmental organisations such as the He@itstems Trust, and by the
Development Bank of Southern Africa (DBSA, 2007hose study was intended to
guide government actions as far as MHS are conceiftegse latest strategic research
initiatives as referred to were, amongst otherspsting study to inform the funding for
MHS, a study to monitor the impact of MHS policyplamentation, and another study
amongst DMs to determine the level of MHS delivéilaynes, 2004; Haynes, 2005;
DBSA, 2007). These research studies provide a gyoopsis of the extent of MHS
delivery to all relevant role-players that coulddfeassistance for future focus areas and

programmes for the development of MHS in Southafri

1.3 ROLE OF LOCAL GOVERNMENT IN DELIVERING
ENVIRONMENTAL HEALTH SERVICES AND MILK CONTROL IN
SOUTH AFRICA

Historically, LG has played a pivotal role in theligery of EHS and in particular to
control milk, amongst other functions (Cape of Gétwpe, 1897; Union of South Africa,
1919; Nathan & Thornton, 1929; Clay, 1939; Cluegral, 1971). The Public Health
Amendment Act of 1927 (Act 36 of 1927), for examptaade provision for two
categories of LAs, namely the urban LA, which islenved with sanitary powers for
safeguarding the inhabitants of its district, ahé tural LA, which is similar to a
divisional council (Union of South Africa, 1927)i\sional councils existed throughout
the Cape Colony (covering roughly the present-daas of the Western Cape, Eastern
Cape and Northern Cape provinces), with similar pevie those of the urban LAs. For
the rural districts of the Transvaal (covering mordess the current areas of the North
West, Gauteng, Mpumalanga and Limpopo provincég),Qrange Free State and Natal
(currently known as the Free State and KwaZulu-Natalvinces respectively), the
magistrate was the rural LA for the purposes of theptovision (Nathan & Thornton,
1929; Cluvergt al, 1971; RSA, 1977, Barron & Asia, 2001).
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The control of dairies and the sale of milk by Ldates back to the commencement of
the Public Health Amendment Act of 1897 (Act 231807), with LAs having the power
and duty to alter and revoke by-laws or regulatidos regulating, restricting and
inspecting dairies and the sale of milk (Cape ob&blope, 1897: Part lll, 9(5)(c)). The
Foodstuffs, Cosmetics and Disinfectants Act of 19&&t 54 of 1972), which is still in
force, requires of LAs (since 1 July 2004 only metamd DMs) to be authorised by the
Ministry of Health to enforce the stipulations detmentioned Act, amongst others, to
control milk hygiene issues in their areas of gigdon, by their authorised health
inspectors (RSA, 1972; RSA, 2003). The latest NatidHealth Act, 2003 (Act 61 of
2003) also gives metros and DMs the responsiliityeliver MHS and to appoint health
officers to monitor and enforce compliance with slagd Act (RSA, 2003).

The trend of LGs to fulfil such a significant role milk control through their EHPs

(health inspectors) and consequently their EH gmesticontinues, although lately the
current Constitution of South Africa, 1998 (Act 1681996), the Municipal Structures
Act, 1998 (Act 117 of 1998) and the National Heahtt, 2003 (Act 61 of 2003) have

redefined EHS at LG level, where the said Acts malemtion of MHS, which are now

the responsibility of the metros and DMs and na@#rthat of local municipalities. MHS

are defined in the National Health Act of 2003 (Adtof 2003) to include, amongst other
things, food control (RSA, 1972; RSA, 1996; RSA9829RSA, 2003).

The control of milk hygiene is a component of foedntrol and has been the
responsibility of metros and DMs since 1 July 20R&A, 1991; RSA, 1998; RSA, 2003;
RSA: DoH, 1986; RSA: DoH, 1990; RSA: DoH, 2003) eTollowing legislation is very

specific about milk control and the role that LGdaBHPs play in the enforcement
thereof, from the production stage of milk untilist made available to the consumer:
Firstly Regulation 1256 of 27 June 1986 promulgdtedhe Health Act, 1977 (Act 63 of
1977): “Regulations pertaining to milking sheds aihé@ transport of milk” mainly

determines the procedures and requirements fastraggon of a milking parlour, the role

that LG plays with the issuance of a certificateaoteptability, following an inspection
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report from the EHP regarding the structural, cdidio and transportation requirements
with which milking parlours must comply for the piection and sale of milk and dairy
products to the public (RSA, 1977; RSA: DoH, 198¢gulation 1555 of 21 November
1997 promulgated by the Foodstuffs, Cosmetics arsihf@ictants Act, 1972 (Act 54 of
1972): “Regulations relating to milk and dairy puots” mainly determines the quality
(hygiene and safety requirements) of milk and damyducts (RSA: DoH, 1997). Section
11 of the Foodstuffs, Cosmetics and Disinfectants 2872 (Act 54 of 1972) determines
the powers, duties and functions of inspectors utige mentioned Act (RSA, 1972).
Fourthly, Regulation 328 of 20 April 2007 promulgatby the Foodstuffs, Cosmetics and
Disinfectants Act, 1972 (Act 54 of 1972): “Regulaisorelating to the powers and duties
of inspectors and analysts conducting inspectiord @nalyses on foodstuffs at food
premises” determines the powers, duties and fumstad an officer or inspector to enter
premises (RSA: DoH, 2007). Sections 82 to 84 ofNh&onal Health Act, 2003 (Act 61
of 2003) also emphasise the duties of health office the case of routine EH
investigations, as well as the authority of officerenter and search premises in terms of
the mentioned Act (RSA, 2003). Regulation 1183 afuhe 1990 promulgated by the
Foodstuffs, Cosmetics and Disinfectants Act, 1972t(B4 of 1972): “Regulations
relating to perishable foodstuffs” defines a litperishable foodstuffs which, amongst
others, include milk (RSA: DoH, 1990). The Busindéssence Act, 1991 (Act 71 of
1991) determines that a place where perishablesfafid are sold should be in
possession of a business licence, issued by teeard LA (RSA, 1991). Regulation 918
of 30 July 1999 promulgated by the Health Act, 19&¢t. 63 of 1977):. “Regulations
governing general hygiene requirements for fooadnses and the transport of food”, as
amended, further requires under Section 3(1) thethjzes where food is handled must
be in possession of a certificate of acceptabiéispied by the LA (metro and DM), after
the premises have been considered and recommerndtuk Binspector” (RSA: DoH,
1999).

The role of LAs (metros and DMs) in the controlfebd safety and its statutory mandate
are derived from the authorisation of individualtroe and DMs by the Minister of

Health in accordance, firstly, with Article 23 ohet Foodstuffs, Cosmetics and
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Disinfectants Act, 1972 (Act 54 of 1972) (RSA: 19@)d secondly with Article 32 of
the National Health Act, 2003 (Act 61 of 2003) (RS803). It is important to note that
if food control is not specifically mentioned inethintegrated development plans (IDP)
and service delivery and budget implementation PI&8DBIPs) of the respective
municipalities, in detail and by referring to sgEcprogrammes such as milk control or
capacitating the informal milk producing sectonvituld be problematic to focus on it or
to make budgetary provision for it, primarily duethe most recent legislative changes
and the performance management systems that ardenmapted at LG level (RSA,
2000).

1.4 CHANGES IN THE ENVIRONMENTAL HEALTH PROFESSION

The political movements in South Africa also afégttthe EH fraternity, its training
institutions, professional registration bodies apthcement of EH staff along
geographical lines. After the 1994 democratic cleanthe professional registration of
EHPs was centralised with the Health Professionsn€ib of South Africa (HPCSA),
with a separate and autonomous but integrated gsioigal board for EHPs (RSA: DoH,
1973; RSA: DoH, 1976a; RSA: DoH, 1976b; RSA: DoH94; RSA, 1974; Van
Rensburg & Van Rensburg, 1999; HPCSA, 2000b). Thesangements minimised
legislative and other practices that allowed fodioal professional dominance of other
health care professionals in the then South Afrideadlical and Dental Council (HPCSA,
2000b). The majority of training institutions inetltountry were rationalised and merged
during 2003, which also had an impact on the tngrif EHPs. The EHPs were primarily
trained at the then technikons, which predominanthanged to universities of
technology. This extended the scope of trainingldPs, which also made more research
resources available to the profession. In orderb& in line with the National
Qualifications Framework (NQF), as part of the aemin higher education and training,
the courses for EHPs were also re-curriculated &#,C2002). Currently one should
have a three-year National Diploma in EH to be ablsecure professional registration
with the HPCSA as an EHP (RSA: DoH, 1976b). HowevRis is currently under




17

revision as per the stipulations of the NQF andpbssible introduction of a register for
EH assistants (HPCSA, 2002; 2005). Further trairapgortunities now exist, with an
EHP now being able to obtain a doctoral degreeHin \hich was not available before
1996 in South Africa (RSA: DoH, 1976c¢). With thetroduction of compulsory
community service for EHPs in South Africa, dur2@04, more human resources in EH
were made available, especially to the remote, useefed areas of the country. It also
provided an opportunity for EHPs to gain more pcattwork experience and exposure
in the EH field. The Professional Board for EHP$dduced voluntary Continuing
Professional Development (CPD) for EHPs in Southicafras from March 2003
(HPCSA, 2002; HPCSA, 2006).

The enactment of the National Health Act, 2003 (Bttof 2003) further terminated a
number of clauses of the 1977 Health Act (Act 631677) that originated from the
colonial system, which stated that a health ingpdtad to work under the supervision of
the Medical Officer of Health. This requirement iagped negatively on EHPs for many
years in terms of their status and the highesttiposi they could achieve at LG level
(RSA, 1977; Industrial Council for the Local Authgriundertaking of the Province of
the Cape of Good Hopes.p]). Various authors have concluded that the perwa of
allopathic medicine in the country in the past amdome extent at present negatively
affected the growth of the EH fraternity as far the development of systems,
standardisation of services, strategic-level resteaegarding current service delivery
levels and allocation of resources are concerneath{&et al, 1999; Van Rensburg &
Van Rensburg, 1999; Agenbag & Gouws, 2004).

The terminology relating to practitioners also ash from Sanitary Inspector (Sl) to
Health Inspector (HI) during 1928, to EH OfficerHB) in 1994, and to Environmental
Health Practitioner (EHP) as from 2002. These changeflect the shift from the
inspector model to a more developmental approa&Hs delivery (Nathan & Thornton,
1929; RSA: DoH, 1973; RSA: DoH, 1976a; RSA: DoH7@B; RSA: DoH, 1994; RSA,
1974). The various associations for EHOs, which vagveled along demographic lines,

were also integrated in the South African Instittde Environmental Health (SAIEH),
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which was inaugurated during November 1995 and elinkhe profession with
international counterparts by becoming a membethef International Federation of
Environmental Health (IFEH) (SAIEH, 2004). The SMEplayed a significant role in
hosting the 8 World Congress of the IFEH during February 200He Bvent assisted
significantly in improving the profile of EH in Stu Africa amongst officials and

politicians from local to national level (SAIEH, @4).

Although the number of registered EHPs has inckaser the past decade, their ratio to
the general population has decreased. For exanmptee Medical Officer of Health’s

report of 1902 for the city of Johannesburg (inekr2000), mention is made of 23 Sls
who were employed to serve the then population0&,482 (EHP to population ratio =

1:4,760). The current number of EHPs in Johanngsstands at 134 with a population of
3,225,810 people (EHP to population ratio = 1:238)0This illustrates that although the
number of EHPs is currently five times higher ifhdonesburg than it was in 1902, the
population has increased 28 times over the samedpdfigure 1.3 shows the number of
EHPs that have registered with the HPCSA since 18#t6restingly, for 22 years the

numbers remained constant at 51 EHPs for the ecdwatry, with a marked increase
since the mid-1970s (Figure 1.3). According to ldwest annual report of the HPCSA
there were 2,718 EHPs registered during the 200&@Btration year in South Africa

(HPCSA, 2006). The dramatic decline during 2000l¢dae ascribed to a number of
EHPs that left the country and who deregister beeahey took up duties in other
departments such as Departments of Water Affaird Borestry as well as the
Department of Environment Affairs and Tourism, whéris not required of them to be
registered, leaving a skills gap at LG level. Atmor of the decrease could also be
because of a number of EHPs that did not contihe#& tegistration with the HPCSA.

The HPCSA also increased awareness and effortettoid) of professionals’ such as
EHPs that continues to practice whilst not regestewith the HPCSA. This could also
lead to the increase in the number of registered sEd&ring 2003 together with

government interventions such as the compulsory i@onity Service Year that EHPs
also have to undergo before they can take up agreant job and continue to be

registered with the HPCSA as a professional.
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1.5 STATUS OF MILK QUALITY IN SOUTH AFRICA

Milk production in South Africa has followed simil&rends as in other parts of the world
where the number of formal commercial producers deseased while the production
volumes have increased (Herman 1984; Greathead,; X88sta, Reinemann, Cook &
Ruegg, 2004; Coetzee, 2005; Coetzee & Maree, 2®i6Le the deregulation of the
industry after 1994, smaller and mainly informalnguthorised/unregistered) milk
producers have started supplying milk directly he tommunities through bulk milk
tanks, “spaza” shops (small, informal retailersyl @o forth (Greathead, 1991; Gittens,
1996; NAMC, 2001; Jansen, 2003). This milk is gatlgmot of good quality because of
the focus on volume and the fact that there arperalties for poor quality (Greathead,
1991; More O’Ferrall-Berndt, 2003; Jansen, 2008)géneral, the milk quality in South
Africa has been highlighted as a matter of conce,shown by various studies
(Greathead, 1991; Burri, 1993; Jooste, 1993; RS#t D1995; Greyling, 1998; Jansen,
2003; More O’Ferrall-Berndt, 2003; Agenbag, 2004).

The concerns about milk quality in South Africa wexchoed by the 2001 National
Agricultural Marketing Council report (NAMC, 200bn the effects of deregulation on
the dairy industry. Other studies have furthermndécated that proper control over milk
hygiene quality by LAs is lacking (Herman, 1984; &heead, 1991; Winterbach, 1992;
Burri, 1993; Jooste, 1993; Gittens, 1996; NAMC, 20More O’Ferral-Berndt, 2003).
Recently, public awareness and public enquiriesemdegd to the relevant controlling
authorities have been highlighted through the madih research studies on the hygiene
quality and safety of various foodstuffs in Soutkrige, including milk (Burri, 1993;
Jooste, 1993; Greyling, 1998:78-79; Carte Blan2081; NAMC, 2001; More O’Ferrall-
Berndt, 2003:35-40; Focus, 2006). This has raisegterns as to whether the responsible
authorities tasked with managing and controlling quality of foodstuffs are sufficiently
equipped to execute their responsibilities effedtiv(Herman, 1984:6; Matheet al.,
1999: 281-287; Atkinsoet al, 2002:3-9; More O’Ferrall-Berndt, 2003:35-40; Agag

& Gouws, 2004:3-5; Fairman & Yapp, 2004).
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Studies have also highlighted the inability of nuijpélities to control milk quality. For
example, a Human Sciences Research Council stuglygdR002 in the Northern Cape
suggested that the delivery of EHS in the Karo@ avas uncoordinated, as there were
staff members from the Provincial Department of edhe district municipality and the
local municipalities working in the same area (Atdanet al, 2002). The study indicated
that EHPs were performing a number of other jobselated to a typical EH job
description (Atkinsoret al, 2002). More often than not the EHP’s job desmiptasks
were being neglected and only performed in the cdgmiblic complaints. Over recent
years EHPs have increasingly been acting as hdaadnanistration, human resources,
technical services, public works and finance depants while they are appointed as the
only EHPs in their respective areas required tdoper EHP tasks (Matheet al., 1999;
HPCSA, 2000a; Atkinsoat al, 2002; Haynes, 2005).

1.6 RATIONALE

1.6.1 Stating the problem

Currently no registration system for informal milgroducers exists, hampering
information transfer between the producers andatiteorities (Jansen, 2003). It is thus
difficult to determine the real extent of the infahmilk-producing sector with regard to
hygiene and economic impact, mainly because mogh@finformal milk producers
consume their own milk and only sell to friends dacdily (Jansen, 2003:6; Dovie,
Shackleton & Witkowski, 2006:263).

However, it is illegal in South Africa to produceilknfrom an unapproved milking
parlour/shed (parlour without a certificate of guedility) and to sell foodstuffs that hold
a risk to consumers (RSA, 1972; RSA: DoH, 1986)r€fore it is the responsibility of
LAs (metros and DMSs) to regulate informal producansl establish such strategies to
certify and formalise the informal sector. Throuths approach, and through the

stimulation of the “second economy” (RSA, 2006k thetros and DMs, together with
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other role-players such as the milk industry, cesisa the informal sector to become part
of the economic activities of the country. Therefan obligation is placed on both the
milk-producing sector and the authorities who cointhe quality of milk and other
government initiatives such as the ASGISA programimed Local Economic
Development (LED) programmes to stimulate economaxdivities especially in the
small business sector (Fairman & Yapp, 2004; Ghiffi2005). The control of the
informal milk-producing sector and in fact all EHctigities starts with the legal
requirement that all LAs (metros and DMs) and thafiicials who administer the
applicable food control legislation should be respely authorised by the Ministry of
Health and the officials by their LAs, but this net currently the case (RSA: DoH,
2005a; RSA: DoH, 2005b; RSA: DoH, 2006a; RSA: D@B06b).

Therefore it is an obvious challenge for MHS in BoAfrica to properly monitor and

control the informal milk producers and also endemvio have them authorised and
formalised, not only for obvious reasons like tlegulatory challenges between the
formal and informal sectors, but also for the Heahd wellbeing of the consumers.
Another reason entails the supporting of governneitiatives to grow the economy

through building trust in the quality of producter the informal sector. Government
structures should assist LG and MHS in particutastandardise their services and to
develop systems that are able to support manageemisions towards measuring

progress in the delivery of the services and thaityuof milk.

1.6.2 Aims and objectives

The main aim of this study is to provide information the quality of the monitoring,
control and management of milk through MHS by gdeléonmunicipalities. The study
ultimately endeavours to improve MHS delivery artdist community health and

wellbeing by investigating a key priority activisyich as informal milk supply.
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The objectives of the study are to determine:

=  Whether metros and DMs are in compliance in terhteecontrol of milk hygiene in
South Africa;

= The extent of the statutory compliance of the infairmilk-producing sector and the
challenge this holds for MHS at LG level;

= The availability and efficiency of resources for MHo monitor and control the

informal milk-producing sector in South Africa;

= How MHS are approaching the monitoring and contabimilk hygiene in South

Africa to optimise available resources for actibtmserve its purpose; and

= Suggestions to be proposed to relevant role-platgersupport MHS in the proper
monitoring and control of milk hygiene, in sustaigithe informal milk-producing

sector and government’s economic growth initiatives
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21 ABSTRACT

The purpose of this paper is to assess the conggliasf local government (LG)
(metropolitan and district municipalities) with lsative requirements concerning the
control of milk hygiene at production level. Murpei health services (MHS) managers are
fulfilling an increasingly important role througtedislation to ensure the health and
wellbeing of consumers and to secure consumeritiube product. A survey questionnaire
targeting 52 MHS managers or designated persorec{yi responsible for milk control) at
the various metropolitan municipalities (metrosyl ainstrict municipalities (DMs) in South
Africa was conducted. At the time of the survey thajority of metros and DMs had not
been authorised by the Ministry of Health in acemck with Section 23(1) of the
Foodstuffs, Cosmetics and Disinfectants Act, 1972t (84 of 1972) in their respective
areas of jurisdiction. Respondents indicated thavtable number of metros and DMs had
not authorised their environmental health pracigis (EHPS) to administer the provisions
of the above-mentioned Act. In accordance with #hes, this study concludes that the
respective national and provincial governments,ughotheir various departments, have to
support and strengthen the capacity of municigalito exercise power and perform their

functions in this regard.

Keywords: Milk hygiene control, Local government compliance

2.2 INTRODUCTION

Historically South Africa’s LG arena consisted dfet former municipalities, which

delivered municipal services to the urban centfes wn, whereas the previous regional
services councils, specifically in the former Cdevince, rendered municipal services in
the peri-urban and rural communities around thent@wban) centres. In the areas where
there were no municipalities the Provincial Admirason rendered the functions on behalf
of the municipality (Venter & Landsberg, 2006:134%he enactment of the Constitutional
Act of South Africa, 1996 (Act 108 of 1996), (heftea referred to as the Constitution,
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1996), the Local Government Municipal Structured,A®98 (Act 117 of 1998) (RSA,

1998b) and the Local Government Municipal Demaotathct, 1998 (Act 27 of 1998)

(RSA, 1998a) introduced a new era for local goveminwhich makes provision for the
reduction in the number of municipalities and imgggn and disfragmentation of the
municipal areas. The Constitution, 1996 promulgdltese categories of municipalities,
namely A — Metropolitan Municipalities, B — Local WMicipalities and C — District

Municipalities. It also makes mention of MHS undeart B of Schedule 4 of the
Constitution, 1996, which is a responsibility oetmetros and DMs in accordance with
Section 84(1) of the Municipal Structures Act, 19488t 117 of 1998) and Section 32(1) of
the National Health Act, 2003 (Act 61 of 2003),cgrJuly 2004.

