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Abstract 

 
Healthcare access and utilisation in South Africa continue to show significant inequalities, as well 

as disparities in cost and service quality, despite global health service development. The purpose 

of this study is to examine the underlying deficiencies in dual healthcare access and utilisation, 

how people from different socioeconomic backgrounds access and afford the necessary healthcare 

services, which will then determine the shape of the care they receive. The study used secondary 

data derived from the nationally representative South African National HIV Prevalence, Incidence, 

Behaviour and Communication Survey (SABSSM V) to evaluate the underlying weaknesses in the 

healthcare access and utilisation system. For data analysis, STATA version 18 was used to address 

the research objectives and questions by performing three statistical techniques, namely the 

univariate, bivariate, and multivariate methods. 

 

The findings of the study established that younger, unemployed, and less-educated South Africans 

who rely on public facilities face healthcare access challenges because these facilities have 

insufficient staff members, combined with outdated infrastructure and extended waiting periods. 

In contrast, the private healthcare system primarily caters to elderly patients from higher- income 

brackets who have the financial ability to pay medical premiums and co-payments, along with 

additional healthcare expenses. Medical aid membership functions as the primary factor that 

enables private healthcare access, yet the covered population reaches only 16%, and besides, they 

spend half of the total national health expenditure, while public facilities, which serve most citizens, 

remain overwhelmed and underserved. 

Lastly, the study findings found that healthcare accessibility in South Africa remains fragmented 

because socioeconomic disparities, together with racial and spatial inequalities of the past, still 

play a critical role in affording one access to equitable healthcare. The study further discovered 

that employment, level of education, and population group differences are the leading contributing 

factors to healthcare access and utilisation.  
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CHAPTER ONE 

 

THE CONTEXT OF THE STUDY 

 

1.1 Background 

 
Healthcare accessibility functions as an essential component of health systems and human rights 

that determines both economic progress and the foundation for public health. To achieve the best 

possible health outcomes, the World Health Organization (WHO, 2024) defines healthcare access 

as the prompt and effective utilization of personal health services. The improvements in healthcare 

infrastructure and international health policy have not eliminated the substantial variations that 

exist between different countries and within their respective territories. High-income nations 

achieve better health outcomes because they possess well-developed healthcare systems, advanced 

technologies, and broad insurance coverage (Organisation for Economic Co-operation and 

Development, 2022). Furthermore, according to Bailey et al. (2017) and McKee & Stuckler 

(2019), socioeconomic and geographic disparities still restrict access for vulnerable populations, 

even inside these countries. 

Moreover, the problem worsens in low- and middle-income countries (LMICs) due to structural 

deficiencies, including underfunded health systems, insufficient infrastructure, and severe 

shortages of qualified healthcare personnel (Ravindran & Fonn, 2021). Given that many LMICs 

still primarily rely on out-of-pocket payments, financial inaccessibility is an especially significant 

obstacle that puts households at risk of financial collapse due to medical bills (Barasa, Molyneux, 

English & Cleary, 2018). The worldwide healthcare access crisis exists as part of a broader system 

that displays unequal results, together with funding imbalances and service delivery variations. * 

The healthcare system in Sub-Saharan Africa faces additional challenges because of its 

underdeveloped structure, which creates a chain reaction of bias throughout the system. The region 

of Sub-Saharan Africa receives limited global health resources, yet it bears more than 25% of the 

worldwide disease burden, according to the Institute of Health Metrics and Evaluations (IHME) 

(2020) and Ataguba et al. (2019).1 Consequently, the region experiences high rates of infectious 

and non-communicable diseases, but the health services struggle to meet the growing population’s 

https://uwcscholar.uwc.ac.za/home 
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needs (World Bank, 2024). 

Moreover, another significant problem in LMICs is geographic inaccessibility, particularly in Sub- 

Saharan Africa, where large populations reside in rural areas that are remote from medical facilities 

(Gage et al., 2020). Although digital health solutions have shown promise as mitigating factors, 

poor internet penetration and low levels of digital literacy continue to impede their wider adoption 

(Labrique et al., 2018). A case study that is especially informative in the Sub-Saharan context is 

South Africa. The bulk of the population is served by the public healthcare system in the nation, 

while the wealthy minority is served by the private sector (Ataguba & McIntyre, 2018). 

Healthcare access is a fundamental human right guaranteed under the Constitution of South Africa 

(Republic of South Africa, 1996). In particular, the state is required by Section 27 to guarantee 

access to healthcare services and to take appropriate legislative and other actions, within the limits 

of its resources, to progressively realize this right. The legal framework of South Africa enables 

the country to achieve its development objectives and health policies through equitable means. 

However, disparities in health outcomes and healthcare access persist despite these efforts. The 

healthcare system has made some important progress through a significant reduction in maternal 

deaths, better access to antiretroviral therapy, and enhanced vaccination rates for children (Massyn 

et al., 2022), but disparities still exist. Rural communities, informal settlements, and 

socioeconomically disadvantaged populations face ongoing challenges due to insufficient 

infrastructure, extended wait times, and a shortage of medical staff (Benatar et al., 2018). 

1.2 Contextualized facts on South Africa’s healthcare system 

1.2.1 The global health system and its influence on Sub-Saharan Africa 

The global health system affects Sub-Saharan African health results through its policy networks, 

funding mechanisms, and international health organizations (like the WHO and UNAIDS). 2 

Initially, the eight Millennium Development Goals established in 2000 aimed to address global 

development challenges like extreme poverty, hunger, and disease by 2015. 

 

 
1 IHME is an independent population health research organization based at the University of Washington School of 

Medicine, and works with collaborators around the world to develop timely, relevant, and scientifically valid 

evidence that illuminates the state of health everywhere. https://www.healthdata.org/about (Date accessed: 5 

October 2025). 
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 The MDGs have since been superseded by the Sustainable Development Goals (SDGs), also 

known as Global Goals, in 2015, which are broader in scope and apply universally to all countries, 

and not just developing nations. “Progress towards the SDGs is monitored through global 

indicators and annual UN reports, while national governments also track their own progress. The 

foundation for the SDGs and their implementation is the 2030 Agenda, which includes 169 targets. 

A key principle is “Leave no one behind”, prioritizing progress for marginalized groups (United 

Nations, 2025). 

The Sustainable Development Goals (SDGs) and other international programs have also focused 

resources and attention on enhancing health indices in the region. The focus is targeted especially 

on the SDG 3, which is on ‘Good Health and Well-being’, aimed to guarantee healthy lives and 

support well-being for everyone at all ages (UNICEF, 2025). The significant features of Goal 3 

are: 

• Addressing major health priorities, such as reproductive, maternal, newborn, child and 

adolescent health. 

• Fighting both communicable (e.g., AIDS, TB, malaria) and non-communicable (e.g., 

cardiovascular, cancer, diabetes) diseases. 

• Have a functioning universal health coverage scheme. 

• Aiming for access to safe, effective, affordable and quality medicines and vaccines for all. 

• Concentrating on decreasing unnecessary suffering from preventable diseases (UNICEF, 2025). 

 

 

However, despite the targets set by both the MDGs (for 2015) and SDGs (for 2030), the region of 

Sub-Saharan Africa continues to experience problems with sickness rates, deficient healthcare 

facilities and an insufficient medical workforce, as the effective local implementation of global 

health solutions are hampered by socioeconomic variables, such as poverty and political instability, 

which exacerbate these systemic problems (WHO, 2020). 

 

 
2 A global health system encompasses the complex network of organizations, actors, and efforts that collectively 

address health challenges across international borders, focusing on issues like disease prevention, universal health 

coverage (UHC), and health equity for all people, with over 2000 members in over 125 countries. 

https://healthsystemsglobal.org/ (Date accessed: 5 October 2025). 
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This then brings up the question of the performance of post-colonial African health systems 

throughout the years. Seven of the 55 AU member states that have committed to raising their health 

budgets from 4-5% to 15%, have succeeded in doing so but most of them had to rely significantly 

on foreign donors to make this happen (Human Rights Watch, 2024). Some of these countries have 

had to cut their budgets, forcing their citizens to pay for nearly half of their medical care out of 

pocket, or in some cases, up to 90% of the total cost (Azevedo, 2017). Despite making up 11-13% 

of the global population, 25% of people in Africa suffer from sickness, yet Sub-Saharan Africa 

“commands less than 1% of global health expenditure” (Azevedo, 2017). Even though a few 

countries may have achieved one or two of the eight MDGs in 2015, these statistics do not reflect 

well on the health systems that are currently in place throughout Africa. Next up, the health system 

in South Africa is examined as the country is considered the most developed in Africa 

(WHO,2022). 

1.2.2 The South African healthcare landscape: dual system and historical context 

 

In developing countries, the traditional model of dual healthcare systems (public/modern vs. 

traditional/ethnic) exists, with government-supported modern systems regularly functioning 

together with pre-scientific, traditional systems, a position that presents challenges but also 

prospects for teamwork and integration to improve overall health outcomes (Good et al., 1967). 

 

On the other hand, South Africa also has a dual health system, but the country does not have a 

system of collective healthcare. In its place, it has two corresponding systems, a private healthcare 

system and a public healthcare system, which operate in tandem with one another. The disjointed 

healthcare system in South Africa was due to the decentralization implemented during the 

apartheid era, where inequalities in service delivery and inadequate coordination are symbols of 

that system. This makes it difficult for all its citizens to access equitable healthcare in the modern 

era (Hendriks et al., 2014). Furthermore, the established racial and economic segregation that led 

to wildly disparate access to services is still evident in this system. 

The National Department of Health (NDoH) manages healthcare in the country, and the National 

Health Act of 2003 requires that South Africa’s NDoH take accountability that the country has an 

effective functioning health system. The public healthcare system, which is the one most people 

rely on, is frequently underfunded and has limited resources (Department of Health, 2017). There 
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are altogether fifty-two district municipalities in the nine provinces, of which eight are urban 

metropolitan municipalities and forty-four are normal district municipalities. The eight metro 

municipalities are all positioned in urban areas. Moreover, there are more than 400 public hospitals 

and more than 200 private hospitals operating within these fifty-two district municipalities. The 

provincial health departments manage the larger regional hospitals, and the smaller hospitals and 

primary care clinics are managed at district level. Also, the NDoH deals directly with the ten 

leading academic hospitals in the country. 

Thus, there are 3800 public clinics and hospitals in all nine provinces that provide free healthcare 

to the nation’s most underprivileged citizens; however, these institutions are frequently hampered 

by malfunctioning equipment and a lack of prescription drugs (Department of Health, 2021). For 

example, according to the most recent report from the Office of Health Standards Compliance, 

only five of the 696 facilities that were assessed, fulfilled 80% of the necessary performance 

standards, which include adequate infection control and medicine availability (Office of Health 

Standards Compliance, 2024).3 Adding to this problem is the acute lack of medical staff, which is 

much worse in the public sector, with just 0.9 doctors for every 1000 inhabitants (World Bank, 

2024). 

In contrast, in the private healthcare sector, there are over 200 private hospitals operating in the 

fifty-two district municipalities. Most patients pay for private healthcare through medical aid plans 

or pay directly for services, although it can be very expensive. The benefits associated with private 

healthcare are shorter waiting periods, advanced facilities, and direct access to specialists, which 

are not always available in public health institutions. 

Essential staff are increasingly poached by the private healthcare system from the public healthcare 

system within South Africa, and they are also enticed to work in foreign countries. These 

undertakings lead to a “brain drain” that cripples the public health sector and affects general health 

outcomes (Govender, 2024). This phenomenon is driven by higher salaries and better working 

conditions in the private sector and abroad, creating a shortage of skilled professionals in public 

 

 
3 The Office of Health Standards Compliance (OHSC) is an independent public entity in South Africa that regulates 

the quality and safety of both public and private healthcare services. Established under the National Health 

Amendment Act of 2013, its mission is to monitor and enforce healthcare standards on behalf of patients. 

https://ohsc.org.za/ (Date accessed: 5 October 2025). 
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hospitals, particularly in rural areas, according to Govender (2024). 

According to Dr. Ntuthuko Bhengu, in England, patients are directed to the “private sector” to 

avoid the long waiting lists, but the “private sector” services referred to and offered are by the 

same National Health Service (NHS) facilities and clinicians, leading to ethical and financial 

controversies.4 Bhengu asserts further that many people are unaware that this exact problem also 

exists in South Africa, where some public hospital wards are being reserved for “private patients” 

(Africa Leadership Initiative, 2025). 

Private hospitals and clinics are also inclined to be situated in urban areas, and therefore, provide mainly 

to the wealthier segments of the population. Private hospitals have a larger footprint in Gauteng, 

Western Cape and KwaZulu-Natal, which are provinces with the highest medical scheme 

population. This is evident in the racial and spatial inequalities in healthcare access which persist 

because Black Africans prefer public facilities, yet White and Indian/Asian people predominantly 

use private healthcare institutions. The disparity in access to private healthcare via health insurance 

is a backdrop to this scarcity, which worsens the gap across demographic groups. 

 

1.2.2 Equitable healthcare as a Constitutional Right in South Africa 

 

South Africa has its own National Development Plan (NDP) that was adopted by the Cabinet in 

2011. The NDP is a plan that was implemented with the aim of reducing inequality and poverty by 

2030. Moreover, the South African Constitution grants all people the right to obtain healthcare 

services (South African Human Rights Commission, 1996). One major step in that direction is the 

introduction of the National Health Insurance Bill (NHI) and the White Paper for the 

Transformation of the Health System, which are designed to promote universal health coverage 

and address long-standing disparities in both the accessibility and quality of healthcare. However, 

the McGill, Penney, Egan, White, Meier, Whitehead, Lock, de Cuevas, Smith, R. and Savona, 

(2021) confirm that these measures have not eliminated the existing disparities, which show the 

fundamental structural problems of the system. 

 

 

4 The National Health Service (NHS) is the UK's publicly funded universal healthcare system. Founded in 1948, it has 

core principles that it should meet the needs of everyone, be free at the point of delivery, and be based on clinical need, 

not the ability to pay. 
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The implementation of this extensive policy faces delays because government institutions lack 

sufficient capacity, and they face budget limitations. Besides, private health sector stakeholders 

also oppose these changes that could affect their operations and the healthcare environment (DoH, 

2021). 

 

1.2.4 Progress and persistent disparities in South African healthcare 

 

South Africa has made significant progress in the public health field in the last few decades, 

especially in maternal healthcare and HIV/AIDS management. The institutional maternal mortality 

ratio has decreased to below 100 deaths per 100000 live births (Stats SA, 2021). The country has 

also made significant headway in its response to the HIV pandemic, with wider access to 

antiretroviral treatment, and fewer new infections have been reported (United Nations Programme 

on HIV/AIDS, 2023). 

However, these gains had not been experienced equally across the population as the quality of 

healthcare services depends on locality, wealth status, and ethnic group (see Figure 1.1). While 

urban healthcare facilities reach their maximum capacity, medical facilities in rural areas remain 

limited, which delays medical treatment for city residents (Ngene, Khaliq & Moodley, 2023). 

These persistent inequalities highlight the importance of ongoing efforts to level the playing field 

and make sure that the right to healthcare, as promised by the Constitution, becomes a reality for 

everyone in the country. Additionally, health inequalities also resonate through the different social 

strata of South African society by the huge burden of disease that the country carries, where the 

country is fighting multiple diseases at the national level, and simultaneously, it is afflicted by high 

rates of the Human Immune Virus (HIV), the ensuing Acquired Immune Deficiency Syndrome 

(AIDS) and Tuberculosis (TB). Non-communicable diseases (NCDs) (see Figure 1.1), including 

cardiovascular diseases that cause heart attacks and stroke, cancer, chronic respiratory diseases, 

and diabetes, result in more than four-fifths (89%) of all deaths in South Africa (Atagabu & 

McIntyre 2018). 
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Figure 1.1: Deaths due to major non-communicable diseases per population group over a 20-year period in 

SA: 2008 -2018 

 

 
Source: Statistics SA - Non-communicable diseases in South Africa: findings from death notifications, 2008-2018 

https://www.statssa.gov.za/?p=16729 

 

 

 

Statistics South Africa (2023) reported that deaths from these NCDs increased by 58.7% in twenty 

years, from 103428 in 1997 to 164205 in 2018 (see Figure 1.2). Global mortality rates suggest that 

about 93% of all deaths are attributed to communicable and non-communicable diseases (Gouda 

et al., 2019), for which South Africa follows the same pattern. 

In developing countries like South Africa, there are contributing factors that affect the delivery and 

accessibility of healthcare services. These factors include problems of coverage, access, equity, 

management, high costs, distance, and ineffectiveness; this, therefore, means that the situation gets 

worse with the increasing demands placed on these services by the HIV pandemic and re-emerging 

diseases, such as malaria and the latest Coronavirus (Covid-19) pandemic (Siedner, 2020). Despite 

recent improvements in access to health facilities, there is still a large 

inequality in coverage of health services and healthcare status in the whole population of the 

country. 
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Figure 1.2: Deaths due to major non-communicable diseases over a 20-year period in SA: 1997-2018 

 

 

 
Source: Statistics SA - Non-communicable diseases in South Africa: findings from death notifications, 2008-2018 

https://www.statssa.gov.za/?p=16729 

 

Before independence, South Africa had fourteen distinct health departments based on racial, ethnic 

and geographic factors that resulted from distinct development programs (Cavoodia et al., 2009). 

The administrative consolidation of these dispersed institutions was a challenge for the new 

government. Therefore, this led to the National Health Act being passed to overcome inherited 

fragmentation and make it everyone’s right to obtain proper healthcare services (Katuu & Ngoepe, 

2017). Emerging health issues that the nation faced in the post-apartheid era were also attempted 

to be addressed by the Act, later revisions, and related regulations. 

Among them is the 4th revision of the National Department of Health’s Guidelines for Maternity 

Care in South Africa, which was released in 2015. The guidelines were intended, among other 

things, to provide realistic techniques for managing pregnancy, labour and delivery in the South 

African health system during a time when the country’s maternal mortality ratio (MMR) had 

quadrupled due to the HIV/AIDS epidemic (Mahada, Tshitangano, & Mudau, 2023). According 

to Katuu & Ngoepe (2017), the degree of division and inequality seen at the start of South Africa’s 

new democracy in 1994 pointed to a health sector that was in desperate need of restructuring. Large 
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disparities in the distribution of infrastructure, finances, and human resources, as well as those 

between different geographic regions and industry sectors, were a major problem. 

In response to these disparities, South Africa adopted a Primary Health Care (PHC) approach as a 

coping mechanism to improve healthcare access, particularly for underprivileged populations. The 

District Health System (DHS) is the foundation of PHC in South Africa, aiming to decentralize 

healthcare delivery and bring services closer to communities. This system was introduced after the 

country transitioned to democracy in 1994, with the South African government becoming the 

primary provider of PHC services (Maphumulo, 2019). PHC was seen as an efficient and cost- 

effective means to improve healthcare accessibility and reduce inequalities by offering services, 

such as mobile clinics, home visits for the elderly, and healthcare workers providing door-to-door 

services for people with disabilities (Scheffler, 2017). Therefore, community-based primary health 

care (PHC) remained the only effective way of delivering healthcare in South Africa and many 

developing countries (WHO, 2019). 

However, the implemented measures have failed to fix these inequalities. In 2010, the World 

Health Organization (WHO) reported that approximately 40% of South Africa’s population still 

lacked access to essential healthcare services. Rural communities experience major healthcare 

difficulties because of inadequate infrastructure, insufficient healthcare providers and the need to 

travel long distances (DoH, 2018). In response, the construction of more than 400 clinics has 

occurred to serve populations who live at a distance from current health facilities (Nteta, Mokgatle- 

Nthabu, & Oguntibeju, 2010). 

Social factors, such as cultural beliefs and stigma, and how people perceive illness, together with 

physical and financial barriers, affect healthcare access. For example, the HIV/AIDS stigma in 

South Africa has been a major obstacle to accessing anti-retroviral therapy (ART) services (Moyo 

& Madiba, 2022). The fear of discrimination, coupled with poor patient-provider relationships, has 

led to underutilization of ART services. Rural communities with strong traditional beliefs about 

illness and healing tend to avoid seeking medical care in formal healthcare facilities (Nxumalo, 

Goudge, Manderson & Milligan, 2021). Furthermore, healthcare workers’ negative attitudes 

towards patients and poor behaviour have been documented as barriers to accessing care, as 

reported in multiple studies (Vela et al., 2022). 
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The South African Department of Health has been working to increase mobile health initiatives, 

improve telemedicine services, and enhance healthcare infrastructure to address some of the 

systemic challenges that impede access to care, particularly in rural areas (DoH, 2021). The main 

obstacle to successful implementation involves sustained funding for infrastructure development, 

workforce training and policy development to address healthcare access disparities. 

A recent development in the global geopolitical landscape has increased the vulnerabilities of Sub- 

Saharan African region’s health systems. The situation in Eswatini serves as a clear example 

because the country’s dependence on foreign aid became apparent when the United States cut its 

funding during the Trump administration in 2025. The termination of PEPFAR support led to the 

closure of the Miracle Campus, which caused employment losses and essential healthcare service 

breakdowns that deprived patients of continuous medical attention (AP News, 2025; Politico, 

2025).5 The PEPFAR funding pause created similar effects on South Africa as well. With the 

highest number of people living with HIV globally, South Africa’s public health system was put 

under even more pressure by this change. 

