
 

 
 
 
 
 

A third wave is likely, however it is difficult to predict when, 
where and how big it will be. The following factors drive the 
likelihood of a third wave. 

LIKELIHOOD OF A 
THIRD WAVE 

Change in viral 
transmissibility 

§ Seasonality (weather)
§ Seasonal changes in behaviour (long weekends, funerals, Easter)

Behavioural changes in a 
population 

§People touched by COVID
§Restrictions on movement and behaviour (alcohol ban, gatherings etc.) 

steep declines in cases & deaths from 28 Dec ’20 (reinstating level 3)
§Now shift back to Level 1
§Contact tracing; Encouraging Q&I

Change in interactions 
between weakly connected 

subpopulations

§Between provinces
§Between urban and rural
§Between wealthy and poor

Changing immunity / 
reinfection risk

§Evidence of some immunity post infection, but may wane
§Communities hard hit in wave 1, relatively less severe in wave 2

Viral evolution §As with 501Y.V2 variant, other variants may affect viral transmissibility

Speed, uptake & impact of 
vaccination

§This will become more evident over the coming weeks and months with 
vaccine rollout in the Province

 

 

 

 
 
 
 
 

Public sector diabetics compared with previous results 
Seroprevalence in February ranged from 33% in West Coast to 47% in Cape Town Metro 
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SEROPREVALENCE 
RESULTS 

High sero-prevalence may provide a measure of 
protection against a significant impact in the 3rd wave, but 

we should still plan for appropriate mitigation. 

Low sero-prevalence indicates a risk of potentially a more 
severe impact in the 3rd wave, and this should be taken 
into consideration in planning mitigation for these areas. 

Testing residual convenience samples from 
patient groups (public & private diabetics, 
PLHIV, and children) accessing health services 
for non-COVID reasons 

 Seroprevalence by patient group in the City of Cape Town District 

• Metro public sector seroprevalence higher in PLHIV (60%; range across sub-districts 54-70%) 
vs. diabetics (47%; range across subdistricts 37-68%)  

• In diabetics seroprevalence increased in 2nd wave by ~20% in all sub-districts, even sub-districts 
that had >40% seroprevalence at end of wave 1 

• Lower seroprevalence in children in public sector (36%) 
• Lowest seroprevalence in private sector diabetics (26%; range across sub-districts 21-48%) 
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OVERVIEW OF 
THE PANDEMIC 

1 435 752 tests had been conducted 

280 226 people had tested positive 

2 395 active cases at present 

11 464 people have died 

776 people are currently hospitalised 

105 people are in ICU As at the 1st April 2021 

 

 

 

  

 

 
 
 
 
 

Maintaining comprehensive services requires the re-design of 
service delivery as we need to be vigilant in managing the risk 
of virus transmission within our built environment. This means 
instituting measures to prevent over-crowding within health 
facilities; utilising personal protective equipment (PPE) in care 
situations where there is close contact; and ventilation of 
spaces to minimize the risk of transmission in confined and 
enclosed service delivery spaces that can’t be avoided. 
 
How we provide health care will need to accommodate these 
measures and thus the re-introduction of comprehensive care 
is premised on the re-design of the modes of health care 
delivery. While minimising the risk for health workers means 
maintaining high standards of infection prevention control 
within the workplace.  
 
However, given the reality of a third wave, non-COVID services 
may need to be downscaled to create capacity on the delivery 
platform to meet the demands of the pandemic. This will be 
done in a stepwise fashion, actively de-escalating non-COVID 
services and consolidating essential non-COVID services on a 
smaller footprint.  

 
 
 
 
 

SURVEILLANCE 

The mechanisms to identify when to switch from containment to mitigation 
include, seroprevalence; molecular surveillance; wastewater surveillance; tracking 
cases, admissions, deaths and case-based surveillance. The dashboards and 
surveillance huddles remain integral parts of the surveillance strategy as we move 
forward. 
 

TESTING 

Laboratory and point of care testing are now available with adequate capacity to 
meet demand. At present testing targets all symptomatic patients; asymptomatic 
patients before elective surgery; asymptomatic people as part of outbreak 
investigation in a confined facility or small confined geographic area. Testing 
criteria is likely to shift when there are pandemic surges to ensure optimal 
management of demand. 