Food control forms part of the delivery of enviroemtal health services (EHS), which is
redefined in the Constitution, 1996, the Municifatuctures Act, 1998 (Act 117 of 1998)
and the National Health Act, 2003 (Act 61 of 20@8)be MHS. The control of milk
hygiene is, in turn, a component of food control &ad been the responsibility of metros
(Category A) and DMs (Category C). In accordancthwhe Foodstuffs, Cosmetics and
Disinfectants Act, 1972 (Act 54 of 1972), individuaktros and DMs need to be authorised
by the Ministry of Health to enforce this Act ineih respective area of jurisdiction,
following proof of their capacity to administer tlsaid Act through authorised officers

(mainly EHPs) and in selected cases by veterinauiBasson, 2006:12-13).

The Department of Health (Directorate: Food Contiodirectly responsible for all matters
relating to food safety control at a national le\aid related matters are addressed through
broad objectives within the ten-point plan of thealth Sector Strategic Framework (2000-
2005) (RSA: DoH, 2000, cited by Van Tonder, 200411(). These objectives include the
protection of consumers and facilitation of tradg greparing and administering food
legislation, regulations, policy documents and glireks that are in line with international
standards; to ensure safe food intake as well agpliance with legal requirements by
exposure studies and monitoring/auditing programneepromote the health of people by
informing and educating consumers, industry and kwforcers; to ensure that the

Department of Health fulfils its obligations as inaal contact point of theCodex
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Alimentarius Commission; and to participate in the developmehtew food control

systems for the country.

National and provincial governments have a furthesponsibility, as specified under
Section 154(1) of the Constitution, 1996, to suppamnd strengthen the capacity of
municipalities so as to “manage their own affaicsexercise their powers and to perform
their functions”. In accordance with Section 155¢7the Constitution, 1996, national and
provincial governments also have the legislativel amecutive authority to oversee the
effective performance of municipalities in relatiaa their designated functions. It is
therefore an obligation, for example, that thearal and provincial departments of health
(NDoH and PDoHs) and the national and provincigdasttiments of provincial and local

government (NDPLG and PDPLGS) support, strengtimehraonitor the municipalities in

the exercising of their powers and functions wébard to milk control.

The role of metros and DMs in the control of foafety and its statutory mandate is
derived firstly from the authorisation of individumetros and DMs by the Minister of
Health to comply with the Foodstuffs, Cosmetics &nslinfectants Act, 1972 (Act 54 of
1972), Article 23 (RSA, 1972) and secondly with tiational Health Act, 2003 (Act 61 of
2003), Article 32 (RSA, 2003). The activities of tnos and DMs relating to food safety
control generally include law enforcement based emaluations/inspections of food
premises and sampling of foodstuffs (including naitid other perishable foodstuffs); health
education of food processors, handlers and consymespecially in the informal sector;
advising existing and prospective entrepreneursegairements relating to food premises
and the safe handling of food; controlling illegalmported foodstuffs offered for sale
within allocated areas of jurisdiction; investigegi and introducing appropriate control
measures with regard to all incidences of food-batiseases that come to their attention;
investigating and taking remedial action concernalp food safety-related complaints
received; certification of food premises destinedthe handling of foodstuffs according to
the national guidelines; and monitoring the lalglliof foodstuffs in accordance with
relevant regulations (Van Tonder, 2004:10-11; Bas2006:12-13).
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A number of surveys conducted in recent years Ipaugted to the quality of milk in South
Africa and have raised concerns about the safetyhggiene in certain areas. To this effect
two studies in particular — one by the National &rément of Health in 1995 (RSA: DoH,
1995:12) and the other by More O’Ferrall-Berndt(q2@35-40) — focused on milk quality
and the factors impacting thereon. These and dttuglies have raised concerns as to the
responsible authorities tasked with controlling tlygiene quality of milk, and whether they
are sufficiently equipped to execute their respaihses effectively (Mathee, Swanepoel &
Swart, 1999:281-287; NAMC, 2001:33; Atkinson, Akkaray, Fouche & Wellman,
2002:3-9; More O’Ferrall-Berndt, 2003:35-40; Ageghf Gouws, 2004:3-5). This study
therefore aims to ascertain whether the desigreuéubrities and their appropriate officials
are properly authorised to perform their legal naadn controlling milk hygiene in their
areas of jurisdiction in South Africa. The reswdtsd discussion firstly sketch the status of
LG’s authorisation by the Minister of Health to &ppghe Foodstuffs, Cosmetics and
Disinfectants Act, 1972 (Act 54 of 1972) and sedgntie authorisation of officers as
inspectors by their LG.

Although the above only concentrates on metros2id, the results and discussion also
reflect on local municipalities (LMs), becausets time of the survey some LMs were still
delivering EHS in areas where DMs had not yet asstutt responsibility for delivering

MHS and where the function and services had nobgen fully handed over.

2.3 RESEARCH DESIGN AND METHODOLOGY

A guestionnaire survey (quantitative method) wasduer data collection and piloted using
a draft questionnaire among five respondents withila characteristics. Based on
feedback and observations from the pilot studyustdients were made to the final
guestionnaire (Appendix Al). All MHS managers orsideated persons (directly
responsible for milk quality control) in the respee metros (=6) and DMs 1(=46)

concerned were targeted (100% sample) for the ipmestire survey. This amounted to a
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sample size of 52. Forty-eight (92.3%) of the MH&n@agers responded, providing a 100%
response rate from the metros and a 91.3% respates&om the DMs (Appendix A2).

The questionnaire responses were coded and anatysetlaboration with the Department
of Biostatistics at the University of the Free 8taising the SAS 9.1.3 service pack 3.
Descriptive statistics were used to summarise #selts in tables with frequencies and
summary proportions. The data from the questionsaw@s used to formulate final

conclusions and recommendations in order to achley@ims of the research.

2.4 RESULTS AND DISCUSSION

The results indicated that respondents had an geeral9 years of working experience in
environmental health, which varied from a few mantt 38 years (data not shown). Fifty
percent 1=23) of the respondents indicated that they werpamsible for coordinating
and/or managing MHS within the metro and DM argaty8hree percentn=30) of these
respondents revealed that they were employed aageament level. Seventy-seven percent
(n=23) of the respondents of the management cadree damm the metros and DMs,
whereas the other portion of the management cadre @ither from the LMs or the
provincial departments of health. In contrast tdted metros, 40.5%nE17) of the DMs had
as yet appointed or placed MHS managers to coktkts.

2.4.1 Authorisation of local government by the Miniger of Health to enforce the
Foodstuffs, Cosmetics and Disinfectants Act, 1972 ¢A54 of 1972)

Table 2.1 shows that 46.8%n=22) of respondents indicated that their respective
municipalities were authorised by the Minister of alle to enforce the Foodstuffs,
Cosmetics and Disinfectants Act, 1972 (Act 54 of209in their areas. The median number
of LMs per DM in the country was 5, which variedween 2 and 10 per DM (Table 2.1).
The median number of authorities (metros, DM ands).Muthorised by the Ministry of

Health in accordance with Section 23 of the Fodfist@Cosmetics and Disinfectants Act,
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1972 (Act 54 of 1972) per metro and DM area were (Tlable 2.1). The number of
authorities authorised per metro and DM area rafiged zero to 11 (Table 2.1).

During the survey, the respondents were askedwe gn indication of the number of
authorities (metros, DMs and LMs) per metro and Digt were authorised in accordance
with Section 23 of the Foodstuffs, Cosmetics ansiridectants Act, 1972 (Act 54 of 1972),
1972. More than one LM existed within each DM apégurisdiction, some of which had
been authorised (prior to July 2004) before thection was allocated to metros and DMs,
which could also influence the figures. Neverthglewt all the DMs had yet assumed their
legal responsibilities in this regard, and morehatities within the DM areas could still be
authorised (RSA: DoH, 2003).



Table 2.1:Authorisation of local government (metropolitanstdct and local municipalities) in accordance w&hction 23 of the
Foodstuffs, Cosmetics and Disinfectants Act, 19%& 64 of 1972) from a national and provincial gezstive

Frequency Percentage

Local government (metropolitan, district and localmunicipalities) authorised by the Minister (n= 47)

Yes 22 46.8

No 25 53.2
How many local municipalities are there within the district municipality area of jurisdiction? (n= 43)

Mean Median 28" percentile 78" percentile Std dev. Min. Max.

4.9 5 4 6 1.9 2 10

How many of your authorities (metropolitan, district and local municipalities) are authorised per
metropolitan and district municipality area in accordance with Section 23 of theFoodstuffs,
Cosmetics and Disinfectants Act, 1972 (Act 54 of 79)? (n= 30)

Mean Median 258" percentile 78" percentile Std dev. Min. Max.
2.5 1.5 1 3 2.7 0 11
Province Mean Median 28 75" Stddev Min. Max. Frequency of Frequency
percentile percentile Metros and DMs responded(n=30)
(n=52)
Eastern Cape 2.8 3.0 1.0 3.0 2.7 0 7 7 5
Free State 4.8 3.5 1.5 8.0 4.5 1 11 5 4
Gauteng 0.8 0.0 0.0 15 1.5 0 3 6 4
KZN 2.2 15 0.0 3.0 2.6 0 7 11 6
Limpopo 6.0 6.0 6.0 6.0 0.0 6 6 4 2
Mpumalanga 0.5 0.5 0.0 1.0 0.7 0 1 4 2
Northern Cape 2.5 2.5 2.0 11.0 4.9 2 3 5 2
North West 4.0 4.0 4.0 4.0 0.0 4 4 4 1
Western Cape 1.0 1.0 1.0 1.0 0.0 1 1 6 4

1%
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If the median number of authorities (metros, DMd &Ms) authorised per metropolitan
and district municipal area was more than one (ft)example in the Eastern Cape, Free
State, KwaZulu-Natal, Limpopo, Northern Cape andrthidVest provinces, it may be
interpreted that the former authorisations of saithe LMs within the district municipal
areas had not yet been withdrawn and that the Dadsdiso not been authorised under
their most recent names (Table 2.1). In such am@se the median or mean was less than
one (<1) (for example in Gauteng and Mpumalang&]era.l), it may be interpreted that
the authorities (metros and DMs) had not yet baghagised. In the case of Gauteng, all
the metros had applied to be authorised, while dahly Johannesburg Metropolitan
Municipality was authorised at the time of the sy\(January 2006). At the same time
none of the DMs in the Gauteng province was auskdsi although three LMs within one
district municipal area were authorised. A mean edian should equal one, for example
in the Western Cape, because it is only the metnosDMs that should be authorised as
legally required (Table 2.1).

These results can be more clearly understood dgtiesbackdrop of a letter to the

provinces dated 15 February 2002, and in a follpwetter dated 1 July 2003, in which the
Directorate: Food Control (NDoH) stated that, dog@olicy changes regarding the delivery
of MHS, they would only consider applications fartlzorisations from metros and DMs
and not from LMs (RSA: DoH, 2003). Therefore, &létSection 23(1) authorisations that
had been issued in the name of LMs and the presiecesf the DMs (regional services
councils/district councils) had to be withdrawnthg Ministry of Health, on request of the
respective metros and DMs. Consequently, new agttans in the most recent name of
the respective metros and DMs needed to be apfaieahd issued if the metros and DMs
could provide evidence that they had sufficienbugses to control food quality in their

area of jurisdiction.

As a legislative mandate, Section 23(1) of the Boaffs, Cosmetics and Disinfectants Act,
1972 (Act 54 of 1972) determines that as from J 2004 the Minister of Health can
authorise any metro and DM in its area of jurisdittto enforce the provisions of the

mentioned Act through its duly authorised officeafter providing proof of capacity to
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administer the Act (RSA: DoH, 2003). Furthermoregt®n 10(3)(b) of the mentioned Act
determines that a ministerial authorised local aewityn may authorise any person in its
employ who is employed as a health inspector artdoased as such in writing by the
local authority to administer any provisions of theodstuffs, Cosmetics and Disinfectants
Act, 1972 (Act 54 of 1972) in its area of jurisdact. The Health Act, 2003 (Act 61 of
2003), Section 80(3), states that the mayor of &#anar DM may appoint one or more
persons in the municipality employed as a healfltafto apply this Act in the area of
jurisdiction. Legislation thus determines that tledevant municipalities must first be
authorised by the National Minister of Health i ttase of Act, 54 of 1972, as well as the
officials who administer the provisions of the rkeat legislation to control milk hygiene,

must be authorised in writing by the relevant mipality and mayors respectively.

The metros and DMs mentioned below have been dsétbby the Minister of Health by
means of the publication of their names in the eeSpe government notices.
Simultaneously, the previous authorisations foirthespective LMs and the predecessors
of the metros and DMs have consequently been withdras statutorily required.
Government Notice No. R. 342 of 15 April 2005 lisape Town Metropolitan
Municipality, Johannesburg Metropolitan Municipglégnd Ehlanzeni District Municipality
(RSA: DoH, 2005a). Government Notice No. R. 42918fMay 2005 makes mention of
Cape Wineland District Municipality, Central Kar@sstrict Municipality and West Coast
District Municipality (RSA: DoH, 2005b). GovernmeNbtice No. R. 393 of 21 April 2006
records Overberg District Municipality, Eden DistriMunicipality, Fezile Dabi District
Municipality, Ekurhuleni Metropolitan MunicipalityJshwane Metropolitan Municipality
and Sedibeng District Municipality (RSA: DoH, 2006&inally, Government Notice No.
R. 953 of 29 September 2006 lists Cacadu Distriainigipality, Sisonke District
Municipality, Umzinyathi District Municipality, iLebe District Municipality, Uthukela
District Municipality and Umgungundlovu District Micipality (RSA: DoH, 2006b). By
September 2006, 20%=1) of metros and 69.6%£32) of DMs had not been authorised
in accordance with Section 23(1) of the Foodstufssmetics and Disinfectants Act, 1972
(Act 54 of 1972) by the Ministry of Health. This e®not, however, mean that none of the
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other metros and DMs had applied to the Ministry Héalth, but rather that some

applications still needed to be administered.

Research conducted during January 2006 and Jul§ fD@etermine the progress made
with the consolidation of MHS to DMs revealed thaproximately 53%n(=25) of the all
DMs still needed to put MHS into operation (Agenp2@06). This consolidation of MHS
at metro and DM level takes into account (i) thep@ptment or placement of MHS
managers; (i) the undertaking of Section 78 ingesions in accordance with the
Municipal Systems Act, 2000 (Act 32 of 2000) toatetine the capacity of DMs to render
MHS; (iii) the provision of a budget for MHS; ani@)(the inclusion of MHS as part of the
respective DMs’ integrated development plans (IDRgjenbag, 2006)A possible reason
for this delay could be that the NDPLGs indicatbdttthey accepted responsibility for
MHS, but that they were relying on the support assistance of the NDoH.

2.4.2 Local government authorisation of officers amspectors

The number of functional EHPs per metropolitan district municipal area is reflected in
Figure 2.1 together with the actual number of EHBthorised per metro and DM. The
results in Figure 2.1 suggest that fewer EHPs pdrarand DM were authorised, with a
median of 10.5, compared to the number in the fanat category EHPs per metro and
DM, with a median of 17. The minimum and maximummier of functional and

authorised EHPs varied between 0 and 104 in bathscéFigure 2.1). Sixty-four percent
(n=30) of the respondents indicated that the funelidBHPs were authorised by the
respective metros, DMs and LMs. Twenty-one percérihe respondenti£10) were of

the opinion that, although their metros and DMseneot authorised by the Minister of
Health to apply the Foodstuffs, Cosmetics and Basitants Act, 1972 (Act 54 of 1972),
the metros and DMs had authorised their EHPs gseatsrs. The functional category
EHPs (junior and senior EHPS) indicated in Figurk r2flects the minimum number of
EHPs that are required to be authorised in accomlamith Section 10(3)(b) of the
Foodstuffs, Cosmetics and Disinfectants Act, 19A2t (54 of 1972) to enforce the

provisions of the mentioned Act when monitoring aoeatrolling food hygiene in general
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as part of their daily tasks. Ideally, all EHPsndtional and management level) per metro
and DM should be authorised.

Section 10(3)(b) of the Foodstuffs, Cosmetics argiriiectants Act, 1972 (Act 54 of 1972)
allows metros and DMs to authorise in writing agygon who is employed by them as a
health inspector to administer any provisions ok tRoodstuffs, Cosmetics and
Disinfectants Act, 1972 (Act 54 of 1972). Furthereaan accordance with Section 80(1)(c)
of the National Health Act, 2003 (Act 61 of 2003he mayor of a metro or DM may
appoint any person in the employ of the councijuestion as a health officer for the
municipality in question to monitor and enforce giance with the Act”. Consequently,
all the EHPs involved in the metros and DMs who egsponsible for enforcing the
regulations published under this Act, applicabl¢h control of milk hygiene in their areas
of jurisdiction, must further be authorised by thayor of the relevant metro and DM. The
authorisation under this Act is more extensive snabt limited to food premises only, but
also applies to any premises that should compliz Wie said Act. In a survey conducted
during January 2006 and repeated again in Jurfeecddme year to determine the progress
made with the devolution of MHS in South Africa Bys, the results revealed that 25%
(n=12) of respondents could confirm that their EHPsewauthorised in accordance with
the National Health Act, 2003 (Act 61 of 2003) (Abag, 2006).

EHPs functioning as such and authorised under tkationed Acts also have to be
registered with the Health Professions Council@its Africa (HPCSA) to be appointed as
an inspector (Basson, 2006:13). It is mainly thetrasethat have a separate unit for
controlling milk hygiene, where veterinary surgeotegether with EHPs as part of the
team, are responsible for monitoring and contrglimilk hygiene. In circumstances where
authorities do not officially authorise their offits, business owners begin to question the
authority of officers attempting to enter businga®mises to enforce food control
measures. The implication of officers being unau#ieal could result in business owners
refusing to allow officers access to their premisegxercise their functions, exacerbating

the challenges already faced by responsible atiggrsuch as limited resources.




30 + + 140
25 - X + 120
X X + 100
20 +
@ +80
L L
S 15 =
- )
z —60 =2
10 +
+ 40
3
+ 20
i
0 | | | 2 | ™ 0
EHPs authorised Functional EHPs Management EHPs tatyjoey EHPs
CATEGORY OF EHPs
Figure 2.1: Different categories of environmental health ptamtiers per metropolitan and district municipalsacempared to

the number of environmental health practitionerthatsed by their authorities in accordance witlctoa
10(3)(b) of the Foodstuffs, Cosmetics and Disirdats Act, 1972 (Act 54 of 1972): Each box plot représ the

25" and 7%' percentile (solid black bar and light-blue triag)glthe median (dark-blue diamond shape), the mean p
(top of box) and the standard deviation (red ddteg minimum (cross on yellow background) and maxm{star ©
on green background) of the different categoriesen¥ironmental health practitioners per municipetaa
compared to the number of environmental healthtpi@uers authorised by their authorities.




47

2.4.3 Recommendations

With regard to the authorisation of metros and Ciisthe Minister of Health to apply
the Foodstuffs, Cosmetics and Disinfectants Ac72L@Act 54 of 1972), a number of
recommendations may be considered: The relevargrueents, for example the NDoH
and PDoH, the NDPLG and PDPLG, as well as SALGAu#h assist DMs to perform
Section 78 investigations with regard to MHS inaadance with the Municipal Systems
Act, 2000, Art. 78 (RSA, 2000). Furthermore, the d#D(Directorate: Food Control)
could, for example, notify in writing the various res and DMs not yet authorised in
accordance with Section 23(1) of the Foodstuffssr@etics and Disinfectants Act, 1972
(Act 54 of 1972), to apply to the Minister of Hdulto become authorised. This
Directorate should further ensure that the varimetros and DMs provide evidence of
sufficient resources to control food quality in itheespective areas of jurisdiction
(Section 78 investigation reports should assikt)the event of possible lack of resources
at a DM, the N and PDoH need to put forward medmasito assist the metros and DMs
towards compliance with legislative requirements. &ample, bodies such as the PDoH
and South African Local Government Association (8®), provincial structures could
provide the metros and DMs wiftro formamotivations to assist councils to apply for
the withdrawal of redundant authorisations andpplyafor new ones. The N and PDoH
should ensure that DMs who did not as yet assutheegponsibility for MHS delivery
to have appropriate Service Level Agreements iceplaith LMs and adjacent DMs to

support until they have sufficient capacity.

A needs assessment to determine whether all ahttieos and DMs are complying with
the number of functional EHPs based on the 1:15F8P to population ratio norm of
the NDoH (Eales, Dau & Phakati, 2002:105), and wetpeople are equitably
distributed in each area, should be coordinatechitdong whether sufficient funds and
equipment are available for MHS and specificalllydathorities is a matter of priority, as

is the introduction of a proper milk-control prograe in each metro and DM.

It is recommended that the Directorate: Food Cdmind the Directorate: Environmental
Health of the NDoH further communicate respectiviglythe various metros and DMs
that they must authorise their EHPs as “inspectdrstases where metros and DMs are
not yet authorised, they should first be authorisgdhe Minister of Health as indicated
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and thereafter authorise their officers as mentioddeanwhile, intermediary measures
should be put in place in areas where legal actight arise between the MHS sections
of metros and DMs and the milk industry due to mwompliance. Regular evaluations
should be done to verify that all metros and DMes amthorised and that they have at
least a host of officers available within each aresd can function in accordance with the
Foodstuffs, Cosmetics and Disinfectants Act, 195& 64 of 1972).