Thirty years after democracy, the country is still struggling with enormous health inequalities 

(Wilkinson, 2020). Furthermore, the differences in disease prevalence and mortality rates between 

population groups directly show the ethnic variations in basic household living conditions and 

other health determinants. The national HIV prevalence shows significant disparities between 

different population groups because White and Indian/Asian women and men have low rates of 

HIV, 0.6% and 1.4%, respectively. In contrast, Black African population has the highest rate of 

19.1%. In addition, South Africa has the highest number of HIV cases in the world because 7.8 

million people live with HIV, according to the UNAIDS (2023). When it comes to young adults, 

the gender divide is at its widest: HIV infection affects 24.5 % of young women aged 20-49 

compared to 7.6% of men of the same age (see Figure 1.3). 

 

 
5 PEPFAR stands for the U.S. President's Emergency Plan for AIDS Relief, a U.S. government initiative launched to 

combat the global HIV/AIDS epidemic. It provides significant support for HIV prevention, care, and treatment 

programs in developing countries, making it the largest commitment by any nation to fight a single 
disease. https://www.hiv.gov/federal-response/pepfar-global-aids/pepfar (Date accessed: 7 October 2025). 
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Figure 1.3: HIV prevalence by age from 2002-2018 

 

 
Source: Stats SA, 2018: Mid-Year Population Estimates, 2017 

 

Moreover, in the socioeconomic context, the healthcare services of South Africa have always failed 

the Black population in the face of general White influence (Schoeman & Fassin, 2021). These 

impacts include low monthly wages, overcrowding, inadequate sanitation, malnutrition and stress 

that caused the health of the Black population to deteriorate (Wilkinson, 2020). Furthermore, the 

authors stipulate that the likelihood of being exposed to poor housing varies by demographic. For 

example, as housing and energy expenses rise, low- and moderate-income families must choose 

between having enough food, remaining warm, and living in appropriate accommodation resulting 

in negative health consequences. Moreover, unemployment and low educational attainment and a 

dysfunctional education system have also played a huge role in the poor service delivery of 

healthcare in the country (The presidency, Republic of South Africa, 2008). Gallo (2020) adds by 

saying, “Apartheid’s view of Bantu Education was that Black people should be educated to a level 

acceptable for a low place in society”, which is included in the socioeconomic context of South 

Africa. 

1.3 Research problem 

 
Even with South Africa’s developments in biotechnology, advanced healthcare infrastructure and 

forward-thinking health policies, much of the population remains faced with restricted access to 

vital healthcare services and undesirable health outcomes. This paradoxical reality stems from 
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institutionalized disparities in the health system, specifically the enduring gap between a highly 

funded private sector, which provides services to some 16% of the population, and an 

underfinanced, overextended public sector utilized by around 84% (National Department of 

Health, 2022). The post-apartheid reforms have tried to address the entrenched inequalities in this 

system through the White Paper for the Transformation of the Health System in 1997, and the 

planned National Health Insurance (NHI) scheme, but many gaps still exist.6 

1.3.1 The research gap 

 

Although a substantial body of literature examines healthcare financing, infrastructure, and overall 

service quality in South Africa, there remains a critical gap in demography-disaggregated analyses 

of healthcare access and utilisation. There is limited empirical evidence that systematically 

examines how healthcare access and usage differ simultaneously by age, sex, place of residence 

(urban–rural), and socio-economic status using nationally representative data. Existing studies tend 

to focus on single dimensions of inequality or provide descriptive overviews, offering insufficient 

insight into how multiple demographic and socio-economic factors intersect to shape patterns of 

healthcare utilisation. 

As a result of this gap, health policies and interventions are often designed at an aggregate level, 

limiting their effectiveness in addressing the needs of specific population subgroups. This study 

addresses this under-explored area by examining demography-specific patterns of healthcare access 

and utilisation, thereby contributing evidence to inform more targeted and equitable health system 

interventions. The importance of this gap is underscored by persistent structural barriers within 

South Africa’s public healthcare system, which disproportionately affect vulnerable populations. 

These barriers include overcrowding and long waiting times at public clinics, which delay diagnosis 

and treatment and contribute to poorer health outcomes. 

 

 

6 The White Paper presents policy objectives for a unified health system, using Comprehensive Primary Health Care, 

to meet basic needs. https://www.gov.za/sites/default/files/gcis_document/201409/17910gen6670.pdf (Date 

accessed: 7 October 2025). 
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Critical staff shortages further constrain service delivery, with vacancy rates in senior management 

reaching up to 44% in some provinces and a doctor-to-patient ratio of approximately 1:3 198 in the 

public sector, compared to 1:429 in the private sector (WHO, 2021). 

Financial barriers also remain significant. Although primary healthcare services are officially free, 

indirect costs, particularly transport, limit access, with more than 30% of patients reporting missed 

appointments due to unaffordable travel costs (Morrow, 2022). Rural populations face compounded 

disadvantages due to fewer healthcare facilities and providers, while high youth unemployment 

(exceeding 30% in 2023; Stats SA, 2023) further restricts access through reduced economic means. 

Gender-based disparities persist as well, particularly in maternal and reproductive health services. 

The COVID-19 pandemic exposed and intensified these existing weaknesses, revealing systemic 

inefficiencies in infection control, patient care, and resource management. These failures 

contributed to preventable deaths and increased public distrust in the healthcare system. 

The cumulative effects of these barriers manifest in long-term health and socio-economic 

consequences. South Africa continues to experience a dual burden of disease, with communicable 

diseases such as HIV/AIDS and TB coexisting alongside a growing prevalence of non-

communicable diseases, which are now the leading cause of death among women, with a premature 

mortality rate of 426 per 100 000 (Stats SA, 2018). Life expectancy remains at 66.5 years, well 

below the global average of 73.3 years (WHO, 2023). Racial and economic disparities persist, with 

Black South Africans disproportionately reliant on public healthcare services and households 

frequently forgoing healthcare in favour of necessities due to high unemployment levels (32.9% in 

2023; Stats SA, 2023). 

Without evidence that clearly identifies which demographic groups face the greatest access 

constraints, these inequalities risk deepening over time. National and international projections 

suggest that unresolved health system inequities may contribute to declining labour productivity, 

increased dependence on social grants, and a reduction in GDP growth of up to 3% annually by 

2035 due to chronic disease burdens (World Bank, 2022; Burger et al., 2017). This study responds 

directly to the identified research gap by providing a detailed, demography-disaggregated analysis 

of healthcare access and utilisation in South Africa. 
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1. What is known: South Africa’s healthcare system is marked by persistent structural inequalities, 

including overcrowding, staff shortages, financial barriers, and urban–rural disparities, which 

disproportionately affect socio-economically disadvantaged populations. 

2. What remains under-explored: There is limited nationally representative evidence examining 

how healthcare access and utilisation vary simultaneously by age, sex, place of residence, and socio-

economic status. 

3. Why this matters: The absence of demography-disaggregated evidence constrains the design of 

targeted health interventions and risks perpetuating long-term health inequalities. 

4. Contribution of this study: This study addresses this gap by providing a demography-specific 

analysis of healthcare access and utilisation in South Africa to inform more equitable and effective 

health policy. 

1.4 Urgency of the research 

 
This study is timely and urgently needed. With the South African government proceeding to put 

the National Health Insurance (NHI) and other reforms in place, the imperative for empirical 

evidence to tell us who it is leaving behind, where it is leaving them behind, and why is it 

immediate. This study has the goal of informing policies to bridge the gaps in healthcare services 

availability and achieve the equitable provision of primary healthcare services. 

1.5 Research questions 

1. How people from different income brackets and geographic areas face the level of difficulty 

when searching for and paying for their required healthcare services? 

2. How do healthcare services that South African people receive depend on their income level and 

educational background, as well as their residential community conditions? 

3. What socioeconomic and demographic factors contribute to unequal healthcare distribution? 

 

1.6 Research objectives 

 
1. Examine how people from different socioeconomic backgrounds in South Africa access and 

afford the healthcare they need. 

https://uwcscholar.uwc.ac.za/home 



16  

2. Assess the differences in care, resources and experiences between public and private healthcare. 

 

3. Determine how people’s social and economic situations shape the healthcare they receive. 

 

1.7 Significance of the research 

 

This study makes an important contribution to both academic knowledge and policy practice by 

generating demography-disaggregated evidence on healthcare access and utilisation in South Africa. 

By identifying how healthcare utilisation varies by age, sex, place of residence, and socio-economic 

status, the study provides an empirical basis for more targeted and efficient health system 

interventions. 

At the national level, the findings directly support the objectives of South Africa’s National 

Development Plan (NDP) 2030, particularly its emphasis on reducing health inequalities, 

strengthening the public healthcare system, and advancing Universal Health Coverage (UHC) 

through more equitable access to services. The evidence produced by this study can inform policy 

implementation under initiatives such as National Health Insurance (NHI) by identifying population 

groups and provinces where access barriers remain most pronounced. 

At the regional level, the study aligns with the African Union’s Agenda 2063, specifically Aspiration 

1, which envisions a prosperous Africa based on inclusive growth and sustainable development, 

including improved access to quality healthcare. By highlighting disparities in healthcare access 

across different socio-economic and geographic contexts, the study contributes evidence relevant to 

regional efforts to address structural inequalities within health systems across Southern Africa. 

At the international level, the study supports the United Nations Sustainable Development Goals 

(SDGs), particularly SDG 3 (Good Health and Well-being) and SDG 10 (Reduced Inequalities). By 

examining inequities in healthcare utilisation among disadvantaged and affluent populations, the 

research provides empirical insights relevant to global debates on equity-oriented health systems in 

low- and middle-income countries. 

Beyond policy relevance, the study contributes to health economics and public health research by 

examining demand-side determinants of healthcare utilisation, including perceptions of healthcare 
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quality and affordability. This evidence enhances understanding of how socio-economic and 

demographic factors shape healthcare-seeking behaviour, thereby supporting more responsive and 

equitable healthcare planning in South Africa and comparable developing-country contexts. 

1.8 Specifically: 

 
Using demographic utilization and exclusion trends, this study will examine the structural 

deficiencies and inequalities in South Africa’s public healthcare system, with a particular emphasis 

on basic healthcare accessibility. This will offer specific recommendations based on data to 

improve sustainability, efficiency and equity in healthcare. The study will provide general 

information on the factors that impact healthcare services in South Africa and will enable 

policymakers to seek action to improve the accessibility and affordability of healthcare services in 

the country. The research will provide the necessary knowledge that will encourage the 

government to further investigate the areas of service delivery that need additional focus and 

funding. 

 

1.9 Conceptual definitions 

 
1. Use of Healthcare services: Healthcare services use refers to the utilisation of formal 

health services by individuals when they experience illness, injury, or require preventive 

care. It reflects realised access to healthcare within the public or private health system. In 

this study, healthcare service use is operationalised as whether the respondent sought and received 

care from a recognised health facility within a specified reference period.The variable is derived 

from the survey question: Where do you usually obtain healthcare services? 

 

2. Accessibility and availability of healthcare services: Accessibility and availability are 

both evaluated based on how simple it was for patients to get in touch with primary care 

services, given the organizations’ locations, their hours of operation, the availability of 

doctors, appointment waiting times, and the ease with which patients could access services 

for emergency or urgent needs. 

3. Socioeconomic determinants of healthcare services: The definition of socioeconomic 

determinants of health is conditions in the environments where people are born, live, learn, 
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work, play, worship, and age that affect a wide range of health, functioning, and quality- 

of-life outcomes and risks. 

4. Social inequality: People are in the poor spectrum of society and have no access to small 

available healthcare facilities. 

1.10 Thesis outline 

 
This study focuses on the accessibility or utilization of healthcare services to the population of 

South Africa and the contributing factors to it. This study consists of seven main chapters. An 

eighth chapter has been added to enhance the analysis. The chapters are outlined as follows: 

Chapter 1: The Context of the Study 

 

An introduction to the study is provided in this chapter. The chapter provides the background, 

purpose, problem statement, significance of the study, and particular objectives, which serve as a 

roadmap for the topic under research. Additionally, it elaborates on the study by providing the 

research questions. 

Chapter 2: Theoretical and Empirical Foundation 

 

The second chapter examines the body of literature that has been written about the origins, growth 

and status of healthcare services in South Africa and around the world. This chapter also reviews 

studies that were conducted locally and globally, utilising existing literature. There is extensive 

discussion of the accessibility, availability and affordability of the healthcare services in South 

Africa. In the final section of this chapter, there is both an outline of the theoretical and empirical 

framework, and differences on the salient points and evaluation points of the literature by authors 

and identified gaps in the literature. 

Chapter 3: Framework for understanding Determinants of Healthcare Services in South Africa 

 

This chapter entails the models that elaborate on the conceptual framework for assessing access to 

healthcare services that is described in four main dimensions of access, each of which has a supply- 

and-demand element. The four key dimensions of access are outlined in this paradigm, each with 

a supply-and-demand component. 
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Chapter 4: Methodology and Research Strategy 

 

The study’s methodology is covered in this chapter. It outlines the techniques used for data 

collecting, and the observations collected. This part includes the study’s design, data gathering 

methods, data source used, difficulties encountered when processing data, data management, 

sampling procedure, size of the population, type of questionnaires used and data analysis. 

Chapter 5: Research Results and Interpretive Insights 

 

This chapter focuses on the research findings that are presented succinctly and objectively. It also 

declares the sort of analysis that was utilized for each research question in this study. The outcomes 

therefore were pertinent in the form of descriptive and inferential statistics. 

Chapter 6: Discussion based on Research Questions and Objectives 

 

The discussion chapter gives an outline of a detailed significance, and applicability of the findings. 

Its greatest emphasis was on describing and evaluating what was discovered, demonstrating how 

it connects to the subject of the literature review, papers or dissertations, and presenting an 

argument in favour of the overall conclusion. 

Chapter 7: Conclusion and Recommendation of the study 

 

This chapter restates the thesis and highlights the most essential ideas that were explored in this 

study. This will assist in understanding the significance of this work and how it advances the area 

of healthcare services in South Africa. It also offers recommendations for further reading as well 

as a recap of the key ideas presented in the earlier chapters. 

Chapter 8: Extra analysis of Appendices 

 

This chapter contains extra analysis of the demographic variables. This will help in seeing and 

understanding the effects of socioeconomic and demographic determinants in the decision-making 

of using a healthcare service. 
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CHAPTER TWO 

 

THEORETICAL AND EMPIRICAL FOUNDATION 

 

2.1 Preamble 

This chapter presents a review of the literature that is both theoretical and empirical on 

determinants of healthcare services in South Africa. Many studies have been done on the issues of 

healthcare systems in different developing countries. The low access to healthcare services in 

developing countries continues to be overwhelming for policymakers who have not yet properly 

addressed demand-side policies of the healthcare system (WHO, 2010). This chapter is divided 

into four sections that will cover theoretical, empirical, and political determinants, and a summary 

of the reviewed literature for each objective and concluding remarks pertinent to the work covered 

in this chapter. 

2.2 Introduction 

 
One of the biggest factors influencing health equity is access and affordability of healthcare 

services. There are still differences in healthcare access and utilisation amongst various 

socioeconomic and geographic groups in South Africa. This study looks at recent empirical 

research on healthcare affordability and accessibility in the South African context, as well as the 

theoretical frameworks that support these concerns. 

2.3 Objective 1: 

 

Examine how people from different socioeconomic backgrounds in South 

Africa access and afford the healthcare they need 

 
2.3.1 Theoretical literature 

 

Broader structural factors that impact health outcomes are reflected in South Africa’s unequal 

healthcare service distribution among various socioeconomic and geographic groups. Many 

theoretical frameworks contribute to the explanation of these differences. According to the World 

Health Organization and Social Determinants of Health (SDH) framework, social circumstances 
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in which individuals live and work have an impact on health outcomes, together with medical care 

(WHO, 2022). These circumstances include access to clean water and food, housing, education, 

money, and transportation. According to Marmot (2020), these compounding variables result in 

poorer health outcomes and less access to care for people with lower socioeconomic status (SES). 

 

This study is extended by Andersen’s Behavioural Model (Andersen & Davidson, 2007), which 

divides the factors that influence healthcare utilization into Predisposing factors, such as age, 

gender, and education. Other factors that influence healthcare utilisation are enabling factors, such 

as wealth, location, and access to transportation, and the Need factors, such as chronic diseases and 

perceived illnesses. The primary determinants of healthcare accessibility and affordability are 

enabling factors, which are frequently the lowest in rural and low-income populations. This helps 

explain why many people in South Africa do not receive timely or appropriate care, even when 

their needs are high and urgent (Nxumalo et al., 2021). 

 

The structural separation between an overburdened public system that supports 84% of the 

population and a well-funded private sector that services the wealthiest 16% is further 

demonstrated by the Dual Healthcare System Theory (Dolamo & Peprah, 2011; Coovadia et al., 

2020). According to the theory, this is where the rich can purchase better services while low- 

income groups must rely on underfunded public facilities; consequently, the system perpetuates 

inequality. The Health Systems Theory demonstrates how governance structures, together with 

workforce, distribution patterns, funding mechanisms, and service delivery capabilities, determine 

the availability of health services; that is, the theory explains how various components like 

providers, patients, and policies interact (WHO, 2023).7 

According to the Health Equity Theory, health systems ought to distribute resources based on need 

rather than financial capacity (Braveman, 2022). However, in the current South African system, 

access to healthcare is restricted for those who require it most because the services remain 

unaffordable. 

 

 

 

 

 

7 Since a single, universal “health systems theory” PDF does not exist, the WHO publishes a vast number of 

documents and guidelines on health systems that frequently include theoretical and methodological discussions. 
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The combination of insufficient funding for rural areas, poor decentralization, and weak leadership 

has intensified existing gaps in the South African healthcare system (Evans et al., 2022). 

 

2.3.2 Empirical findings 

 

 

Research evidence shows that healthcare services in South Africa operate at different levels of 

accessibility and cost-effectiveness, which depend on both socioeconomic position and 

geographical area. Healthcare is disproportionately available where medical supplies, together 

with diagnostic tools and healthcare experts, are scarce in rural and peri-urban areas; however, 

urban regions possess specialized services and superior infrastructure (Moyo et al., 2023). In 

contrast to the 1:600 doctor-to-patient ratios in metropolitan regions, the doctor-to-patient ratios in 

rural areas might reach 1:5000, meaning that the main challenge persists as the cost factor. 

 

According to Stats SA (2023), low-income households allocate more than 30% of their income to 

healthcare expenses because they often choose to forego treatment due to extended wait times, 

transportation costs, and medication expenses. Higher-income people, on the other hand, spend less 

than 10% on healthcare, and then regularly use private services (McIntyre, Chitiga-Mabugu, 

Moyo, Nyathi & Seerane, 2021). Although the NHI program was designed to promote equal 

access, its influence on affordability has been limited due to budgetary restrictions and inconsistent 

execution of all the healthcare service plans that were meant to change the current situation (DoH, 

2023). 

 

The process of obtaining healthcare services presents unique obstacles to South African women, 

people with disabilities, and young individuals. The study by Velloza et al. (2022) shows that 

adolescents and young adults stay away from public clinics because they fear discrimination and 

are anxious about negative reactions from healthcare providers. The delivery of maternity and 

reproductive health services to low-income women remains challenging because of ongoing 

socioeconomic disparities (Wagstaff, Culyer & Wing, 2020). People with disabilities encounter 

substantial structural barriers because healthcare facilities remain inaccessible while transportation 
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options are scarce, which prevents them from accessing care altogether (Tshaka, Visagie & Ned, 

2023). The primary healthcare sector has received more funding since 1994, yet it faces ongoing 

challenges from inefficient systems, insufficient workforce, and fragmented governance structures, 

which prevent equal health results (Mokoena & Naidoo, 2024). 

2.3.3 Summary of reviewed literature 

 

1. Similarities 

 

The research evidence and theoretical framework show that South Africa’s healthcare access 

continues to be shaped by persistent socioeconomic and geographic inequalities. The Social 

Determinants of Health (WHO, 2022) and Marmot (2020) show that health outcomes and 

healthcare access are directly influenced by living conditions including housing quality, clean 

water access, food security, education, income and transport. Andersen’s Behavioural Model 

(Andersen & Davidson, 2007) supports this perspective by showing that enabling factors, such as 

wealth, location and transport availability determine service utilization while rural and low-income 

populations face the most significant deficits. The Dual Healthcare System Theory (Coovadia et 

al., 2020) and Health Equity Theory (Braveman & Gruskin, 2003) also agree that structural 

disparities between an under-resourced public sector and a well-funded private sector deepen 

inequality, allowing wealthier groups to secure better services. Empirical studies validate these 

theoretical findings by revealing significant urban-rural differences in infrastructure, medical 

supplies and workforce distribution where rural doctor-to-patient ratios exceed those in 

metropolitan areas (Moyo et al., 2023; South African Human Rights Commission, 2022). 

2. Differences 

The studies mentioned in this research differ in their focus and explanatory approach to inequality 

despite their mutual recognition of this issue. The Social Determinants of Health (SDH) framework 

and Marmot (2020) use macro-level analysis to highlight structural and environmental 

determinants, but Andersen’s model integrates individual and contextual factors through 

predisposing enabling and need-based categories. The Dual Healthcare System Theory identifies 

the systemic separation between private and public sectors as the main cause of inequity, but the 

Health Equity Theory supports resource allocation based on needs instead of market principles. 

