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Abstract 

Background: With nearly half of all HIV infections occurring in women of child bearing age, 

one of the main challenges surrounding the HIV pandemic is the prevalence of mother to child 

transmission (MTCT), with the majority of HIV infections in children being as a result of 

MTCT. 

Objective: The aim of this study was to explore the prevalence of congenital HIV infection of 

neonates at Charlotte Maxeke Johannesburg Academic Hospital (CMJAH) between 2015 and 

2017, as well as compare the HIV PCR positive and HIV PCR negative neonates, using data 

from the CMJAH neonatal databases. 

Methods: This was a retrospective, cross sectional descriptive study of all neonates admitted 

to the neonatal unit, between January 2015 and December 2017, at CMJAH. All HIV exposed 

neonates were included. All neonates who had no HIV PCR test at birth, or, who had 

indeterminate HIV PCR results, were excluded. 

Results: A total number of 1443 HIV exposed neonates was examined for the study period out 

of a total of 5029 admissions (HIV exposure 25.3%) The study found that the rate of HIV 

transmission at birth was 2.52%. The majority of infants had low birth weight and were also 

born prematurely.  

Conclusion: HIV transmission is high, despite the introduction of the early mother to child 

transmission (EMTCT) programme. However, there is no difference between the two groups 

of neonates under study; except for maternal syphilis, as the study shows a higher rate of 

infection in neonates with positive HIV PCR. 

Keywords: HIV positive mother, HIV exposed neonate, HIV prophylaxis, ANC visit, HIV 

transmission. 

Introduction 

Human Immunodeficiency Virus (HIV) disease has been, and continues to be, a health 

challenge to overcome globally. One of the main challenges with HIV is the high prevalence 

of HIV infections in mothers and children. Nearly half of all HIV-infected adults are women 

of child bearing age, and as a result of this, the majority of HIV infections in children are a 

result of MTCT [1]. According to the Foundation for AIDS Research, 91% of the world's HIV-

positive children live in sub-Saharan Africa [1]. The majority of MTCT of HIV takes place 

during pregnancy and/or delivery; therefore, interventions to prevent mother-to-child 

transmission are urgently needed to reduce the future incidence of paediatric HIV [2]. 
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The HIV transmission rate has been shown to be twice as high in Africa as in Europe. This 

difference is not yet fully understood, but contributory factors include: primary HIV infection 

occurring during pregnancy [3]; lower maternal CD4 count; differences in use of antiretroviral 

(ARV) drugs (e.g. less extensive availability, lower adherence rates, higher drug abuse rates); 

differences in virulence of the virus according to geographical origin; co-existence with other 

sexually transmitted diseases; concomitant infections in the mother; invasive intra-partum 

procedures (e.g. foetal scalp electrodes and forceps); chorioamnionitis [3]; vaginal delivery; 

rupture of membranes (especially if delivery is more than four hours after the membranes 

ruptured); advanced maternal age; lack of  prevention of mother-to-child transmission 

(PMTCT) services; and mixed feeding regimes [4,5]. This shows that the transmission of HIV 

from mother to child is a multi-factorial event. A number of these factors cannot be controlled 

or reduced in a meaningful manner in a resource limited setting, but the availability of ARVs 

and preventative MTCT services are two areas that can be influenced.  

The transmission of HIV can be trans-placental during early or late gestation, and the 

prevalence of trans-placental transmission is high, especially in African countries as compared 

with global rates [5,6]. A number of researchers have shown a higher mortality rate among babies 

born to HIV positive mothers, as compared to those born to seronegative mothers [7]. 

Prematurity, low birth weight, and intrauterine growth retardation, are also higher in HIV 

exposed infants [7]. HIV Polymerase Chain Reaction (PCR) screening was introduced in South 

Africa in 2015 as part of the early mother to child transmission (EMTCT) programme. The aim 

of this study was to review HIV exposed neonates admitted to a tertiary hospital in 

Johannesburg, South Africa, after the introduction of EMTCT. 