Finally, the metros and DMs should keep a registehe EHPs who are authorised to
enforce the Foodstuffs, Cosmetics and Disinfectdttls 1972 (Act 54 of 1972) and
should assess the officers’ registration status tighHPCSA. All the authorised EHPs
should be in possession of an authorisation ceatdin accordance with the Foodstuffs,
Cosmetics and Disinfectants Act, 1972 (Act 54 of2Pand the National Health Act,
2003 (Act 61 of 2003), issued by their respectivermand DM, which they can show

when entering food premises.
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3.1 ABSTRACT

Studies in South Africa and elsewhere suggestthi®gahygiene standards of dairy products
in some areas have deteriorated considerably sheceeregulation of the dairy industry,
and also that the effectiveness of local governn{e@®) in controlling standards has
declined due to a lack of resources (funds, officiaquipment) and commitment (NAMC,
2001; More O’Ferrall-Berndt, 2003). A number oftaarts have suggested that the informal
sector has grown considerably due to deregulatmmhsacio-economic changes. This has
created an opportunity for employment, as wellagditaonal income for the informal sector
(WHO, 1996; Ekanem, 1998; Dovie, Shackleton & Witkki, 2006; Von Holy &
Makhoane, 2006). This research was aimed at asgesbiether municipal health services
(MHS) at LG level are informed as to the extenths# informal milk-producing sector in
their respective areas, as well as the measurerafot@xercised over this sector. This
information is vital in terms of legislative comgfice, as well as reporting economic
growth as part of the government’s strategy toter@aregulatory environment conducive
to the stimulation of the informal sector. Througgyislation, MHS are playing an
increasingly important role in ensuring the hedihd wellbeing of consumers and in
securing consumer trust in the product. A questmensurvey targeting the 52 MHS
managers at the various metropolitan municipali{fieetros) and district municipalities
(DMs) in South Africa was conducted. It emanateamhfrthe result that at the time of the
survey a notable number of informal milk producexssted per metro and DM with limited
control by MHS. The results revealed that only @i under its most recent name was
authorised by the Ministry of Health to allow theesof raw milk in its area, whilst in most
metros and DMs the distribution of raw milk cont&sy without the authorities being
authorised. A substantial number of metros and DiMse not done Section 78
investigations to determine their current and fetwapacity to render MHS and
subsequently control milk hygiene. The relevantiomal and provincial governments
should be encouraged to support and strengthenatbecity of municipalities to exercise
power and perform their functions in this regard.

Keywords: Informal milk production, Milk hygiene, Control, ironmental health

services
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3.2 INTRODUCTION

Food safety worldwide remains a major public healtincern, which has received
considerable media attention and has influencedptieies of many countries (Burri,
1993; Carte Blanche, 2001; Griffith, 2005:132). SThighlights the issue of responsibility
for food safety (Costa, Reinemann, Cook & Rueg,4208riffith, 2005; World Bank,
2005). Although individuals such as producers mayblamed, it is in reality a shared
responsibility involving government, industry an@dnsumer. Government plays an
important role in this shared responsibility in @cance with section 78 of the Municipal
Systems Act, 2000 (Griffith, 2005; Basson, 200&)rfaan and Yapp (2004) conclude that
the primary motivation to improve food safety cdratis in small and micro-businesses
(which include the informal food and milk-producisgctors) will not come from within,
but will be provided by external drivers such agspeal contact with enforcement
agencies’ staff. Examples of these are the enviesnah health practitioners (EHPs) of
metros and DMs (Fairman & Yapp, 2004:44).

In other developing countries such as Uganda, Maldenya and Brazil, the main source
of milk is the small-scale farmer/producer sectorthe case of Kenya, the majority of the
milk produced by these small-scale producers is etackthrough informal outlets (e.g.
hawkers/informal street vendors, unregistered bsoletc.) (RATES, 2004:17; Basson,
2005:29; Uys, 2005:27; World Bank, 2005:52). In tase of India, which is regarded as
one of the world’s largest milk-producing countritise entire industry is built on small-
scale farmers with 1-3 cows per farmer, which psotree potential of the informal milk-
producing sector (Uys, 2005:27). The South Africgovernment has implemented a
strategy to stimulate the country’s economy, kn@srthe Accelerated and Shared Growth
Initiative for South Africa (ASGISA) (RSA, 2006)n Iterms of this strategy, government
targets sectors with the greatest potential foneoac growth, thus focusing government’s
and its partners’ energy towards such sectors (R886). Initiatives are already underway
between government and the milk industry to devedoperging milk producers (which

include some informal milk producers) in such a vesyto enable them to participate in




54

more formal economic activities, by involving them providing milk to institutional
buyers such as schools, hospitals and correctieaalices (Nofal, 2005:2-9; Bieldt,
2006:25; 2007:6; Pretorius, 2006; Du Plessis, 2Z®7Slabbert, 2007:35-37; Weiss,
2007:24; Zvomuya, 2007). Consequently the Soutlcafr government expects its organs
of state (national, provincial and local-level authies/departments) and the formal private
sector to assist the informal sector towards beogrieggal and becoming integrated in the
mainstream economy (RSA, 1996; RSA, 2006).

For purposes of this study, informal (unregistanadlthorised/illegal) milk production
refers to raw milk that is produced for human congtion from an unapproved milking
parlour/shed and which is sold (“offered, keptpthyed, consigned, conveyed or delivered
for sale, exchanged, disposed of to any persomynn@anner whether for a consideration
or otherwise”) to the public (RSA, 1972:art.1(xXiiRSA: DoH, 1986; RSA: DoH, 1990;
RSA, 1991:art.1). An unapproved milking parlouraigplace or structure where milk is
produced for human consumption and which is notpassession of a certificate of
acceptability (CoA) or provisional certificate otaeptability (PCoA), issued by the
relevant local authority (LA) (metro or DM), in amdance with Section 2 of Regulation
1256 of 27 June 1986. Such producers may vary frommercial farmers to subsistence
farmers (small-scale/informal/emerging farmers) emtered mainly on the commonages
and smallholdings around towns, where they keepesocattle primarily for own use but
also to sell in the form of raw milk to friends afaily. The producers also sell to outlets
such as spaza shops (small retail enterprisestopgfeom a residential home, engaged in
the trading of consumer goods) and street vendods semetimes to other businesses
(cafés) especially in smaller towns. Figure 3.1wshohe overall milk supply chain and
how the informal milk-producing sector forms pafttoqMollentze, 1992; De Waal, 1998;
Ngwenya, 1999; Jansen, 2003; RATES, 2004; Pretor2@96; Dovieet al, 2006;
Zvomuya, 2007).
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In South Africa the dairy supply chain starts wiiw milk production and ends when
processors, institutions and consumers utiliseptioglucts created in the production chain
(Kirsten, 2003:195). Informal production and suppfymilk from informal milk-producing
sources therefore continues to be a source of milply to consumers and must be
regulated and monitored (RSA: DoH, 1986; RSA: DAM90; RSA, 1991; RSA: DoH,
1999).

In developing countries such as South Africa, thgration of people from rural to urban
areas as a result of unemployment has led to aease in livestock farming around towns
and peri-urban areas, where the majority of houdgshwith livestock keep cattle (De
Waal, 1998; Jansen, 2003; RATES, 2004; Dosfeal, 2006; Zvomuya, 2007). Most
cattle-owning households have milk cows, which tmeik mainly for their own use.
However, a substantial number of non-livestock-egnhouseholds buy milk from the
cattle owners or receive milk as a gift (Janse®32Movieet al, 2006:267). The scale of
the unregistered milk trade through this supplyirchs: limited, however, although there
are a notable number of informal milk producers petro and DM area in South Africa,
posing a challenge to regulatory authorities witleady limited resources (Jansen, 2003;
Dovieet al, 2006:267).

Various studies are in agreement that the milkigu@hainly raw milk) from the informal
milk-producing sector is a public health concenmnd @he health status of milk-producing
cattle, together with improper milking practices time informal sector, often does not
comply with the requirements of good manufacturprgctices for the production of
hygienic and wholesome milk (NAMC, 2001; JansenQ320Nguz, 2005; World Bank,
2005:51; Dairy Mail Africa, 2007:29-33). The formaommercial (registered/authorised)
milk producers and the milk industry as a wholeeonfbbject to the lack of ability and
willingness of the authorities, especially LAs ahd Department of Health, to control the
informal milk-producing sector (NAMC, 2001:33; Mor@’Ferral-Berndt, 2003:35-40;
World Bank, 2005:51), leading to an unfair advastag
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There is currently no registration system for infiat milk producers, and this hampers
information transfer between the producers andatltborities (Jansen, 2003:6; Dowe
al., 2006:263). It is thus difficult to determine tmeal extent of the informal milk-
producing sector, the hygiene quality of milk, atm economic impact thereof. It is
furthermore illegal in South Africa to produce miilom an unapproved milking parlour
(milking shed) without a certificate of acceptalyil(CoA) or provisional certificate of
acceptability (PCoA). The sale of milk that holdsisk to consumers is also illegal (RSA,
1972; RSA: DoH, 1986). The control of the inforrmallk-producing sector commences
with the legal requirement that all the LAs (metrasd DMs), and their EHPs who
administer the applicable food control legislatishpuld be authorised by the Ministry of
Health and in turn by the LAs. However, many metiod DMs are not yet authorised in
by the Ministry of Health in accordance with Senti®3(1) of the Foodstuffs, Cosmetics
and Disinfectants Act (RSA, 1972). Also, as notedChapter 2 of this study, not all the
mentioned metros and DMs have as yet authorised mfieimum number of EHPs as
inspectors, as required by Section 10(3)(b) of mmentioned Act, to administer any
provisions of the said Act in their respective aregjurisdiction (DBSA, 2007).

This research is thus aimed at ascertaining whetigedesignated authorities are aware of
the extent of the informal milk producers in thespective areas of jurisdiction and also
whether they have the necessary control over tgeehg of milk from the informal sector.
The results and discussion sketch the extent ofirtfeemal milk-producing sector per
metro and DM area, as well as the legislative caanpk of LAs in allowing the sale of
raw milk in accordance with the Foodstuffs, Coso®etind Disinfectants Act, 1972 (Act 54
of 1972).
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3.3 RESEARCH DESIGN AND METHODOLOGY

3.3.1 Approval

Prior to the survey, written consent was requestech the various authorities in the
environmental health (EH) fraternity, i.e. the Natl Department of Health: Directorate
Food Control, the South African Institute of Enwviroental Health (SAIEH) and the Health
Professions Council of South Africa (HPCSA): Prefesal Board for Environmental
Health Practitioners (Appendixes B1-B4).

3.3.2 Questionnaire design

A structured, coded questionnaire was designectqaoige the relevant information from
the respondents (persons in charge of MHS or iir Hizsence those directly responsible
for milk hygiene control within the metro / DM ajeeegarding the management and
control of milk hygiene in general and also to fecon the control of informal milk
producers by MHS in the respective areas (Apperdix Both closed and open-ended
questions were used in the questionnaire (Cogg@®5:177; Sapsford & Jupp, 1996:101-
102) (Appendixes Al and A2). A total of 67 questiorere included in English, consisting
of five sections. These were: Section A, which gemion the affiliation of the individual
who was reporting for the metro and DM area; SecBo which touched on the resources
and systems available for milk hygiene control; teecC, which evaluated the formal
production of milk, as well as the informal prodoat of milk; Section D, which assessed
the formal distribution of milk at the outlets; afidally Section E, which touched on the

general knowledge, attitudes and beliefs of thpaledents (Appendix Al).
3.3.3 Sampling
The study population comprised the entire MHS manant cohort of all the DM$$46)

and metrosr=6) in South Africa. The questionnaire was rathenaled or faxed to the

respondents, depending on the technology avaitabteem. This was later followed up
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telephonically to ensure that the respondents hegiwed the questionnaires. Completed
questionnaires from the respondents were e-mdégdd or mailed back to the researcher.
Unigue coding (traceability) of the questionnaiersabled the monitoring of those still
outstanding. Questionnaires still outstanding adtespecific date were obtained by means
of telephonic follow-up (Czaja & Blair, 2005:229@3 Of the 100% sample that was
selected from the 46 DMs and six metros (52 authorities) in South Africa, a 92.3%
(n=48) overall response rate was achieved (Appendix A2)s represents a 100%

response from the metros and 91.3%442) from the DMs.

3.3.4 Data collection

The targeted respondents of the questionnaires tierdVlHS managers or individuals
directly responsible for milk quality monitoring @wontrol at the various metros and DMs.
In some cases where DMs had not yet assumed &pbrsibility for MHS delivery and
had not yet appointed a full-time MHS manager tchage the MHS function, an EHP
within the district municipal area of jurisdictigaeither on a more junior level on the DM’s
staff establishment or on management level at al lownicipality (LM) or a provincial
EHP temporarily coordinating MHS in the area) watentified to complete the
guestionnaire (Coggon, 1995:176; Sapsford & Juppp1102-103).

3.3.5 Pilot study

The questionnaire was piloted by involving EHPs wad varied exposure and knowledge
in the EHS/MHS field, and who were not includedhe actual survey. The purpose of the
pilot study was to ascertain whether the questiwere clear, complete and unambiguous
(Sapsford & Jupp, 1996:103).
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3.3.6 Data analysis

The questionnaires were coded and analysed inbocodion with the Department of
Biostatistics at the University of the Free Staseng the SAS 9.1.3 Service Pack 3. The

results were then presented in tables with fregesrand summary proportions.

3.4 RESULTS AND DISCUSSION

3.4.1 Extent of informal milk suppliers

The respondents were of the opinion that the estitnaumber of informal milk producers
in their respective areas of jurisdiction was nteakhen expressed as a proportion of the
formal milking parlours with CoAs and PCoAs per meand DM area in South Africa.
The medians were 9 and 13 with a standard deviafid®.6 and 82.5 respectively (Figure
3.2). The minimum and maximum number of informalknproducers varied between 0
and 200, compared to the formal milking parlourshwva minimum and maximum that
varied between 0 and 402 (Figure 3.2). When thenagtd total number of informal milk-
producing sources as reported by respondents regsgxl as a proportion of the population
per metro and DM area, it emanates that there sverage one informal milk producer for
every 69,166 of the population, compared with thrental milk producers at 30,953 of the
population for each milking parlour in possessidnaoCoA and/or PCoA. From this
information it can be deduced that the extent @rmal milk representsirca half that of

the total number of formal milk-producing points.

Little information is available with regard to theal extent of the informal milk producers
in South Africa (De Waal, 1998; Jansen, 2003:8;tgxm 2007). The only information
currently available is the number of informal/ssdhle/emerging farmers who form the
basis of the informal producers in South Africawdoer, the informal milk producers are
not limited to the informal/small-scale farmersimformal settlements, but also include

other milk-producing sources such as those expilesseAppendix C. The suggested
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numbers of informal/small-scale farmers that predaad sell milk are reported by De
Waal (1998), Jansen (2003) and Doegteal (2006). The latter authors carried out studies
giving an indication of the number of cattle bekept in peri-urban areas in the Free State
and Limpopo provinces respectively. These particalahors concurred that most informal
farmers consume their own milk, although Janse®321) reported that 39.6% of his
respondents were selling their milk to other faesliAccording to Doviet al (2006:267)

a notable portion (44%) of the non-livestock-ownimguseholds included in their study

was obtaining milk (purchasing or receiving milkaagift) from the livestock owners.

Jansen (2003:45) also reported that on averagsntlaé-scale farmers owned 6 cattle per
household. This figure concurred with a survey cmteld by De Waal (1998), in which he
indicated that many of the peri-urban livestock evenowned between one and six head of
cattle (De Waal, 1998). According to Doweal (2006:262) the number of cattle-owning
households increased from one in 1991 to fifteet®i®9 (Dovieet al, 2006:262). Doviet

al. (2006:263) further suggested that milk was thenmaason for people to keep cattle in
the study area and that such cattle-owning houdshwkre keeping between 2 and 67

cattle, most of which were dairy cows (Doweieal, 2006:263).

Jansen (2003:45) further indicated that the cattleer study area yielded between 1 and 5
litres of milk per day, which is less than halfwhat is normally produced by a healthy
cow, presenting some idea of the volume of milk iegproduced in the informal milk-
producing sector. According to Steenkamp (1999k mibduction increases by 20% when
the milking protocols are changed from milking tevi@ day to three times a day
(Steenkamp, 1999:84-100). According to Jansen (2d03he majority (69.8%) of the
respondents milked their cows once a day. Thisestgghat the potential volume of milk

that could be produced by the informal/small-ssagletor could be substantially more.
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3.4.2 Control of informal milk producers by metropolitan and district

municipalities

Of the 55.3% 1§=26) of respondents who indicated that they wereraved informal
sources of milk in their area, 20.0%=6) reported that they were controlling such
sources (Table 3.1). Of those respondents who expdiniat they were controlling the
informal milk producers, 60.0% were doing it mainly bampling, 40.0% by legal
action, and 20.0% by regular inspections and educéliable 3.1). A question was also
posed to the respondents to establish whether wregg actively exploring unknown
informal milk-producing sources in their areas, toah 57.4% §=27) replied positively
(Table 3.1). The methods that the respondents weng tes detect these sources ranged
from area surveys (96.3%%26]) and information from communities/complaints.@%

[n=15]), to advertisements in newspapers and sampling (Table 3

More than half (55.3%) of the respondents indicalad they were aware of unregistered
milk-producing sources in their respective areagia$diction, although more than three
quarters (76%) admitted that they had no contrerr dkkem (Table 3.1). The fact that at
the time of the survey there were no registratigstesns for the small-scale/informal
farmers forming the basis of the informal milk-puathg sector makes it difficult to
determine the real extent of this sector (Jans®f33). Almost half (42.6%) of the
respondents indicated that they were making nangite¢o detect other informal milk
producers (Table 3.1), despite the fact that respusdestimated that there were notable
numbers of such sources per metro and DM area r@i@R2). The difficulty in
monitoring and controlling the informal milk proders may firstly be because they lack
basic facilities (cooling, washing and storing léeis) to qualify to be registered,
secondly due to the relatively small volumes ofknteing harvested by individual
informal producers, thirdly due to the fact that théormal producers are scattered,
which makes control difficult. To this effect the atfying national and international
environment of the EH fraternity, from a policingpapach to a developmental one,
requires that EH sections at LG level initiate pemgmes and interventions that follow a

more developmental approach (Mathee, Swanepoel & Sw&d).19
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Table 3.1:Awareness of unregistered milk-producing sourcekthe control thereof by
local government (metropolitan and district municipedji

Frequency Percentage

Awareness of unregistered milk production sourcesni

area(n=47)

Yes 26 55.3
No 7 14.9
Don’t know 14 29.9

If yes, do you have control over them®Pn=25)

Yes 5 20.0
No 19 76.0
Don’t know 1 4.0

If yes, specify what kind of control(n=5)

Education 1 20.0
Sampling 3 60.0
Regular inspection 1 20.0
Court cases/legal action 2 40.0
Do you try to detect other informal sources of milk

production? (n= 47)

Yes 27 57.4
No 20 42.6

If yes, please specifyn= 27)

Routine inspections/area surveys 26 96.3
Information from communities/complaints 15 55.6
Advertisements in local newspapers 1 3.7

Sampling 2 7.4
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3.4.3 Authorisation of metropolitan and district municipalities to permit the sale of
raw milk in their respective areas of jurisdiction (listing on Annexure C of
Regulation R1555 of 21 November 1997)

For LAs, such as metros and DMs, to allow the sal@wfmilk in their respective areas
of jurisdiction, they have to apply to the MinistrfHealth to be listed in Annexure C of
Regulation R1555 of 21 November 1997 (Regulatioaekting to milk and dairy

products, which mainly determines the quality [hygi@nd safety requirements] of milk
and dairy products), promulgated under Act 54 of2l% rior to the metros and DMs
being mandated since 2004 to render MHS, includowg fcontrol, the former local

municipalities (LMs) could be listed in Annexure & the mentioned regulations, as
some LMs are still listed as such instead of thesDbecause a few DMs did not take on
the MHS function as statutorily required. Thereforertain administrative processes
were not addressed accordingly, for example deragish of previously disestablished
municipalities and LMs, as well as the registratidridMs and metros as the appropriate
authorities. It was for this reason that the respoisl were requested to give an
indication of the number of authorities, includiniyl& instead of only metros and DMs,
listed in Annexure C of Regulation R1555 of 1997heThumber of LMs present per
district municipal area as the basis for the conspariof the number of LAs (LMs,

metros and DMs), listed in Annexure C, as well asnimmber of LAs formally allowing

the sale of raw milk, are illustrated in Table 3.2.