The Health Systems Theory (WHO, 2023) focuses on institutional performance through 
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governance and workforce distribution, funding and service delivery, while Evans et al. (2022) 

link access gaps to underinvestment, inadequate decentralization and leadership failures. The 

different analytical approaches in these frameworks lead to distinct conclusions about what causes 

health problems with some frameworks pointing to poverty and poor living conditions, and others 

identifying structural design or governance inefficiencies as sustaining factors. 

3. Ambivalence 

 

The literature shows a long-standing conflict between what policies intend to achieve and what 

happens in practice. The Health Equity Theory’s resource distribution principle based on need 

faces challenges because market-driven access patterns persist. The Health Systems Theory 

presents an encouraging perspective about how better governance combined with strategic 

investments could decrease health disparities, yet the Dual Healthcare System Theory indicates 

that South Africa’s healthcare system design perpetuates inequality. The National Health Insurance 

(NHI) policy aims to promote equity, but research by the DoH (2023) and Stats SA (2023) shows 

that budget limitations, weak infrastructure and irregular implementation prevent it from 

improving affordability and access. The ambivalence demonstrates how policy frameworks for 

reform differ from the fundamental and persistent healthcare access inequities that exist in South 

Africa. 

2.4 Objective 2: 

 

Assess the differences in care, resources and experiences between public and 

private healthcare 

 
2.4.1 Theoretical literature 

 

Several theoretical frameworks that look at systemic, economic, and social factors must be applied 

to comprehend the structural disparities between South Africa’s public and private healthcare 

sectors. The Health Systems Theory (WHO, 2023) states that the four essential components of 

governance, financing, human resources, and service delivery must work together to achieve 

efficient and equitable healthcare services. South Africa faces inconsistent results in these 

components and separate service delivery systems, and as a result, the country has historically 

lacked public system funding and insufficient intergovernmental coordination, and that is still the 
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case to this day (Winchester & King, 2018; Evans et al., 2022). 

 

Research on governance and decentralization shows that healthcare service quality disparities 

persist because of resource inequalities and limited local decision-making power, and healthcare 

personnel movement to urban areas and to private facilities (Ataguba & McIntyre, 2023; WHO, 

2022). Moreover, the public sector maintains inefficient operations because of unsatisfactory 

accountability systems. The Health Equity Theory demands healthcare systems to allocate 

resources according to need rather than financial ability (Braveman & Gruskin, 2003). On the other 

hand, the healthcare system of South Africa allows socioeconomic status to determine who 

receives quality care because private care remains inaccessible to those who cannot afford it 

(Arrow, 2021; Coovadia et al., 2020). The economic models of healthcare efficiency show that 

financial incentives and competition can improve private sector performance (Arrow, 2021). The 

same mechanisms that create these disparities tend to exclude lower-income groups, which worsens 

their access problems. 

 

2.4.2 Empirical findings 

 

Research findings show substantial differences between public and private healthcare systems in 

South Africa regarding service quality, resource distribution, and patient outcomes. According to 

McIntyre et al. (2021), private healthcare institutions have significantly more resources than public 

ones. The private sector employs about 70% of medical professionals, yet it serves only a small 

portion of the population. Public hospitals face three major problems, including understaffing, 

outdated equipment, and insufficient medical supplies (Marmot et al., 2023). Private healthcare 

users are satisfied with shorter waiting times, better infrastructure, and individualized care, but 

public facilities in South Africa are still plagued by long waits, insufficient staff, and poor service 

delivery (Maphumulo & Bhengu, 2019; Rispel, 2023). Consequently, in public hospitals, increased 

mortality rates have been associated with delays in diagnosis and treatment (WHO, 2023; 

Coovadia et al., 2020).  

 

According to Goudge et al. (2023), patients who receive private treatment generally have better 

health outcomes because these patients receive faster and more specialized interventions. Recent 

studies show that public hospital patients have poorer health outcomes because their surgeries are 

delayed, and they receive insufficient staff and unpredictable post-treatment care, which negatively 
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affects patients with acute and chronic conditions (Maphumulo & Bhengu, 2019; Rispel, 2023). 

The healthcare system maintains racial and economic disparities because numerous Black South 

Africans rely on the overburdened public sector, yet private health services primarily serve White 

South Africans and wealthy families, and patients who have medical aid, and thus, sustaining 

existing health disparities (Blecher, Harris & Goudge, 2023; Day, Gray & Padarath, 2021). 

 

Recent analyses show that the public sector in South Africa has only 30% of doctors who need to 

serve the 80% of the population that requires healthcare (Blecher et al., 2023; Rispel, 2023). As a 

result, poor working conditions, excessive workloads and administrative inefficiencies contribute 

to high burnout rates and low morale among public-sector health workers (Moyo & Madiba, 2023). 

Hence, the public service sector continues to face poor service delivery because of insufficient 

funding, corruption and poor management systems in the country (South African Health Review, 

2023). State hospitals face unrelenting problems with delayed referrals, persistent medication 

shortages and recurrent equipment breakdowns (Gray & Vawda, 2022). On the other hand, private 

hospitals provide technologically advanced services with better resources, but these services 

remain unaffordable for most low-income households (Blecher et al., 2023; Day et al., 2021). 

 

2.4.3 Summary of reviewed literature 

 

1. Similarities 

 

Research on theoretical frameworks together with empirical studies, demonstrates that South 

African healthcare operates with substantial differences between public and private healthcare 

services in terms of resources, service delivery and health outcomes. Multiple studies including 

Health Systems Theory (WHO, 2023), governance research by Evans et al. (2022) and Winchester 

& Kings (2018), demonstrate that governance, financing, human resources and service delivery 

work together to establish system efficiency but the historical underfunding of public healthcare 

systems has maintained disparities. The Health Equity Theory (Braveman, 2018) joins forces with 

economic perspectives (Arrow, 2021) to confirm that access is mainly influenced by income since 

private healthcare serves mostly those with higher financial means. Research evidence supports 

these theoretical frameworks through statistics showing that the private sector employs 70% of 

doctors but only serves less than half of the population (McIntyre et al., 2022), despite public 

facilities being undermanned and inadequately equipped (SAHRC, 2023; McKenna, 2023). 
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2. Differences 

 

The research studies recognize systemic inequality but focus on different aspects. The Health 

Systems Theory together with governance explains structural and institutional weaknesses, such 

as decentralization failures, weak accountability systems and poor intergovernmental coordination 

(Ataguba & McIntyre, 2023) as main causes of disparity. The Health Equity Theory promotes 

resource allocation based on needs, but economic models (Arrow, 2021) show how financial 

incentives combined with competition, enhance private sector efficiency while not safeguarding 

universal healthcare access. The social perspectives (Velloza et al., 2022; Mphasha et al., 2021 & 

Tsaka et al., 2023) focus on population groups to show how discrimination combined with gender 

disparities and barriers to disability access increase the public–private health service divide. The 

empirical data demonstrates that racial elements strongly affect health inequities since Black South 

Africans rely mainly on an overloaded public healthcare system (Blecher, Harris & Goudge, 2023; 

Day et al., 2021). 

3. Ambivalence 

 

The research demonstrates an ongoing debate about the ability to transform the dual healthcare 

system while the existing disparities show no signs of reduction. The economic framework 

indicates that strategic funding together with market competition could lead to improvements, yet 

empirical records demonstrate that these benefits mostly profit private sector operations, which 

lower-income families cannot access. Both the Health Systems Theory and Ataguba & McIntyre 

(2023) propose decentralization, workforce retention and accountability to bridge the gap, but 

underfunding combined with corruption and weak management systems make it uncertain whether 

such reforms are feasible (South African Health Review, 2023). The system remains inefficient 

and public-sector staff experience high burnout (Moyo & Madiba, 2023) alongside persistent 

equipment and medication shortages (Gray & Vawda, 2022), despite primary healthcare receiving 

increased investment from 1994 onward (Ncayiyana & Rispel, 2022; Scott, Schaay, Schneider & 

Sanders, 2021). The conflicting stance represents a larger dilemma where equity improvement 

initiatives operate alongside powerful financial, institutional and social frameworks that continue 

to create and sustain public-private healthcare disparities. 

South Africa’s public and private healthcare systems maintain substantial and enduring 

differences. The private sector delivers excellent medical services to a restricted group of wealthy 
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people, yet the public sector deals with overwhelming patient numbers that degrade both service 

quality and patient outcomes. Theoretical frameworks, such as the Health Systems Theory and the 

Dual Healthcare System Theory can assist in understanding the causes of these disparities. 

Empirical research highlights the critical need for systemic transformation, equitable resource 

distribution and strong governance systems to close the gap. 

The literature confirms that public-private healthcare disparities persist due to systemic 

inefficiencies, economic inequalities and resource misallocation. Public healthcare remains 

understaffed and underfunded while private healthcare offers better services but remains 

unaffordable for many. Policy reforms should address these disparities by improving public 

healthcare efficiency, equitable resource distribution and enhanced workforce management. 

Private healthcare is well-resourced, but its accessibility is limited to a small segment of the 

population. Public healthcare facilities, despite serving the majority, still suffer from resource 

shortages, poor infrastructure and an overburdened workforce. 

2.5 Objective 3: 

 

Determine how people’s social and economic situations shape the healthcare 

they receive 

 
2.5.1 Theoretical literature 

 

 

The definition of health extends beyond the absence of sickness because it encompasses physical 

health, mental health and social well-being (WHO, 2013). This wider view of health requires a 

paradigm which links personal health results to the social environment people reside. This 

relationship is supported by several well-established ideas, particularly when considering South 

Africa’s dual and unequal healthcare system. The Social Determinants of Health (SDH) paradigm 

states that birth, development, living and working conditions determine health outcomes (Marmot 

et al., 2024; WHO, 2024). The four components of socioeconomic status include housing, 

employment, education and income, which determine healthcare accessibility. The research by 

Wilkinson and Pickett (2023) shows that people with lower socioeconomic status experience 

worse health outcomes because they live in poor conditions, face financial difficulties and limited 
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access to healthcare. 

The Andersen Behavioural Model improves on the SDH framework by describing the criteria for 

healthcare access determination. This model helps explain how inequalities persist in South Africa 

across regions and demographic groups. Rural inhabitants, for example, frequently have greater 

health requirements but lack the means necessary to access services, such as transportation or 

neighbouring clinics (Nxumalo et al., 2024). Human Capital Theory introduces an additional 

perspective because it demonstrates how education improves health literacy and knowledge, which 

enables people to find and use healthcare services (Mackenbach et al., 2008).  

Improved use of health services and preventive care is positively correlated with higher educational 

attainment (Mutisya, Kabiru, & Izugbara, 2023; Global Burden of Disease Collaborative Network, 

2023). The Political Economy of Health method examines how economic policies and power 

structures at a macro level affect the health system (Harvey, 2021). Benatar et al. (2024) contend 

that persistent imbalances in healthcare access are caused by structural inequalities reflected in the 

public sector’s underfunding and the private sector’s dominance. The different theories work 

together to create a complete understanding of how systemic structures, geography, education and 

income influence healthcare service delivery and utilization in South Africa. 

2.5.2 Empirical findings 

 

Empirical research confirms the theoretical link between socioeconomic position and health 

access. South Africa has tried to reduce disparities since the end of apartheid, but these inequalities 

continue to exist. The nation has only 16% of its population using private healthcare services while 

the remaining population depends on the strained public healthcare system (Maseko, 2018). The 

two-tiered healthcare system of the nation is discussed in detail in this section. Groups with lower 

incomes are disproportionately impacted. Even when services are nominally free at the point of 

use, people frequently put off or avoid getting medical care because of the expense (Mulaudzi et 

al., 2016). Households that spend more than 30% of their income on healthcare expenses face 

severe financial challenges, according to McIntyre et al. (2023). Research findings demonstrate 

how race and geographic location interact with economic standing. The apartheid legacy continues 

to affect Black African and Coloured South Africans because they rely heavily on public services 

due to both apartheid-era spatial planning and economic marginalization (Day et al., 2021). The 
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COVID-19 pandemic revealed that Black African and Coloured urban residents strongly backed 

the National Health Insurance model because they lacked adequate healthcare and wanted 

fundamental changes to the system (Mampeule & Moshabela, 2021). 

Geographical differences are also important. Research shows that rural healthcare facilities have 

longer wait times, fewer medical personnel and older facilities than urban hospitals (Nxumalo et 

al., 2024). The cultural stigma surrounding certain illnesses, such as HIV/AIDS and TB, functions 

as a major barrier which prevents patients from obtaining appropriate medical treatment. Research 

indicates that individuals frequently put off getting treatment out of concern for social rejection 

(Kamila, Widyawati, Hasanbasri, 2024; UNAIDS, 2024). 

In South Africa, where over 30% of people are unemployed, many people cannot afford to travel 

or take time off work to access medical facilities (Mvikweni, 2024). The government created 

subsidies to lower healthcare costs, yet corruption, together with incompetence and poor 

administration, made these subsidies less effective (Academy of Science of South Africa, 2024). 

Statistics based on South African medical aid schemes, shows cover was for only 16% of the 

population, yet these members spend nearly half of all the national health overheads, which further 

demonstrates resource distribution inequality (Ataguba & McIntyre, 2018). 

 

2.5.3 Political Determinants of Health 

 

The Political Determinants of Health (PDH) framework emphasises that health outcomes and 

health inequalities are not accidental, but are a result of political decisions, governance structures, 

power relations, and policy choices that shape how resources are distributed within a society. 

Unlike social or economic determinants, which often describe conditions in which people live, 

PDH interrogates why those conditions exist in the first place and whose interests they serve. 

 

Political determinants of health function through institutional arrangements, governance systems, 

public policies, and laws that consistently favour some populations while marginalizing others, 

Dawes (2020). These factors have a direct impact on health through the planning, funding, and 

regulation of the health system, as well as an indirect impact through areas like welfare, 

employment, housing, and education. Therefore, rather than being the result of personal preference 

or isolated systemic flaws, chronic health disparities reflect political agendas and power 
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imbalances. 

 

Within dual-structured health systems, political factors are a major factor in determining uneven 

access to care. While low-income people are mostly dependent on inadequately funded public 

healthcare facilities, wealthy communities can receive first-rate private healthcare services in such 

systems. Political decisions on public spending, health funding schemes, private healthcare sector 

regulation, and the preference for profit-driven healthcare delivery over universal access all 

contribute to this division. Consequently, inequity is ingrained in the very framework of the health 

system. 

 

The structure of the healthcare system in South Africa has been greatly impacted by both historical 

and modern political activities. A healthcare system characterized by glaring differences between 

the public and commercial sectors has resulted from the legacy of apartheid and post-apartheid 

policy decisions (Mayosi & Benatar, 2014). Inequitable access to high-quality services has been 

sustained by ongoing underfunding of public healthcare and lax regulation of the private sector, 

despite constitutional commitments to the right to health. This highlights the importance of PDH 

in comprehending healthcare disparities. 

 

Therefore, the Political Determinants of Health framework offers a broad perspective that can be 

used to comprehend different theoretical stances, such the Dual Healthcare System Theory and 

Health Systems Theory. PDH places these processes within larger political and governance 

contexts, even if these theories explain how health systems work and how inequality appears. PDH 

enhances the study's theoretical underpinnings and permits a more thorough comprehension of 

healthcare disparities that goes beyond human or institutional determinants by emphasizing power, 

policy, and political decision (World Health Organization, 2014). 

 

2.5.4 Summary of reviewed literature 

 

1. Similarities 

Across theoretical and empirical studies, there is wide agreement that fitness encompasses 

physical, mental, and social well-being and is fashioned through the societal situations wherein 
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human beings live. The Social Determinants of Health (SDH) framework (Marmot et al., 2024; 

WHO, 2024) and Wilkinson & Pickett (2023) are united in the view that socioeconomic status, 

which includes housing, employment, schooling and earnings is an important determinant of 

healthcare and fitness outcomes. This is further enhanced by Andersen’s Behavioural Model 

(Nxumalo et al., 2024), which identifies predisposing, enabling and need-based factors. It 

emphasizes that low-income and rural populations frequently have more fitness desires but fewer 

resources. These opinions are supported by the Human Capital Theory (Mutisya et al., 2023; 

Global Burden of Disease Collaborative Network, 2023), which links improved education to 

increased fitness literacy and the adoption of preventative care so that individuals can make 

healthier choices. 

A common understanding that structural, economic and political institutions tolerate inequality 

through elements, for example, public underfunding and private sector dominance, is also 

supported by the Political Economy of Health approach (Benatar et al., 2024; Navarro, 2023). 

These theoretical insights continue to be supported by empirical data, which reveals that poor 

households frequently spend more than 30% of their income on healthcare (McIntyre et al., 2023), 

with only 16% of South Africans using private healthcare and the rest depending on overburdened 

public services (Van den Heever, 2024; McIntyre et al., 2023). 

2. Differences 

 

The studies differ in their focus and explanatory emphasis, although acknowledging inequality. 

The SDH framework and Wilkinson & Pickett (2023) centre on broad living conditions as the 

foundation for health outcomes, while Andersen’s model is more granular, categorising individual 

and contextual barriers. Human Capital Theory isolates education as a distinct driver of access and 

utilisation, contrasting with the Political Economy of Health, which focuses on structural economic 

policies and power relations as root causes of inequality. Empirical research elucidates various 

dimensions of disparity: certain studies underscore geographic disparities, noting that rural 

facilities face extended wait times, a scarcity of medical personnel and antiquated infrastructure 

(Nxumalo et al., 2024; SAMRC, 2024), while others emphasize socio-cultural impediments, 

including the stigma associated with HIV/AIDS. Economic analyses bring yet another dimension, 

focusing on unemployment and affordability as critical determinants (Mayosi & Benatar, 2024). 
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3. Ambivalence 

 

Persistent conflict between policy goals and lived reality is seen in the literature. Theoretical 

framework such as the Political Economy of Health, question whether gradual reforms can produce 

fair results since they see inequality as firmly ingrained in structural and economic systems. The 

Academy of Science of South Africa (2024) reports that although government subsidies were 

implemented to increase affordability, their efficacy has been weakened by inefficiency, poor 

administration and corruption. 

 

Similarly, although Human Capital Theory indicates that enhancing education may increase the 

use of healthcare, the real-world advantages of such interventions are constrained by high 

unemployment and geographic isolation. Additionally, there is an unsolved conflict between 

viewing stigma as a sign of larger social exclusion and structural injustice and portraying it as a 

cultural issue that can be addressed through awareness campaigns. When taken as a whole, these 

inconsistencies show a complicated policy environment where solutions frequently focus on 

obstacles but neglect to address the interconnected political, geographic and socioeconomic factors 

that perpetuate health disparities (see Figure 2.1). 
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Figure 2.1: Health and Development indicators in South African provinces 
 

 

 
Source: Stats SA, 2018: Mid-year Population Estimates, 2017 

2.6 Gaps in the literature on determinants of healthcare services in South 

Africa 

 
Over the past 20 years, South Africa’s healthcare access has remained a priority for researchers, 

policymakers and development experts. Despite a progressive constitution and ambitious reforms 

such as the proposed National Health Insurance (NHI) Bill, systemic gaps persist and are mostly 

determined by socioeconomic status, geographic location and the dual structure of the healthcare 

system. 

2.6.1 Similarities across the literature 

 

A substantial amount of research concurs that access to healthcare in South Africa depends on who 

can pay access and trust these services rather than just whether there are facilities or doctors. 

Research by McIntyre et al. (2022), Marmot (2020) and Coovadia et al. (2020) continuously 

highlights how historical and structural factors have contributed to the legacy of unequal service 

delivery. Despite being effective and well-resourced, the private healthcare sector is still only 
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available to only a small affluent portion of the population, around 16%, while the public system 

which provides treatment for the great majority, is overburdened by underfunding, a lack of staff 

and infrastructure deficiencies. 

 

According to Nxumalo et al. (2021), wealth, education, gender and geographic location are all 

major indicators of whether a person would receive timely, competent care. The Andersen 

Behavioural Model and the SDH framework are frequently used to investigate these variables, 

which are classified as predisposing, enabling and need factors that collectively influence 

healthcare consumption. 

 

2.6.2 Differences across literature 

 

There are variations in the extent, concentration and methodological depth of the literature, despite 

that most of it concentrates on broad subjects. For example, research on healthcare finance at the 

macro level by both Mills et al. (2012) and McIntyre (2007) demonstrates how public health 

systems in LMICs such as South Africa, find it difficult to raise sufficient funds due to high debt 

loads and growing populations. Researchers like Bosire et al. (2021) and Chitha (2024), on the 

other hand, record the real-life experiences of patients at underfunded public clinics by using 

qualitative research methods, such as interviews, to understand the real-life experiences of patients. 

These studies highlight issues like staff shortages, poor hygiene, medication unavailability and 

neglect from healthcare workers, which negatively impact the quality of care and a patient’s ability 

to manage their health. 

Additionally, while Arrow (2021) and several health economists argue that market-driven 

approaches boost efficiency in the private sector, both Braveman & Gruskin (2003) and Tsawe & 

Appunni (2020) voice concerns about exclusionary policies and the growing affordability gap. The 

ethical and policy dilemma of finding a balance between affordability, quality and equity in a 

healthcare system that is divided, according to economic status, is brought to light by this dispute. 