Method 

This was a retrospective, cross sectional descriptive study conducted in the neonatal unit at 

Charlotte Maxeke Johannesburg Academic Hospital (CMJAH) from 1st of January 2015 to the 

31st of December 2017. The study population included all neonates admitted to the neonatal 

unit during the study period. All HIV exposed neonates were included. All neonates with 

indeterminate or no HIV PCR results, were excluded. All HIV exposed neonates were screened 

using a HIV PCR test at birth.  
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Data Collection 

This was a secondary analysis of an existing database. The data of all patients was entered into 

the neonatal computer database for the purpose of quality control. Data was managed using the 

Research Electronic Data Capture (REDCap) database [8] and was exported into Excel for data 

cleaning. 

Statistical Analysis 

Neonates were divided on the basis of the PCR test into birth HIV positive and negative. 

Outcome, clinical and demographic data was compared between the two groups. 

Data was analysed using IBM SPSS 25. Missing values were excluded in the analysis of each 

variable. Continuous variables, such as birth weight and gestational age, were described using 

mean and standard deviation, depending on the distribution of the data. On the other hand, 

categorical variables, such as gender and mode of delivery, were described using percentages. 

Categorical variables were compared using Chi Square. Continuous variables were compared 

using an independent sample t test, as the data was normally distributed. A P value ≤0.05 was 

considered statistically significant. 

Results 

There were 1 443 HIV exposed neonates who were admitted during the study period. The 

results were broken down as shown in Figure 1. 
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Figure 1. Breakdown of Study Sample 

 

 

 

 

 

 

 

 

 

 

 

 

                     

 

 

          

 

 

From the 1 443 cases, only 1 271 cases had a birth PCR done (88.1%). 172 cases had no PCR 

documented (11.9%). Overall, HIV transmission at birth was 32/1271 (2.52%). 

There were significantly more neonates with congenital HIV born to mothers who had syphilis 

(p=0.006). There were no major differences in mortality (p=0.408), and there were also no 
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differences in other aspects such as ANC, maternal chronic illnesses, mode of delivery, major 

birth defect and neonatal sepsis. See Table 1. 

Table 1. Maternal and neonatal characteristics compared betwean HIV PCR 

positive and negative neonates 

Characteristic HIV PCR 

Negative 

HIV PCR 

Positive 

p Value 

Gender 

               Male 

 

666/1234 (54.0%) 

 

14/32 (43.8%) 

 

0.252 

Antenatal care 957/1136 (84.2%) 21/28 (75.0%) 0.187 

 Normal Vaginal Delivery                         570/1176 (48.5%) 18/29 (62.1%) 0.348 

Multiple gestation 162/1227 (13.2%) 3/30 (10.0%) 0.608 

Nulliporous 148/1065 (13.9%) 3/27 (11.1%) 0/944 

Chorioamnionitis 318/1085 (3.5%) 1/27 (3.7%) 0.955 

Maternal hypertension 143/1091 (13.1%) 3/27 (11.1%) 0.761 

Maternal Tuberculosis 28/1113 (2.5%) 1/28 (3.6%) 0.726 

Maternal Diabetes mellitus 12/1139 (1.1%) 0/32 (0%) 0.578 

Maternal syphilis 44/1135 (3.9%) 4/28 (14.3%) 0.006 

Resuscitation at birth                        307/1239 (24.7%) 9/30 (30.0%) 0.523 

Ventilatory support                

               CPAP                 

               Mechanical ventilation                  

 

410/1037 (39.5%) 

207/1039 (19.9%) 

 

11/24 (45.8%) 

3/24 (12.5%) 

 

0.533 

0.367 

Major Birth Defect 77/1224 (6.3%) 1/32 (3.1%) 0.464 
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Sepsis on or before day 3 55/1211 (4.5%) 1/30 (5.3%) 0.753 

Sepsis after day 3 227/1227 (18.5%) 9/32 (28.1%) 0.168 

Neonatal Jaundice requiring 

phototherapy 

364/1196 (30.4%) 8/31 (25.8%) 0.586 

Necrotising enterocolitis 66/1220 (5.4%) 1/30 (3.3%) 0.618 

Hypoxic Ischemic 

Encephalopathy 

79/822 (9.6%) 1/23 (4.3%) 0.395 

Died 136/1239 (11.0%) 5/32 (15.6%) 0.408 

 

Unexpectedly, the study also revealed that there were no differences in gestational age, birth 

weight, length of stay in hospital and the maternal age between the two groups under study. 