On average there were 4.9 LMs per DM area with diameof 5, with the minimum and
maximum varying between 2 and 10 respectively. Tdspandents revealed that there
were on average 1.3 authorities (LMs, metros and Os)metro and DM area, listed in
Annexure C of Regulation R1555 of 1997 in their areas tovdhe sale of raw milk. The
median was 0.5 with a minimum of zero and a maxinofisix (Table 3.2). As displayed
in Table 3.2, respondents revealed that on average ttas one authority (LM, DM and
metro) per metro and DM area that was formally Ifveitcouncil resolution) allowing the

distribution and sale of raw milk in their area of jurisdint(Table 3.2).




Table 3.2:Listing of local authorities (local, metropolitamd district municipalities) in Annexure C of Regfibn R1555 to
allow the sale of raw milk in their respective ared jurisdiction

How many local municipalities are there within thearea of jurisdiction of the district municipality that you are
reporting on? (n=43)

Mean Median 28" percentile 78" percentile Std dev. Min. Max.
4.9 5.0 4 6 1.9 2 10

How many of the authorities (local, metropolitan and district municipalitie®) your area of jurisdiction are listed in
Annexure C in accordance with Section 3(2) of Regaion R1555(21 November 199%f the Foodstuffs, Cosmetics and
Disinfectants Act, 1972 (Act 54 of 1972) to allovhe sale of raw milk in your respective areas of jusdiction? (n=34)

Mean Median 28" percentile 75" percentile Std dev. Min. Max.
1.3 0.5 0 2 1.8 0 6

How many of the authorities (local, metropolitan and district municipalitiegprmally (according to a council resolution)
allow the distribution and sale of raw milk in your area of jurisdiction? (n=29)

Mean Median 25" percentile 78" percentile Std dev. Min. Max.
1.0 0 0 1 1.7 0 6

How many of your authorities (local, metropolitan and district municipalitiegye listed in Annexure C under the latest
names(i.e. Ukhahlamba District Municipality or Senqu laddunicipality) of the authorities? (n=25)

Mean Median 28" percentile 78" percentile Std dev. Min. Max.
0.4 0 0 0 1.3 0 6

99
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Any result showing a value of >1 suggests that ntiba@ one authority (LM, metro and
DM) per metro and DM area is listed. Since June 20@&icould, at a maximum, be the
number of metros and DMs. Therefore the mean andamexn be maximum equal to
one authority, if all metros and DMs allow the salegaw milk in their respective areas,
otherwise it should be zero. Table 3.2 suggeststliwat are fewer authorities (LMs,
metros and DMs) listed in Annexure C than the nundfd.Ms per DM area, but with
the mean greater than one it suggests that therstidrsome of the LMs that are listed.
This was confirmed by the actual listings in Annex@ of Regulation R1555 of 1997
(RSA, 1972; RSA: DoH, 1997).

According to listed authorities as per AnnexurefQRegulation R1555 of 21 November
1997, it is mainly previously disestablished muradijees (towns) that are currently still
listed. There are in total 46 LAs (LMs, disestablgmeunicipalities (towns) and DMs)
listed in Annexure C, which comprises 7 LMs undegirthatest names (Free State and
Limpopo provinces). There is only one DM (West Cdasstrict Municipality, Western
Cape Province) that is listed under its latest nam&nnexure C to allow the sale of raw
milk in its entire area of jurisdiction (RSA: DoH997). Most of the listed LAs are in the
Free State Province (14). The Northern Cape anditbstern Cape provinces each have
7 listed LAs, and the Limpopo Province 6. Limpopothe only remaining province
together with the Free State where three LMs pevipce are listed under their latest
names. The North West, Eastern Cape and Gautengnpesvieach have three
disestablished LAs listed in Annexure C of RegolatiR1555 of 1997, whereas
Mpumalanga and KwaZulu-Natal (KZN) have two and one LAstistespectively.

It is not compulsory for LAs (metros and DMs) tgpipto the Ministry of Health to be
listed in Annexure C of Regulation R1555 of 21 Nower 1997, unless the individual
LA (metro and DM) is keen to allow the sale of raw milk in itspexctive area. Since July
2004, only metros and DMs can apply for such lisiR§A: DoH, 2003). However, the
sale of raw milk across the country continues toabeommon practice (RSA: DoH,
1995:12; NAMC, 2001; Kirsten, 2003:212; More O’Feriérndt, 2003; Agenbag,

2004). In response to the question intended to @&scavhether LAs who were not listed
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in Annexure C were aware that if they continueditow the sale of raw milk without
being listed, they could be accused of derelictibduty and could also be open to legal
action by consumers, 34.9%=15) of respondents stated that they were not awafre
their non-listing (Table 3.3). Another 27.9%=(12) of the respondents reported that they
were not aware that their non-listing could havelioations if they continued to allow

the sale of raw milk without being listed (Table 3.3).

In accordance with Section 3(2) of Regulation R156521 November 1997 it is a
requirement that LAs (metros and DMs) should be &blexercise sufficient control over
the selling of raw milk and dairy products beforng able to apply to the Ministry of
Health for listing in Annexure C of the mentionesjulation. One of the mechanisms to
assist LAs in determining their capacity to delivfS is to perform a Section 78 (S.78)
assessment (investigation) in accordance with @etir6 and 77 of the Municipal
Systems Act, 2000 (Act 32 of 2000). This Act makesoinpulsory for LAs (metros and
DMs) to conduct such an assessment for the rergl@fnMHS to determine the
authority’s current and future ability to renderetBervice and to assist the LAs in
deciding whether they need to render the servitagnally or externally and to identify
any shortcomings (RSA, 2000). However, Table 3.3 Heviat only 25%1{=7) of the
metros and DMs had completed S.78 assessments &imheof the survey (January
2006). Another 25% of respondents indicated that thetros and DMs were at various
stages of the S.78 assessment process that varredtieoplanning stage to more than
fifty percent completed (Table 3.3). The most recgtntly to determine the progress
made by DMs in South Africa in terms of S.78 assesgsmrevealed that approximately
64% of DMs that had commenced S.78 assessmentsonapleted an S.78 report by
May 2007 (DBSA, 2007). Nevertheless, it was obseruetthé mentioned study, as well
as in similar studies, that in some provinces thegee none of their DMs who as yet
commenced with their S.78 investigations as requirgdections 76, 77 and 78 of the
Municipal Systems Act, 2000 (RSA, 2000; Agenbag, 2006; DBSA7R0
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Table 3.3: Local authorities’ awareness of their listing innexure C and their Section
78 assessment in accordance with the Municipale8ystAct, 2000 (Act No.
32 of 2000)

Frequency Percentage

Are the authorities that are not listed in AnnexureC in your
area of jurisdiction aware that if they continue toallow the
sale of raw milk without being listed, they can be ecused of
dereliction of duty and may also be open to legalction by
consumers who become ill due to the consumption oaw

milk? (n=46)

Yes 16 37.2
No 12 27.9
Am not aware of their non-listing 15 34.9

Is it compulsory for a metropolitan and district municipality
to do a Section 78 assessment for municipal healglervices
in accordance with S.78 of the Local Government:
Municipal Systems Act, 2000 (Act No. 32 of 2000)A=46)

Yes 28 60.9
No 4 8.7
Don't know 14 30.4

If Yes above, has your metropolitan and district
municipality done or initiated a Section 78 assessnt for
municipal health services in accordance with S.78 dhe
Local Government: Municipal Systems Act, 2000 (Act N.
32 of 2000)An=28)

Section 78 assessment in planning stage 4 14.3
Section 78 assessment <50% completed 1 3.6
Section 78 assessment >50% completed 2 7.1
Section 78 assessment completed 7 25.0

Nothing has been done 11 39.3
Don’t know 3 10.7
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Another important tool available to LAs to ensureger milk control is to ascertain that
food hygiene monitoring, including milking parlougistration and evaluation, are part
of the metros’ and DMs’ integrated development plgDPs), service delivery and
budget implementation plans (SDBIPs), and subsdljugrart of the managers’
performance management indicators, as well as ttgds of councils. While the IDP is
the policy statement and direction for a five-ypariod for LAs, the SDBIP is a more
detailed plan that highlights the specific targbtt should be achieved each year for the
5-year period of the IDP. Since the budgets of LAgehto be linked with the IDP and
SDBIP it is unlikely that money will be spent oprgramme if it is not listed in the IDP
or part of the annual revised SDBIP (RSA, 2000). Eveugh the LA (metro and DM)
may provide proof to the Ministry of Health thathias the capacity to control the sale of
raw milk by means of a council resolution, this hasted value if it is not supported by
an approved Section 78 assessment and proof thathggiene monitoring and control
are part of the respective council’'s IDP, SDBIP bodget, and included in the relevant

managers’ key performance areas (RSA, 2000).
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41 ABSTRACT

The purpose of this paper is to assess the au#yabnd efficiency of resources for
environmental health services (EHS), as well aafiproach followed by local government
(metropolitan and district municipalities) in optsimg the available resources to monitor
and control the informal milk-producing sector iroush Africa. As the regulatory
authorities for registering, monitoring and conimg milk hygiene, metropolitan
municipalities (metros) and district municipaliti@@Ms) should have sufficient resources
and systems to properly support the recording dking parlours, visits to such parlours
and the sampling of milk, and to monitor and evidu@perations to ensure the compliance
of milk. Given that there is never sufficient reems, as indicated by project management
literature (Burke, 2001), it is important to use tvailable resources optimally by applying
project management principles and skills in muractipealth services (MHS) delivery to
achieve the desired results in milk quality conti®éeing as local government (LG) is
fulfilling an increasingly important role in ensng the health and wellbeing of consumers,
it is important that it should make sufficient rasmes and properly sustainable systems
available to properly monitor and control milk hgge and to properly manage the
resources. A questionnaire survey was conductegetiag the cohort of MHS managers
(n=52) at the various metros and DMs in South Afritavas apparent at the time of the
survey that there were not sufficient resourcasa(fcial, human and transport) available
for MHS to properly monitor, control and suppore tinformal milk-producing sector.
Although food control enjoys high priority in theaity activities of MHS, the main
activities are sampling, premise inspections, agalth and hygiene education at milking
parlours, which are mainly done on ad hoc basis. Thisad hoc approach impacts
negatively on the available resources and the owtsoof interventions. MHS lack
resources, systems and management capacity, ledangeed for national and provincial
governments, industry and relevant associatiorsupport and strengthen the capacity of

municipalities to exercise their powers and perféigir functions.

Keywords: Milk hygiene control, Environmental health servidésoject management
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4.2 INTRODUCTION

Project management literature suggests that sifatessl proactive companies approach
all their activities as projects, because thereimrgeneral insufficient resources (Burke,
2001). Therefore, there is a need for a projectagament approach (management by
objectives) in MHS delivery to properly manage tieailable resources optimally to
achieve the required results. In other parts ofvioed the availability of environmental
health (EH) resources and the increase in foocktsutlave led to a risk-based approach to
prioritising inspections (Bryan, 1982, cited by f6tf, 2005:134). This approach is
intended to ensure better allocation of resourcethé higher risk businesses that are
inspected more often. It is important, however,etwsure quality and consistency of
inspections — thus the move towards a more augidapproach (Griffith, 2005:134). EH
is supposedly a preventative service, followingriagonal and international trend to move
away from the “inspector model”, which mainly supgoa reactive approach rather than
the latest more developmental and proactive appremEHS delivery. This developmental
approach should be integrated with other progransuek as LED to support Small, Micro
and Medium Enterprises (SMMEs) and as a resulhdaukl lead to a better regulatory
environment and assists the municipality’s reguijatiunctions (Mathee, Swanepoel &
Swart, 1999).

For approximately 57.1% of the DMs involved in thlatidy, the delivery of EHS and
subsequently MHS was a new service, and therefoey thad not received any EH
subsidies from their respective provincial departtaef health (PDoHSs) as in the case of
their counterparts who had rendered EHS prior &ftimction being allocated to metros
and DMs (DBSA, 2007). This resulted in the newljablished MHS sections at DMs
having to compete with other functions in the DM floe available monitory pool. During
2006 the tax income base (levy income) collectedDMs in their respective areas was
terminated and replaced with a levy replacemenintgnahich is paid directly from the
National Treasury. This grant forms part of theitadple share allocation to DMs in South
Africa. At the same time, the local municipalitidésMs) have their own tax base (health

tax) through which they generate their own incotoe;zover their own EHS costs. All the
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LMs that used to render EHS prior to the functi@mly allocated to metros and DMs also
receive(d) EH subsidies from the various provindgpartments of health. The downside is
that the tax income that was being used — andrimestases is still being used — by LMs to
cover EHS is lost to the DM as soon as the DM ascipl responsibility for rendering
MHS in its area of jurisdiction (DBSA, 2007). Theglislative changes with regard to the
allocation of the MHS function to the metros and ®Hid not affect the income base of
metros. This poses a further challenge to highdraaities such as the National Treasury,
Department of Health (DoH), Department of Provih@ad Local Government (DPLG),
South African Local Government Association (SALGA)d the DMs to clarify future
funding sources for MHS, specifically in DMs.

MHS are service oriented and mainly identify, moniteducate and enforce the law to
manage and control activities in the working, liyiand recreation environments, including
milk hygiene monitoring and control, which could gaévely affect the health and
wellbeing of people. Consequently, MHS are entidypendent upon people to perform
these functions, and people are therefore the agkeasset of the service. The performance
of MHS is thus directly related to the number oillel municipal health staff and
sufficient financial resources, equipment and systeo support and maintain MHS

activities and decisions.

This study aims to ascertain the availability arfficiency of MHS resources and the
approach followed by MHS in South Africa in optinmg the use of the resources in
achieving the desired results when monitoring amahtrolling milk hygiene. This
information should be invaluable in making suggestito higher authorities to capacitate
metros’ and DMs’ municipal health sections and ngans. It could further assist in the
development of systems to aid management decisiothglirection to properly monitor and
control milk hygiene in the informal milk-producirsgctor in a more sustainable way. It is
the statutory responsibility of the various auttiesi — namely the national and provincial
departments of health (NDoH and PDoHSs), the natiamal provincial departments of
provincial and local government (NDPLG and PDPL&3%) local governments (LGs) such

as metros and DMs — to comply with and enforcddies of the country in order to protect
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the public’s health and wellbeing. SALGA also hassponsibility to collectively represent
and guide LG.

4.3 RESEARCH DESIGN AND METHODOLOGY

A quantitative methodology similar to that follow&d Chapter 2 and Chapter 3 of this
study was used. The questions for this section, hexydocused on aspects relating to
physical and human resource management and adadayi MHS towards milk monitoring
in particular. The questions further focused on dpproach followed by MHS in milk
hygiene control, in support of the optimisationaviilable resources in the execution of

duties relating to milk quality control.

4.4 RESULTS AND DISCUSSION

4.4.1 Status and affiliation of respondents

From the results it emanates that the average aifgeaespondents was 43 years, with
minimum and maximum ages that varied between 3158ngkars. The respondents had on
average 19 years of experience in EHS, which vdriea a few months to 38 years. A
corresponding numbem£19 [39.6%]) of respondents were in possession tfeeia
National Diploma (basic qualification) or a B. Teah Environmental Health, with 8
(16.7%) of respondents indicating that they hawatonal Higher Diploma. Halfn=23)

of the respondents indicated that they were resplentor coordinating or managing MHS
within the metropolitan and district municipal are# which 62.5% (=30) of these
respondents were at management level. A total of%6nh=23) of the management cadre
were metro and DM employees, while the remainingi@o was either from the LMs or
the PDoHs. The respondents reported that nad28) of the MHS managers/coordinators
had additional management qualifications, sugggdtiat the respondents were relatively

knowledgeable in the EH field (data not shown).




81

4.4.2 Availability and efficiency of municipal healh services resources to monitor

and control the informal milk-producing sector

A total of 68.1% (=32) of the respondents stated that resources vegreufficient for the

effective monitoring and control of milk hygieneafdle 4.1). Table 4.1 also shows that a
corresponding number of respondents 15 [48.4%]) were of the opinion that funds and
the number of EHPs were regarded as their key nsa®o responding that resources were
not sufficient, along with 35.5%n€11) who were of the opinion that a lack of basic

equipment was contributing to insufficient resogr¢Eable 4.1).

4.4.2 1Financial resources

More than one third (36.9%n¥17) of the respondents indicated that their buddmts
sampling had decreased or remained stagnant oeeiprigvious three financial years
(2003/04, 2004/05 and 2005/06) (Table 4.1).

The outcomes from this study with regard to thalalaity of resources concur with other
studies in that the resources for MHS delivery largéted, which negatively affects the
delivery and extension of the services to propengnitor and control milk hygiene.
Haynes (2004:16) suggests that the average castiBiiS in South Africa per capita for
delivering EHS at the time of the study was R8.Tis cost varied considerably among
provinces, with three provinces (Eastern Cape, bipgp and North West) recording
averages below R5.00 per person, and the highestlsg occurring in the Western Cape
at just over R18.00 per capita. However, mindfultiké mentioned study, the NDoH
suggests that MHS be classified as a basic munhisi@ice together with municipal
functions like water, sanitation, electricity, amdfuse removal. Seeing that EHS is
normally not a priority service by municipalitieye competition for available funding
becomes a challenge to sustain the service. Therediomore sustainable solution should

be sought for the future funding of MHS.
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Table 4.1: Availability of resources for the monitoring an@ntrol of informal milk-
producing sources in South Africa

Frequency Percentage

Do you think the resources are sufficient for the féective
monitoring and control of milk hygiene? (n=47)

Yes 13 27.7
No 32 68.1
Don't know 2 4.3

If you think the resources are not sufficient, whatare your
reasons?(n=31) respondents could provide more than one reason.

Not enough EHPs 15 48.4
Lack of finances 15 48.4
Lack of basic equipment (transport, sampling eqeiptn 11 35.5

Movement on the budget for sampling between the tlee
financial years 2003/04 up to 2005/06(h=46)

Decreased 7 15.2
Increased 25 54.3
Stagnant 10 21.7

Don't know 4 8.7
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The NDoH further suggests that MHS be funded att& 8 R13.00 per capita to initiate
the budgeting process in preparation for the catastobn of MHS to metros and DMs

(Haynes, 2004:16). Since April 2006, the Nationatasury has made provision in the
Division of Revenue Bill 3 (2006) for MHS to be paf the basic services component of
the equitable share allocation to metros and DMsa aate of R12 per household per
annum, which translates to R3.25 per capita (RSAF,D2006:70-73; Balfour-Kaipa,

2007:43).

The study done by the Development Bank of Soutiddrica (DBSA, 2007) to determine
the extent to which MHS have been implemented bysiMSouth Africa states that nearly
all (97%) of the financial managers of DMs feltttfiznding was not sufficient to improve,
or even maintain, existing levels of MHS provisi@BSA, 2007). In the same study, 11%
of MHS managers interviewed reported that sufficiemding was available to improve
existing levels of MHS delivery (DBSA, 2007). Thespondents in the mentioned study
also stated that almost one third of the DMs ditihave a separate budget for MHS. This
holds its own challenges when MHS have to competetfe same budget with other
departments and activities within a district mupadiarea (DBSA, 2007).

However, various studies have also revealed tleabthigets and expenditure patterns still
reflect the old “inspector approach/model” in MH®lidery, as suppose to the new
developmental approach that is the national anetnational tendency in EH (Mathe¢
al., 1999; DBSA, 2007). It is further highlighted the DBSA study that almost half of the
respondents indicated that they did not have progres to render a service to their poor
and underdeveloped communities. This has its owplications for the motivation for
additional or sufficient funding for special profjgsuch as the monitoring and control of
the hygiene of milk from the informal sector andd&velop standardised programmes and
systems to support these initiatives (DBSA, 200hjs highlights the need for budgets to

support such change.
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4.4.2.2Human resources

Table 4.2a shows that the median number of commumémbers for each functional EHP
was 42,021 per metro and DM area. The minimum aagimum number of community
members per functional EHP varied between 10,38914i8,832 respectively (Table 4.2a).
Table 4.2b gives an indication of the number of samity members per functional EHP
distribution per province and a breakdown of theal®wiu-Natal (KZN) Province’s district
municipalities. Figure 4.1 gives a graphical intiima of the distribution (coverage) of
community members per province for each functideaél EHP in South Africa. The
figure also gives the national median distributiorcomparison with the national norm of
1:15,000 EHP per population. The Western Cape, witmedian of just over 13,600
population per functional EHP, is the only proviramhieving the national coverage goal,
while the Eastern Cape has over the past few yeaved closer to the national norm with
a median of 22,479 population per functional EH&duse of provincial interventions to
absorb bursary holders. Many previous studies sigddhat the Eastern Cape had one of
the highest EHP to population ratios (Matheteal, 1999:284; Eales, Dau & Phakati,
2002:105; Haynes, 2004:11). The latest DBSA (20&xdpy is in agreement with the
tendency that the Eastern Cape’s EHP coveragentfasved over previous years (DBSA,
2007).