2.6.3 Recurring and salient themes across the literature 

 

1. Misallocated resources: Despite the public sector serving over 80% of the population, 

only 30% of doctors work in this sector. According to Mayosi (2014), the repercussions of 
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this difference include extended wait times, insufficient diagnostic capabilities and an 

increase in medical malpractice claims. 

2. Geographic inequity: Rural areas continue to experience significant disadvantages in 

comparison to metropolitan areas, which have a 1:600 doctor-to-patient ratio compared to 

the 1:5000 ratios in rural areas (SAHRC, 2022; Moyo et al., 2023). Insufficient or non- 

existent healthcare results from unequal geographical distribution of resources in rural and 

peri-urban areas. 

3. Up to 30% of a low-income household’s income might come from out-of-pocket medical 

costs. 

4. The local population in rural and peri-urban regions is undertreated or receives no care as 

resources are distributed unequally. 

5. Wealthier groups spend significantly less and usually receive medical assistance, and have 

private medical aid, according to (Stats SA, 2023 & McIntyre et al., 2021). 

6. Public-private divide: Research shows considerable variations in sectoral performance: 

the private sector is still out of reach for most people despite being commended for having 

shorter wait times and better treatment results; in the meantime, public hospitals, which are 

often overcrowded and underequipped, find it difficult to provide even the most basic of care 

(Goudge et al., 2023). 

7. Policy shortfalls: Although the NHI aims to increase fairness and equalize access issues 

with funding, governance and implementation still exist, as not many studies have 

monitored NHI pilot programs or evaluated their effects across provinces or income levels 

(DoH, 2023). 

 

2.6.4 What the existing literature misses and what this study will address 

 

1. There is limited use of multi-level statistical models that incorporate both individual- and 

province-level variables; studies tend to focus on either urban or rural access but rarely 

compare these consistently across multiple regions. 

2. The role of enabling factors like insurance coverage, transport availability, waiting time 

and employment status has not been examined in depth across multiple datasets. 
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2.6.5 This study will address these gaps 

 

 

Using nationally representative datasets, such as (e.g., NIDS, DHS and GHS) to find statistically 

significant predictors of accessing and evaluating the impact of public-private sector disparities on 

patient outcomes.8  

 

1. Geographic gaps 

 

Most of the healthcare research is focused on metropolitan provinces, such as the Western Cape and 

Gauteng. The representation of rural provinces, such as the Northern Cape, Eastern Cape and 

Limpopo, is still lacking, despite their expanding populations and intricate access issues. Moreover, 

informal and peri-urban settlements receive little analytical attention. There are also few 

comparisons of public-private healthcare discrepancies at the provincial level. 

1. Demographic gaps 

 

There are inadequate studies on the effects of poverty, gender and disability on the access and 

affordability of healthcare. National surveys and policy evaluations fail to represent migratory 

communities, youth without jobs and informal workers adequately. The current focus on service 

quality does not address intersectionality, which studies how service quality deteriorates when 

combining factors, such as age and gender with ethnicity and disability. 

 

2. Data/method gaps 

 

There is an excessive dependence on cross-sectional data, which fails to account for variations in 

service costs or availability over time. There are inadequate real-time monitoring methods and 

longitudinal research to evaluate healthcare availability in rural areas. This is due to limited use of 

geographic data to identify transportation gaps, inadequate service availability and inadequate use 

of real-time hospital-level data to track results and service quality. 

 

 

 
8 Survey data includes General Household Surveys (GHS) data, Demographic and Health Surveys (DHS) data and 

National Income Dynamics Study (NIDS) data. 
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There is an unsatisfactory comparison between hospital types in both sectors, e.g., district vs 

tertiary. Lastly, there are limited evaluations of the NHI impact on health quality or specific 

subsidies for disadvantaged groups. 

 

3. Policy gaps 

 

Poor execution of decentralisation strategies for rural service delivery can hinder and lead to a 

failure to transfer authority successfully, thereby delaying the ability of local entities to make 

decisions and provide services efficiently. There is an absence of community-based affordability 

solutions, transportation subsidies, and minimal funding for healthcare infrastructure that is 

inclusive of people with disabilities. In addition, ineffective communication between local service 

delivery systems and national health policy is a serious issue in various health systems (Winchester 

& Kings, 2018). Public hospitals often lack adequate control and accountability for infrastructure 

upkeep and financial allocation. One factor contributing to issues with affordability is the absence 

of strong regulatory frameworks for private sector pricing. Lastly, there is an inadequate 

assessment of NHI pilot programs’ ability to lessen sectoral disparities in public healthcare 

governance, and a lack of accountability and execution of policies (Benatar et al., 2024). Social 

determinants of health are seldom integrated into provincial and national planning, leading to a 

lack of focused measures to lessen cultural stigma, especially in the treatment of HIV/AIDS. 

 

2.7 Conclusion 

 
In conclusion, the body of current literature presents an intriguing but unfinished picture. 

Inequality in South African healthcare is influenced by location, income and the public-private 

system gap. To further understand the interaction of these variables, which groups are most 

vulnerable, and how policies like the NHI can better reflect realities on the ground, a 

comprehensive quantitative examination is still needed. All South Africans will benefit from a 

more effective and fair health system – thanks to the crucial knowledge this study is poised to offer. 
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CHAPTER 3 

FRAMEWORK FOR UNDERSTANDING DETERMINANTS OF 

HEALTHCARE SERVICES UTILISATION IN SOUTH AFRICA 

 
3.1 Introduction 

 
The theoretical framework establishes a systematic approach to study how socioeconomic and 

demographic elements affect healthcare utilization and accessibility in South Africa. The research 

paradigm enables the identification of fundamental reasons why many people continue to face 

barriers to quality healthcare despite major public spending and health reform initiatives, including 

national health insurance. This framework supports the methods and reasoning behind the study’s 

design, directing the variables chosen, the interpretation of the results, and the creation of 

suggestions pertinent to policy. 

This research expands upon Andersen’s paradigm by analysing South Africa’s healthcare use 

trends in a disaggregated, demographic-focused manner. This study intends to investigate the 

disparities in healthcare experiences among demographic subgroups categorized by income, 

gender, geography and education, in contrast to other research that has mostly aggregated 

healthcare utilization at the national level. This disaggregated method not only improves the 

theoretical implementation of Andersen’s model but also offers useful advice on how to focus 

more fairly on public health initiatives. 

3.2 Selected Theory: 

 

The Andersen Behavioural Model of health services use 

 
Andersen Behavioural Model is one of the most often used frameworks in healthcare research, 

which was first created by Ronald Andersen in the 1960s and has since undergone updates. Hence, 

it is one of the more important models for comprehending the factors influencing healthcare access 

and utilization. Studies that look at healthcare access in both developed and 

developing contexts, such as South Africa and the larger Sub-Saharan African region, have found 
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the model particularly helpful (Tessema et al., 2022). 

Research shows that people with higher education levels tend to seek preventive healthcare because 

they have better knowledge about health issues (Mash, van den Heever & Blignaut, 2019). Gender 

remains a major determinant of healthcare access in South Africa, particularly for rural women who 

face financial, cultural and social barriers when accessing maternal and reproductive health 

services (Govender & Penn-Kekana, 2021). Healthcare services can only be maintained through 

enabling resources, which are both logistical and financial. These include household income, 

health insurance, the amount of distance to healthcare facilities and transportation accessibility in 

the area. Infrastructure gaps between urban and rural areas have a substantial impact on service 

accessibility, according to Stats SA (2023). Geographic location remains a significant barrier to 

health access, with rural people facing disproportionately low healthcare utilisation due to travel 

distances and limited access to service delivery. 

Both assessed and perceived health needs are referred to as need factors because of symptoms or 

long-term diseases people may believe they require care, but actual use also depends on whether 

medical professionals assess the necessity for treatment because of structural hurdles and mistrust 

of public services. However, research has shown that marginalized populations frequently 

underutilize care even when their needs are significant (Rispel et al., 2018). 

A recent application of Andersen’s model by Solanke, Adepoju & Olalekan (2020) emphasized its 

value in analysing maternal healthcare use in rural South Africa. Their findings revealed that 

enabling resources, such as household wealth and availability of transport had the strongest 

influence on whether women sought antenatal care. Meanwhile, predisposing factors, such as 

marital status and age shaped attitudes toward traditional versus biomedical healthcare options. 

Moreover, the model has been used to question inequities in mental healthcare access, particularly 

among youth in informal settlements, where education level and stigma significantly limit health- 

seeking behaviours (Jacob, 2021). Akokuwebe et al. (2023) applied the model in one of them 

studies to examine healthcare utilization in Gauteng Province found that income and employment 

status were significant predictors of access, while racialized histories of exclusion continued to act 

as structural barriers. 

The research findings demonstrate that Andersen’s model remains a strong theoretical framework 
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for studying healthcare utilization disparities. The current adaptations of Andersen’s model expand 

its focus to include structural and contextual elements, such as policy environments and health 

system governance, which move past the individual-level perspective of previous versions. In 

summary, this means: 

 

1. Predisposing factors: Are basic demographic characteristics, social structure and beliefs 

about health and healthcare. For example, a person’s age, gender and education level can 

influence how likely they are to seek care. 

2. Enabling factors: Resources or circumstances that either allow or hinder access to care. 

This includes household income, employment status, geographic location and availability 

of healthcare facilities. 

3. Need factors: The Individual’s actual or perceived health condition. People with chronic 

illnesses or serious symptoms are more likely to seek care, but whether they can access it 

depends on the enabling factors. 

 

What makes this model useful in the South African context is that it does not just focus on health 

needs alone; it also recognizes the importance of social and structural conditions that either enable 

or block access to care. 

 

This study adopts Andersen’s Behavioural Model of Health Service Utilisation as its guiding 

conceptual framework. The model was selected because it is specifically designed to explain 

patterns of healthcare access and utilisation, which is the central outcome of this study. Andersen’s 

model conceptualises healthcare utilisation as a function of predisposing factors (e.g. age, sex), 

enabling factors (e.g. income, medical aid, place of residence), and need factors, making it 

particularly suitable for analysing inequalities in healthcare access using nationally representative 

survey data such as SABSSM V. 

 

The choice of Andersen’s model is further supported by empirical evidence. Studies by Tessema 

(2022) and Solanke, Adepoju and Olalekan (2020) found the model particularly useful because it 

allows for the simultaneous examination of demographic, socio-economic, and contextual 

determinants of healthcare utilisation, while remaining empirically operationalizable in large 

population-based datasets. These authors adapted the model to low- and middle-income country 
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contexts by emphasising enabling factors such as wealth, education, and geographic access, which 

are especially relevant in settings characterised by structural inequality, such as South Africa. 

While other theoretical frameworks were considered, they were not adopted for the following 

reasons. 

 

The Socio-Ecological Model (SEM) provides a broad framework for understanding health 

outcomes across multiple levels, including individual, household, community, and policy 

environments. Although SEM is valuable for capturing the complexity of health determinants, it 

is less directly suited to modelling healthcare utilisation as a measurable outcome, as it does not 

specify clear pathways linking determinants to service use. Moreover, SEM is more descriptive 

than analytical and is less easily operationalised within regression-based quantitative analyses 

using secondary survey data. 

 

The Health Belief Model (HBM) focuses on individual perceptions, such as perceived 

susceptibility, severity, benefits, and barriers to care. While useful for explaining health-seeking 

behaviour at the individual psychological level, HBM places limited emphasis on structural and 

socio-economic constraints, such as poverty, geographic access, and health system organisation. 

Given South Africa’s highly unequal healthcare system, a model that foregrounds enabling 

resources and structural access was deemed more appropriate than one centred primarily on 

individual beliefs. 

 

The Levesque et al. (2013) Conceptual Framework of Access to Healthcare was also considered, 

as it offers a comprehensive understanding of access through dimensions such as approachability, 

availability, affordability, and acceptability. However, this framework is primarily service-

oriented and qualitative in nature and is less readily adaptable to quantitative modelling using 

existing survey variables. While it provides valuable insight into health system responsiveness, it 

is less suitable for large-scale statistical analysis of utilisation patterns across population 

subgroups. 

 

In summary, Andersen’s Behavioural Model was selected because it provides the best conceptual 

and empirical fit for the objectives of this study. It allows for rigorous quantitative analysis of 
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healthcare utilisation, aligns closely with the variables available in SABSSM V, has been 

successfully applied in comparable low- and middle-income country contexts, and directly 

addresses the study’s focus on demographic and socio-economic inequalities in healthcare access 

 

 

3.3 Linking the theory to the South African context 

South Africa is one of the countries with a unique healthcare landscape. It operates a dual system 

where a small proportion of the population uses highly resourced private healthcare services, while 

the vast majority depend on an overstretched and often underfunded public system. The Andersen 

Model provides a systematic framework to analyse which populations face exclusion from 

healthcare services and the underlying reasons for this exclusion that extend beyond health 

considerations to economic and social inequalities. 

 

3.4 Key constructs and variables 

To translate the model into measurable research variables, the following Table 3.1 maps theoretical 

constructs to practical indicators used in the study. These variables will be examined using a 

combination of statistical tools to understand both the patterns and the lived experiences behind 

healthcare access. 

 
Table 3.1: Theoretical construction of measurable variables 

Construct Proxy Variables 

Predisposing 

Factors 

Age, Gender, Education level, Marital status 

Enabling Factors Household income, Urban/Rural residence, 

Employment 

Need Factors Self-reported illness, Chronic health conditions 

 
Source: Author's own computation 
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Figure 3.1: Illustration of the application to Anderson’s Theoretical Framework 

 

 

 
Source: Author's own computation 

 

The diagram in Figure 3.1 displays the interconnected nature of these three variables which affect 

healthcare access as an indicator of overall health results. The unequal South African healthcare 

system reveals that health outcomes depend on whether these factors are strong or weak. 

 

3.5 Assumptions of the framework 

The research bases its analysis on essential assumptions derived from Andersen’s Model that suit 

South African conditions. The model shows that people cannot automatically use health services 

because illness alone does not guarantee access to healthcare, since both enabling resources and 

predisposing characteristics play a role. People need more than physical accessibility to healthcare, 

as financial capability, informational support and cultural adaptability also matter. For that reason, 

social determinants of health influence health needs through their interaction with income, 
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education and geographical location to determine utilization patterns. 

 

3.6 Extending the model 

The study expands the traditional Andersen Model by incorporating policy-level variables that 

reflect healthcare reforms, such as the National Health Insurance (NHI) Bill as structural factors 

that impact both enabling conditions and total access. The cultural and institutional elements, 

which include public institution distrust, past discrimination experiences, and community stigma, 

should receive equal consideration as traditional variables do. The modified framework allows 

researchers to study how health-seeking patterns are influenced by both personal conduct and the 

larger systems affecting these behaviours. 

 

3.7 Application to the study 

The framework directs the research question development process and variable selection for this 

investigation. The model supports statistical analysis to study how South African population 

demographics, along with social and institutional factors, combine to affect healthcare access. 

Through this framework, researchers can logically study differences between public and private 

healthcare services and determine how NHI policies affect existing disparities. This model enables 

researchers to study how predisposing elements, together with enabling resources support or block 

healthcare use despite existing health requirements. The framework enables researchers to study 

how health inequalities accumulate based on social class, geographic area and gender, and supports 

the development of targeted health interventions and equity-based policy changes. 

 

The Andersen Behavioural Model serves both as a theoretical foundation and a structural basis for 

this study. Research objectives were formed using this model to evaluate how enabling resources 

vary between different geographic areas. The development of research questions (e.g., how do 

income and education affect healthcare utilization in rural communities?). The selection of 

variables and the design of data collection instruments (e.g., survey questions and interview 

protocols). The study examines healthcare access through this model by assessing the relationship 

between need and capability and context. This framework enabled researchers to move past basic 

observations to generate useful information that supports healthcare policy development and 
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system transformation efforts. 

 

3.8 Linking the framework to research objectives and questions 

The Andersen Behavioural Model establishes a strong structure to study healthcare access by 

dividing essential determinants into predisposing elements and enabling resources and need 

factors. The research model directly supports this study because it investigates how demographic 

and structural variables influence healthcare access within South Africa’s context of high 

inequality. The framework enables this study to reveal hidden patterns of healthcare inequality 

because it includes both individual-level and environmental factors. 

 

3.9 Alignment with research objectives 

1. The Andersen Model helps researchers understand how socioeconomic dynamics impact South 

African healthcare services through its “enabling factors”, which include income and employment 

status along with health insurance coverage, to analyse how economic position affects healthcare 

access, service use and quality of care. The model assesses healthcare accessibility for South 

Africa’s various socioeconomic and geographic segments to determine service availability and 

affordability. Furthermore, the model assesses healthcare availability and financial access through 

geographic location differences between urban and rural areas which primarily affects 

disadvantaged populations. 

 

2. The model enables the assessment of service quality differences as well as resource allocation 

and patient outcome variations between the public and private healthcare systems. Additionally, 

the model allows sector comparisons through its evaluation of how different enabling resources 

like insurance and proximity to facilities affect both patient satisfaction and service utilization. 

 

3.10 Research questions informed by the framework 

1. The relationship between income levels, employment status, educational attainment and 

healthcare service accessibility needs evaluation. 

 

2. The extent to which geographic location and affordability influence healthcare access among 

different socioeconomic groups requires investigation. 
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3. The study analyses public and private healthcare service accessibility for different population 

groups, along with the underlying factors that produce these variations. 

 

 

3.11 Conclusion 

 
The research design combines a proven model with modifications that suit South African 

healthcare conditions featuring dual healthcare delivery, economic disparities and geographic 

healthcare service variations. The research maintains an analytical structure through this 

framework while staying grounded in empirical data and addressing current policy reforms like 

the National Health Insurance (NHI). The research utilizes the Andersen Behavioural Model and 

the Social Determinants of Health framework to determine the factors affecting healthcare access 

among South Africa’s diverse population. 
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CHAPTER 4 

METHODOLOGY AND RESEARCH STRATEGY 

4.1 Introduction 

 
This chapter outlines the methodological framework for analysing the South African Behavioural, 

Social, and Structural Factors Survey on HIV/AIDS (SABSSM V), a secondary dataset, to assess 

healthcare service access, availability, affordability, disparities and socioeconomic influences. 

Given the large-scale, representative nature of the SABSSM V data, quantitative techniques will 

be employed to derive empirical insights into healthcare service distribution across socioeconomic 

and geographic strata, disparities in quality between public and private sectors, and the socio- 

economic determinants of healthcare access. The 2017 HIV and Health Survey is the fifth in a 

series of cross-sectional surveys conducted every five years by the Human Sciences Research 

Council (HSRC), in partnership with other institutions. 

The SABSSM V data was collected by conducting a nationally representative population-based 

household survey (Simbayi et al., 2019). In a nutshell, Statistics South Africa released a national 

master sampling frame comprising 86000 small area layers (SALs) in 2001 and updated it in 2011. 

This chapter is structured as follows: 

 

4.2 Research Design 

 

4.3 The step-by-step sampling procedure is listed below 

 

4.4 Study Type 

 

4.5 Population Size 
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4.6 Questionnaires 

 

4.7 Data Processing and Cleaning 

 

4.8 Descriptive Variables 

 

4.9 Summary of Data Source and Variables 

4.10 Analytical Techniques for Research Objectives 

 

4.11 Ethical Considerations 

 

4.12 Limitations and Mitigation Strategies 

 

4.2 Research design 

 
This study adopts a quantitative, cross-sectional research design utilising secondary data from 

SABSSM V. The survey-based design allows for analysing healthcare service availability, 

affordability and disparities across diverse socioeconomic and geographic contexts. The design 

involves descriptive statistics, inferential statistical techniques and multivariate modelling to 

identify associations, and predictors of healthcare service disparities. 

A multi-stage stratified random cluster sampling strategy was used to carry out a cross-sectional, 

population-based household survey. The study’s design and methodology were based on those 

employed and approved in the HSRC’s four prior surveys, which were carried out in 2002, 2005, 

2008 and 2012. The techniques included tying unidentified testing to voluntary informed consent. 

All household members in South Africa’s homes, hostels and informal settlements, regardless of 

age, participated in the study. As in other studies in the series, residents of hospitals, nursing 

homes, educational institutions and uniformed service quarters were excluded from the sample. 

The text box below is a list of the steps in the sampling process (see Table 4.1). 

4.3 The step-by-step sampling procedure is listed below: 

 
Table 4.1: Sampling procedure 
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Source: SABSSM V Report, 2019 

 

Small area layers were taken from the master sample using stratified, disproportionate sampling as 

the main sampling unit. The allocation of SALs followed a pattern like that of the 2012 survey and 

was stratified by province and locality type. A MOS for the sampling of SALs was the quantity of 

VPs. A VP is a physical location, such as a house, shack, vacant lot, hotel, dorm room, store, or 

apartment building, where a household or a collection of households is located. The stratification 

of location type into four categories: urban formal, urban informal (or informal and squatter 

colonies), rural informal (tribal) and rural formal (agricultural areas) was used in the four prior 

surveys. Only three locale types, urban formal, rural informal (tribal area) and rural formal (farms) 

4. The 2011 estimate of visiting points (VPs): also known as the measure of size (MOS), was 

used to sample 1000 SALs. 