See Table 2. 

Table 2. Mean and Standard Deviation of Patients' Characteristics 

Characteristic HIV PCR Negative HIV PCR Positive p Value 

Gestational age 34.7 weeks (SD 4.1) 32.6 weeks (SD 3.9) 0.786 

Birth weight (kg) 2.04kg (SD 0.9) 1.96kg (SD 0.78) 0.615 

Length of stay 17.7 days (SD 21.6) 18.7 days (SD 19.9) 0.783 

Maternal age (Years) 30.4 yrs (SD 5.9) 30.5 yrs (SD 6.8) 0.128 

 

Discussion 

This review of HIV exposed neonates, admitted to a tertiary neonatal unit, after the introduction 

of EMTCT, found that 2.52% of neonates had congenital HIV. In 2014, the National Health 

Laboratory Service (NHLS) estimated the rate of transmission to be 1.7% [9]. This shows that 

the rate of transmission at CMJAH is quite high. However, it should be kept in mind that the 

study focused only on sick neonates who required admission to the hospital. 
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Surprisingly, there were no significant differences between HIV PCR positive and HIV PCR 

negative babies, especially when compared with the high-risk babies and the outcome, which 

was unexpected. 

About three quarters of the mothers attended ANC. Unexpectedly, this attendance was almost 

the same between the mothers of the HIV PCR positive (75%) and HIV PCR negative (84.2%) 

babies. However, it is not clear whether those mothers also started visiting the ANC before or 

after 28 weeks of gestation. This number shows that there is still a large number of mothers 

who are not aware of the importance of attending the ANC, despite the efforts made by the 

government and other organizations to educate women. 

A large number of mothers had a variety of pre-existing diseases, including hypertension, 

diabetes mellitus, tuberculosis, syphilis and chorioamnionitis. Unpredictably, there was no 

increase in the rate of transmission of HIV among those neonates born to the mothers who had 

these diseases, except in the case of syphilis. The study shows high congenital HIV infection 

among neonates born to mothers who were infected with HIV and syphilis; which is to be 

expected as syphilis is a co-morbidity with HIV [10]. 

In addition, there were no differences in neonatal sepsis, in both cases of early and late sepsis. 

Early sepsis was shown to be 4.5% in HIV PCR negative neonates, compared to 5.3% in HIV 

PCR negative neonates (p=753). Late sepsis was 18.5% in HIV PCR negative, while in HIV 

PCR positive neonates, it was shown to be 28.1% (p=0.168).  These high percentages show 

that both groups are vulnerable to a variety of neonatal infections due to maternal HIV disease 

[11]. In every instance, a mother passes on her immunity to her baby. However, when the 

mother's immunity is already low, as in the case of an HIV positive mother, especially with a 

concurrent disease; the baby's immunity level also becomes compromised, more so because 

the infant also has HIV disease; hence resulting in increased vulnerability to infection [11]. 

The majority of the babies under study were born with low weight. This is mainly as a result 

of the gestational age, as most of the infants were born prematurely.  This high number of 

premature births may be attributed to the HIV status of the mothers. Because HIV is a chronic 

illness, it contributes to an increased metabolic demand. This may be a contributing factor to a 

decreased supply of intra-uterine nutrition to the baby; thereby leading to low birth weight [12]. 

In addition, there was no significant difference in the continuous variables between neonates 

who were HIV PCR positive at birth, as compared to those who were negative (see Table 2). 

Of all the neonates under study, 26.6% died, with 15.6% being HIV PCR positive neonates. 
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Limitations 

Since the data being used is from an existing clinical data repository, the variables to be 

assessed were limited by the data that is routinely collected. The study only considered babies 

who were admitted. Therefore, the actual transmission rate could not be determined. 

There is no way of knowing post discharge mortality rates and complications. Some of the HIV 

infected neonates may have been discharged directly to their mothers at birth.  Therefore, data 

from these infants was not available. 

Also, the VL and CD4 count for the HIV infected mothers was not collected on the database, 

hence, that was excluded, together with whether the mother is receiving ARV treatment or not. 