Haynes (2004:16) stated that on average 77% of 4B in provincial and LG structures
were filled. However, workers mentioned in thisdst{Matheeet al, 1999:286; Atkinson,
Akharwaray, Fouche & Wellman, 2002:3; Eales al, 2002:105; Haynes, 2004:16)
highlight that this apparently satisfactory sitoatidoes not reflect that many EHPs in LG,
and especially those at management level, fill Eidfts but are utilised in areas not related
to environmental/municipal health services and afen neglecting their EH
responsibilities (Matheet al, 1999:286; Atkinsoret al, 2002:3; Ealest al, 2002;
Haynes, 2004:16).
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Table 4.2a: Functional environmental health practitioner to wlagon ratio in South
Africa (senior environmental health practitionarsluded in calculations)

Functional and senior level environmental health pactitioners (n=47)

Mean Median 25" percentile 73" percentile Stddev. Min.  Max.
22 17 7 25 24 2 104

Population per functional / senior level environmetal health practitioner (n=47)

Mean Median 25" percentile 78" percentle Stddev. Min.  Max.
45 964 42 021 25186 50 930 32240 10339 148832




Table 4.2b: Population ratio to functional environmental headthctitioner to population ratio in South Africarggovince, with a
breakdown of the KwaZulu-Natal Province to showatson per district municipality in the mentionetbgince (senior
environmental health practitioners included in akltons)

Province Mean Median 28 75" Std dev.  Min. Max Total Population
percentile percentile number of (2001
functional Census
EHPs figure9
Eastern Cape 27252 22479 20 451 39610 15738492 55883 216 5 886 359*
Free State 49 521 46 993 38 891 56611 19145 4270 73001 40 1 980 832*
Gauteng 39267 45136 44 145 79944 48337 28 1888 832 157 6 164 925*
Limpopo 35665 34478 29 736 40 150 9982 B 5648112 100 3 566 457*
Mpumalanga 30241 34593 28 272 40914 17878 9521 47 235 61 1844 707*
Northern Cape 39372 54053 34 981 54871 13 2620 527 58 967 25 984 296*
North West 30569 30397 28 939 31 856 4126 48&y 33315 34 1 039 345*
Western Cape 19671 13624 12 350 20 493 6 924 339 27 820 230 4 524 323*
KZN 61983 48489 44 891 119399 41497 41414 33 78 4834 703*

DMs for KwaZulu-Natal (KZN)

eTekweni Metro - - 3090 117
Ugu DM 41,414 17 704 030*
u Mgungundlovu DM - - 927 842
Uthukela DM 131,397 5 656 983*
Umzinyathi DM 45,646 10 456 459*
Amajuba DM 117,010 4 468 038*
Zululand DM 50,278 16 804 446*
Umkhanyakude DM - - 573 341
uThungulu DM 126,566 7 885 963*
iLembe DM 46,699 12 560 390*
Sisonke DM 42,628 7 298 394* oo

* Population figures per participating municipalityeach province were used for calculation purpose 78 4 834 703*
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According to Ealeset al (2002:105) the National Department of Health (WD)das
changed the ratio of EHP to population from thegioal 1:10,000 (World Health
Organisation [WHO] norm for developing countries) the current norm of 1:15,000,
which also gives the impression of improved coverabhe results of the study are in
agreement with other authors (Matheteal, 1999; Ealest al, 2002:105; Agenbag &
Gouws, 2004:4-7; Haynes 2004:16; Haynes, 2005:46#BSA, 2007) who have
concluded that the coverage of EHPs in South Afdic@s not meet the national target of 1
EHP per 15,000 population. Currently supervisonyd ananagement-level EHPs are all
included in the national norm calculations, ases#d in national studies done thus far.
The latter method of calculating the EHP coverageiges a distorted picture, considering
that the NDoH has already increased the numberoofnounity members per EHP, as
mentioned above (Mathes al, 1999; Ealesgt al, 2002:105; Agenbag & Gouws, 2004:4-
7; Haynes 2004:16; Haynes, 2005:46-48; DBSA, 20073. primarily the functional-level
EHPs, and to a lesser extent the senior-level EMMs, perform the daily tasks in the
communities. Therefore, this study reflects thectiomal-category EHP to population ratio
instead of all EHPs (functional and management leokg in order to determine the

coverage of MHS.

4.4.2.3Physical resources

Of the 68.1% 1§=32) of respondents who replied that resources wetesufficient for the
effective monitoring and control of milk hygienes.8% (=11) ascribed this insufficiency
to a lack of basic equipment (transport and sargpéiquipment) (Table 4.1). Table 4.3
shows that the median number of EHPs (junior, suge@ry and management echelons,
excluding community service EHPs) per metro and iDNbouth Africa was 18, while the
number of dedicated vehicles available for MHS petro and DM area was 12.5 (Table
4.3).
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Table 4.3: Comparison between the number of environmentatingahctitioners and the
availability of transport

How many environmental health practitioners (junior and management echelons)
in your district or metropolitan municipal area? (n=42)

Mean Median 258" percentile 78" percentle  Stddev. Min. Max.
27.6 18 9 355 27.4 3 120

How many dedicated vehicles do you have in your drict or metropolitan
municipal area? (n=42)

Mean Median 25" percentile 79" percentle Stddev. Min. Max.
22.1 12.5 8 24 26.8 0 116

How many environmental health practitioners in yourarea are dependent on pool
vehicles that they have to share only amongst theglges?(n=40)

Mean Median 25" percentile 73" percentle  Stddev. Min. Max.
4.5 15 0 7 6.3 0 10

How many environmental health practitioners in your area have to share pool
vehicles with_other departments and sectior’s(n=38)

Mean Median 28" percentile 78" percentle  Stddev. Min. Max.
1 0 0 1 2.3 0 10

Frequency Percentage

If pool vehicles are used, how available have theskicles
been that the environmental health practitioners ned to
share with other departments outside environmental
health services in the past monthfn=11)

Always 1 9.1
Most of the time >50% 3 27.3
Sometimes <50% 6 54.6
Never 1 9.1

If pool vehicles are used, what is the working contion of
the pool vehicles that have been used by environmah
health services in the past monthgn=12)

Always in good running order 1 8.3
Mostly in good running order (>50% of the time) 6.6
Mostly in poor running order (<50% of the time) 6.4
Always in poor running order 1 8.3

N 0o
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A small number of EHPs per metro and DM area wasedéent on pool vehicles (Table
4.3). The majority of the EHPs making use of poehicles were sharing them mainly
amongst themselves, as these pool vehicles had dlleeated specifically to the various
MHS sections per metro and DM area (Table 4.3)rdeere, however, EHPs that had to
share pool vehicles with other departments andasectvithin the respective metro and
DM areas (Table 4.3). From this latter categorgt pver half (54.6%) of the respondents
replied that these pool vehicles were not alwayslalvle (Table 4.3).

These results are in agreement with the DBSA (28@#)y, which revealed that one fifth
of all local municipal EHPs — 11% from DMs and 1@&%m the respective PDoHs — did
not have access to transport at any time (DBSA/R08aynes (2005) reports that some
respondents mentioned an 80% unavailability of elekifor MHS delivery from the PDoH
vehicle pool (Haynes, 2005:37, 49). This affecis #fficiency of the officials who must
implement MHS and, in the context of understaffitiggse findings are cause for concern.
A further challenge to metros and DMs in implemegtMHS is the fact that LG and the
PDoHs prefer subsidised vehicle schemes above goadhicles (Haynes, 2005:37).
Haynes (2005) found that most (91.4%) of the velsiébr MHS were being contributed by
LG. This presents its own challenges for DMs wheH3Mis consolidated at the district
municipal level, as some LMs indicated that theyldonot be transferring their vehicles
with the MHS staff to DMs, while it is unlikely théprovincially-owned” or Department of

Transport vehicles would be transferred to DMsezi(iHaynes, 2005:49).

The fact that there is limited transport for MHSsps a particular concern for service
delivery for the monitoring, control and formaligat of the informal milk-producing
sector, because target sites are predominantlylyidispersed (average distances are
>150km to the furthest MHS service delivery points)s evident that staff responsible for
the implementation and delivery of MHS cannot Heaive without vehicles and there is a
definite need for EHPs to have access to dedidaé@dport. It is not only the number of
vehicles that is important, but also the appropriass of the vehicles for the particular
purpose, especially in the remote rural areas wheads might not be tarred. The moving

away from the “inspector model” in terms of MHS\8ee delivery to that of a community
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developer (do gap analysis, targeted community emems and capacity building,
behavioural change programmes [involving other -pdégers], followed by impact

monitoring of programmes to direct future actionatérventions) places further pressure
on the need for dedicated transport, while EHPs ingbossession of a valid driver’s
license, and the allocation of community servicePBHvithout additional transport, only

exacerbate the pressure on the available transport.

4.4.3 Organisational arrangements to monitor and catnol milk hygiene

Twenty-two percentn=9) of respondents indicated that they were makseyaf dedicated
units within their MHS sections for milk hygienentool, while 41.9% 1i=18) were making
use of dedicated individuals to coordinate the rooimg and control of milk hygiene in
their respective areas (Table 4.4). Half of thero®eh=3) were making use of dedicated
milk control units, while 54.8%n=17]) of the respondents replied that all of theltHAsS

were monitoring and controlling milk hygiene astprtheir routine duties (Table 4.4).

The fact that a notable number of metros and DMewieaking use of dedicated units or
individuals to monitor and control milk hygiene gegts that they have the skills and
knowledge to effectively control milk hygiene, basa such units or individuals create a
focus around milk hygiene control, and as a rgsudfect management principles could be
implemented relatively easily. It would, for exampbe easier to develop a standardised
risk- and audit-based approach to milk monitoringd acontrol if the informal milk-
producing sector were included in the respectivéranand DM integrated development
plans (IDPs).
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Table 4.4: Municipal health services’ approach to monitorimgl @ontrolling milk hygiene

Frequency Percentage

Metropolitan and district municipalities with a dedicated unit
for milk hygiene control (n=41)

Yes 9
No 32

Metropolitan and district municipalities with a dedicated
individual for milk hygiene control (n=43)

Yes 18
No 25

If No, above, what arrangements do you have for nkl control?
(n=31)

Food control champion (dedicated individual or dngabup of
environmental health practitioners) and “pool ofowhedge” for
district as a whole, also responsible for full-4pgm municipal
health services in a specific geographical area

All environmental health practitioners in area ssponsible 17
Sub-district manager in each local municipality rhoates the
monitoring and control of milk

Other arrangements (Dairy Standard Agency, locahionpalities
and provincial environmental health practitioners)

No arrangement

22.0
78.0

41.9
58.1

9.7

54.8

3.2

25.8
6.5
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444 Measures to ensure that milking parlour regisation (certificate of

acceptability) remains appropriate

It is the responsibility of the metros and DMs, receipt of an application for a milking
parlour, to issue the CoA or a provisional ceréfee of acceptability (PCoA), following a
detailed inspection report from an EHP (RSA: DoH84@). It is also the responsibility of
metros and DMs to monitor and control the compkaotmilk-handling premises and milk
products on a continuous basis to ensure thatasafevholesome milk and milk products
are provided to the public. Therefore, routinedalup inspections, sampling, health and
hygiene education and awareness are important aoenp® of the EHP’s tasks. However,
the regulations do not specify the intervals betwsach follow-ups and there are no
standardised procedures and guidelines availab&outh Africa to guide MHS staff with

regard to milk hygiene control.

It was required of respondents to give an indicattd how they were ensuring that the
certificate of acceptability (CoA) that is issuey the relevant metro and DMs for their
milking parlours remained relevant. A total of 83.{n=36) of respondents replied that
they were regularly visiting milking parlours to rfiem evaluations and premises
inspections, while respondents from six (14%) netod DMs specifically indicated that
they were paying quarterly visits to their premis&dotal of 20.9% 1(=9) of respondents
were ensuring that their certificates remainedveaté by sampling the milk, as shown in
(Table 4.5). In addition, 16.3%n£7) of the respondents indicated that they were
integrating inspections and sampling to ensure ttigit milking parlours’ CoAs remained
appropriate, whilst the remainder indicated thagythwere doing so through either
inspections or sampling. A limited number={) of respondents indicated that they were
applying a combination of premises inspections sahpling as a method to ensure that

their CoAs remained appropriate.

Although a remarkable number of respondents indic#hat they were performing regular
visits to milking parlours, they were primarily dgi so on an irregular basis, with only

14% doing so at fixed intervals. A limited numbénrespondents indicated that they were
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combining premises evaluations and milk quality it@imng, which suggests the lack of a

risk- and audit-based approach (management byqgtyageevaluating milking parlours.

Table 4.5: Measures to ensure that the registration of milkiparlours remains
appropriate

Frequency Percentage

(n=43)
Ad hocvisits based on complaints or requests 2 4.7
Quarterly/regular inspections/evaluations 36 83.7
Sampling 9 20.9
No routine inspections/evaluations 1 2.3
Education/awareness 4 9.3
Milking parlours still under control of local mumpalities 1 2.3
(no records)
Take swabs 1 2.3
Producer must obtain introduction permit annually 2 4.7
Do nothing 1 2.3
Respondents combining inspections and sampling 7 16.3

4.4.5 Approach towards sampling, premises evaluatioand education as methods to

monitor and control milk hygiene quality

According to Griffith (2005) there is little value inspections unless the quality thereof
and the time set aside for this purpose are adecaad the inspections are outcomes
driven. The purpose of performing visual inspecti@md sampling the end-products from
premises that sell food is to detect any envirortalarsks that may contaminate foodstuffs
and to highlight areas of concern, as well as wwudoefforts to address the problems
towards ensuring a safe and wholesome productieStpeérformed in the United Kingdom

(UK) to assess the effectiveness of visual inspastin comparison with microbiological

assessments, as well as other related studies,shaven that unless inspections include a
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specific measurement (such as temperature of €peagl other standardised procedures,
they are largely ineffective in assessing the niogical safety of foodstuffs (Griffith,
2005:134-135; Griffith, 2006:12-13).

Resulting from this background a further questiese posed to determine how MHS in
South Africa were normally conducting their prersisaspections, sampling, and health
and hygiene education in order to monitor and aymivilk hygiene in the respective areas.
The purpose was to establish whether use was Imeate of predefined programmes (a
planned and managed process/project-based appraackhether this was being done on
an ad hocbasis. The results are shown in Table 4.6 andaftetvat 63.6% r{=28) of
respondents were collecting milk samples onaanhoc basis, whereas 22.5%<9)
disclosed that they were conducting premises etiahs (visits/visual inspections) by
means of a walk-through evaluation based on a firedeplan to ensure that the premises
were complying with requirements. A total of 78.8%6-26) of respondents replied that
they were performing health and hygiene educatimmmad hocbasis whilst conducting
walk-through evaluations on the premises. The testherefore suggest that MHS
primarily do not plan their programme with regaodntilking parlour inspection, sampling
and education interventions, thus not supportingsk- and audit-based approach to

optimising the available resources.
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Table 4.6: Municipal health services’ approach to milk samglipremises inspection,
and education/awareness to monitor and control hyitkene

Frequency Percentage

Milk sampling (n=44)
Take samples on ad hocbasis 28 63.6

Take samples by implementing a predefined / wordkatdsampling 16 36.4
programme (project-based approach) '

Premises evaluations/visits/inspection&=40)
Walk-through visits/evaluations (inspections) oradrhocbasis 31 77.5

Walk-through visits/evaluations (inspections) byradefined/worked-
\ 9 22.5
out plan (project-based approach)

Health and hygiene education at milking parlours/d&ies/sheds

(n=33)

Providing health and hygiene education (informdijlst conducting a 26 78 8
walk-through evaluation of premises) onahhocbasis '

Providing health and hygiene education (informalilstltonducting a
walk-through evaluation of premises) according fwedefined / 7 21.2
worked-out plan (project-based approach)

4.4.6 Prominence of food control as part of municipahealth services’ daily activities

In terms of the priority given to food control dmetMHS agenda, the respondents had to
give an indication on a scale of 1 to 4 (1=Mosffrent activity, 2=Frequent activity;
3=Less frequent activity; and 4=Least frequentvétgdi of which activities (activities based
on the MHS definition) were occupying most of théi§! section’s time on a daily basis
for the month prior to the survey. According to trig 5.1, food control was the second
most frequent activity of the MHS sections, with288 (1=19) of respondents reporting

accordingly, while 53.3%n=24) were attending mostly to complaints.
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With the “most frequent” and “frequent” activitiegouped together, food control was
indicated by 77.3%n=34) of the respondents as the third most frequetintity taking up
their time, while a similar 82.2%€37) were mostly attending to complaints and mestin
Figure 4.2 further shows that 62.2%=g8) of the respondents stated that, in their
respective areas, MHS were conducting projectsimgldo food quality improvement, and
68.9% (=31) were involved in sampling water and food ag pathe “most frequent” to
“frequent” activities during the month. These witié.s were being performed together
with other MHS activities, for instance waste magragnt (56.8% r=25]), health
surveillance of premises (64.4%929]), environmental pollution control (64.4%529]),
and projects related to water and sanitation (556925]). It is evident from the results
that food control featured relatively high on thgeada of MHS sections for the month
prior to the survey. However, this also illustratesw the various activities of MHS
compete for the time of MHS staff in addition tchet resources such as finances and

transport.
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4.4.7 Perceptions regarding the ability of municipahealth services to monitor and

control milk hygiene

Table 4.7 shows that more than half (57.4%447]) of the respondents were of the opinion
that MHS were not applying effective monitoring asahtrol of milk hygiene in their areas
of jurisdiction from production stage to the congunRespondents could indicate more than
one reason for their opinion in this section. Imsuary, the reasons of 69.1%=9) of the
respondents revolved around a lack of systemsepteng MHS from properly monitoring
and controlling milk hygiene in their respectiveeas, for instance lack of fixed
programmes, no standardised approach or systewptare visits (evaluations/inspections)
and sampling results, lack of a database in tefmslking parlours and distributors, as well
as improper coordination amongst various role-py@ Ms and DMs, provincial
departments of health and the Dairy Standard Ageryme respondents questioned the
efficiency of control measures and the fact that ititerventions were mainly based on a
reactive approach rather than on prevention. A tité4.3% (=27) of respondents argued
that they lacked resources (financial, staff andigggent). When all the inputs from the
respondents with regard to their reasons for MH$ having proper control over milk
hygiene are grouped in relevant categories, itbmgeen that 96.89h£30) suggested that

the reasons revolved around management-relategsissu

Considering that the majority of the MHS sectionsrevapproaching their milk hygiene
monitoring and control on aad hocbasis (Table 4.6), this may lead to arbitrary siecis

and a lack of information upon which to base mansege decisions. Informed management
decisions should direct prioritisation of progransneesource allocations and service
delivery, which is supported by appropriate infotima This is perhaps the reason why
such a high number of respondents felt that managenelated issues were the main
contributor to their perceptions. Furthermore, lndlthe respondents indicated that they did
not have appropriate management qualificationschvis likely to have an impact on the

proper management of services and resources.
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Table 4.7: Ability of municipal health services to properly mitor and control milk hygiene

Frequency Percentage

Do you think environmental/municipal health services are
applying effective monitoring and control of milk hygiene fom
production to consumer?(n=47)

Yes 18 38.3
No 27 57.4
Don’t know 2 4.3

Reasons for your choice in deciding whether enviranental/
municipal health services are applyingeffective monitoring and
control (n=42) respondents could provide more than one reason.

Lack of systems (fixed programmes, standardisedroagp,
database, nocoordination, reactive approach, effectiveness 29 69.1
approach) to support and guide successful control

Lack of resources (human resources, finances, e 27 64.3

Lack of sufficient service delivery capacity (to mya other

activities, resultstsow it, accessibility and capacity of laborator

vast service areas, environmental/municipal hesditvices anew

function at district municipality in state of flulpw morale among 15 35.7
environmental health practitionersbecause of devolutio

environmental health practitioners show little ret in milk and

lack practical experience)

Management-related issues(lack of availability of transport ar

sampling equipment, lack of datapturing systems to identi

focus areas, lack of supervisory structuressyironmental healt

practitioners lacking practical experience, respondents que 30 96.8
effective use of resources, lack of implementaton integratiot

of services, monitoring done by too many authajtmilk hygiene

not a priority, and insufficient sampling)
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5.1 INTRODUCTION

Milk safety in the informal sector is a worldwidellgic health concern. Milk safety is
furthermore a shared responsibility among varials-players such as food producers,
government, industry and consumers. Governmenysgrlamportant role in this shared
responsibility byjnter alia, providing reactive health services in order &atrthe victims
of food-borne ilinesses and should also provideaagiive health service in this regard.
Proactive or preventative measures that shouldkentby government include providing
advice to consumers to help them to prepare anddi&damilk safely. Other
responsibilities include surveillance in terms 0bd poisoning statistics and outbreaks,
and providing an appropriate legislative framewdok safeguard all aspects of the
production and processing of milk and the sale ethieito consumers. Many small
businesses display an ignorance or absence ofsfafetly knowledge and skills, which in
turn leads to a lack of awareness of the hazawlstlieir operations or products might
pose. Challenges towards improving milk safetyhia informal sector will, however, not
primarily originate from within the informal milkspducing sector itself, but will rather
be brought about by external drivers such as patsoontact with municipal health
services (MHS) staff and the formal industry (Farmé& Yapp, 2004:44). Another
challenge facing government and industry at langeSouth Africa is the growing
percentage of immune-compromised individuals tmatraore susceptible to infections.
This study endeavoured to contribute to the undedshg of the different role-players in
milk hygiene control and to determining the stand capacity of local government (LG)
to support government’s mandate with regard to legong, controlling and supporting

the informal milk industry, and ultimately safegdisug the consumers.