5. Sample distribution: SALs were disproportionately distributed by province, racial group and 

geographic category (geotype or locality type). 

6. Specific strata: Three geotypes or locale types and nine provinces were present (n=9). 

 

7. Establish reporting domains: There were n=3 geotypes or locale types, n=4 age groups, n=4 

sexes, and n=4 racial categories. 

8. Define secondary sampling units (SSUs): Each of the chosen 1000 SALs had 15 VPs carefully 

sampled from them. 

9. All people residing in a home: These people were invited to participate in the survey, which is 

known as the ultimate sampling unit (USU). 

1. Specify the target demographic for all South Africans. 

 

2. Specify the sampling frame: The 2015 National Population Sample of 84907 small area layers 

(SALs) developed by Statistics South Africa (Stats SA, 2018) was used from this sampling frame. 

The survey drew 1000 SALs. 

3. Describe primary sampling units (PSUs): A sample of 1000 SALs was taken from the 2015 

SAL database. 
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were utilized in the current survey. Access to electricity and potable water, which were once used 

to categorize geolocation, became widely available and could no longer be utilized solely to 

establish geolocation, along with population density. To reach the desired sample size, 

oversampling was done in localities with primarily Indian, Coloured or White residents, as well as 

in the sparsely populated Northern Cape Province.9 

 

 

 

 
9 This intentional sampling process, designed to incorporate more (typically low-prevalence) members of a certain 

community into a sample, is called oversampling (Vaughan, 2017). 

The selection probabilities, of which the inverses are the corresponding base sampling weights of 

the SALs, were contained in the data file of drawn SALs. A systematic random sample of 15 VPs 

was taken from each sampled SAL, and each SAL’s VPs were given the same base weight. To 

determine individual sample weights, data on the demographics and HIV testing results of each 

household member in the responding SALs was collected. They were further modified to account 

for non-response to the survey and HIV testing. The final stage involved integrating data at the 

individual level and calculating the final sampling weight for each data record. The final weights 

for everyone were compared to mid-year population estimates for 2017 by age, race, sex and 

province (Stats SA, 2017). 

Through benchmarking, it was made sure that the sample estimates could be applied to the various 

populations of South Africa, according to the mid-year population estimates for 2017. The 

benchmarking procedure was carried out in two parts. Benchmarking the 1000-SAL sample for 

the traditional HIV prevalence survey against the mid-year projections for 2017 was the first stage. 

The process resulted in a final sample that included sex, age, population groups, locale type and 

province, which was then representative of the population in South Africa. 

4.4 Study type 

 
The fifth South African National Prevalence, Incidence, Behaviour and Communication Survey 

(SABSSM V) was conducted in 2017, and it is the one survey that supports Goal 8 of the National 

Strategic Plan (NSP) (2017-2022), which is to strengthen strategic information to advance the 

achievement of the NSP goals. The data for this study is openly available on the Human Sciences 

Research Council institutional repository and available at 
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https://repository.hsrc.ac.za/handle/20.500.11910/15468, Archive number: SABSSM 2017 

Combined, URI: http://doi.org/10.14749/1585345902. The data was exported from STATA 

version 18 software to IBM Statistical Package for the Social Sciences (SPSS) software, and then 

back to the STATA software, for all the analysis that took place. This was because it was easy to 

clean the data using SPSS and the reason for exporting back to STATA was because it is the only 

statistical package with integrated versioning. 

 

 

4.5 Population size 

 
The 2017 nationally representative population-based HIV household survey with (61997) 

participants used a multi-stage stratified random cluster sampling design and this has been 

described in detail in the SABSSAM report by Simbayi et al. (2019). Basically, a total of 1000 

small area layers (SALs) were drawn from a national master sampling frame of 86000 SALs which 

was released by Statistics South Africa in 2001, and then it was updated in 2011. The selection of 

SALs was stratified by province, locality type (urban areas, rural informal areas and rural formal 

areas), population groups and sex. A systematic probability sample of 15 visiting points/household 

was drawn from each of the 1000 SAL yielding a total of 15000 visiting points/household targeted 

for the survey. 

Survey data was collected using a household questionnaire and three age-appropriate 

questionnaires, which were administered to consenting individuals. For those younger than 18 

years of age, consent was given by parents/guardians and assent by the participant. The interview 

instruments solicited information on socio-demographic characteristics, including orphanhood 

status, sexual behaviours, HIV knowledge and risk perceptions, and health-related factors 

including HIV testing. The questionnaires were fieldworker administered and electronically 

captured using electronic tablets. Fieldworkers also collected dried blood spot samples from 

participants using a finger prick for HIV biomarker testing (HIV antibodies, exposure to ARVs, 

and Lag testing for incidence estimation). 

4.6 Questionnaires 
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As in previous surveys, the following four questionnaires were used in the 2017 survey, but this 

study only focused on the following two: 

• Household questionnaire (also known as a visiting-point questionnaire) 

 

• Individual questionnaire for people aged 15 years and older 

 

4.6.1 Household questionnaire 

 

This questionnaire was aimed at identifying household members from visitors (2010, 2011 & 

2015). Information, such as age, gender, education level and parent–child relationship was also 

collected during the survey. In addition, information related to the above was extended to children 

in the household under the age of eighteen years and focused on the survival status of parents. In 

particular, the data obtained from age and gender will be used as parameters to categorize women 

and men who would qualify for an individual interview. Furthermore, the household questionnaire 

collected information on characteristics of the household’s dwellings unit, such as the source of 

water, ownership of different durable goods and use of mosquito nets (to access the coverage of 

malaria prevention programmes). The household questionnaire characteristics include household 

composition, housing condition, ownership of goods and education of survey respondents. 

4.6.2 Individual questionnaire for people aged 15 years and older 

 

The focus of the questionnaire was sexual health and behaviour. New modules were added to the 

previous survey to gather data about tuberculosis (TB), exposure to various HIV communication 

campaigns and intimate partner violence (IPV). The IPV module was administered to only one 

eligible randomly selected respondent per household, who was aged fifteen years and older. The 

respondents who were below the age of 18 years, consent was given by parents or care givers for 

their participation. 

4.7 Data processing and cleaning 

 
Data were electronically recorded in the field in 2017 using tablets running the digital data- 

capturing program CSPro. The data-entering process was effectively eliminated by downloading 

the obtained data straightaway onto a computer for data entry. The general packet radio service 

(GPRS), Wi-Fi, 3G, or USB cable were all utilized to provide a synchronous data transfer from 
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each tablet to the XForms-compatible server, used to transport data between computers and tablets. 

Data cleansing was automatically minimized when questionnaires were developed utilizing 

navigation logic and entry limitations. Based on their responses to earlier questions and 

questionnaire parts, this method customized the questionnaire specifically for each person. The 

ability to verify individual parts for time-to-complete, which was automatically stamped into each 

portion of the pertinent questionnaire, improved quality control. Daily validation and analysis of 

the sample were made possible by the daily uploading of data. 

To create a file of integrated questionnaires from each SAL, a group of sixteen data checkers 

downloaded each file from the server and concatenated it with other files containing similar 

questionnaires. One of the four data managers, who was tasked with compiling the files from each 

type of questionnaire, received this big file. It was a continuous procedure that resulted in a 

thorough file for the VP questionnaire, the parent/guardian questionnaire, the child questionnaire 

and the youth/adult questionnaire. 

4.8 Description of variables 

 
4.8.1 Dependent variable 

 

According to Leatham (2012), the variable being tested and quantified in an experiment is called 

the dependent variable since it is “dependent” on the independent variable. The dependent variable 

of this study is the utilization of healthcare services, measured by respondents’ reported use of 

health facilities. The dependent variable for this study is healthcare service utilisation, which was 

coded as “where do you usually obtain healthcare services” in the SBSSAM V dataset and in the 

survey questionnaire. Healthcare service utilisation was further classified by type of facility used 

and modelled as a multinomial outcome, distinguishing between public and private healthcare 

facilities. 

4.8.2 Independent variable 

 

The variable that the experimenter modifies or manipulates is known as the independent variable 

and is believed to have a direct impact on the dependent variable (Leatham, 2012). The 

independent variables will be further elaborated in the following results chapter. 
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4.9 Summary of data source and variables 

 
4.9.1 Data source and variables 

 

The SABSSM V dataset provides comprehensive demographic, economic, and healthcare 

utilization data across South Africa, making it ideal for analysing disparities in healthcare service 

access. 

• Population: South African households 

 

• Sample size: Nationally representative 

 

• Key variables: Healthcare access, affordability, quality, and socioeconomic indicators 

4.9.2 Primary Outcome Variables and Measures 

 

This section outlines the primary outcome variables of the study, namely healthcare access and 

utilization, affordability of healthcare, and perceived quality of care, as well as the measures used 

to assess them. 

 

Table 1.2: Variable names and measures 

 

Category Variable name Measurement 

Healthcare Access & 

Utilization 

Healthcare Facility type (Public/Private) Binary/Categorical 

Affordability Out-of-pocket expenditure, medical aid status, and 

household income 

Continuous 

Quality of Care Access to Healthcare Services Categorical/Continuous 

Socioeconomic Indicators Employment status, Education level, Wealth index, 

Urban/Rural 

Categorical/Continuous 

Demographic Controls Age, Gender, Race Categorical 

Source: Author’s own computation 

 

Other independent variables used in the analysis are province of residence, marital status, 

disability status, HIV status (this variable is included because the SABSSAM V data sets are 
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used to assess the prevalence, incidence, behaviours, and communication related to HIV/AIDS), 

and health status. 

4.10 Data cleaning and preparation 

 
4.10.1 Data cleaning process 

The SABSSM survey datasets are open access and can be requested through the HSRC website. This 

dataset is thoroughly examined to help understand the patterns and characteristics of the variables 

necessary for developing an HIV testing predictive model. For the analysis, Stata (Version 18) will 

be used; the data will then be cleaned and processed to handle missing values and identify appropriate 

dependent and independent variables. The following will be used for the above-mentioned process: 

 

• Missing Data Handling: The dataset’s missing data were handled using Multiple 

Imputation (MI) to reduce bias and maintain statistical power. MI was performed on key 

independent and control variables with missing values, such as wealth index, level of 

education, employment status, medical aid coverage, and self-reported health status, while 

outcome variables were excluded from imputation. The imputation process was carried out 

in Stata (version 24) using Multiple Imputation by Chained Equations (MICE). This 

approach is suitable for datasets with both categorical and continuous variables. Regression 

models suitable for each type of variable were applied using the fully conditional 

specification algorithm approach known as Multiple Imputation by Chained Equations 

(MICE). A total of 11 imputed datasets under the assumption that data were Missing at 

Random (MAR). 

• Outlier Detection: Extreme values in healthcare expenditure and household income variables were 

identified using descriptive statistics and distributional checks.  

 

• Variable Recoding: Selected categorical variables were recoded and harmonized to ensure statistical 

consistency and analytical relevance, including the consolidation of response categories and the 

alignment of variable coding with model requirements. This was for the reclassification of categorical 

variables for statistical consistency. 
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4.10.2 Weighting and sampling adjustments 

 

• Survey Weights: Adjusted for unequal probability of selection to ensure national 

representativeness. 

• Stratification & Clustering: Controlled for regional healthcare disparities using complex 

survey design methods (e.g., Taylor series linearization). 

4.11 Analytical techniques for research objectives 

 
4.11.1 Objective 1: 

Examine how people from different socioeconomic backgrounds in South Africa access 

and afford the healthcare they need 

 

Descriptive statistics: 

 

• Frequency & Percentages: Proportion of population utilizing public vs. private 

healthcare. 

4.11.2 Objective 2: 

Assess the differences in care, resources and experiences between public and private 

healthcare 

 

 

Chi-Square Test for Service Disparities: 

 

• Cross-tabulation of facility type and independent variables. 

 

• Pearson’s Chi-Square Test: Testing associations between the healthcare sector and 

patient-reported use of service, and services offered. 

4.11.3 Objective 3: 

Determine how people’s social and economic situations shape the healthcare they 

receive 

 

Logistic regression analysis – Regression for Predicting Healthcare Quality 

 

• Dependent variable: choice of healthcare facility (Private vs. Public). 

 

• Independent variables: age, facility type, province, income, wealth-index, level of 
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education, medical aid, HIV status. 

 

Three statistical techniques, namely the univariate, bivariate, and multivariate methods, were used 

to address the research’s goals and objectives. The univariate, bivariate and multivariate were used 

to analyse the data, by making use of STATA software version 19. The univariate is defined as the 

simplest type of data analysis, Uni means “one”; thus, your data only has one variable. Unlike 

regression, it does not deal with causes or relationships; rather, it finds patterns in the data by 

taking the data, summarizing it and describing it (Everritt, 2010). Bivariate analysis is the study of 

data with two variables. It is one of the basic types of statistical analysis and is used to determine 

whether two sets of values are related. Typically, it includes X and Y as variables (Klein, 2013). 

Analysis is used to see the relationship between healthcare services, demographic factors and 

socioeconomic factors. Chi-square, also known as χ² test (give an equation for this test), was used 

by the bivariate through cross-tabulation to determine if there is a significant relationship between 

two nominal (categorical) variables, which are the dependent and the independent variables. The 

frequency of each category for one nominal variable (dependent) is compared across the categories 

of the secondary nominal variable (independent). This test compares the observed and expected 

frequencies in a study. Observed frequencies are actual observations or frequencies. Expected 

frequencies are “frequencies we would have expected if there was no systematic relationship 

between variables” (Pretorious et al., 2021).  

The significance level of 5% will be used. If the Chi-square’s p-value is less than 0.05, the null 

hypothesis will be rejected. If the Chi-square’s p- value is greater than 0.05, the null hypothesis 

will be accepted. Cramer’s V test measures the strength of the relationship between the variables. 

Cramér’s V varies from 0 (corresponding to no association between the variables) to 1 (complete 

association) and can reach 1 only when each variable is completely determined by the other. It may 

be viewed as the association between two variables as a percentage of their maximum possible 

variation. 

Lastly, Binary logistic regression was employed to analyse healthcare service utilisation, where 

the dependent variable was binary, indicating whether respondents reported using healthcare 

services (1 = yes, 0 = no). This model estimated the probability of healthcare utilisation as a 

function of demographic, socio-economic, and geographic predictors, including age, sex, place of 
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residence, education, employment status, household wealth quintile, and medical aid coverage. 

To further examine differences in type of healthcare facility utilised, multinomial logistic 

regression was applied. In this model, the dependent variable comprised more than two unordered 

categories, distinguishing between different facility types (e.g., public clinic, public hospital, 

private facility), with one category specified as the reference group. Multinomial logistic 

regression was appropriate as the outcome categories have no inherent ordering. 

Ordinal logistic regression was not applied in this study, as the healthcare outcomes analysed were 

either binary or nominal rather than ordered categorical variables. 

 

 

 

The multiple binary logistic regression model is the following: 

 

The probability that the outcome variable 𝑌 = 1, given a vector of predictors 𝑋, is modelled using a binary logistic 

regression as follows: 

𝜋(𝑋) = 𝑃(𝑌 = 1 ∣ 𝑋) =
exp⁡(𝛽0 + 𝛽1𝑋1 + 𝛽2𝑋2 +⋯+ 𝛽𝑘𝑋𝑘)

1 + exp⁡(𝛽0 + 𝛽1𝑋1 + 𝛽2𝑋2 +⋯+ 𝛽𝑘𝑋𝑘)
 

 

This can be expressed more compactly in matrix notation as: 

𝜋(𝑋) =
exp⁡(𝑋𝛽)

1 + exp⁡(𝑋𝛽)
 

 

or equivalently: 

𝜋(𝑋) =
1

1 + exp⁡(−𝑋𝛽)
 

 

Where: 

• 𝜋(𝑋)denotes the probability of the event of interest occurring, 

• 𝑋 = (1, 𝑋1, 𝑋2, … , 𝑋𝑘)is the vector of explanatory variables, 

• 𝛽 = (𝛽0, 𝛽1, … , 𝛽𝑘)is the vector of regression coefficients 
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4.12 Summary of justification and assumptions of analytical techniques used 

 

 
4.12.1 Justification for quantitative analytical approach 

 

This study employs a quantitative analytical framework to explore the determinants of healthcare 

access and disparities across socioeconomic and geographic strata in South Africa. The use of 

secondary data from the SABSSM V survey is nationally representative and rich in demographic, 

economic, and health-related indicators, which lends itself to statistical modelling and inference. 

Given the large sample size and complex survey design, quantitative methods are particularly 

suitable for: 

1. Measuring prevalence and patterns of healthcare utilization across sectors (public/private). 

 

2. Identifying statistically significant associations between demographic variables and 

healthcare access. 

3. Modelling predictors of service affordability and quality at the individual level. 

 

This approach ensures that findings are both generalizable and empirically grounded, and in 

alignment with best practices in public health and social research (Creswell & Plano Clark, 2018). 

4.12.2 Assumptions of statistical techniques applied 

 

Each technique used in the study carries a set of assumptions that guide its application and 

interpretation: 

1. Univariate analysis 

 

• Purpose: To summarize individual variables (e.g., gender, age, income, healthcare access) 

and describe their distributions. 

• Assumptions: 

 

o Data are independently and identically distributed. 

 

o Variables measured on appropriate scales (nominal, ordinal, interval). 

• Justification: It provides a foundational understanding of variable characteristics before 
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performing inferential analysis (Everitt, 2010). 

2. Bivariate analysis (Chi-Square Test) 

 

• Purpose: To examine relationships between two categorical variables (e.g., healthcare 

facility types and household income). 

• Assumptions: 

 

o Observations are independent. 

 

o Expected cell frequencies in cross-tabulations are ≥ 5 (for validity of χ² 

approximation). 

 

• Justification: The Chi-Square test is appropriate for identifying statistically significant 

associations in cross-sectional survey data (Klein, 2013). 

3. Multivariate analysis (Logistic Regression) 

 

• Purpose: To estimate the effects of multiple socioeconomic predictors on binary (e.g., 

public vs private care) or categorical outcomes (e.g., levels of healthcare quality). 

• Assumptions: 

 

o Linearity in the logit for continuous variables. 

 

o No multicollinearity among predictors (checked via VIFs). 

 

o Independence of observations. 

 

o For logistic regression: outcome categories are mutually exclusive and unordered. 

 

• Justification: Diagnostic tests were conducted to assess model validity. Multicollinearity 

was evaluated using the Variance Inflation Factor (VIF), with all independent variables 

recording values below the acceptable threshold of 5, indicating no multicollinearity 

concerns. Model fit was assessed using the Hosmer–Lemeshow goodness-of-fit test, which 

produced a non-significant result, suggesting that the logistic regression model provided 

an adequate fit to the data. These models are suited for evaluating multiple influences on 

categorical outcomes while controlling for confounders. Logistic regression extends binary 

models to accommodate more than two response categories (Hosmer, Lemeshow & 
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Sturdivant, 2013). 

4.12.3 Survey weighting and design effects 

• The study uses complex sample weighting and stratification to correct for unequal 

probabilities of selection ensuring results are representative of the national population. 

• Analyses incorporate Taylor series linearization to compute accurate standard errors (Lohr, 

2010). 

4.13 Ethical consideration 

 
• Data Anonymization: No personally identifiable information was used. 

 

• Ethical Clearance: Approval from the relevant Institutional Review Board (IRB). 

 

• Informed Consent: Ensured by the original data collectors of SABSSM V. 

 

4.14 Limitations and mitigation strategies 

 
1. Data Constraints: The cross-sectional nature limits causal inference, which is mitigated 

by using propensity score matching. 

2. Self-Reported Bias: Healthcare utilization may be over reported or underreported, which 

is addressed via data triangulation with facility records. 

• Geospatial Limitations: Rural healthcare mapping may be incomplete, which is mitigated 

by integrating satellite data sources. 

4.15 Conclusion 

 
This chapter has outlined the quantitative analytical techniques for investigating healthcare 

disparities in South Africa using the SABSSM V data. By employing descriptive, inferential, and 

multivariate techniques, this study ensures a robust assessment of healthcare availability, 

affordability, and socioeconomic determinants. The next chapter presents empirical findings based 

on these methodologies. 
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CHAPTER 5 

RESEARCH RESULTS AND INTERPRETIVE INSIGHTS 

5.1 Analysis of selected socioeconomic and demographic characteristics 

 

5.1.1 Introduction 

This chapter presents findings from the SABSSAM V household data with the purpose of 

addressing the accessibility and delivery of healthcare services in South Africa and the effects of 

socioeconomic dynamics in healthcare services. Furthermore, the aim is to investigate the level of 

inequality in healthcare service, the main contributing factors that lead to inequality of healthcare 

distribution (socioeconomic and demographic determinants). Lastly, the data will reveal the use of 

healthcare services and the challenges facing the country in poor rural areas of South Africa, such 

as accessibility, availability and affordability. 

The data presented herein is cross-sectional surveys conducted by the research cooperation with 

other institutions that is led by the Human Sciences Research Council (HSRC) every five years. A 

secondary data information from the 5th Survey conducted in 2017, which is the South African 

National Survey on HIV Prevalence, Incidence, Behaviour and Communication (SABSSAM) will 

be used for the data analysis of this study. The study sample consisted of (61997) individuals from 

the ages 15-50+ years who participated in the two different questionnaires as listed in Chapter 4 

of the study; thus, this study only focused on individuals who are 15 years and older. 