Conclusion and recommendations 

The main focus of the study was to examine the prevalence of HIV transmission from HIV 

positive mothers to neonates. The research found that 2.52% of babies born are tested positive. 

This shows a high prevalence of HIV transmission. However, there is no difference between 

the two groups of neonates, apart from maternal syphilis in mothers of positive HIV PCR 

neonates.  

It should also be considered to add more information to a hospital's database, such as maternal 

HIV VL, CD4 count, whether they are on ARVs or not, and the timing of ANC visits, in order 

to enable more in-depth studies regarding HIV transmission. Another aspect to consider is that 

of the economic statuses of the mothers. In research, this information will aid in determining 

attribution, in instances such as showing whether low birth weight is as a result of HIV 

exposure, or poverty. 
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Use of racial or ethnicity classifications in research is fraught with problems. If you choose to 

use a research design that involves classification of participants based on race or ethnicity, or 

discuss issues with reference to such classifications, please ensure that you include a detailed 

rationale for doing so, ensure that the categories you describe are carefully defined, and that 

socioeconomic, cultural and lifestyle variables that may underlie perceived racial disparities 

are appropriately controlled for. Please also clearly specify whether race or ethnicity is 

classified as reported by the patient (self-identifying) or as perceived by investigators. Please 

note thatit is not appropriate to use self-reported or investigator-assigned racial or ethnic 

categories for genetic studies. 

Continuing Professional Development (CPD) 

SAJCH is an HPCSA-accredited service provider of CPD materials. Principal authors can earn 

up to 15 CPD continuing education units (CEUs) for publishing an article; co-authors are 

eligible to earn up to 5 CEUs; and reviewers of articles can earn 3 CEUs. Each month, SAJCH 

also publishes a CPD-accredited questionnaire relating to the academic content of the journal. 

Successful completion of the questionnaire with a pass rate of 70% will earn the reader 3 

CEUs. Administration of our CPD programme is managed by Medical Practice Consulting. 

To complete questionnaires and obtain certificates, please visit MRP Consulting 

Manuscript preparation 

Preparing an article for anonymous review 

To ensure a fair and unbiased review process, all submissions are to include an anonymised 

version of the manuscript. The exceptions to this requirement are Editorials, Correspondence, 

Book reviews and Obituary submissions. 

Submitting a manuscript that needs additional blinding can slow down your review process, so 

please be sure to follow these simple guidelines as much as possible: 

mailto:publishing@hmpg.co.za
https://www.mpconsulting.co.za/
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• An anonymous version should not contain any author, affiliation or particular institutional 

details that will enable identification. 

• Please remove title page, acknowledgements, contact details, funding grants to a named person, 

and any running headers of author names. 

• Mask self-citations by referring to your own work in third person. 

General article format/layout 

Submitted manuscripts that are not in the correct format specified in these guidelines will be 

returned to the author(s) for correction prior to being sent for review, which will delay 

publication. 

General: 

• Manuscripts must be written in UK English (this includes spelling). 

• The manuscript must be in Microsoft Word or RTF document format. Text must be 1.5 line 

spaced, in 12-point Times New Roman font, and contain no unnecessary formatting (such as 

text in boxes). Pages and lines should be numbered consecutively. 

• Please make your article concise, even if it is below the word limit. 

• Qualifications, full affiliation (department, school/faculty, institution, city, country) and 

contact details of ALL authors must be provided in the manuscript and in the online submission 

process. 

• Abbreviations should be spelt out when first used and thereafter used consistently, e.g. 

'intravenous (IV)' or 'Department of Health (DoH)'. 

• Scientific measurements must be expressed in SI units except: blood pressure (mmHg) and 

haemoglobin (g/dL). 

• Litres is denoted with an uppercase L e.g. 'mL' for millilitres). 

• Units should be preceded by a space (except for % and ºC), e.g. '40 kg' and '20 cm' but '50%' 

and '19ºC'. 

• Please be sure to insert proper symbols e.g. µ not u for micro, a not a for alpha, b not B for 

beta, etc. 

• Numbers should be written as grouped per thousand-units, i.e. 4 000, 22 160. 

• Quotes should be placed in single quotation marks: i.e. The respondent stated: '...' 