5.2 SUMMATIVE REMARKS

Milk hygiene is currently enjoying a high profileithin the milk industry in South

Africa, and government and industry are placing memphasis on the development of

emerging milk producers. Legislative changes hassigaed more responsibilities to
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district municipalities (DMs) throughout the countalthough national and provincial
government structures have given these DMs litijgpsrt and guidance when it comes
to interpreting and performing their legal mandatéy with regard to the delivery of
MHS. The milk industry at large has raised conceatnsut the ability and willingness of
LG to monitor and control milk hygiene, especiaily the informal sector. New
legislation, for example the regulations pertaintogthe application of the Hazardous
Analysis and Critical Control Point (HACCP) systewhich was recently promulgated
under the Foodstuffs, Cosmetics and Disinfectants 2272 (54 of 1972), has brought
about new responsibilities regarding the hygienamdiing of food, which must be
adhered to by the producers, processors and sefiéo®dstuffs. It is, however, evident
that the informal sector will not be able to manageh responsibility without external
guidance and support. As reflected in Chapter 2, allometropolitan municipalities
(metros) and DMs are authorised by the MinistryHeflth to be statutorily compliant to
enforce the Foodstuffs, Cosmetics and Disinfectéats 1972 (Act 54 of 1972). It is
emphasised in Chapter 3 that although there is table® number of informal milk
producers, most of the MHS sections within metrod BMs do not have programmes to
develop and control the informal milk supply. Itp@ars that MHS do not have sufficient
resources to properly monitor and control milk teygs, especially in the informal sector
(Chapter 4). It is further evident from this stuidivat MHS do not always perform their
tasks such as premises inspections, awareness igas\@ad sampling programmes in
accordance with project management principlesrdthier carry out these activities on an
ad hocand superficial basis, which places an addititmatlen on the limited resources.
To support MHS and LG, a more active approach shbel followed by the relevant
role-players, including the Department of Healthirtitiate programmes that can support
and guide LG to standardise approaches and to blsddmunicipalities’ human and

physical capacity.
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RECOMMENDATIONS TO GOVERNANCE BODIES

Mindful of the role and responsibility of governmgas enshrined in the Constitution of

South Africa, 1996, to monitor, support and capdeitLGs to achieve their statutory

mandate, the following suggestions are proposed:

The national and provincial departments of healb@dH and PDoHs) should
institute a monitoring system to determine and ensbat all metros and DMs are
authorised by the Ministry of Health to enforce tReodstuffs, Cosmetics and
Disinfectants Act, 1972 (Act 54 of 1972).

The mentioned departments should conduct a surgegetermine whether all
municipalities that allow the sale of raw milk aetually listed in Annexure C of
Regulation R1555 of 1997 and whether they have rieeessary systems and
resources in place, as well as the capacity tarcbtiite production and distribution of

raw milk.

Bodies such as the South African Local Governmessogiation (SALGA) and
Department of Provincial and Local Government (DPPIsBould ascertain whether
all metros and DMs have an approved Section 78stigegion report, compiled in
accordance with Sections 76, 77 and 78 of the MpaliSystems Act, 2000 (Act 32
of 2000) (RSA, 2000), specifically undertaken foeit MHS section to determine the
municipality’s current and future ability to rendglHS and embracing food quality

control.

The NDoH and PDoHs should apply the informationmrrthe approved Section 78
investigation reports of individual metros and Didsascertain whether they have the
current and future capacity to monitor and conirdbrmal milk hygiene in the

respective municipal areas.
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* In addition to the approved Section 78 investigatieport the NDoH and PDoHs,
and the national and provincial departments of jm@&l and local government
(NDPLG and PDPLGS), together with SALGA, should manand ensure, where
milk is produced, that the relevant metros and DiMs$ude milk quality control of
the informal sector as a focus area in their respgedntegrated development plans

(IDPs) and service delivery and budget implemeotagilans (SDBIPS).

* Role-players such as government, together with SALtBe South African Institute
of Environmental Health (SAIEH), the Health Profess Council of South Africa —
Professional Board for Environmental Health Prawigers (HPCSA-PB for EHPS), as
well as tertiary institutions, should initiate maig programmes for MHS managers to
capacitate them with skills to apply project mamaget principles and also to create
an opportunity for MHS managers to share experierarel best practices. Such a
capacity-building approach should be strongly bas®@ mentoring programme and

peer review.

= Government, together with the above-mentioned tutgtns, should assist LG — in
particular MHS — to develop standardised procedumesocols, guidelines, registers
and databases to support the proper monitoringcanttol of milk hygiene at LG

level.

= Government and its partners should further assishe funding of projects through
local economic development (LED) initiatives for i8Hto develop the informal
milk-producing sector, seeing as it is a focus apésgovernment and the milk

industry to increase and optimise informal milkgwotion.

54 RECOMMENDATIONS TO INDUSTRY

» Industry, together with national and provincial gaunent, should consider working

closer with LG, especially with their MHS sectionshen establishing emerging

cattle owners as a source of milk provision.
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The milk industry and government should work togetho establish communal
milking facilities for groups of small-scale milkrgducers or cattle owners who

produce milk to be provided for human consumption.

Industry should partake in capacity-building prégeat LG level, such as training
programmes for student EHPs, as well as contingprofessional development
(CPD).

Industry should support and combine milk qualitynib@ring initiatives with capacity
development programmes at LG level in view of mgftstandardised systems in

place.

The current approach whereby industry coordinatetgrprets and directs local
authorities (LAs) as to where and when to act wéeanpling results does not comply
with legislative requirements and should be closebnitored, as it may be regarded

as subjective due to financial interest and cortipati

FUTURE RESEARCH

As indicated by the results of this study, thedwiing have been identified as possible

future research projects:

A study to monitor progress to establish the abdit LG to monitor and control milk

hygiene in the informal sector over time.

Developing standardised procedures, guidelines motbcols to properly monitor
and control milk hygiene in the informal sector aallbw for the measuring of

effectiveness.
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A study to determine the effectiveness of the hygigraining of informal milk

producers and distributors.

Determining a cost-effective and practical way ttablish communal milking

parlours on commonages to the benefit of the emegrigirmers.

A survey of the actual number of informal milk-pumihg points per metro and DM
area in South Africa and the volumes of milk thegduce, together with the portion
of milk that is sold to the public.

Determining how the legislation requiring that millk-producing points should have
a certificate of acceptability (CoA) can be appl&add enforced in practice in the

informal sector.

A risk assessment to determine the actual risk i distributed from and in the
informal sector to establish the magnitude of tmebfem and how it could be

alleviated.

An assessment of the capacity and ability of MHS\ag@rs to apply management-

by-project principles in their daily MHS activiti@sd specifically in milk control.

Investigating the progress that has been made regattie development and
implementation of standardised procedures, sysemgo improve, monitor, control

and manage milk hygiene in a standardised way, ratianal basis.

Determining the number of municipalities that hayelated registers recording all
active milking parlours with a CoA, as well as tember of such milking parlours
being monitored through a combination of inspecteoxd sampling (audit-based

approach).
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An assessment of the management and control of milkygiene
by Environmental Health Services in South Africa

QUESTIONNAIRE

(All information in this questionnaire will be treated as confidential)

Thank you for taking part in this survey. The aifrifis survey is to determine your practices regaydhe management

and control of milk hygiene in your District Munigifity (DM) or Metro Municipality (Metro) area. Yoare not reporting
per Local Municipality (LM), but only from the DM el and perspective. However for some of the gaestyou need to
consult your colleagues at the LM level. Your ansneill be treated confidentially and will not bead against you. You
are requested to mark your answer/s with “X” in h@cks provided, unless otherwise specified.

Questionnaire Number

1.

2.

Official use

SECTION: A
This section refers to the affiliation of the indival reporting for the DM or Metro area
Age: [ 4
Gender: | Male® [Femal&| [ ]s
Highest Qualification: National Diplomd™” [ e
National Higher Diplom#
B.Tech: Environmental Health
M.Tech: Environmental Healf
D.Tech: Environmental Health
Other, please specify: | |78
Additional tertiary qualifications: 9-10
11-12
13-14

For which District Municipality (DM) or Metro Munici pality (Metro) area
are you reporting? (Please give the name of the DM or Metro area).

How many Local Municipalities (LM) are there within the area of
jurisdiction of the District Municipality that you are reporting on?
Total number of LMs

6.1 Please list their names:
a) b)

MHA Agenbag, M.Tech Environmental Health

:I:|15-16

:|:|17—18




c) d)
e) f)
9) h)
7. Do you have a dedicated unit/section or individuathat is responsible for milk
hygiene control?(You can mark more than once)
Unit / Section YeS | No¥
Individual Yes$” | No¥

7.1 If no, please specify if you have an arrangement i regard to milk
monitoring and control in your DM or Metro area of jurisdiction:

8. Are you currently responsible for coordinating / managing Environmental
Health Services (EHS) within your DM or Metro area & a whole?
ved" | No? |

8.1 If no, please give details of your role or position(e.g. coordinating the milk
function or food coordinator for the area etc.)

9. What is the designationand employing authority of the person who is

responsible for coordinating / managing EHS in itsatality in your DM or
Metro?
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19
20

21-22
23-24
25-26

:|:|28-29

LM® | DM@ [Metro®| Provincé”

Chief EHP / Head EHP / Asst. Dir. MHS 30-31
Regional EHP 32
Senior EHP 33
Junior EHP 34
If other, please specify: 35-36

9.1 For the designation that you chose in 9 above, iyr current position full
time or part time?

| Fulltimeé” | Parttim& | Contractual® |

9.2 Does the person in charge of EHS / MHS in your DM Metro area have
additional management qualifications?
| YesP | No® | Don't know® |

9.3 Please list the additional management qualificatios

|:|37

39-40

41-42

43-44

10.  For how long have you been practising as an Enviranental Health
Practitioner (EHP)? years

:|:|45-46



10.1 For how many yearsof your professional career did you practise as aBHP

(Answer questions 11-27 as if you represent thedDMetro as a whole, irrespective of wheth
equipment, staff or systems belong to the DM, Meétvbor Province. These are seen as a pod

Human resources

at the following authorities? (Please indicate against each authority the time yiwa
practised as an EHP

Local Municipality(Municipalities / towns) years

District Municipality (Regional Serv. Councils) years

Metropolitan Municipality(Cities) years

National / Provincial Department of Health years

Private / Consultancy years
SECTION: B

EHS resources)

RESOURCES / SYSTEMS

11.

12.

13.

How many EH-related staff are employed in your DM o Metro area of
jurisdiction on the different levels. Also give anndication of the employing
authority. (In the case of support staff they have to spend/&60their time on EHS to b
regarded as support staff for EHS). Mark the appiatp blocks, e.g. if you have 19 drive
at the province you indicate it as illustrated hetexample below.
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er
| of

Is

Example: LM® ‘ DM@ Metrd® Provincé”

Drivers | | | | | 1] 9

LMY | DM@ [ Metrd®| Provincé?

Drivers

Secretaries / Administrative Assistants

Data capturers

Community Service EHPs

Pest Controllers

EH Assistants
Operational / Functional EHPs
Senior EHPs

Principal EHP
Chief/[Head/Manager/Asst. Dir. MHS
If other, please specify:

How many of your EHPs are involved in monitoring mik hygiene?

| Don't know™ |

What is the functional / operational EHP to populaton ratio in your area of
jurisdiction? (This includes all the line function EHPs in the @KMMetro area,
irrespective of whether they are provincially enygld or employed by an LM, DM or the
Metro. It does not include management and supeanvisvel EHPS)

Total number of functional EHPs in DM / Metro area

[Don’'t know |

47-48
49-50
51-52
53-54
55-56

57-64
65-72
73-80
1-8
9-16
17-24
25-32
33-40
41-48
49-56

:I:|57-58

59-61
62

63-65
66



Total population for the DM / Metro area

Transport

14.

15.

16.

16.1

16.2.

How many dedicated vehicles do you have in your DMr Metro area for
EHS? (Irrespective of Metro, DM, LM and Provincial velas - subsidized car|

scheme vehicles, official vehicles allocated foiratividual are all regarded as
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D

dedicated vehicles)

74-76

IDon’t know™ |

How many EHPs in your area are dependent on pool &les that they have
to share only amongst themselveqPool vehicles that are shared between {
EHPs)

How many EHPs in your area have to share pool veHas with other
departments and section3

If pool vehicles are used, how available have thekicles been that the
EHPs need to share with other departments outsideHES in the past
month? (Mark appropriate block)

Always W
Most of the time >50% )
Sometimes <50% %)
Never @)

If pool vehicles are used, what is the working corition of the pool
vehicles that have been used by EHS in the past ntof? (Mark
appropriate block)

Always in a good running order

Mostly in a good running order (>50% of the time)
Mostly in a poor running order (<50% of the time)
Always in a poor running order

()
@
()]
@

Equipment

17.

18.

19.

How many functional EHPsthat are responsible for milk hygiene, possess
their own thermometersto take temperature measurements at milking

77

’7_

he
78-80

il

1-2

]

]

parlours and milk outlets?

IDon’t know™ |

How many of the functional EHPsthat are involved in milk hygiene have
cool boxes to collect and send collected samples?

Don’'t know™

How available were sterilesampling containers to collect milk and water
samples during the past 6 monthsfMark appropriate block)

Always available &)
Mostly >50%
Sometimes <50%

@
3

9-11
12

T:

|:|13

Never @)




Finances

20.

20.1

21.

Is provision made under a separate item in your bugets for sampling(LM,
DM / Metro and Provincial budgets includéd
lYes?] No® | Don't know™ |

If yes, do you have a separate allocation for fooshmpling?
| Yes” | Nd® | Don't know” |

Has your budget for sampling(which includes milk samplinglecreased,
increased or remain constant during the 2003/04 tthe 2005/06 financial
years?

Decrease | Increaself | Stayed the same (stabf&) Don’t know™|

Information system / database

22.

22.1

23.

24.

25.

Do you have a formal data capturing systenfEHPs use data capturing form
that are summared for a geographic area and a specific period étedmine th
situation at a point and time for a defined araagspective of whether itis a
paper based system or computerised / electroniedagstem to capture data)
record the number of visits to premises, the condiins at these premises an
sampling information for your area of jurisdiction as a whole?

'Yes?] No® | Don't know® |

If yes to the above, do you receive _electronic felealck reports? (Computer
print- outs)
| Yes? | N0 | Don't know” |

Which level could provide feedback on the milk hygne monitoring (Which
level has an official information systet{Mark appropriate block/s)

14
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I:|14
I:|15

|:|16

All the Local Municipalities in the DM area W 19

Some (<50%) of the Local Municipalities in the Divkea @ 20

Most (>50%) of the Local Municipalities in the DiMea ) 21

District Municipality / Metro Municipality 5 22

Don’t know ©) 23

If other, please specify: 24-25
26-27

Can you determine within an hour the percentage ofaanplescomplying per
milking parlour_(point of production)n your area? (rrespective of a manual
or electronic information system).

'Yes”| No | Don’t know® |

Can you determine within an hour the_registration $atus of milking
parlours? (The number of milking parlours with a CertificateAxceptability -
irrespective of whether a manual or electroniomfation system)

| Yes? | No® | Don’t know® |

Dzs

|:|29



115

26. Can you determine within an hour the percentage adamplescomplying per
milk distributor / outlet (Point of distributionto the public i.e. milk shops,
cafés)in your area? (rrespective of a manual or electronic informatisystem),

[ Yes? | No® [ Don't know | [ ]so

27. Can you determine within an hour the_registration $atus of milk
distributors / outlets?(The number of milk distributors / outletsth a
Certificate of Acceptability and a Business Licgnse

| Yes” | No® | Don't know® | e

SECTION: C
(This section focuses on tpeoduction of milk and the control thereof

MILK PRODUCTION: FORMAL _ (Please answer on behalf of tBdM and Metro
areaas awhole)

28. Does the DM or Metro or some of the LMs within theDM have admission
requirements other than those legislative requiremets before a person is
allowed to produce milk in your area of jurisdiction?

LM Yes? | No® | Don't know? 32
DM / Metro Ye§) | No® | Don’t know?® 33

29. Do you have an easily interpretable format of procgures for applicants(i.e.
an accompanying guideline attached to your appitcathat explains the
procedures and requirementsho would like to apply for a Certificate of

Acceptability to produce milk in your area?
[ Yes” | No® | Don't know? | [ ]e4

30. Do you have a registeof all your milking parlours / dairies recorded in your
area of jurisdiction?

Yes, we have a register for the DM / Metro as alah 9 ES
No, we do not have a register for the DM / Metro asuch, but
Yes, allthe LMshave registers with milking parlours recorded | © 36
Yes, mos(>50%) of the LMshave registers with their milking ) 37
parlours recorded
Yes, somé<50%) of the LMshave registers with their milking | @) [ o8
parlours recorded
None of them have registers with their milkinglpars recorded ©) 39
Don’t know ©) 40

30.1 How many of your registered milking parlours / dairies are operational?

E41—43

[Don't know™ | [ ]aa




30.2

31.

31.1

32.

33.

34.

How many of your registered milking parlours / dairies can be classified
as follows? Please indicate the actual number behind each eglegategory
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Certificates of Acceptability issued

45-47

Provisional Certificates of Acceptability issued

48-50

None ¢
Don't know ©

Do you keep_recordsegarding the BM (Brucellosis) and TB (Tuberculoss)
status of cattle from which milk is obtained for hunan consumption, with
regard to registered parlours in your area?

Verified that all producers have BM&TB certificatfes their milk [ ™)
producing cattle.

Verified that most (>50%) producers have BM&TBtamates for | @)
their milk producing cattle.

Verified that some (<50%) producers have BM&TBtifieates for | ©)
their milk producing cattle.

Have no proof of records of any producers BM&TBtifieate statusm
of their milk producing cattle.

If you verified that the producers have certificates when last did you
enquire and check from the producers or their veteinarians if they have
updated BM and TB test certificates as confirmatia that the herds in
your area were tested and are “clean™?
A month ago

A quarter ago

Six months ago

A year ago

More than a year ago

Never

()
@
()
@
®
®)

Have you taken any other actions to determine the k’'s BM and TB status,
such as the milk ring test?
| Yes™ | No® |

How many of your registered milking parlours/dairies have their own
guality control (QC) systems in place such as expting dairies and those
supplying to businesses that require the dairies tbave a QC system

51
52

\:|53

|:|54

|:|55

(external auditing systern)

‘ | 56-58

IDon’t know @ |

How do you follow up on registered milking parloursto ascertain that the
Certificate of Acceptability remains relevant?(To ascertain the level of

compliance and the possible consistency of the igesnand the practices base
on good manufacturing practices. To be able te@heine if the state of affairs
is improving or deteriorating at the milking parl@y dairieswith regard to milk
hygiene practices).

2d

60-61
62-63

64-65




35. At how many of your milking parlours / dairies hasthe HACCP system bee
implemented?
[Don’t know™ |

36. How many visitswere made by EHPs to milking parlours / dairies irthe
past six months within the DM area?
IDon’t know'™ |

36.1 At how many milking parlours / dairies was_more than one (1) visitmade
over the past six months?
IDon’t know™ |

37. How many milk sampleswere taken from the milking parlours / dairies in
your area of jurisdiction during the past six months?
IDon’t know™ |

37.1 At how many milking parlours / dairies was_more thar one (1) sample
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66-68

69

’7_

70-72

73

’—_

74-76

77

’7_

78-80

’t_

taken for the past six months?
[Don't know” |

MILK PRODUCTION: INFORMAL
(Please answer on behalf of tB& andMetro areaas a whole)

38. Are there any unregistered source®f milk production in your area who sell
/ provide milk to the public?
| Yes™ | No® | Don't know"™ |

38.1 |If yes at 38 above, do you have any control over éidistribution of milk
from these informal sources?
[Yes™] No® | Don’t know™ |

38.2 If YES at 38.1, please specify what kind of control

39. How many informal milk production points do you estimatethat there are in
the community?
[Don't know” |

39.1 Do you try to detect other_informal sources of milkproduction, for
human consumption, by active surveillances?
lYesW| No®

39.2 If YES, please specify

E:

8-9

10-11

12-13

‘ | 14-16

Ll?

l:|18

19-20

21-22

23-24




SECTION: D
(This section focuses on thistribution of milk and the control thereof, please ansy
on behalf of th®M andMetro areaas awhole)

MILK DISTRIBUTION / OUTLETS: FORMAL
(Places where milk is sold directly to the puble& milk shops, chain stores, cafés, n
depots)

40. How many of your LMs within the DM have additional admission
requirements other than those legislative requiremats for milk distributors
[ outlets before you issue a Certificate of Acceptability (8) and a Business
License?
IDon’t know” |

40.1 And does your DM / Metro have additional requiremens?
| Yes™ | No® | Don’'t know® |

40.2 If there is any authority (LM, DM / Metro) that has additional
requirements please mention some of them:
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ver

nilk

25-26
27

|:|28

29-30

41. Do you have an easily interpretable format of procgures (i.e. an
accompanying guideline attached to your applicatiost explains the
procedures and requirementsy applicants who would like to apply for a
Certificate of Acceptability and Business Licensea distribute milk in your
area?
| Yes” [No®| Don't know® |

42. Do you have a register of all your formalmilk distributors / outlets recorded
in your area of jurisdiction? (Such as chain stores, cafénilk shops, produce
who distribute milk direct to the public, etc.) (Mappropriate block).
Yes, we have a register for the DM / Metro as aleho
No, we do not have a register for the DM / Metro asuch, but

Yes, allthe LMshave registers with their distributaescorded @)

Yes, mos{(>50%) of the LMshave registers with their distributors|

recorded

Yes, somé<50%) of the LMshave registers with their distributors

recorded
None
Don’t know

®)
®)

42.1How many of your formal registered milk distributor s / outletsare
operational?