Rigid data validation and quality control mechanisms were put in place throughout the data 

collection process to guarantee the accuracy and dependability of the results. A significance level 
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of P-value =0.05 was used for the statistical analyses, which were also carried out using IBM SPSS 

version 25.0 and STATA version 19 software. 

 

 

 

5.2 Objective 1: 

 

Examine how people from different socioeconomic backgrounds in South Africa access and 

afford the healthcare they need 

 

5.2.1 Background characteristics of respondents – univariate analysis 

 

Table 5.1 shows that most participants were females, Africans, those between the ages of 25-40 

years, never married from urban areas, single or not in a steady relationship and had salary 

earnings. About a half of the respondents reported to visit a day hospital/ clinic community health 

centre to receive healthcare services compared to going to other services. 

 
Table 5.1: Characteristics of weighted sample (%) 

 

Healthcare services use Proportion per 100 

Government hospital 19.2% 

Day hospital/clinic community health centre 53.1% 

Mobile clinic 5.0% 

Family planning clinic 2.8% 

Private hospital/clinic 4.6% 

Pharmacy 0.7% 

Private doctor 8.7% 

Other private medical 0.4% 
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Other 0.7% 

Total services 95.1% 

MI 4.9% 

Total 100.0% 

Number 58941 

Gender 

Male 48.9% 

Female 51.1% 

Total services 100% 

Number 61997 

Age group 

15-24 24.2% 

25-49 53.3% 

50 and older 22.6% 

Total services 100% 

Number 61997 

Population group 

African 80.0% 

White 4.3% 

Coloured 10.9% 

Indian 4.8% 

Total services 100% 

Number 61997 

Marital status 
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Married 17.0% 

Never Married 40.4% 

Divorced / separated 2.1% 

Widower / Widow 4.0% 

MI 36.5% 

Total services 100% 

Number 39396 

Place of residence 

Urban 52.13% 

Rural Informal (tribal areas) 37.63% 

Rural (farms) 10.24% 

Total services 100% 

Number 61997 

Family structure 

Living with husband/wife 15.6% 

Living on own or other arrangement but not 

living with husband/wife 

 

9.2% 

Living together with boyfriend/girlfriend/civil 

union partner 

 

4.1% 

Single/divorced/widowed – in a steady 

relationship 

 

12.2% 

Single – not in a steady relationship 22.1% 

Total 63.2% 

MI 36.8% 

Total services 100% 
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Number 39190 

Level of education 

Primary 30.0% 

Secondary 45.0% 

Tertiary 25.0% 

Total services 100% 

Number 61997 

Employment 

Unemployed 33.5% 

Sick/disabled & unable to work 1.2% 

Student/pupil/leaner 8.7% 

Employed/ self employed 19.3% 

Other 0.7% 

Total services 63.5% 

MI 36.5% 

Number 23826 

Wealth index 

Salary/earnings 18.6% 

Contributions by family members or relatives 1.9% 

Government pensions/grants (e.g., old age 

pension, child sup 

 

8.8% 

Grants/donations by private welfare organizations 3.6% 

Other sources 2.1% 

No income 35.1% 
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MI 32.1% 

Total services 100% 

Number 21770 

Health status 

Excellent 33.2% 

Good 49.5% 

Fair 10.6% 

Poor 2.1% 

Total 95.4% 

MI 4.6% 

Total services 100% 

Number 61997 

HIV status 

Yes 16.6% 

No 83.4% 

Total services 100% 

Number 61997 

Disability 

Yes 3.5% 

No 96.4% 

Total services 100% 

Number 61997 

Medical Aid Cover 

Yes 15.0% 
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No 85.0% 

Total services 100% 

Number 61997 

Province 

Eastern Cape 10.7% 

KwaZulu-Natal 18.7% 

Limpopo 9.4% 

Mpumalanga 7.8% 

Northwest 6.7% 

Northern Cape 2.2% 

Western Cape 12.6% 

Total services 100% 

Number 61997 

 

       Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61 997 
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Healthcare services use 

 

Table 5.1 shows that 19.2% of participants use government hospitals to seek medical care, and a 

large proportion of 53% make use of day hospitals and community health care centres. However, 

4.6% make use of private hospitals and clinics, and 8.7% use a private doctor for healthcare 

services. Only 5% make use of mobile clinics. 

Gender, age group, and population group 

 

Out of 61997 participants, 48.9% who were interviewed were males and 51.1% were females. The 

age interval was from ages of 15-50+ years of which 53.3 % were in the age group of 25-49 years 

followed by 24.2% who were in the age group of 15-24 years, and the age group with the least 

participants was the 50+ years at 22.6%. Regarding the population group, 80% of participants were 

Africans and 10.9% were Coloureds, with only 4.3% making up the White population. 

Family structure and marital status 

 

Regarding family size, 15.6% were living with their husbands/wife, 9.2% were living on their own 

without a husband or a wife and 4.1% were living together with their boyfriend/girlfriend/civil 

union. A proportion of 12.2% were divorced, a large proportion of 22.1% were single and some 

not in a steady relationship, 17% were married, 40.4% were never married while 2.1 % were 

divorced and 4% of the participants were a widower/widow. 

Level of education, wealth index and employment status 

 

With regards to wealth index, a large proportion of 18.6% were working and receive salary and 

earnings, 1.9% got contributions from family members or relatives. 8.8% were government 

pensioners, with 3.6% received grants /donations from organizations and the small proportion of 

the remaining participants 2.1% have different means of getting money or sustaining their needs. 

However, 35.1% did not receive an income. 

The participants with the highest level of education, that is, a tertiary education, make up 25% of 

the sample followed by those with a secondary education (45%) and those with a primary education 
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stood at 30%. A large proportion of 33.5% were unemployed followed by 19.3% who were 

employed/self-employed while 8.7% are students and 1.2% are either sick or disabled, and unable 

to work. 

Province and place of residence 

 

The highest proportion of 52.13% of participants were from urban areas, followed by 37.63% who 

were from rural informal and only 10.25% were from rural farms. A proportion of 96.3% of the 

participants reported to have no disability and only 3.6% had disability. 

Pertaining to South Africa’s nine provinces,18.7% of the participants were from KwaZulu-Natal 

followed by 26.9% from Gauteng, 7.8% from Mpumalanga, 10.7% from Eastern Cape, 9.4% from 

Limpopo, 12.6% from Western Cape, 6.7% from Northwest and 5.1% from Free State. The 

province with the least participants was Northern Cape with 2.2%. These figures suggest that more 

participants in the 2017 survey were from urban areas. 

Health status, medical aid cover, disability and HIV status 

 

With health status, 33.2% reported having excellent health status, 49.5% reported with good health 

were the large proportion of the sample, the small proportion were 10.6% with fair health and only 

2.1% with poor health. (15%) of the interviewed participants had a medical aid cover, while a large 

proportion had no medical aid cover (85%). Most of the participants reported not having 

disability 96.4% and only 3.5% reported having disability. Furthermore, 83.4% of the participants 

were HIV negative with only 16.6% with an HIV positive status. 

 

5.3 Analysis of the use of healthcare services 

 
5.3.1 Introduction to bivariate analysis 

 

This section represents the cross-tabulation of the outcome variable and independent variables. 

The tables below represent the output from a linear probability model and that of a chi-square test. 

For a variable to be significant, the p-value should be p < 0.05, this then shows that there is a 

significant relationship between the analysed variables. 

5.3.2 Objective 2: 
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Assess the differences in care, resources, and experiences between public and private 

healthcare 

 
Table 5.2: Use of healthcare access & utilisation by age group 

 
Age 

Group 

Government 

hospital 

Day 

hospital/clinic 

community 

health centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharmacy Private 

doctor 

Other 

private 

medical 

Other Total Number 

15 to 

24 

21.6% 55.1% 4.3% 0.3% 3.6% 1.5% 11.6% 0.3% 1.8% 100% 5965 

25 to 

49 

20.8% 49.0% 4.0% 0.3% 6.8% 0.9% 16.8% 0.4% 1.0% 100% 10845 

50 and 

older 

19.5% 47.3% 3.0% 0.4% 7.2% 0.8% 20.8% 0.3% 0.8% 100% 6709 

Total 20.7% 50.1% 3.8% 0.3% 6.2% 1.0% 16.5% 0.4% 1.1% 100% 23519 

Chi- 

square 

325.7984  

P- 

value 

<.001 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

Table 5.2 shows evident patterns in healthcare use across age groups, uncovering that age is a 

significant determinant of the type of healthcare service accessed. The chi-square test result (χ² = 

325.7984, p < 0.001) indicates that the observed differences are statistically significant. This means 

that the variation in facility preference across age groups is highly unlikely to have occurred by 

random chance. 

Age group of 15-24 years shows that most of this age group (55.1%) primarily utilizes Day 

hospitals/clinics and community health centres, with government hospitals being the second most 

used facility (21.6%) followed by private doctors who are consulted by 11.6% of this age group. 

Other facilities, like Mobile clinics, Private hospitals, Pharmacies, Family planning clinics, and 

Other private medical facilities, are used less frequently by this age group. With age group 25-49 

years similarly, Day hospitals/clinics and community health centre are most used (49.0%) by this 

age group. Government hospitals are the second preference at (20.8%), and a higher percentage of 

individuals in this age group (16.8%) consult Private doctors compared to the younger group while 
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using private hospitals was higher (6.8%) compared to the 15-24 age group. 

Lastly, with age group 50 and older, it shows the highest usage of private doctors (20.8%) with 

Day hospitals/clinics and community health centres remaining the most utilized facility (47.3%); 

however, the percentage is lower compared to younger age groups. Private hospitals (7.2%) and 

Government hospitals (19.5%) utilization increases marginally compared to other age groups. 

Day hospitals and community clinics are mostly used by younger individuals (15-24 years) and 

this reflects their economic vulnerability, lack of insurance, and lower burden of chronic disease. 

Whereas, the middle-aged adults (25-49 years) begin to alter towards private services, showing 

improved financial means or employment-based insurance. Private doctors are mostly used by 

older adults (50+) who show a constant with need for increased chronic care management and 

long-term follow-ups. This advanced trend indicates that healthcare access in South Africa is age- 

and income-sensitive, exacerbating systemic health disparities. 

 

 

 

 

 

 

Table 5.3: Use of healthcare access & utilisation by gender 

 

                  Healthcare access& utilisation 

Gender Government 

hospital 

Day 

hospital/clinic 

community 

health centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital/ 

clinic 

Pharmacy Private 

doctor 

Other 

private 

medical 

Other Total Number 

Male 22.80% 49.20% 4.50% 0.20% 5.70% 0.90% 14.60% 0.40% 1.80% 100% 16016 

Female 20.80% 55.00% 4.80% 0.40% 4.60% 0.80% 12.80% 0.10% 0.60% 100% 22996 
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Other 59.2% 77.7% 7.40% 0.00% 11.10% 16.70% 27.80% 0.20% 0.00% 100% 33 

Total 21.1% 52.7% 4.6% 0.3% 5.1% 0.8% 13.6% 0.2% 1.1% 100% 39045 

Number 8428 20529 1836 135 1978 323 5294 92 430 39045  

Chi- 

Square 

293.362ª  

P- 

value 

<.001 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

 

 

 

Table 5.3 presents the distribution of healthcare facility utilization across gender identities. It 

reveals that healthcare access patterns vary significantly between males, females, transgender and 

intersex individuals. This conclusion is supported by the chi-square statistic (χ² = 293.362) and a 

p-value < 0.001, which confirms a statistically significant association between gender and the type 

of healthcare services accessed. 

A proportion of 22.80% of males reported visiting a government hospital when seeking medical 

care services, with high proportion of participants across all genders (33.30% - 55.00%) found to 

have been seeking medical care from a Day hospital or community healthcare centre. The lowest 

proportion of participants across all genders who reported having used private healthcare services 

were between (4.00% - 16.70%). The results also show that females are the most who visit a 

healthcare facility to seek medical care compared to males. These disparities could be attributed to 

reproductive biology, gender-specific illnesses, and higher rates of morbidity in females than in 

males. They could also be caused by changes in health views, how symptoms and diseases are 

recorded, or the chance that more women will seek medical care for both illness and prevention. 

 

 

The Chi-square test shows that gender is significantly associated with healthcare service choice, 

and that disparities in usage across genders are not due to chance. The P-value strongly shows that 

gender disparities in healthcare facility use are significant and warrant policy consideration. 
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Table 5.4: Use of healthcare access & utilisation by population group 

 

Healthcare 

access & 

utilisation  
Population 

group 

Government 

hospital 

Day hospital/clinic 

community health 

centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital/ 

Clinic 

Phar 

macy 

Private 

doctor 

Other 

private 

medical 

Other Total Numbe 

r 

African 20.50% 61.50% 6.20% 2.10% 3.10% 0.60 
% 

4.90% 0.30% 0.80% 100% 47280 

White 7.60% 9.70% 0.90% 11.60% 22.80% 1.30 
% 

44.70 
% 

0.90% 0.40% 100% 2456 

Coloured 20.80% 53.40% 1.10% 3.90% 5.60% 0.90 
% 

13.20 
% 

0.70% 0.30% 100% 6291 

Indian/Asi 

an 

23.90% 8.60% 1.70% 7.70% 17.20% 1.60 
% 

38.40 
% 

0.60% 0.30% 100% 2914 

Total 20.2% 55.8% 5.2% 3.0% 4.9% 0.7 
% 

9.1% 4.0% 0.7% 100% 58941 

Number 11895 32912 3070 1756 2869 405 5373 231 430 58941  

Chi- 

Square 

14169.948  

P-Value 0.000 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

 

 

Table 5.4 depicts the distribution of healthcare service use across distinct population groups 

(African, White, Coloured, and Indian/Asian) in a certain location or research. Africans primarily 

seek medical care at government hospitals (20.5%) and day hospitals or community health centers 

(61.5%). This group's high reliance on public healthcare services could be attributed to 

accessibility or socioeconomic issues. White people, on the other hand, use government hospitals 

substantially less (7.6%) and day hospitals (9.7%), preferring private healthcare options. 

For example, compared to just 4.9% of African people, 44.7% of White people and 38.4% of 

Indian/Asian people prefer to see a private physician. Similarly, a socioeconomic gap in access to 

private healthcare services is shown by the fact that 22.8% of White people use private hospitals, 

while only 3.1% of African people do the same. 

Africans use mobile clinics the most (6.2%), which probably reflects the availability of healthcare 
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in underserved or rural areas. The use of family planning clinics is greater among Indian/Asian 

people (7.7%) and White people (11.6%) than among African and coloured people. Different tastes 

or access to specialist services could be the cause of this. Of all people, 20.2% use government 

hospitals, and 55.8% use community health centres, making them the most used institutions. White 

and Indian/Asian people make up the majority of the 9.1% of the population that uses private 

doctors. 

Both the p-value (.000) and the Chi-Square value (14169.948) indicate statistically significant 

variance in healthcare service use patterns among demographic groupings. This suggests that it is 

unlikely that the observed variation in healthcare choices is due to chance. According to the 

research, there is a clear trend that Africans rely more on public healthcare facilities, whilst White 

and Indian/Asian individuals choose private healthcare. Given the statistical significance of this 

difference, it is plausible that healthcare decisions for these groups are influenced by underlying 

socioeconomic and accessibility characteristics. There is a positive link between race and 

healthcare services, as indicated by the chi-square test and P-value <.001. 

 

 

 

 

 

Table 5.5: Use of healthcare access & utilisation by population group per province 

 

Healthcare access 

& utilisation 

Province Key Racial 

Pattern 

Most Used 

Service by 

African Group 

Most Used 

Service by 

White Group 

Chi-square Pr (P-value) Interpretation 

Western Cape Sharp contrast in 

private vs public 

healthcare usage 

Day Clinics 

(53.6%) 

Private Doctors 

(68.7%) 

1626.98 0.000 Significant 

racial disparity 

in service 

utilization 

Eastern Cape High dependence 

on public 

services among 

Africans 

Day Clinics 

(62%) 

Private Doctors 

(63.1%) 

1068.54 0.000 Structural 

inequality in 

access 
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Northern 

Cape 

African/Coloured 

use public; 

Whites/Indians 

use private care 

Gov Hospitals / 

Day Clinics 

(76.7%) 

Private 

Hospitals 

(30.9%) 

862.68 0.000 Deep racial- 

healthcare 

access divide 

Free State Majority of 

Africans use 

clinics; Whites 

access private 

doctors 

Day Clinics 

(61.1%) 

Private Doctors 

(51.6%) 

525.86 0.000 Inequitable 

distribution 

based on socio- 

economic status 

KwaZulu- 

Natal 

Disproportionate 

private 

healthcare access 

by Whites and 

Indians 

Day Clinics 

(63%) 

Private Doctors 

(46.3%) 

8764.90 0.000 Most 

pronounced 

disparity. 

healthcare 

highly stratified 

Northwest Access skewed 

towards public 

for Africans and 

private for 

Whites 

Day Clinics 

(58.3%) 

Private Doctors 

(43.3%) 

399.31 0.000 Continued 

marginalization 

of Black 

Africans 

Gauteng Large urban 

disparity with 

Africans largely 
public-dependent 

Day Clinics 

(56.5%) 

Private 

Hospitals & 

Doctors 
(25.1%/46.6%) 

2015.31 0.000 Strong link 

between race, 

income, and 
access 

Mpumalanga Public access 

dominates 

among Africans; 

private 

concentrated 
among Whites 

Day Clinics 

(58%) 

Private 

Hospitals 

(31%) 

1028.41 0.000 Healthcare 

system reflects 

historical 

inequalities 

Limpopo Overwhelming 

use of public 

sector by 

Africans; Whites 

use private 

doctors/hospitals 

Day Clinics 

(58%) 

Private Doctors 

(34.5%) 

517.76 0.000 Structural 

exclusion from 

private care for 

African 

majority 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

The findings in Table 5.5 offer convincing statistical and contextual proof that there is a significant 

racial and regional stratification in healthcare access, which is a holdover from South Africa's 

apartheid past and current socioeconomic disparities. P-values < 0.001 were obtained from chi- 

square testing in all nine provinces, indicating a high correlation between demographic groupings 

and the type of healthcare service used. These findings suggest that the likelihood of using public 

versus private healthcare facilities is highly influenced by membership in a racial group. 

For example, in Gauteng and the Western Cape, African and Coloured people mainly relied on 

government hospitals and public community clinics, whereas White and Indian people tended to 
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use private physicians and hospitals. More than 63% of African respondents said they used day 

hospitals in KwaZulu-Natal, which is likely the most unequal in this regard, whilst 46.3% of White 

respondents said they relied on private physicians. With just slight variations, these patterns are 

consistent throughout all provinces. 

A difference in access or preference for healthcare services may be the cause of the substantial 

differences (Pr = 0.000) in healthcare service utilization among the various demographic 

categories, according to the Pearson chi-squared (χ²) test results for each province. A highly 

substantial correlation between population group and healthcare service consumption is confirmed 

by the chi-square and design-based F-tests in every province. The necessity for revolutionary 

healthcare reform based on social justice and demographic parity is reaffirmed by these gaps, 

which show the long-lasting repercussions of historical marginalization and structural injustice. In 

conclusion, there is a noticeable difference between the availability to public and private healthcare 

services, and the data show considerable diversity in healthcare service utilization across South 

Africa's provinces across various racial groups. 

Table 5.6: Use of healthcare access & utilisation by marital status 

 

Healthcare access 

& utilisation 

Marital Status Government 

hospital 

Day 

hospital 

 

Mobile 

clinic 

Family 

plan- 

ning 

Private 

hospital 

Pharma 

-cy 

Private 

doctor 

Other 

private 

Other Total Number 

Married 19.60% 39.90% 3.70% 0.40% 9.90% 0.90% 24.40% 0.30% 0.80% 100% 10474 

Never Married 22.40% 58.10% 5.30% 0.30% 3.00% 0.80% 8.60% 0.20% 1.30% 100% 24834 
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Divorced 21.80% 44.00% 2.10% 0.20% 7.00% 1.50% 22.10% 0.30% 1.10% 100% 1264 

Widower/widow 21.50% 55.50% 3.80% 0.10% 4.50% 0.50% 13.00% 0.30% 0.70% 100% 2465 

Total 21.5% 52.7% 4.6% 0.3% 5.1% 0.8% 13.6% 0.2% 1.1% 100% 39037 

Number 8427 20529 1835 135 1978 323 5289 92 429 39037  

Chi-square 2741.954ª  

P-value 0.000 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

Table 5.6 shows that the use of healthcare service by marital status, with married individuals 

(19.20%) of the participants visit a government hospital for healthcare services, a high proportion 

of between (39% to 58%) of the participants make use of day hospital or community healthcare 

centre across all categories of marital status that include the married, never married, divorced and 

widowed. These figures are followed by participants between (19% to 25%) who make use of the 

government hospital, with the lowest proportion of between less than 15% reporting to have made 

use of private healthcare facilities. Therefore, in conclusion there is a positive relationship between 

healthcare services and marital status and that is greatly shown by the significance in Chi-square 

with a p-value of 0.000. 