• Round brackets (parentheses) should be used, as opposed to square brackets, which are 

reserved for denoting concentrations or insertions in direct quotes. 

If you wish material to be in a box, simply indicate this in the text. You may use the table 

format –this is the only exception. Please DO NOT use fill, format lines and so on. 
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SAJCH is a Journal on child health, therefore for articles involving genetics, it is the 

responsibility of authors to apply the following: 

-               Please ensure that all genes are in italics, and proteins/enzymes/hormones are not. 

-               Ensure that all genes are presented in the correct case e.g. TP53 not Tp53. 

**           NB: Copyeditors cannot be expected to pick up and correct errors wrt the above, 

although they will raise queries where concerned. 

-               Define all genes, proteins and related shorthand terms at first mention, e.g. 

‘188del11’ can be glossed as ‘an 11 bp deletion at nucleotide 188.’ 

-               Use the latest approved gene or protein symbol as appropriate: 

• Human Gene Mapping Workshop (HGMW): genetic notations and symbols 

• HUGO Gene Nomenclature Committee: approved gene symbols and nomenclature 

• OMIM: Online Mendelian Inheritance in Man (MIM) nomenclature and instructions 

• Bennet et al. Standardized human pedigree nomenclature: Update and assessment of the 

recommendations of the National Society of Genetic Counselors. J Genet Counsel 

2008;17:424-433: standard human pedigree nomenclature. 

Preparation notes by article type 

Research 

Guideline word limit: 3 000 words (excluding abstract and bibliography) 

Research articles describe the background, methods, results and conclusions of an original 

research study. The article should contain the following sections: introduction, methods, 

results, discussion and conclusion, and should include a structured abstract (see below). The 

introduction should be concise – no more than three paragraphs – on the background to the 

research question, and must include references to other relevant published studies that clearly 

lay out the rationale for conducting the study. Some common reasons for conducting a study 

are: to fill a gap in the literature, a logical extension of previous work, or to answer an 

important clinical question. If other papers related to the same study have been published 

previously, please make sure to refer to them specifically. Describe the study methods in as 

much detail as possible so that others would be able to replicate the study should they need to. 

Where appropriate, sample size calculations should be included to demonstrate that the study 

is not underpowered. Results should describe the study sample as well as the findings from 

the study itself, but all interpretation of findings must be kept in the discussion section, which 

should consider primary outcomes first before any secondary or tertiary findings or post-hoc 

analyses. The conclusion should briefly summarise the main message of the paper and provide 

recommendations for further study. 
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• May include up to 6 illustrations or tables. 

• A  max of 20 - 25references 

Structured abstract 

• This should be no more than 250words, with the following recommended headings: 

o Background: why the study is being done and how it relates to other published work. 

o Objectives: what the study intends to find out 

o Methods: must include study design, number of participants, description of the intervention, 

primary and secondary outcomes, any specific analyses that were done on the data. 

o Results: first sentence must be brief population and sample description; outline the results 

according to the methods described. Primary outcomes must be described first, even if they are 

not the most significant findings of the study. 

o Conclusion: must be supported by the data, include recommendations for further study/actions. 

o Please ensure that the structured abstract is complete, accurate and clear and has been approved 

by all authors. It should be able to be intelligible to the reader without referral to the main body 

of the article. 

o Do not include any references in the abstracts. 

References 

NB: Only complete, correctly formatted reference lists in Vancouver style will be accepted. If 

reference manager software is used, the reference list and citations in text are to be 

unformatted to plain text before submitting.. 

• Authors must verify references from original sources. 

• Citations should be inserted in the text as superscript numbers between square brackets, e.g. 

These regulations are endorsed by the World Health Organization,[2] and others.[3,4-6] 

• All references should be listed at the end of the article in numerical order of appearance in the 

Vancouver style (not alphabetical order). 

• Approved abbreviations of journal titles must be used; see the List of Journals in Index 

Medicus. 

• Names and initials of all authors should be given; if there are more than six authors, the first 

three names should be given followed by et al. 

• Volume and issue numbers should be given. 

• First and last page, in full, should be given e.g.: 1215-1217 not 1215-17. 