 

CONTACT TRACING 

Contact tracing is most effective in a super spreader and cluster scenarios; doing 
backward contact tracing to identify and advise close contacts to quarantine. The 
call centre will be optimised to perform this function in subsequent waves and will 
work in tandem with on the ground support teams. These teams operate within 
defined geographical areas to ensure adequate coverage.  

QUARANTINE & ISOLATION 

Accommodation is provided for those who cannot safely quarantine and isolate in 
their living environment. During waves one (4.3%) and two (1.8%) there was 
limited uptake of this service, however we must continue to encourage people to 
quarantine and isolate. 

 

 
 
 
 
 

As with wave 3 the department’s social marketing strategy retains its focus 
on being mindful about, who we share our ‘air space’ with, keeping our 
distance, ventilation, and mask wearing. Messages are by design context 
sensitive and nuanced for local epidemic scenarios to support and enable 
safer choices. The three Cs, crowded places, close contact settings and  
confined enclosed spaces, remains a key feature with emphasis on  
potential super spreader situations. 
 

 

 

Personal 
Protective 
Behaviours 

Opportunity 

Motivation Cap
abi

lit
y 

Educate 

Persuade 

Model 

Nudge 

Access 
Set Rules 

There is continued  
Advocacy for public spaces to ensure 
adequate nudge measures are in place 
to cue people to adhere to the personal 
protective behaviours. 
 

Initiative to facilitate access to masks 
and hand sanitiser continue, ensuring 
barrier to access to these enablers are 
removed. 

 
 

The Department will continue to 
advocate for, develop and 
implement necessary legislative 
and policy enablers to both 
save lives and livelihoods. 

 
 
 
 
 

VACCINATION 

A major strategy to protect health workers moving forward is vaccination, the aim 
is to vaccinate 132 000 public and private health workers by the end of May 2021. 
60% of workers will be covered by the Sisonke Programme and the balance with 
the Pfizer vaccine arriving in May. 

INFECTION PREVENTION CONTROL 

Non-pharmaceutical interventions like hand washing, PPE and physical distancing 
where possible, remain central to curbing the spread of the virus and a key 
strategy in safeguarding health workers. The Department strives to continually 
improve on its infection prevention control measures to mitigate the infection risks 
for employees.  PPE remains essential to protecting health workers, thus 
significant planning has gone into ensuring there is adequate supplies of PPE for 
subsequent surges in the pandemic.   
 

HEALTH & WELL-BEING 

The pandemic has had a profound effect on all of us and has significantly tested 
our resilience as a health department. The 2nd wave was a particularly trying time 
as health workers experienced significant levels of mental and physical exhaustion 
having been at the forefront of the pandemic for almost a year. A number of 
interventions have been put in place to support our employees through these 
difficult time and part of our recovery strategy is to support our employees 
through a process of healing to deal with the trauma experienced over the last 
year. 

 
 
 
 
 

The health system currently faces a triple challenge, subsequent waves of the 
pandemic, protecting core non-COVID services, and the roll-out of the COVID-19 
vaccination programme. The pandemic has triggered many service delivery 
innovations and emerging service design priorities include chronic disease 
management, surgical services and intermediate care which all have a longer-
term impact. 
 

As we grapple with subsequent waves of the pandemic, strong primary health 
care (PHC) services provide a critical first line of defence to keep people safe 
and healthy. It is the place to go for information, screening and testing for COVID-
19 and also continues to provide core non-COVID services like immunisations, 
antenatal care, HIV/AIDS and tuberculosis, mental health and chronic disease 
management.   
 

The 2nd wave taught us many lessons about maintaining a stable supply of 
oxygen and this will ensure optimal readiness for oxygen demand in subsequent 
waves. The existing hospital footprint will need to be flexible and operational 
adaptations are being made to manage the pandemic demands, estimated to be 
between 30-40% of the operational bed capacity. Bed numbers will be reviewed 
and nuanced at facility level in line with changes in the patterns of the pandemic 
and a pre-determined agreement on the ‘signal’/metric that will activate a 
process of intermediate care delivery upscaling. 
 

The additional bed capacity made available for the 2nd wave will be retained for 
subsequent waves, which includes intermediate care bed capacity at 
Brackengate, Mitchell’s Plain Hospital of Hope and Sonstraal Hospital. A budget 
of R332 million has been allocated for this purpose and 1200 additional health 
workers have been retained on short-term contracts to ensure we can meet the 
demands of a resurgence. Effective management of bed capacity requires robust 
collaborative relationships with the private sector and are critical to meeting 
pandemic demands. 
 
 

 