Table 5.7: Use of healthcare access & utilisation by level of education 

 

Healthcare 

access & 

utilisation 

Level of 

Education 

Government 

hospital 

Day hospital/clinic 

community health 

centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital/ 

 

clinic 

Pharma 

-cy 

Private 

doctor 

Other 

private 

medical 

Other Total Number 

No edu/ 

Primary 

 

22.77% 

 

62.10% 

 

6.13% 

 

0.58% 

 

1.66% 

 

0.45% 

 

5.15% 

 

0.16% 

 

1% 

100% 6.211 

Secondary 21.74% 53.81% 4.32% 0.38% 4.51% 0.89% 13.12% 0.25% 0.98% 100% 18.598 

Tertiary 14.54% 22.27% 1.58% 0.73% 17.27% 1.37% 41.21% 0.53% 0.50% 100% 3.584 

Number 5978 14663 1241 131 1561 243 4237 76 263  28.393 

Chi- 

square 

1520.095 

ª 

 

P-value <.001 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 
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Table 5.7 presents the distribution of healthcare facility utilization by level of education showing 

a clear and statistically significant relationship. The Chi-square value of 1520.095 and p-value < 

0.001 confirm that the differences in healthcare choices across education levels are not due to 

random chance but are strongly associated with education status. 

No education/ primary education (14.54% - 22.77%) predominantly make use of public healthcare 

such as Day hospital or clinics with a minimal use of private facilities. Those with secondary 

education shifts towards private services, though public services use is still dominant. Participants 

with tertiary education showed (0.16% - 41.21%), which is a high reliance on private healthcare 

use compared to the rest of the participants. A high proportion between (22.27% - 62.10%) of the 

participants were found to have been using a Day hospital or community healthcare centre across 

all levels of education categories. 

Table 5.8: Use of healthcare access & utilisation by employment status 

 

Healthcare 

access & 

utilisation 

Employment 

status 

Government 

hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharma 

cy 

Private 

doctor 

Other 

private 

medical 

Other Total Number 

Unemployed 23.20% 58.30% 5.30% 0.40% 2.90% 0.60% 8.20% 0.20% 0.90% 100% 20601 

Sick/disabled 

and unable to 

work 

27.30% 51.70% 3.20% 0.00% 2.80% 0.40% 12.70% 0.40% 1.50% 100%  

 

747 

Student/pupil/ 

learner 

19.30% 57.10% 4.10% 0.20% 4.20% 1.00% 11.80% 0.10% 2.00% 100%  

 

5356 

Employed/Self 

Employed 

19.60% 40.60% 4.00% 0.40% 9.30% 1.10% 23.60% 0.40% 1.00% 100%  

11862 

Other 17.40% 51.30% 4.40% 0.50% 7.20% 1.20% 16.20% 0.00% 1.90% 100% 431 

Total 21.1% 52.7% 4.6% 0.3% 5.1% 0.8% 13.6% 0.2% 1.1% 100% 38997 

Number 8418 20502 1832 135 1975 323 5290 92 430 38997  

Chi-Square 2856.858  

P-value 0.000 

Source: Author’s own computation using SPSS and the 2017 SABSSAM data set, n = 61997 
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With little access to private services like private doctors (8.2%) or private hospitals (2.9%), Table 

5.8 revealed that unemployed people mostly rely on government hospitals (23.2%) and day 

hospitals/community clinics (58.3%). Higher financial ability and potentially medical assistance 

coverage are reflected in the significantly higher use of private hospitals (9.3%) and private doctors 

(23.6%) among employed and self-employed respondents. People who are unable to work because 

of disease or disability utilize government hospitals the most (27.3%), indicating a dependence on 

state-provided services that is probably caused by socioeconomic fragility. With minimal access 

to private healthcare and high use of public health facilities, students' consumption patterns are 

similar to those of the unemployed. 

Employment position and the type of healthcare service used are statistically significantly 

correlated, as indicated by the chi-square value of 2856.858 and a P-value < 0.000. This indicates 

that the difference in use between groups is not the result of chance and that work status has a 

significant impact on whether a person uses public or private healthcare services. 

Table 5.9: Use of healthcare access & utilisation by employment status per province 

 

 

Employment 

Status 

Province Healthcare 

Services 

Unemployed 

(%) 

Unable 

to work 

(%) 

Student 

(%) 

Employed 

(%) 

Other 

(%) 

Total 

Western 

Cape 

Government 

hospital 

 
24.6 

 
31.0 

 
19.6 

 
18.7 

 
15.3 

 
635 

 Day 

hospital/clinic 

community health 
centre 

 

 
46.2 

 

 
52.8 

 

 
44.3 

 

 
37.3 

 

 
30.8 

 

 
1333 

 Mobile clinic 0.5 0.0 1.1 1.4 0.0 45 

 Family planning 

clinic 

 
0.0 

 
0.0 

 
0.0 

 
0.1 

 
0.0 

 
1 

 Private 

hospital/clinic 

 
3.2 

 
0.0 

 
5.5 

 
7.0 

 
2.6 

 
128 

 Pharmacy 1.5 0.0 3.1 1.3 5.5 35 

 Private doctor 23.2 12.7 25.7 33.3 45.9 640 

 Other private 

medical 

 
0.1 

 
3.4 

 
0.3 

 
0.4 

 
0.0 

 
8 

 Other 0.7 0.0 0.5 0.5 0.0 14 

 Total 100.0 100.0 100.0 100.0 100.0 2839 
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 Pearson: 

Uncorrected 

chi2(32) = 
114.5462 

      

 Design-based 

F(17.49, 2204.21) 

= 2.1378 
Pr = 0.004 

      

 

Eastern 

Cape 

Government 

hospital 

 
25.4 

 
35.2 

 
20.8 

 
16.6 

 
29.3 

 
623 

 Day 

hospital/clinic 

community health 
centre 

 

 
61.5 

 

 
42.8 

 

 
60.5 

 

 
39.7 

 

 
47.4 

 

 
1648 

 Mobile clinic 3.8 4.0 3.9 4.2 0.0 143 

 Family planning 

clinic 

 
0.2 

 
0.0 

 
0.0 

 
0.3 

 
3.4 

 
12 

 Private 

hospital/clinic 

 
2.3 

 
0.0 

 
4.2 

 
9.6 

 
1.8 

 
129 

 Pharmacy 0.6 2.4 0.9 2.2 2.3 27 

 Private doctor 5.5 12.2 9.1 26.6 15.9 334 

 Other private 

medical 

 
0.1 

 
0.0 

 
0.0 

 
0.3 

 
0.0 

 
4 

 Other 0.4 3.3 0.6 0.4 0.0 15 

 Total 100.0 100.0 100.0 100.0 100.0 2935 

 Pearson: 

Uncorrected 

chi2(32) = 

369.1744 

      

 Design-based 

F(19.17, 2664.31) 

= 8.6858 
Pr = 0.000 

      

 

Northern 

Cape 

Government 

hospital 32.1 20.7 33.6 26.1 17.6 632 

 Day 

hospital/clinic 

community health 
centre 

 

 

 
47.2 

 

 

 
61.3 

 

 

 
41.6 

 

 

 
37.9 

 

 

 
48.5 

 

 

 
878 

 Mobile clinic 4.7 0.0 1.4 2.0 0.0 52 

 Family planning 

clinic 

 
0.9 

 
0.0 

 
0.0 

 
0.9 

 
0.0 

 
18 

 Private 

hospital/clinic 

 
5.9 

 
1.8 

 
9.8 

 
13.1 

 
16.7 

 
169 

 Pharmacy 2.1 0.7 2.9 1.3 0.0 28 

 Private doctor 7.1 15.4 10.6 17.1 17.3 235 

 Other private 

medical 

 
0.0 

 
0.0 

 
0.0 

 
1.2 

 
0.0 

 
6 

 Other 0.0 0.0 0.0 0.4 0.0 7 
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 Total 100.0 100.0 100.0 100.0 100.0 2025 

 Pearson: 

Uncorrected 
chi2(32) = 

133.5199 

      

 Design-based 

F(6.77, 521.38) = 

2.2652 
Pr = 0.030 

      

 

Free State Government 

hospital 

 
16.0 

 
11.0 

 
10.2 

 
16.2 

 
2.1 

 
307 

 Day 

hospital/clinic 
community health 

centre 

 

 
62.1 

 

 
63.9 

 

 
60.7 

 

 
34.4 

 

 
57.3 

 

 
868 

 Mobile clinic 1.5 0.0 0.8 1.1 0.0 33 

 Private 

hospital/clinic 3.5 4.1 5.1 13.0 11.1 114 

 Pharmacy 0.8 0.0 0.1 1.6 0.0 20 

 Private doctor 15.4 21.0 22.1 33.2 29.6 392 

 Other private 

medical 

 
0.1 

 
0.0 

 
0.0 

 
0.2 

 
0.0 

 
3 

 Other 0.6 0.0 1.0 0.2 0.0 8 

 Total 100.0 100.0 100.0 100.0 100.0 1745 

 Pearson: 

Uncorrected 

chi2(28) = 
170.8836 

      

 Design-based 

F(15.08, 1101.18) 

= 4.9197 
Pr = 0.000 

      

 

KwaZulu- 

Natal 

Government 

hospital 

 
24.4 

 
37.9 

 
24.4 

 
26.6 

 
16.0 

 
3228 

 Day 

hospital/clinic 

community health 
centre 

 

 
57.7 

 

 
49.8 

 

 
56.8 

 

 
38.1 

 

 
58.8 

 

 
7299 

 Mobile clinic 8.2 4.2 4.9 4.1 8.4 813 

 Family planning 

clinic 

 
0.3 

 
0.0 

 
0.2 

 
0.3 

 
0.0 

 
35 

 Private 

hospital/clinic 

 
1.6 

 
1.0 

 
2.5 

 
7.5 

 
2.0 

 
461 

 Pharmacy 0.3 0.0 0.5 1.3 0.8 77 

 Private doctor 6.6 5.3 7.7 21.0 11.8 1368 

 Other private 

medical 

 
0.0 

 
0.1 

 
0.0 

 
0.3 

 
0.0 

 
18 

 Other 0.9 1.6 2.9 0.6 2.2 155 

 Total 100.0 100.0 100.0 100.0 100.0 13454 
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 Pearson: 

Uncorrected 

chi2(32) = 
1198.1749 

      

 Design-based 

F(16.07, 5849.36) 

= 15.9482 
Pr = 0.000 

      

 

North West Government 

hospital 

 
23.3 

 
30.0 

 
14.0 

 
18.5 

 
30.2 

 
485 

 Day 

hospital/clinic 

community health 
centre 

 

 
60.3 

 

 
51.7 

 

 
57.3 

 

 
43.0 

 

 
47.0 

 

 
1304 

 Mobile clinic 6.6 0.0 4.5 4.3 12.4 152 

 Family planning 

clinic 

 
0.2 

 
0.0 

 
0.2 

 
0.0 

 
0.0 

 
6 

 Private 

hospital/clinic 

 
3.6 

 
9.8 

 
6.2 

 
12.3 

 
0.0 

 
179 

 Pharmacy 0.2 0.0 1.3 0.9 0.0 21 

 Private doctor 5.2 8.5 15.2 18.5 5.2 306 

 Other private 

medical 

 
0.0 

 
0.0 

 
0.0 

 
0.6 

 
0.0 

 
7 

 Other 0.5 0.0 1.4 1.9 5.2 24 

 Total 100.0 100.0 100.0 100.0 100.0 2484 

 Pearson: 

Uncorrected 

chi2(32) = 

229.5172 

      

 Design-based 

F(15.55, 1384.03) 

= 4.9240 
Pr = 0.000 

      

 

Gauteng Government 

hospital 16.4 34.5 18.7 11.7 9.6 822 

 Day 

hospital/clinic 

community health 
centre 

 

 

 
58.1 

 

 

 
42.6 

 

 

 
47.1 

 

 

 
36.4 

 

 

 
46.7 

 

 

 
3212 

 Mobile clinic 3.0 0.4 2.1 1.9 2.2 146 

 Family planning 

clinic 

 
0.5 

 
0.0 

 
0.8 

 
1.0 

 
1.9 

 
33 

 Private 

hospital/clinic 

 
5.6 

 
1.5 

 
7.4 

 
15.3 

 
17.1 

 
478 

 Pharmacy 0.8 0.8 2.1 1.4 0.0 67 

 Private doctor 13.6 12.0 19.0 30.1 20.5 1279 

 Other private 

medical 

 
0.6 

 
0.0 

 
0.7 

 
0.5 

 
0.0 

 
28 

 Other 1.6 8.2 2.1 1.7 1.9 82 
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 Total 100.0 100.0 100.0 100.0 100.0 6147 

 Pearson: 

Uncorrected 
chi2(32) = 

512.3629 

      

 Design-based 

F(15.68, 4250.52) 

= 6.8575 
Pr = 0.000 

      

 

Mpuma- 

langa 

Government 

hospital 

 
24.2 

 
22.8 

 
22.2 

 
19.7 

 
22.3 

 
1079 

 Day 

hospital/clinic 
community health 

centre 

 

 
58.5 

 

 
56.0 

 

 
58.0 

 

 
44.9 

 

 
45.9 

 

 
2744 

 Mobile clinic 5.7 4.8 4.8 4.1 9.1 343 

 Family planning 

clinic 0.4 0.0 0.4 0.5 0.0 17 

 Private 

hospital/clinic 

 
2.6 

 
1.5 

 
3.1 

 
8.6 

 
8.1 

 
200 

 Pharmacy 0.8 0.0 0.6 0.8 0.0 30 

 Private doctor 5.9 14.8 9.5 19.0 13.1 499 

 Other private 

medical 0.4 0.0 0.3 0.5 0.0 12 

 Other 1.5 0.0 1.2 2.0 1.5 80 

 Total 100.0 100.0 100.0 100.0 100.0 5004 

 Pearson: 

Uncorrected 

chi2(32) = 
304.5930 

      

 Design-based 

F(15.25, 2134.79) 

= 6.1387 
Pr = 0.000 

      

 

Limpopo Government 

hospital 

 
30.7 

 
26.9 

 
15.3 

 
26.6 

 
13.7 

 
601 

 Day 

hospital/clinic 

community health 
centre 

 

 
54.8 

 

 
47.0 

 

 
64.0 

 

 
38.9 

 

 
65.5 

 

 
1203 

 Mobile clinic 3.5 0.0 5.9 5.0 3.2 105 

 Family planning 

clinic 

 
0.9 

 
0.0 

 
0.3 

 
0.1 

 
0.0 

 
13 

 Private 

hospital/clinic 

 
2.3 

 
12.5 

 
1.8 

 
10.1 

 
8.4 

 
117 

 Pharmacy 0.6 0.0 1.8 0.3 3.2 18 

 Private doctor 5.4 13.6 6.8 17.5 6.0 236 

 Other private 

medical 

 
0.1 

 
0.0 

 
0.1 

 
0.3 

 
0.0 

 
6 
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 Other 1.9 0.0 4.1 1.2 0.0 45 

 Total 100.0 100.0 100.0 100.0 100.0 2344 

 

 Pearson: 

Uncorrected 

chi2(32) = 

238.2439 

      

 Design-based 

F(17.21, 1773.02) 
= 5.9871 
Pr = 0.000 

      

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

Table 5.9 shows that unemployed and disabled individuals consistently rely more on government 

hospitals and Day hospitals/clinics, especially in KwaZulu-Natal, Eastern Cape and Limpopo. 

Employed and self-employed individuals report higher usage of private doctors and private 

hospitals, most notably in Gauteng, Western Cape and Free State. Students display mixed patterns 

primarily using public services but showing some preference for private doctors in wealthier 

provinces. 

The results show that the government hospitals usage varies by province and employment status, 

with high usage among the unemployed in most provinces this is evident in the Eastern Cape, 

35.2% of unemployed individuals use government hospitals, whereas in Limpopo, it is 26.9% 

among the unemployed. With Day hospital/Clinic and Community Health Centres these are the 

most widely used healthcare services across all provinces and employment statuses, in KwaZulu- 

Natal, 57.7% of the unemployed use these facilities, and in Mpumalanga, it is 58.5% among the 

unemployed. Private Hospitals/Clinics usage was generally lower compared to public facilities, 

with some variations by province and employment status. 

An example of that was found in Northern Cape, 16.7% of employed individuals use private 

hospitals compared to only 2.6% in Western Cape, while private Doctors were frequently used by 

employed individuals compared to other employment statuses. In Gauteng, 30.1% of students use 

private doctors, while in Mpumalanga, 19% of employed individuals use them. With mobile clinics 

the data showed a minimal usage across most provinces and employment statuses, with a few 

exceptions. For example, in KwaZulu-Natal, 8.2% of unemployed individuals use mobile clinics. 

The Chi-square tests produced statistically significant P-values (Pr < 0.05) in every province, with 

the majority reporting P = 0.000. This indicates that it is unlikely that the differences in healthcare 
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service use between employment categories are the result of random variation. As a result, the type 

of healthcare service that people nationwide access is greatly influenced by their work level. This 

indicates that variations in the ways that students, disabled people, the unemployed, and others use 

healthcare services are not the result of chance but rather represent actual, systemic inequities. 

Table 5.10: Use of healthcare access & utilisation by wealth index 

 

Wealth index Government 

hospital 

Day hospital, 

community 

centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharmacy Private 

doctor 

Other 

private 

medical 

Other Total Number 

Salary/earnings 19.10% 40.90% 3.90% 0.40% 9.10% 1.10% 24.20% 0.40% 1.00% 100% 11442 

Contributions by 

family members 

or relatives 

20.80% 50.30% 4.30% 0.10% 5.10% 2.00% 15.10% 0.30% 2.10% 100% 1156 

Government 

pensions/grants 

(e.g., old age 

pension, child 

sup 

23.40% 59.90% 4.40% 0.20% 2.80% 0.50% 8.10% 0.10% 0.50% 100% 5393 

Grants/donations 

by private 

welfare 

organizations 

22.30% 63.50% 3.70% 0.30% 2.60% 0.80% 5.90% 0.30% 0.60% 100% 2201 

Other sources 19.00% 50.00% 3.40% 0.30% 5.50% 1.10% 18.80% 0.50% 1.40% 100% 1297 

No income 16.30% 45.30% 5.80% 0.00% 10.50% 1.20% 18.60% 1.20% 1.20% 100% 86 

Total 20.6% 49.0% 4.0% 0.3% 6.4% 1.0% 17.5% 0.3% 0.9% 100% 21575 

Number 4437 10572 863 68 1391 205 3771 65 203 21575  

Chi-square 1540.095ª  

P-value <.001 

Source: Author’s own computation using SPSS and the 2017 SABSSAM data set, n = 61997 

 

 

 

Table 5.10 shows healthcare services by wealth index, where (19.10% - 23.40%) of individuals 

who receive salary visit government hospital, with high proportion of participants with salaries, 

contributions, government pension, grants, other resources, and no income who were between 

(40.90% - 63.50%), reported to have made use of Day hospital or community health care centre. 
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The proportion decreased across all wealth index categories when it came to private healthcare 

facilities by (3.90% - 20.00%). These results show that wealth index is a one of the determining 

factors for one to choose where they seek medical care. Therefore, there is a positive relationship 

between healthcare services and wealth index, this is proven by a significant correlation in chi- 

square and p-value of <.001. 

Table 5.11: Use of healthcare access & utilisation by health status 

 

Healthcare access & utilisation 

Health 

status 

Government 

hospital 

Day 

hospital/clinic 

community 

health centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharmacy Private 

doctor 

Other 

private 

medical 

Other Total Number 

Excellent 20.30% 53.30% 4.60% 4.40% 6.00% 0.70% 9.40% 0.50% 0.80% 100% 20472 

Good 19.20% 57.80% 5.90% 2.40% 4.20% 0.70% 8.80% 0.30% 0.70% 100% 30559 

Fair 23.10% 54.20% 4.30% 1.70% 4.80% 0.70% 10.30% 0.30% 0.70% 100% 6581 

Poor 27.20% 58.00% 3.00% 1.50% 3.40% 0.60% 5.40% 0.20% 0.70% 100% 1309 

Total 11888 32903 3070 1755 2866 405 5373 231 430 58921 58921 

Chi- 

square 

1320.095ª  

P-value <.001 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

 

 

Table 5.11 shows the healthcare service by healthcare status, between (19.20% - 27.20%) of the 

participants with excellent, good, fair, and poor healthcare status have reported to have been 

visiting a government hospital to seek medical care. A high proportion of participants (50.00% - 

58.00%) reported having used a day hospital or community healthcare centre; these individuals 

make up to half of the population with excellent, good, fair and poor health status who choose to 

use this healthcare service. There were few individuals between (0.20% - 10.30%) who reported 

to have been using private healthcare services across all the healthcare status categories. 

The chi-square test statistic is very high (χ² = 1320.095) with a P-value < 0.001, indicating a 

statistically significant relationship between a person’s self-reported health status and the type of 

healthcare facility they use. This means the differences in healthcare utilization across health status 
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categories (excellent, good, fair, poor) are unlikely to be due to chance and instead reflect 

systematic patterns. 