• Wherever possible, references must be accompanied by a digital object identifier (DOI) link). 

Authors are encouraged to use the DOI lookup service offered by CrossRef: 

o On the Crossref homepage, paste the article title into the ‘Metadata search’ box. 

http://www2.bg.am.poznan.pl/czasopisma/medicus.php?lang=eng
http://www2.bg.am.poznan.pl/czasopisma/medicus.php?lang=eng
http://www.crossref.org/
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o Look for the correct, matching article in the list of results. 

o Click Actions > Cite 

o Alongside 'url =' copy the URL between { }. 

o Provide as follows, e.g.: https://doi.org/10.7196/07294.937.98x 

Submission and peer-review 

To submit an article: 

• Please ensure that you have prepared your manuscript in line with the SAJCH requirements. 

• All submissions should be submitted via Editorial Manager 

• The following are required for your submission to be complete: 

o Anonymous manuscript (unless otherwise stated) 

o Author Agreement form [forthcoming] 

o Manuscript 

o Any supplementary files: figures, datasets, patient consent form, permissions for published 

images, etc. 

o Once the submission has been successfully processed on Editorial Manager, it will undergo a 

technical check by the Editorial Office before it will be assigned to an editor who will handle 

the review process. If the author guidelines have not been appropriately followed, the 

manuscript may be sent back to the author for correcting. 

Peer Review Process 

All manuscripts are reviewed initially by the Editor-in-Chief and only those that meet the 

scientific and editorial standards of the journal, and fit within the aims and scope of the journal, 

will be sent for external peer review. Each manuscript is reviewed by either one or two 

reviewers selected on the basis of their expertise in the field. A double blind review process is 

followed at SAJCH. 

Authors are expected to receive feedback from reviewers and an editorial decision within 

approximately 6 weeks of submission. The time period of the entire review process may vary 

however depending upon the quality of the manuscript submitted, reviewers’ responses and 

the time taken by the authors to submit the revised manuscript. 

Manuscripts from review may be accepted, rejected or returned to the author for revision or 

resubmission for review. Authors will be directed to submit revised manuscripts within two 

months of receiving the editor’s decision, and are requested to submit a point by point response 

to the reviewers’ comments. Manuscripts which authors are requested to revise and resubmit 

http://dx.doi.org/10.7196/07294.937.98x
http://www.editorialmanager.com/sajch
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will be sent for a second round of peer review, often to the original set of reviewers. All final 

decisions on a manuscript are at the Editor's discretion. 

   

Production process 

The following process should usually take between 4 - 6 weeks: 

1. An accepted manuscript is passed to a Managing Editor to assign to a copyeditor (CE). 

2. The CE copyedits in Word, working on house style, format, 

spelling/grammar/punctuation, sense and consistency, and preparation for typesetting. 

3. If the CE has an author queries, he/she will contact the corresponding author and send 

them the copyedited Word doc, asking them to solve the queries by means of track 

changes or comment boxes. 

4. The authors are typically asked to respond within 1-3 days. Any comments/changes 

must be clearly indicated e.g. by means of track changes. Do not work in the original 

manuscript - work in the copyedited file sent to you and make your changes clear. 

5. The CE will finalise the article and then it will be typeset. 

6. Once typeset, the CE will send a PDF of the file to the authors to complete their final 

check, while simultaneously sending to the 2nd-eye proofreader. 

7. The authors are typically asked to complete their final check and sign-off within 1-2 

days. No major additional changes can be accommodated at this point. 

8. The CE implements the authors’ and proofreader’s mark-ups, finalises the file, and 

prepares it for the upcoming issue. 

Changing contact details or authorship 

Please notify the Editorial Department of any contact detail changes, including email, to 

facilitate communication. 

Errata and retractions 

Errata 

Should you become aware of an error or inaccuracy in yours or someone else’s contribution 

after it has been published, please inform us as soon as possible via an email to 

publishing@hmpg.co.za,including the following details: 

• Journal, volume and issue in which published 

• Article title and authors 

• Description of error and details of where it appears in the published article 

• Full detail of proposed correction and rationale 

mailto:publishing@hmpg.co.za
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We will investigate the issue and provide feedback. If appropriate, we will correct the web 

version immediately, and will publish anerratum in the next issue. All investigations will be 

conducted in accordance with guidelines provided by the Committee on Publication Ethics 

(COPE). 