31-32
33-34

Dss

\:|36

37
38

|:|39

40
41

‘ | 42-44

IDon't know” |




43.

44.

45.

46.

47.

47.:

48.

48.:

49.

50.

How many of your registered_milk distributors / outlets can be classified as
follows? (Please indicate the actual number behind eachvesiecategory)
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Certificates of Acceptability issued

Business license to sell perishable foodstufisads

None”
Don't know®

How do you follow up on registered milk distributors / outletsto ascertain
that the Certificate of Acceptability or Business license remains relevant?
(To ascertain the level of compliance and the gmssionsistency of the

premises and the practices based on good manufagtpractices. To be able

to determine whether the state of affairs is imprg or deteriorating at the
milking parlours / dairies with regard to milk hygie practices).

How many of your milk distributors / outlets have teir own quality control
(QC) sectionsthat monitor and keep control of milk hygiene on heir

premises(External auditing systerR)

IDon’t know” |

How many of your milk distributors / outlets comply with statutory

’7_

requirements?

[Don’'t know™ |

How many visitswere made to milk distributors / outlets in the p&t six (6)

’—_

months?

IDon’t know” |

At how many of the milk distributors / outlets wasmore than one (} visit

’—_

made in the past six (6) months?

[Don’t know” |

How many milk sampleswere taken at the milk distributors / outletsduring

’7_

the past six (6) months?

IDon’'t know™ |

At how many of the milk distributors / outlets wasmore than one(1)

’—_

sampletaken during the past six (6) months?

Don’'t know™

At how many of your milk distributors / outlets hasthe HACCP system

[_

been implemented?

[Don’'t know™ |

How many of your authorities (LMs, DM / Metro) are authorised in
accordance with section 23 of the Foodstuffs, Costies and Disinfectants
Act (FCDA), 1972 (Act 54 of 1972) to enforce the HTA in their areas of

r:

jurisdiction?

[Don’'t know & |

46-48
49-51
52
53

54-55
56-57
58-59

60-62
63

64-66
67

68-70
71

72-74
75

76-78
79

9-10
11



50..  How many of the EHPs in your area of jurisdiction ae authorised by
their authorities (LMs, DM / Metro) to enforce the Foodstuffs, Cosmetics
and Disinfectants Act, 19727

Dontknow [ @

51. How many of the_authorities(LMs and DM / Metro)n your area of
jurisdiction are listed on annexure C in accordancavith section 3(2) of
Regulation 1555(21 November 199%f the Foodstuffs, Cosmetics and
Disinfectants Act, 1972 (Act 54 of 1972) to allow thsale of raw milk in your
respective areas of jurisdiction?

Don'tknow [ @)

51.. How many of your authorities (LMs and DM / Metrogre listed on
annexure C under the_latest name§.e. Ukhahlamba DM or Senqu LMj
the authorities?

Dontknow [ @)

52. How many of the authorities(LMs, DM / Metro)formally (according to a
Council resolutionpllow the distribution and selling of raw milk in your area
of jurisdiction?

Don'tknow [ @)

52.1 What control mechanismsdo the authorities who allow the selling of raw
milk, apply to ensure that the milk is “safe” for human consumption?

120

Elz-m
|:|15

:|:|16-17
E|18

:|:|19-20
|:|21

:|:|22-23
I:|24

25-26

27-28

29-30

53. Are the authorities who are not listed on annexure in your area of
jurisdiction, aware that if they continue to allowthe sale of raw milkwithout
being listed, they can be accused of dereliction diuity, and may also be ope
to legal action by consumers who become ill due tbe consumption of raw
milk?
| Yes™ | No®™ | Am not aware of their non-listind |

SECTION: E
(This section focuses on theneral knowledge of EHS about milk hygiene in SA)

GENERAL: KNOWLEDGE, ATTITUDES AND BELIEFS

54. Are you aware of a program on Carte Blanch&l1 July 2001)where milk
quality was highlighted as a concern in the Gautengrea, named “NOT
QUITE MILK"?
|Am aware” [Am not aware® |

=}

|:|31

|:|32



55.

56.

56.1

56.2

S57.

58.

59.

Are you aware of a letter that was sent by the MilkQuality Panel (Prof. Piet
Jooste) to Local Authorities, requesting them to aaduct public awareness
programmes because of risky milk that gets distribted to the public, dated
26 March 19937

|Am aware™ [Am not aware® |

Do you have the report by the National Department bHealth: Directorate
Environmental Health regarding a national survey céled the “Hygiene of
Fresh Milk Offered for Sale to the Consumer in Souht Africa,” dated June
1995, in your possession?

lYes” [No® [Don’t know® |

If yes to question 56: What percentage of all millsamples(pasteurised
and unpasteurised)f the above survey complied with the hygiene
requirements?

| 4% | 14%% | 25%" | 36%"™ | Don’t know® |

If yes to question 56, did any of the authoritie$LMs and DM / Metro)n
your area of jurisdiction implement a project as a result of the above
report’s suggestions, to improve milk quality in yar area of jurisdiction ?
(Mark appropriate block)

121

I:|33

|:|34

Yes, for the DM / Metro as a whole 9 ES
No, not for the DM / Metro as such, but
Yes, for allof the LMswithin the DM area @) 37
Yes, for mos(>50%) of the LMswithin the DM area ©) 38
Yes, for somg<50%) of the LMswithin the DM area @ 39
No projects were implemented at all in the DM /tMerea ©) 40
Don’t know © 41
If other, please specify: 42-43
44-45

Are you aware that the Dairy Standards Agency (Sean 21 company) is
collecting milk samples nationally from Local Authaities to determine the
quality of milk in SA and that they are conductinginvestigations to address
milk quality where it is of concern?

|Are aware” |Are not aware” |

Do you receive regular updates of the results frorthe Dairy Standards
Agency in your area of jurisdiction?

Yes, within a month from the date of the samplimg )
Yes, within two months from the date of the samgpliun )
No results received to date ©)

|:|46

|:|47

If other, please specify:

48-49

Do you think EHS applies effective monitoring and entrol of milk hygiene
in your area of jurisdiction from the production stage to the consumer?

| Yes™ ] No® | Don’t know®™ |




60.

61.

61.]

62.

PLEASE ELABORATE ON YOUR ANSWER, IRRESPECTIVE OF
YOUR CHOICE ABOVE :

Do you think the EHPs are_sufficiently trainedto effectively monitor and
control milk hygiene in your area of jurisdiction?
| Yes™ | No® | Don't know®™ |

Do you think the resources, services and infrastruare are sufficient for the
effective monitoring and control of milk hygiene inyour area of
jurisdiction?

| Yes™ | No® [ Don’t know"™ |

If no, please give your reasons why not.
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51-52

53-54

55-56

57-58

59-60

I:|61

63-64

65-66

67-68

On a scale of 1-4, at each of the following activés, mark which have taken
up most of EHS time on a daily basis for the past onth in your area of
jurisdiction. (Mark against each of the activities below in tippeDpriate
block)

Most frequent| Frequent |Less frequent| Least frequent
activity activity activity activity
1 2 3 4

Using the definition of Municipal Health Services KMIHS) as the basis

* Water Quality Monitoring 12| 3] 4
» Food Control 1|1 2| 3| 4
* Waste Management 12| 3] 4
» Health Surveillance of premises 1|12| 3| 4
« Surveillance and prevention of communicahlel | 2 | 3| 4

diseases excluding immunizations

» Vector control 12| 3] 4
« Environmental pollution control 11 2] 3] 4
» Disposal of the dead 12| 3] 4
* Chemical safety 12| 3] 4
General Environmental Health Service functions

» Projectgelated to water and sanitation 12| 3] 4
« Projectselated to food quality improvement| 1 | 2| 3| 4
» Complaints 12| 3| 4
e Sampling (water and food) 12| 3] 4

69-70

71
72
73
74
75

76
77
78
79

80




63.

64.

65.

65.1

65.2

66.

* Awareness campaigns / education 1|12| 3| 4
* Attending meetings 12| 3] 4
» Other activities indirectlyelated to EH 12| 3] 4

If other, please specify:

What is the attitude of the producers with regard he services that your
Council provides regarding milk quality control? (Mark appropriate block)
i)

Positive (

Negative @)
Concerned ©)
Does not matter @

If other, please specify:
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7-8
9-10

\:|11

12-13

Are you aware of the Hazardous Analysis Critical Catrol Point (HACCP)
regulations — GNR. 908 of 27 June 2003, which aregmulgated under
section 15 of the Foodstuffs Cosmetics and Disintaats Act (FCDA), 54 of
1972, page 4501 of FCDA regulations section?

|Am aware™ [Am not aware® |

How many of the EHPs responsible for milk hygienen your area of
jurisdiction have received training on the HACCP sgtem and the
implementation thereof?(Irrespective their employing authority i.e. LM, DM
Metro or Provincially employed)

| Don't know ™|

When was the last HACCP training session conducte® your EHPs in
your area of jurisdiction?

Please indicate thedate | ™ M Y

[Don’t know'" |

Did the HACCP training lead to any significant improvement in the
monitoring, evaluation and control of milk hygienein your DM / Metro
area?

| Yes™ | No® [ Don't know®™ |

How do you normally conduct the monitoring and conttol of milk hygiene in
your area of jurisdiction? (You can mark up to three choidesreflect on
monitoring, visits and education)

Take samples at the point of production and detsion ad hobasis. | @
By implementing a predefined/worked out samplinggpamme )
(project based approach) at the point of prodadiiod outlets.

By walk-through visits (inspections) on ad Huasis. [ ¥

|:|14

ElS-l?
|:|18

‘ ‘ 19-22
23

|:|24

25
26

I:|27




By walk-through visits (inspections) in accordamdth a R
predefined / worked out plan

By providing health and hygiene education (infoknadnilst you are m
busy with walk-through evaluations at premisesadrhoc basis.

By providing health and hygiene education in adeace witha [ ©
predefined / worked out plan

67.

67.1

None of the above \jl

If other, please specify:

Is it compulsory for a DM / Metro to do a section B assessment for
Municipal Health Services in accordance with sectio 78 of the Local
Government: Municipal Systems Act, 2000 (Act No. 3af 2000)?

| Yes™ | No® | Don't know"™ |

If yes above, has your DM / Metro done or initiateda section 78
assessmentor Municipal Health Services in accordance with ection 78
of the Local Government: Municipal Systems Act, 200 (Act No. 32 of
2000).
Section 78 assessment in planning stage
Section 78 assessment <50% completed
Section 78 assessment >50% completed
Section 78 assessment completed @)
Nothing has been done ©)
Don't know ©)

(€]

124

|:|28
[ oo
|:|30
\:|31

32-33

34-35

36-37

|:|38

Dsg
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APPENDIX A2

Questionnaire Analysis: Summary of open questions

For the questionnaire numbers under official use, use point 3 — Question 5's coding per DM
Metro

" Question

Number Question detail

1 [Q-3 Highest Qualification: Other, please specify:

0| 1 [MM (HR)

0] 2 |BA

2 Q-4 Additional Tertiary Qualifications:

IAC Diploma in Local Government: Administratio

Project Management

Emerging Management Development Programme (SAM

Municipal Management Development Programme

Management at Technikon SA

National Certificate: Water Pollution Control

National Certificate: Air Pollution Control

Primary Health Care Management

B.Admin

BA (Honours)

B.Tech Environmental Management

MBA (Masters in Business Administration)

National Certificate: Pest Control

District Management Certificate/Diploma

Transformation Leadership Certificate

Leadership Seminar Certificate

Certificate in Executive Development

Post Graduate Diploma in Health

Middle Management Certificate

NP RFRPRFRPRFRPRFRPRFPRPRPPRPRPRPRPOOOOIOCOOOIO
O OO NO|UIHAWINFP OO NI A WINF

Nat. Diploma in Public Management

3 |Q-5 For which District Municipality (DM) or Metro Munic ipality (Metro) area
are you reporting on?

Code | District Municipality & Metro Name | Province Code
\ 0| 1 [West Coast DM Western Cape WC
Vv |0]| 2 |Cape Winelands DM Western Cape WC
\ 0| 3 |Overberg DM Western Cape WC
v |0| 4 |Eden DM Western Cape WC
\ 0| 5 |Central Karoo DM Western Cape wWC
\ 0| 6 |Namakwa DM Northern Cape NC
\  |0| 7 |Pixley ka Semearoo) DM Northern Cape NC
\ |0] 8 |Siyanda DM Northern Cape NC




126

v |0] 9 |Frances Baard DM Northern Cape NC
v |1] 0 |Cacadu DM Eastern Cape EC
vV |1] 1 |Nelson Mandela Bay Metro Eastern Cape EC
v |1] 2 |Amatole DM Eastern Cape EC
v |1] 3 [Chris Hani DM Eastern Cape EC
v |1] 4 |Ukhahlamba DM Eastern Cape EC
v |1] 5 |OR Tambo DM Eastern Cape EC
Vv |1] 6 |Xhariep DM Free State FS
X 1| 7 |Motheo DM Free State FS
\ 1| 8 |Lejweleputswa DM Free State FS
\ 1| 9 |Thabo Mofutsanyane DM Free State FS
v [2]| 0 [Fezile Dabi DM Free State FS
v |2] 1 [Ugu DM Kwa Zulu Natal | KZN
\ 2| 2 |uMgungundlovu DM Kwa Zulu Natal KZN
v |2] 3 [Uthukela DM Kwa Zulu Natal | KZN
v |2] 4 |Umzinyathi DM Kwa Zulu Natal | KZN
v |2] 5 |Amajuba DM Kwa Zulu Natal | KZN
v |2] 6 [Zululand DM Kwa Zulu Natal | KZN
X 2| 7 |Umkhanyakude DM Kwa Zulu Natal KZN
v |2]| 8 [uThungulu DM Kwa Zulu Natal |  KZN
vV [2] 9 |iLembe DM Kwa Zulu Natal | KZN
v |3]| 0 |Gert Sibande DM Mpumalanga MP
X 3| 1 |Nkangala DM Mpumalanga MP
\ 3| 2 |Ehlanzeni DM Mpumalanga MP
X 3| 3 |Mopani DM Limpopo LP

v |3] 4 |Vhembe DM Limpopo LP

v |3] 5 |Capricon DM Limpopo LP

Vv |3] 6 |Waterberg DM Limpopo LP
X 3| 7 |Bojanala DM North West NW
X 3| 8 |Central DM North West NW
v |3] 9 |Bophirima DM North West NW
vV |4] 0 |Southern DM North West NW
v |4] 1 |Ekurhuleni Metro Gauteng GA

V' |4] 2 |Sedibeng DM Gauteng GA
v [4] 3 [Sisonke DM Kwa Zulu Natal | KZN
v |4] 4 |Alfred Nzo DM Eastern Cape EC
v |4] 5 [Joburg Metro Gauteng GA

\ 4| 6 |City of Tswane Metro Gauteng GA

v 4] 7 |Metsweding DM Gauteng GA
v |4] 8 |West Rand DM Gauteng GA
v |4] 9 |eTekweni Metro (Durban) Kwa Zulu Natal | KZN
vV |5] 0 |Bohlobela DM Limpopo LP

\ 5| 1 |Sekhukhune DM Mpumalanga MP
v |5] 2 |Kgalagadi DM Northern Cape NC
v |5] 3 |Uni-City of Cape Town Metro Western Cape WC
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Q-7.1

If no, please specify if you have an arrangement i regard to milk
monitoring and control in your DM or Metro area of jurisdiction:

0

1

Have a Food Control champion and pool of knowlefdgeéhe District as
whole that are also responsible for a geographics.

2

All EHPs in area are responsible

0
0

3

Sub-District Manager in each LM coordinate th@nitoring and control
of milk hygiene in each geographic area.

No arrangement

Linked with DSA (Dairy Standards Agency) samglprogramme

elle]le]

o g~

Some LMs / Sub-districts have their own pragrees / Ad hoc sampling
runs & education

Arrangement with Provincial EHPs and DSA faynioring of milk

oo

o~

PDoH — Food Control Inspector

Q-8.1

>
(@]

=

lease give details of your role or position

Coordinating sampling runs in area of jurisdrc

Senior EHP at the LM

Was acting Sectional Head till Sept. 2005

Located at LM (Marble Hall)

Senior EHP = Functional

Regional Manager — Food Coordinator

Chief Health Services at LM (Hibiscus Coast)LM

Senior EHP at the DM/Metro

Coordinate food control in Metro / District

Deputy Manager EH

Coordinate milk hygiene in Metro

Responsible for DM area

i l=llellellelleclle]lle]lle]le] iy

WINRP|IO|OONOOAIWIN| KL

Junior EHP - DM

Q-9

other, please specify:

Manager: Health & Safety — (No EH Qualificafio

Director Health - DM

Manager Health Services

Deputy Manager MHS — DM

Manager MHS — DM/Metro

Acting Head — Disaster Management — (No EHIi§cetion)

Divisional Manager Health and Environment

Director: City Health Department Metro

Manager MHS- Post vacant report to Directomdxdstration

Executive Manager

R PP RO|OjlOO|O|

QA WIN|IFPO|O(No Ol

Nobody appointed as yet

Q-9.3

Please

list the additional management qualificatiost

1

IAC Diploma in Local Government: Administratio

0
0

2

Project Management
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Municipal Management Development Programmetii©ate UBS

Management & Finance — Technikon RSA

Primary Health Care (PHC) Management Certdica

Management Practice as Module — Masters Dédde@ech Degree

MBA — Masters in Business Administration

Certificate in Environmental Management Pragree

Certificate in Introduction to Local GovernnhefMunicipality

Executive Development Certificate — UniverStgllenbosch

Executive Leadership — University Pretoria

Public Administration

National Diploma in Public Management

Certificate in Municipal Administration

Public Health Leadership Certificate — Poatigate

Middle Management Certificate

Masters in Public Health (MPH)

Business Management Degree

L I L L e L === ==]=

©olo|~NP a|slw|NR|lo|olo|~No|o| M w

Waste Supervisors Course

Q- 11

If other, please specify:

0

1

Manager

0

2

All LMs have own staff who is responsible fonction

Q- 23

If other, please specify:

0

1

Province

0

2

Results send from Lab. to Local Service AteaX)

10.

Q- 34

How do you follow up on registered milking parloursto ascertain that the
Certificate of Acceptability stays relevant?

Ad hoc visits based on complaints and requests

Quarterly / Regular inspections / evaluati@aspare Q66 results)

Routine inspections / evaluatiqo®npare Q66 resuits)

Walk through visits / evaluatiotempare Q66 results)

Sampling

No routine inspections / evaluations

PDoH / LM do visits / inspections / evaluagon

See Q13- combine

)

Education / Awareness

Milking parlours still under control of LM’$16 records)

Take swabs

Producer must obtain introduction permit fyear

Did nothing

Sl llelilellelleolleolleollelleo]llo]

WIN R OO|ONOOURAWIN|E

Communicate with Local Authority where milkipgrlour is situated

11.

Q- 38.2

If YES

at 38.1, please specify what kind of control

[ —

Education

oo

Sampling
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0| 3 |Regular inspections
0| 4 |Court cases/ Legal action
12.|Q-39.2 |If YES, please specify
0| 1 |Routine inspections
0| 2 |Area surveys / Surveillance of tuck shops
0| 3 |Follow up of complaints
0| 4 |Information from communities / Word of mouth
0| 5 |Adverts in local newspapers
0| 6 |Meetings with communities
0| 7 |Backtrack from retailei¢race back)
ézrfifo"{as o| 8 |Wait for producers at distribution points / Invgstiions at selling points
0| 9 |Sampling
13. | Q- 40.2 |If there is any authority (LM, DM / Metro) that hav e additional requirements
please mention some of it:
LM request that all suppliers in there area mustibiéed and sampled b
0| 1 |the LM itself not only by the Local Authority wheseipplier / distributor
is situated
0| 2 |By-laws
0| 3 |Pasteurised milk
0| 4 |Requirements regarding Personnel/Structuia@hgport
0| 5 |Licensing of premises
14.|Q-44 |How do you follow up on registered milk distributors / outletsto ascertain
that the Certificate of Acceptability or Business license stays relevant?
0| 1 |Ad hoc visits based on complaints and requests
oM 29) ol 2 Milk distributed in DM area is pa.st.eurised & bottleutside and
controlled by the relevant authorities e.g. DM a&hetro
0| 3 |Regular inspection / visits / surveillance
0| 4 |Sampling / Swabbing
0| 5 |No follow ups
0| 6 |Checklist/ Temperature control variation ntorng
0| 7 |Distributors must renew licenses annually
0| 8 |Health Education
0| 9 |Lack of staff
1| O |Certificate of Acceptability (COA) is a perneat issue
Q- 50 Idea is to determine if Metro / DMs are authdsed and if things continues

unchanged prior to demarcation and responsibility docation.