Retractions 

Retraction of an article is the prerogative of either the original authors or the editorial team of 

HMPG. Should you wish to withdraw your article before publication, we need a signed 

statement from all the authors. 

Should you wish to retract your published article, all authors have to agree in writing before 

publication of the retraction. 

Send an email to publishing@hmpg.co.za, including the following details: 

• Journal, volume and issue to which article was submitted/in which article was published 

• Article title and authors 

• Description of reason for withdrawal/retraction. 

We will make a decision on a case-by-case basis upon review by the editorial committee in line 

with international best practices. Comprehensive feedback will be communicated with the 

authors with regard to the process. In case where there is any suspected fraud or professional 

misconduct, we will follow due process as recommended by the Committee on Publication 

Ethics (COPE), and in liaison with any relevant institutions. 

When a retraction is published, it will be linked to the original article. 

Indexing 

Published articles are covered by the following major indexing services. As such articles 

published in the SAJCH are immediately available to all users of these databases, guaranteed 

a global and African audience: 

• DOAJ 

• AIM 

• AJOL 

• Crossref 

• Sabinet 

• Scielo 

• EBSCO 

• EMBASE 

Sponsored supplements 

http://www.publicationethics.org/
mailto:publishing@hmpg.co.za
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Contact claudian@hmpg.co.za for information on submitting ad hoc/commissioned 

supplements, including guidelines, conference/congress abstracts, Festschrifts, etc. 

Submission Preparation Checklist 

As part of the submission process, authors are required to check off their submission's 

compliance with all of the following items, and submissions may be returned to authors that 

do not adhere to these guidelines. 

1. Named authors consent to publication and meet the requirements of authorship as set 

out by the journal. 

2. The submission has not been previously published, nor is it before another journal for 

consideration. 

3. The text complies with the stylistic and bibliographic requirements in Author 

Guidelines. 

4. The manuscript is in Microsoft Word or RTF document format. The text is single-

spaced, in 12-point Times New Roman font, and contains no unnecessary formatting. 

5. Illustrations/figures are high resolution/quality (not compressed) and in an acceptable 

format (preferably TIFF or PNG). These must be submitted as 'supplementary files' (not 

in the manuscript). 

6. For illustrations/figures or tables that have been published elsewhere, the author has 

obtained written consent to republication from the copyright holder. 

7. Where possible, references are accompanied by a digital object identifier (DOI) and 

PubMed ID (PMID)/PubMed Central ID (PMCID). 

8. An abstract has been included where applicable. 

9. The research was approved by a Research Ethics Committee (if applicable) 

10. Any conflict of interest (or competing interests) is indicated by the author(s). 

 

 

 

Copyright Notice 

Copyright of published material remains in the Authors’ name. This allows authors to use their 

work for their own non-commercial purposes without seeking permission from the Publisher, 

subject to properly acknowledging the Journal as the original place of publication. 

Authors are free to copy, print and distribute their articles, in full or in part, for teaching 

activities, and to deposit or include their work in their own personal or institutional database 

or on-line website. Authors are requested to inform the Journal/Publishers of their 

mailto:claudian@hmpg.co.za
http://www.sajch.org.za/index.php/sajch/about/submissions#authorGuidelines
http://www.sajch.org.za/index.php/sajch/about/submissions#authorGuidelines
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desire/intention to include their work in a thesis or dissertation or to republish their work in 

any derivative form (but not for commercial use).  

Material submitted for publication in the SAJCH is accepted provided it has not been published 

or submitted for publication elsewhere. Please inform the editorial team if the main findings 

of your paper have been presented at a conference and published in abstract form, to avoid 

copyright infringement. 

Privacy Statement 

The SAJCH is committed to protecting the privacy of the users of this journal website. The 

names, personal particulars and email addresses entered in this website will be used only for 

the stated purposes of this journal and will not be made available to third parties without the 

user’s permission or due process. Users consent to receive communication from the SAJCH for 

the stated purposes of the journal. Queries with regard to privacy may be directed 

to publishing@hmpg.co.za. 
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