Maybe coding of question need to be as follows:

1

DM

Metro

LMs

o000

2
3
4

No authority authorised
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15. |Q- 52.1 |What control mechanismsdo the authorities, who allow the selling of raw
milk, apply to ensure that the milk is “safe” for human consumption?
0| 1 |Education/ Awareness
0| 2 |Ad hoc sampling and visits
0| 3 |No raw milk distributed / No raw milk allowedthin the district
0| 4 |Routine / Regular inspections
0| 5 |Regular sampling / Swabbing
0| 6 |Don’'t know
0| 7 |Nothing
0| 8 |Labeling
0| 9 |Certified TB & Brucellosis free
1| O [Use by laws & regulations — not properly eoéar because of capacity
1| 1 |Enforce the availability of cold storage tanks
1| 2 |Unofficially TB+BM free Certificate
1| 3 |Legal action
16. | Q- 56.2 |If other, please specify:
0| 1 |DSA (Dairy Standards Agency) project
ol 2 Metro consist of 37 previous Local AuthoritiefResults showed higher
compliance — Continued with Monitoring/Sampling &thon as routine
0| 3 |Does it on a regular basis
17. Q- 58 |If other, please specify:
0| 1 |Not registered with Dairy Standards AgencyADS
0| 2 |Samples were never collected from DM
0| 3 |Some LMs within DM participated in project
0| 4 |Never saw them in area
18.|Q-59 |PLEASE ELABORATE ON YOUR ANSWER, IRRESPECTIVE OF YO UR
CHOICE ABOVE :
No fixed programme for routine investigatiamal sampling
No standardised approach or system to capisite & sampling results
To many other activities
No indicators and coordination from higherelsvProv. and National)
Routine inspections — monitor cold chain
DM 03 Milk safety part of IDP project (Project based approach)

Shortage of staff

Shortage of resources

Sampling results shows it

No database in place — Milking parlours & Bisitors

LM’s, PDoH and DM continues each with their owntcohand DSA / to
many authorities sampling

Regular sampling

Laboratories not accessible

RRR P | POO|0O|000|0|0|0
A WIN| P OO0 |NOCOURMWINEF

Delay in laboratory results
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Extend of areas of jurisdiction to big

Monitoring and control need attention

New function at DM, took over staff etc. frdull — in progress

Milk control specialised function — EHPs showdditinterest in milk
hygiene / EHPs do not have practical experience

Sampling done according to formal milk samgplmogramme

Lack of knowledge and experience

Not effective control

Low morale of EHPs because of devolution of M{E®agging of proces
& lack of clarity)

Ul

Systems based on re-active approach and ncregive

Origin
23

al paper- wag

Lack of Finance and no management of Budgets

Need dedicated EHPs who focus on milk to mairfocus

No dairies in area of jurisdiction

NINININ N N (NN PRI

~Noo A~ |W N (ROl 0 No|ol

Own laboratory

19.

Q-61.1

>
o

P

lease give your reasons why not?

Not enough of EHPs

Lack of supervisory structures (very flat anigational structures)

Lack of basic equipment

Lack of suitable and dedicated transport

Lack of data capturing systems to determioblpm areas

Lack of specialised laboratories in close proximiong distances /
Accessibility

EHPs not practical experience

Lack of finances

Effective use of resources are questionable

Milk needs to be done by specialists / dedicati stdo not have the
luxury

Laboratories without dedicated personnel

Implementation necessary

Monitoring done by to many authorities

EHS to much focus on unrelated issues / To mangtiiums (Compare

Q62)

Not effective control

Milk hygiene not a priority

Lack of integration of services

RRRR P |RRFR P OO0 O |Ooo0ol0oolo™

o|No|g| A [WNF| O |OloN| O (O W|N|F[

Insufficient sampling

20.

Q- 62

If other, please specify:

PSNP — Primary School Nutrition Programme

Attending Courses / Training

Environmental Management activities

Attend to community complaints / workshops

O|0|I0|0|0o

QB |WIN|F

Attend to animals and overgrown properties
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Community development

Integrated pollution control

Other issues: Intersectoral Collaborationlichetting

o000

O |N|O

Tourism & Disaster Management

21.1Q-63 |If other, please specify:

0| 1 |Don’t know

0| 2 |Not working for council / Not in service of DBlouncil

0| 3 |Not applicable — don’t have any milking par®in area of jurisdiction
22.1Q- 66 |If other, please specify:

Take samples of bottled milk

New registration

Follow up after sampling

Court cases

Complaints

O O00|0|0o

OO |WINF

Don’t know

STATS REGARDING QUESTIONNAIRES RECEIVED:

26/01/06

54

24

46.2%

13/02/06

54

30

57.7%

14/02/06

54

36

69.2%

18/02/06

2

44

84.6%

21/02/06

54

45

86.5%

22/02/06

51

INVTINV IV TINYTINVTTNY

48

92.3%
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APPENDIX B1

Mr. M.H.A. Agenbag
Private Bag X102
Barkly East

9786

13 April 2005

Attention: Dr. T. van de Venter

The Director

National Directorate: Food Control
National Department of Health
Private Bag X828

PRETORIA

0001

Dear Sir

RE: SUPPORT FOR MAGISTER TECHNOLOGIAE: ENVIRONMENTA L HEALTH-
“AN ASSESSMENT OF MILK HYGIENE, ITS MANAGEMENT AND CONTROL BY
ENVIRONMENTAL HEALTH SERVICES IN SOUTH AFRICA”

| am using this opportunity to seek the blessing anpport from the National Department of
Health, Directorate: Food Control for my mastetisdy in Environmental Health. Below is the
background and the motivation why | decided to ctualy in this regard.

| am registered at the Central University of Tedbgy, Freestate (Former Freestate Technikon)
(registration number 9736360) since 2004 for my telasin Environmental Health. The aim of
my study is to do AN ASSESSMENT OF MILK HYGIENE, ITS MANAGEMENT AND
CONTROL BY ENVIRONMENTAL HEALTH SERVICES IN SOUTH A FRICA” .

The reason why | am interested in it is becauseir&mwmental health services are mainly
concerned with the hygiene monitoring and contfdbodstuffs to ensure that it does not pose a
health risk to the consumer. Nevertheless, if mwkd at the milk hygiene quality in South
Africa based on the survey that was done by theaRe@nt of Health (1995) to determine the
hygiene of fresh milk offered for sale to consuniarSA, it may be seen that only 25% of all the
milk samples (918 samples, pasteurised and unpasd)l complied with the relevant national
standards. In another study done in the Pretore @revas established that 87% of the 135 milk
samples from selected “milk-shops” were not fit flrmman consumption, with 38.5% of these
indicating probable inadequate pasteurisation (@&HeBerndt, 2003)A study in the Free State
(1998) revealed that pasteurised and raw milk @i ppacteriological quality is sold to the public
(Greyling, 1998). A survey during 1996 in the fomrmierakensberg District Council area
revealed that only 9% of milk at the point of protdan on the farm (from the bulk tanks)
complied with the legislative requirements (AgenkhE@P7; 2004).
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In Pretoria it was found that milk shops had inseghfrom none in January 1996 to over 55 in
January 2000. The sampling of the “milk shops” BYyHS in the mentioned city was reduced
from 3 times a week in 1997 to once a week in 2@@ to budgetary constraints (O’Ferrall-
Berndt, 2003) There are however certain individual local auttesi that have their own
initiatives to improve the milk quality in their gpective areas, but this is more often the
exception than the rule. Some Metro municipalitiese their own milk units and monitor milk
on regular basis, while some smaller municipalitiese initiated individual educational and
milk monitoring programmes to measure and improwe milk quality within their areas
(Agenbag, 2004; 1997; Mienie, 1999). These are nunfiately ad hoc initiatives and are
normally dependant on the individual who is drivitige programme. The studies done in
Johannesburg and Pretoria have highlighted the flaat there is now less control by
municipalities because of a lack of sufficient stafd budgets (O’Ferrall-Berndt, 2003; National
Agricultural Marketing Council, 2001; Greathead91%

In accordance with the latest legislative developimé SA, EHS are now defined as Municipal
Health Services (MHS) in the latest National Healct, 2003 (South Africa, National Health
Act, 2003). According to the Municipal StructurestAt998 (South Africa, Local Government:
Municipal Structures Act, 1998) section 84(1)(idaan MINMEC decision of 21 August 2001 it
is the responsibility of District Municipalities drMetros to render MHS.

Municipal Health Services (MHS) are now definedrefuding a list of EHS activities namely:

. Water quality monitoring

. Food control

. Waste management

. Health surveillance of premises

. Surveillance and prevention of communicable diseageluding immunisations
. Vector control

. Environmental pollution control

. Disposal of the dead

. Chemical safety

Milk hygiene quality monitoring is part dbod control and is therefore mainly the responsibility
of municipalities where EHS/MHS will be fully respsible for the monitoring and control
thereof from a hygiene quality perspective. Thesehowever an informal public private
partnership between the National Department of tHedunicipalities and the National Dairy
Standard Agency (section 21 company from the MiibdBcers Organisation) for the monitoring
of milk on an ongoing basis.

PROBLEM STATEMENT

Milk production in South Africa has followed thensa trends as in other parts of the world
where producers get less but the production volumesase (Coetzee, 2004; Ruegg, 2004;
Greathead, 1991; Herman 1984). Nevertheless witlegdéation after 1994, more smaller
producers supply milk directly to the communitiesough bulk tanks (Gitten, 1996; Greathead,
1991). This milk is generally not of good qualitydause only volume is important and there are
no penalties for poor quality (O’Farrell, 2003; @tleead, 1991). The milk quality in South
Africa is a matter of concern, as has been showstinies that have been done thus far (South
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Africa, 1995; O’Ferrall-Berndt, 2003; Jansen, 20@gyling, 1998; Agenbag, 1997; Jooste,
1993; Burri, 1993; Greathead, 1991; Davel, 1932 €oncerns about the milk quality in South
Africa were echoed by the National Agricultural Meting Council (NAMC) in their report on
the “Investigation into the effects of deregulation the dairy industry” (2001). Personal
experience, discussions with colleagues and irgegsbins of other studies have indicated that
for various reasons there is no proper control awdk hygiene quality by EHS in their
respective areas of jurisdiction (O Ferral-Berng903; Payne, 2003; National Agricultural
Marketing Council, 2001; Winterbach, 1992; Gitte996; Greathead, 1991; Coetsee, 2001,
Herman, 1984). A study with regard to the qualitg @ontrol of milk from small scale farmers
on the Monyakeng municipal commonage highlightsféo that the milk quality from informal
sources is also very bad and that a proportiohefniilk gets sold to the public as fresh milk
(Jansen, 2003). The latter was confirmed by thaystinat was done by the Department of Health
during 1995. The study in the Monyakeng area (20@3her highlighted the fact that there is no
control by EHS in the informal milk sector.

Consumers are entitled to expect that the foodg poechase and consume will not harm them.
(Rural Ni, 2001; Brown, 2000; Gitten, 1996). Thebpa has little or no understanding of
antibiotic use or mastitis problems in dairy pratlut. Therefore an obligation is placed on the
milk-producing sector and the authorities who cdnthe quality of milk. It is important that
there should be no cause for the consumer pubbetome concerned over these issues (Brown,
2000). High hygienic standards are essential tgpaupand protect the status of milk for
consumers. This also has a direct effect on theaug of the country. International studies
proved that children in district schools who reeeoff-flavoured products consume up to 30%
less milk than children in the same district whgularly receive good tasting milk (Boor, 2003)

All national and international food quality contiebislation is basically aimed at ensuring that
food for sale should not be unfit or unsafe for lamnconsumption (South Africa. Department of
Health, [s.a.]; Hong Kong, [s.a.]). A poor quality milk affects everybody, including all the
milk farmers (Coetsee, 2001). Milk hygiene includdisthe necessary measures to guarantee
food which is clean, safe, sound and wholesomeférlguia.]). Milk is perceived as wholesome
and it is used to feed newborns, infants and yotmmtdren. High risk people who may be
particularly susceptible to infections include inmetcompromised people whose immune
systems are affected by diseases or because vhéeawith certain drugs. These would include
pregnant women, transplant recipients, AIDS andceampatients, very young infants, steroid
users and patients with chronic renal diseasesthSafrica has a high prevalence of HIV-
positive people and milk of a poor quality shouttk@ a risk to their health. There is however a
statutory obligation as well as an expectationtengart of the consumers on local authorities to
control the quality of the milk that gets distribdtto the public in their respective areas of
jurisdiction (O Ferral-Berndt, 2003; Greathead, 1.9Bienaar, 1987; South Africa. Foodstuffs,
Cosmetics and Disinfectants Act, 1972).

The ability of municipalities to control the milluglity in the country is questionable when one
considers the study that was done by the Humam&seseResearch Council during 2002 in the
Northern Cape. They established that the rendeifrgalth services in the Karoo area is unco-
ordinated as there is staff from the Provincial &émpent of Health, the District Municipality
and the Local Municipalities working in the samearThe study suggests that EHPs at local
municipal level perform many other jobs that areelated to a typical Environmental Health
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(EH) job description. More often than not their Ej¢B description tasks are neglected and often
only performed when there are public complaintsugloertain shops, factories, etc. For example
in the past few years the EHPs have been actifggads of administration, human resources,
technical services / public works and finance depants while they are appointed as the only
EHPs in their respective areas to perform EHPst@sken they can). (Atkinson & Akharwaray,
2002; Mathee, et al, 1999).

An informal survey done during 1996 in the formegion B of the Eastern Cape revealed that
there was no standardised approach in the rendeficgre EH activities. For example one of
the municipalities had its own laboratory and sadplater and milk on a weekly basis, whereas
others sampled monthly, others on an ad hoc basisame did not take a single sample for the
year under review. (Eastern Cape Department ofthleB996).

Presently EHS relies mainly on visual inspectiorith wampling on an ad hoc basis: this is not
interrelated and therefore cannot “tell a storybnfetimes health and hygiene education are
given to workers but its effectiveness is not mam@tl. Studies have been performed in the
United Kingdom to assess the effectiveness of simthrventions in comparison with
microbiological assessment. The results in thesesahowed that, unless the inspection
included specific measurements i.e. temperaturstarfige of food and complex standardised
procedures, it would be ineffective in assessirgrthicrobiological sterility of the food (Powel
& Attwell, 1995; Tebbutt, 1991; Tebbutt & Southwell989). Currently EHPs are performing
their inspections in a very simple and unstandaddiway. Therefore arbitrary decisions are
taken based on such inspections.

With the above in mind and the fact that Local Autties were exposed in the past and
currently still are for not properly controlling tkihygiene within its areas of jurisdiction we

have decided to focus my studies accordingly tabdish the situation on the ground in order to
suggest solutions to the situation. Therefore wald/éke to inquire from the Directorate: Food

Control if they will be interested to give theirelking and support to this study.

We hope that your directorate will favourably calesithe support of this study.
We look forward for your reply.

Yours faithfully

MHA Agenbag
HI 0031127
MHA/mha
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UMNYANGO WEZEMPILO
LEFAPHA LA MAPHELO
Privaatsak X828
Pretoria, 0001
Republiek van Suid-Afrika

- DEPARTMENT OF HEALTH
DEPARTEMENT VAN GESONDHEID
Private Bag X828
Pretoria, 0001
Republic of South Africa

Faks/Fax : (012) 3123162 Navrae/Enqguiry . Dr T van de Venter

E-mail : ventert@health.gov.za

Telefoon/Telephone : (012) 312-0185 Verw/Reference . 5/3/7/3/6
Mr MHA Agenbag
Private Bag X102
BARKLY EAST
9786
Dear Mr Agenbag
SUPPORT FOR MAGISTER TECHNOLOGIAE: ENVIRONMENTAL HEALTH - “AN
ASSESSMENT OF MILK HYGIENE, ITS MANAGEMENT AND CONTROL BY
ENVIRONMENTAL HEALTH SERVICES IN SOUTH AFRICA”
Thank you for your letter dated 13 April 2005.
As mentioned in your letter, the safety of milk continues to be a problem that threatens the
health of all the consumers in this country. In this regard it is important to take into account that
infants and children often consume substantial amounts of milk.
Although much attention has been given to this matter over recent years, the problem largely
remains unresolved. It also appears that law enforcement by some local authorities is not of the
required standard, with the current process of transformation and its accompanying

kS uncertainties to some extent contributing to the situation.
The Department of Health has no hesitation in indicating its support for the intended masters
study. Itis trusted that the study will result in practical recommendations on measures that can
be taken by local authorities and other stakeholders to improve the situation and to ensure a
supply of safe milk to all the people of the country.
The Départment of Health cannot offer financial assistance, but if within its means, will
endeavour to support the study where such other assistance is requested.
Regards
//;IRECTOR-GENERAL

DATE: Jpps,/ 04/ u
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06/29 '05 12:30 NO.164 01/01

UKHAHLAMBA DISTRICT

MUNICIPALITY
Flle/RefN '[I /7/

Health Professions Council of South Africa
583 Vaermeulen Slreet
Arcadia, Pretoria

PO Box 205
Pretoria, 0001

Tel +27 (12) 338 8448/9404
Fax: +27 (12) 326 6794
Email: rodneym@hpcsa.co.za
colleanmR@hpcsa.co.za
Wabsite: www.hpcsa.co.za

PROFESSIONAL BOARD FOR ENVIRONMENTAL HEALTH PRACTITIONERS

Department: PROFESSIONAL BOARDS
Mr M Agenbag SENIOR MANAGER: MR J H
Environmental Haalth Manager COETZER
Ukhahiamba District Municipality Manager: R M MSIBI
P/ Bag X102 My Raf:
Barkly East 25/4/6

9786
28 June 2005

Dear Mr Agenbag

REQUEST FOR SUPPORT AND FUNDING FOR RESEARCH: “AN ASSESSMENT
OF MILK HYGIENE, ITS MANAGEMENT AND CONTROL B Y E NVIRONMENTAL
HEALTH SERVICES IN SOUTH AFRICA”

The Professional Board for Environmental Health Practitioners at its last meeting noted
your request for support and funding for research on the topic above,

The Professional Beard resolved that you be informed that the Board is in full support of
the research. Further, the Professional Board Is considering your request for funding
and you will be informed of the outcome in due course.

Fa
MR RM MSIBI /\n ~
MANAGER: PROFESSIONARBOARD

FAX T %\I k\ \ cx&m\@a@\

COMPANY: . "~ pAG _1_m= L.
FAX NO: _.(‘24.,;;__3_-}:&_;4_,:6 DATE: W FEOS
FROM: . ..{ e i‘

COMPANY: _t:\.j?ﬁ_.QA PHONE NO: (D‘Z 'mﬁﬂuﬂq_.
FAX NO: . Woum] v 7ss
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South African
Institute of
Environmental
Health

AL BERTON

1450
E-Mail: jerryCicrekurhuleni.com

Tel: 011 861 2269
Fax: 0Ll 861 8835
Cell: 082 454 7090
o e e A e

17 June 2004
Mr M.H.A Agenbag
Private Bag X 102
Barkley East
9786
Dear Sir 5
SUPPORT FOR MASTER OF TECHNOLOGY: ENVIRONMENTAL
HEALTH DISSERTATION ‘AN ASSESSMENT OF MILK HYGIENE,
ITS MANAGEMENT AND CONTROL BY ENVIRONMENTAL
HEALTH SERVICES IN SOUTH AFRICA

The South African Institute of Environmental Health hereby give support
for your Masters Degree study in Environmental Health and in particular,
for your research project on the assessment of milk hygiene, its
management and control by Environmental Health Services in South
Africa. The study will certainly benefit the profession in dealing with day
to day problems related to milk hygiene from the point of production to
the point of exposure for sale to the public.

This letter of support may not be used for any other purpose other than
the purpose for which it is intended.

Wishing you the best in your endeavour to finding new information that
will be beneficial for the profession.

Yours Faithfully,

J.S Chaka
President : SAIEH
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APPENDIX C

Informal milk production on a smallholding

The researcher came across an informal (unregikterauthorised/illegal) milk producer
on a smallholding outside a relatively large townyhere the informal
(unregistered/unauthorised/illegal) milk producerlds approximately 105 litres of milk
per day (45 litres of milk in the evening and &6k in the morning) from 12 cows. The
informal milk producer runs a road stall where deopuy milk in 2-litre plastic
cooldrink containers. Some people collect betwe@3@ litres of milk per day to raise
calves, while others purchase approximately 4®dittwice a week to resell to other
consumers. According to the manager they have hewring this business for the past

two years without being registered by the relevdistrict municipality. Researcher

visited the location on 31 January 2007.

Figure 4.2 Unregistered milking shed in a structure that destscomply with the minimum
statutory requirements in accordance with regulati®56 of 27 June 1986,
where milk is produced for human consumption amlesd above and sold at
their roadside stall as depicted in Figure 4.4.
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Figure 4.4: Roadside stall on the smallholding as describexv@bwhere milk is sold for

human consumption to the public in 2-liter plastaoldrink containers. The

milk that is sold here originated from the aboveegistered milking shed as
depicted in Figure 4.3.