Table 5.12: Observed patterns of healthcare access & utilisation and healthcare status 

 

Healthcare 

access & 

utilisation  

Health 

status 

Public Facilities (Gov. + 

Day Clinics) 

Private Facilities 

(Private Doc + Hosp) 

Mobile/Other Key Insight 

Excellent 73.6% (20.3% + 53.3%) 15.4% (9.4% + 6.0%) 5.9% 
Healthier people still rely on 

public services 

Good 77.0% (19.2% + 57.8%) 13.0% (8.8% + 4.2%) 6.2% 
Similar trend to those in 

excellent health 

Fair 77.3% (23.1% + 54.2%) 15.1% (10.3% + 4.8%) 4.6% Slightly higher private use 

Poor 85.2% (27.2% + 58.0%) 8.8% (5.4% + 3.4%) 3.2% 
Highest dependence on public 

care, lowest private use 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

 

By self-reported health state, from excellent to bad, Table 5.12 shows the trends in healthcare 

utilization among public, private, and mobile/other institutions. Among those who report being in 

excellent health, the majority (73.6%) use public health services, with day clinics accounting for 

53.3% and government clinics for 20.3%. In contrast, just 15.4% of this group receive private 

medical treatment, and 5.9% make use of other services like mobile phones. This indicates that 

even healthier individuals predominantly depend on public healthcare. 

For those in good health, a similar trend is observed. About 77% of individuals use public facilities, 

while private facilities serve 13%, and mobile/other services account for 6.2%. This shows that 

reliance on public healthcare remains high, even among those who are relatively healthy. Among 

people in fair health, 77.3% continue to use public services, and private care use slightly increases 

to 15.1%. Mobile or other services remain low at 4.6%. 

This implies that while some people may move to private healthcare as their health starts to 

deteriorate, public services continues to account for most of the consumption. The biggest reliance 

on public healthcare 0is seen among those who are ill, as 85.2% of them utilize government or day 

clinics, compared to just 8.8% who use private facilities and 3.2% who use mobile or other 

services. This suggests that those with poorer health are less likely to seek 
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private treatment and more dependent on public services. All things considered, the data shows a 

distinct pattern: private and mobile services are comparatively insignificant, whereas public 

healthcare services are the primary source of care for all health statuses and reliance on public 

facilities rises as health status decreases. 

Table 5.13: Use of healthcare access & utilisation by place of residence 

 
Place of residence Government 

Hospital 

Day hospital/ 

community 

health centre 

Mobile clinic Family planning 

Clinic 

Private 

hospital 

Pharmacy Private 

doctor 

Other 

private 

Other Total Number 

Urban 19.89% 48.30% 1.99% 4.74% 7.77% 0.95% 15.20% 0.47% 0.68% 100% 30600 

Rural Informal 

(tribal) 

20.65% 65.46% 7.86% 1.50% 1.61% 0.42% 1.97% 0.26% 0.72% 100% 22392 

Rural (farms) 19.40% 58.40% 3.070% 1.18% 2.19% 0.34% 4.71% 0.47% 0.01% 100% 9949 

Total 20.18% 55.84% 5.21% 1.50% 4.87% 0.69% 9.12% 0.39% 0.73% 100% 58941 

Number 11895 32912 3070 1756 2869 405 5373 231 430 58941  

Chi-square 1421.095ª  

P-value <.000 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

Table 5.13 shows that the Chi-square value of 1421.095 with a P-value of < 0.001 is a highly 

statistically significant association between place of residence (urban, rural informal/tribal, and 

rural formal/farms) and the type of healthcare service utilized. This means that the differences in 

facility usage by residential location are not due to random variation, but reflect real and systematic 

disparities in access to, and choice of, healthcare facilities across different geographic contexts. 

 

The healthcare service by place of residence, between (19.40% - 20.65%) of the participants who 

reside in urban, rural, informal, and rural farms reported to have made use of the government 

hospital to seek healthcare services. While a high proportion of about (48.30% - 58.40%) residing 

in urban, rural, informal, and rural farms reported having been using a Day hospital or community 

healthcare centre. Only between (0.34% - 15.20%) visited private healthcare services to seek 

medical care. A contributing factor to these results might be the distance the individual has to travel 

to the healthcare facility or the available facility in that area. 
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Table 5.14: Observed patterns in use of healthcare access & utilisation by place of residence 

 

Facility Type Urban 

(%) 

Rural Informal 

(%) 

Rural Farms 

(%) 

Key Insights 

Government hospital 19.89 20.65 19.40 Usage is similar across locations 

Day hospital/clinic 48.30 65.46 58.40 Dominant in rural areas 

Mobile clinic 
1.99 7.86 3.07 

Mobile clinics are more critical in rural 

settings 

Family planning 

clinic 
4.74 1.50 1.18 

Urban populations utilise more specialized 

services 

Private hospital 7.77 1.61 2.19 Private care is concentrated in urban areas 

Private doctor 15.20 1.97 4.71 Strong urban-rural divide 

Pharmacy 0.95 0.42 0.34 Slightly higher in urban zones 

Other 

private/medical 
0.47 0.26 0.47 

Consistently low 

Other 0.68 0.72 0.01 Minimal usage across all areas 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

The distribution of healthcare facility usage in South Africa varies significantly between urban, 

rural informal, and rural farm areas in table 5.14. With usage ranging from roughly 19 to 21% 

across all areas, government hospitals appear to be a reliable foundation for healthcare access in 

each environment. Day clinics and hospitals are the most used institutions overall, particularly in 

rural regions. Their use peaked in rural informal settlements at 65.46%, demonstrating their vital 

role in providing primary healthcare outside of urban centres. The relevance of mobile clinics in 

addressing groups that are difficult to reach is demonstrated by the fact that they are used more 

frequently in rural informal areas (7.86%) than in urban or rural farm regions. Urban areas use 

family planning clinics more frequently (4.74%), which is indicative of easier access to specialist 

reproductive health treatments there. 

Private hospitals and private doctors show a strong urban concentration, with urban usage of 

private doctors at 15.20% compared to only 1.97% in rural informal areas, pointing to a clear 

urban-rural divide in access to private care. Pharmacies are slightly more prevalent in urban areas, 

while other private or medical services are consistently low across all locations. Finally, the 

category other accounts for minimal usage in all areas, indicating that alternative or less formal 

health services are not widely used. 
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Table 5.15: Use of healthcare access & utilisation by Province 

 

Healthcare 

access & 

utilisation 
Province Government 

hospital 

Day hospital/ 

clinic community 

health centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital/ 

clinic 

Pharmacy Private 

doctor 

Other 

private 

medical 

Other Total 

Eastern Cape 20.60% 62.20% 5.60% 1.40% 2.90% 0.60% 6.30% 0.10% 0.30% 3059 

Free State 17.10% 56.60% 2.40% 2.50% 5.00% 1.10% 14.40% 0.60% 0.20% 1766 

Gauteng 12.10% 60.60% 2.70% 2.70% 6.00% 0.90% 13.60% 0.40% 1.00% 5683 

KwaZulu-Natal 21.00% 61.00% 7.00% 1.00% 2.40% 0.50% 5.90% 0.30% 0.80% 12877 

Limpopo 22.90% 58.50% 4.60% 1.70% 4.50% 0.70% 5.60% 0.50% 1.20% 3004 

Mpumalanga 21.30% 59.50% 7.40% 1.30% 2.50% 0.60% 6.10% 0.30% 1.00% 4344 

Northwest 17.20% 60.90% 5.40% 2.30% 5.10% 0.70% 7.50% 0.40% 0.60% 2546 

Northern Cape 32.90% 49.50% 2.70% 2.80% 4.10% 0.90% 6.50% 0.40% 0.30% 1797 

Western Cape 22.10% 51.30% 1.80% 1.40% 4.00% 1.30% 17.20% 0.60% 0.30% 2674 

Total 11895 32912 3070 1756 2869 405 5373 231 430  

Chi-square 2913.215   

P-value 0.000  

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

 

Table 5.15 shows a statistically significant correlation between the type of healthcare services used 

and the province of residency that is indicated by the Chi-square statistic of 2913.215 and a P- 

value of 0.000. According to these results there are actual, systemic inequalities in healthcare 

facility usage between provinces that are caused by variances in healthcare infrastructure, 

socioeconomic settings, and service availability at the provincial level. 

 

The Northern Cape has the greatest percentage of people who use government hospitals (32.90%). 

Gauteng has the lowest usage rate (12.10%). The Northern Cape (49.50%) had the lowest 

utilization of day hospitals, while KwaZulu-Natal (61.0%) had the highest, followed by the Eastern 

Cape (62.20%). Mobile clinic utilization was highest in Mpumalanga (7.40%) and KwaZulu-Natal 

(7.00%) compared to other provinces, while it was lowest in the Western Cape (1.80%) and 
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Northern Cape (2.70%). 

 

The use of family planning clinics is generally low in all provinces however, it is highest in the 

Northern Cape (2.80%) and Free State (2.50%). Gauteng (6.00%) and Northwest (5.10%) had the 

highest private hospital utilization rates, followed by KwaZulu-Natal (2.40%). Pharmacies were 

mostly used in the Western Cape (1.30%) and Gauteng (0.90%), and the lowest in the Eastern Cape 

(0.60%). 

 

This implies that the provincial variable has a major impact on the kinds of healthcare services that 

people use. The data demonstrates distinct regional variations in South Africa's use of healthcare 

services. The impact of geographical characteristics on healthcare access and choices is highlighted 

by the large chi-square value, which shows that these disparities are statistically significant. To 

meet the distinct healthcare requirements of every province, our findings emphasize the necessity of 

region-specific healthcare policies and initiatives. The statistical significance of the variations in 

healthcare utilization by province is confirmed by the extremely low P-value (< 0.000). In other 

words, the province in which a person resides has a significant influence on the kind of healthcare 

services they consume. 

Table 5.16: Provincial patterns and disparities of healthcare access & utilisation 

 

Healthcare access 

& utilisation 

Province Key Findings 

Eastern Cape Heavy reliance on community clinics (62.2%) and government 

hospitals (20.6%) 

Free State Relatively higher private doctor use (14.4%), moderate use of public 

services 

Gauteng High clinic usage (60.6%) and private doctor use (13.6%), lower gov. 

hospital use 

KwaZulu-Natal Higher mobile clinic usage (7%), very reliant on community clinics 

(61%) 

Limpopo Consistent with rural patterns—high clinic (58.5%) and government 

hospital (22.9%) use 

 

Mpumalanga 

Like Limpopo, with mobile clinics (7.4%) playing a strong role 

Northwest Higher use of private doctors (7.5%) and clinics (60.9%) 

Northern Cape Highest reliance on government hospitals (32.9%), lower clinic use 

(49.5%) 
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Healthcare access 

& utilisation 

Province Key Findings 

Western Cape Highest private doctor usage (17.2%), significant clinic use (51.3%) 

Source: Author’s own computation using STATA and the 2017 SABSSAM data set, n = 61997 

 

 

 

Table 5.16 shows that the use of healthcare services differs widely throughout the provinces of 

South African, this also indicates the variations in infrastructure, urbanization, and access to 

private treatment. Residents from the Eastern Cape have a high dependence on public healthcare, 

as seen by their dependence on government hospitals (20.6%) and community clinics (62.2%). The 

Free State has a mixed public-private dependency, as seen by its relatively higher utilization of 

private physicians (14.4%) and moderate use of public institutions. As a highly urbanized province, 

Gauteng has a high clinic utilization rate (60.6%) and a significant private doctor utilization rate 

(13.6%), but a lower utilization rate of government hospitals, indicating that private services are 

more easily accessible in metropolitan areas. 

While community clinics (61%) continue to be the mainstay of healthcare delivery in KwaZulu- 

Natal, mobile clinics (7%) have a greater presence. While Mpumalanga exhibits similar tendencies, 

with mobile clinics (7.4%) making a significant contribution to service delivery, Limpopo reflects 

typical rural patterns with high clinic usage (58.5%) and government hospital usage (22.9%). In 

the Northwest province, a combination of public and private treatment is shown in the moderate 

reliance on private physicians (7.5%) and clinic usage (60.9%). With comparatively lower clinic 

utilization (49.5%) and a higher reliance on government hospitals (32.9%), the Northern Cape 

stands out for its emphasis on higher-level care. Lastly, a well- developed private healthcare 

industry is highlighted by the Western Cape, which has the largest usage of private doctors 

(17.2%), even though clinics continue to service a sizable section of the population (51.3%). 

 

 

 

 

Table 5.17: Use of healthcare access & utilisation by medical aid cover 
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Medical Aid Cover 

Healthcare access & utilisation Yes No Total 

Government hospital 6.4% 23.4% 5239 

Day hospital/clinic community health centre 7.6% 58.1% 10905 

Mobile clinic 0.9% 4.4% 960 

Family planning clinic 0.6% 0.3% 100 

Private hospital/clinic 24.1% 2.7% 1550 

Pharmacy 1.3% 1.0% 243 

Private doctor 57.2% 8.7% 4221 

Other private medical 0.9% 0.3% 70 

Other 0.9% 1.2% 204 

Total 100.0 100.0 23492 

Chi-square = 9032.3849  

P-value = 0.000 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset, n = 61997 

 

 

Table 5.17 demonstrates that while only 7.6% of people with medical aid visit community 

health centres, a significant percentage of people without medical aid (58.1%) do. The vast 

majority of those with health insurance (57.2%) see private physicians, while 24.1% go to 

private clinics or hospitals. On the other hand, just 2.7% of those without health insurance use 

private clinics or hospitals, and only 8.7% see private physicians. Most people who need 

medical assistance use private healthcare providers. People without health insurance are 

increasingly reliant on public healthcare facilities like community health centres and 

government hospitals. This demonstrates the dependence on underfunded public services 

because of their limited affordability. 

This implies that receiving medical assistance has a big impact on the kinds of healthcare 

services people use. The data unequivocally shows that the use of healthcare services is 

significantly influenced by medical assistance coverage. While those without medical 

assistance mostly use public healthcare services, those with medical assistance are more likely 

to use private healthcare services. The significance of medical aid in determining access to 

various healthcare providers is highlighted by the considerable chi-square value. 
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Table 5.18: Use of healthcare access & utilisation by HIV status 

 

HIV status 

Healthcare access & utilisation Positive Negative Total 

Government hospital 23.5% 18.6% 4665 

Day hospital/clinic community health centre 61.9% 54.5% 11872 

Mobile clinic 4.7% 3.8% 972 

Family planning clinic 0.8% 2.7% 474 

Private hospital/clinic 2.2% 5.8% 1039 

Pharmacy 0.5% 0.9% 193 

Private doctor 6% 12.5% 2539 

Other private medical 0.1% 0.4% 81 

Other 0.4% 0.8% 117 

Total 100.0 100.0 21952 

  

Chi-square = 288.6526 

P-value = 0.000 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset, n = 61997 

 

 

Table 5.18 shows that a higher percentage of HIV-positive individuals (23.5%) use 

government hospitals compared to HIV-negative individuals (18.6%). There is a significantly 

higher proportion of HIV-positive individuals (61.9%) who rely on community health centres 

compared to HIV-negative individuals (54.5%). Mobile clinic usage is slightly higher among 

HIV-positive individuals (4.7%) compared to HIV-negative individuals (3.8%). Family 

planning clinic usage is lower among HIV-positive individuals (0.8%) compared to HIV- 

negative individuals (2.7%). A smaller percentage of HIV-positive individuals (2.2%) use 

private hospitals/clinics compared to HIV-negative individuals (5.8%). 

A lower percentage of HIV-positive individuals (6.0%) visit private doctors compared to HIV- 

negative individuals (12.5%). The chi-square value of 288.6526 with a p-value of 0.000 

indicates a highly significant difference in the distribution of healthcare services utilization 

between HIV-positive and HIV-negative individuals. This suggests that HIV status 

significantly influences the type of healthcare services utilized by individuals. The data 

demonstrates distinct patterns in healthcare service utilization based on HIV status. 
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HIV-positive individuals are more likely to use government hospitals and community health 

centres, while HIV-negative individuals are more likely to utilize private healthcare services 

such as private hospitals and doctors. The significant chi-square value underscores the impact 

of HIV status on healthcare access and preferences, highlighting the need for targeted 

healthcare policies and interventions to address the specific needs of HIV-positive individuals. 

This P-value (<0.001) indicates a highly statistically significant association between HIV 

status and the type of healthcare services used. In simpler terms, individuals who are HIV- 

positive and those who are HIV-negative utilize healthcare services differently, and this 

difference is not due to chance. 

 

 
Table 5.19: Use of healthcare access & utilisation by HIV status per province 

 

HIV status 

Province Healthcare services Positive 

(%) 

Negative 

(%) 

Total 

Western Cape Government hospital 37.8 19.4 591 

 Day hospital/clinic community health centre 52.8 43.0 1385 

 Mobile clinic 1.3 0.9 47 

 Family planning clinic 0.9 2.6 40 

 Private hospital/clinic 1.6 6.2 108 

 Pharmacy 0.0 1.8 34 

 Private doctor 5.7 25.0 458 

 Other private medical 0.0 0.5 15 

 Other 0.0 0.5 7 

 Total 100.0 100.0 2685 

 Pearson: Uncorrected chi2(8) = 92.3033    

 Design-based F(6.29, 760.59) = 5.8808 Pr = 0.000    

     

Eastern Cape Government hospital 24.4 23.7 511 

 Day hospital/clinic community health centre 64.1 58.8 1530 

 Mobile clinic 3.0 4.6 131 

 Family planning clinic 0.9 1.2 35 

 Private hospital/clinic 3.6 3.3 76 

 Pharmacy 0.7 0.8 15 

 Private doctor 2.8 7.3 182 

 Other private medical 0.0 0.2 4 

 Other 0.5 0.1 7 
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 Total 100.0 100.0 2491 

 Pearson: Uncorrected chi2(8) = 15.8654    

 Design-based F(6.69, 762.62) = 1.1601 Pr = 0.324    

     

Northern Cape Government hospital 30.5 30.8 596 

 Day hospital/clinic community health centre 50.9 50.5 894 

 Mobile clinic 3.2 3.0 48 

 Family planning clinic 1.6 3.4 50 

 Private hospital/clinic 3.4 4.2 74 

 Pharmacy 1.6 0.8 16 

 Private doctor 7.6 6.5 119 

 Other private medical 0.5 0.7 7 

 Other 0.7 0.1 5 

 Total 100.0 100.0 1809 

 Pearson: Uncorrected chi2(8) = 7.2053    

 Design-based F(6.16, 450.00) = 0.7376 Pr = 0.623    

     

Free State Government hospital 16.7 14.4 304 

 Day hospital/clinic community health centre 63.3 57.7 997 

 Mobile clinic 0.8 1.7 43 

 Family planning clinic 0.8 3.9 45 

 Private hospital/clinic 4.1 5.9 89 

 Pharmacy 0.0 1.1 20 

 Private doctor 14.0 14.8 256 

 Other private medical 0.0 0.5 11 

 Other 0.4 0.1 4 

 Total 100.0 100.0 1769 

 Pearson: Uncorrected chi2(8) = 18.9536    

 Design-based F(5.47, 388.60) = 1.4097 Pr = 0.215    

     

KwaZulu-Natal Government hospital 21.9 22.9 1063 

 Day hospital/clinic community health centre 64.1 55.1 2086 

 Mobile clinic 8.7 6.2 269 

 Family planning clinic 0.7 1.5 77 

 Private hospital/clinic 1.1 3.4 218 

 Pharmacy 0.0 0.7 41 

 Private doctor 3.4 9.2 599 

 Other private medical 0.0 0.1 8 

 Other 0.0 0.8 26 

 Total 100.0 100.0 4387 

 Pearson: Uncorrected chi2(8) = 70.8339    

 Design-based F(5.84, 987.16) = 4.4783 Pr = 0.000    
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North West Government hospital 27.3 15.3 325 

 Day hospital/clinic community health centre 61.7 61.8 1195 

 Mobile clinic 3.7 4.1 94 

 Family planning clinic 0.0 3.0 56 

 Private hospital/clinic 3.0 6.3 102 

 Pharmacy 0.5 0.6 16 

 Private doctor 3.3 8.3 162 

 Other private medical 0.4 0.3 8 

 Other 0.0 0.4 9 

 Total 100.0 100.0 1967 

 Pearson: Uncorrected chi2(8) = 43.1533    

 Design-based F(5.68, 380.40) = 3.2949 Pr = 0.004    

     

Gauteng Government hospital 18.0 11.2 371 

 Day hospital/clinic community health centre 63.8 53.3 1525 

 Mobile clinic 3.6 2.5 112 

 Family planning clinic 1.0 4.3 99 

 Private hospital/clinic 2.2 9.7 233 

 Pharmacy 1.2 1.0 30 

 Private doctor 10.2 16.0 502 

 Other private medical 0.0 0.6 13 

 Other 0.0 1.4 27 

 Total 100.0 100.0 2912 

 Pearson: Uncorrected chi2(8) = 67.4870    

 Design-based F(6.39, 920.35) = 5.5721 Pr = 0.000    

     

Mpumalanga Government hospital 24.2 21.4 388 

 Day hospital/clinic community health centre 60.8 57.7 1157 

 Mobile clinic 5.3 5.8 135 

 Family planning clinic 1.2 1.9 26 

 Private hospital/clinic 2.0 2.6 46 

 Pharmacy 1.1 0.6 13 

 Private doctor 3.9 8.7 131 

 Other private medical 0.4 0.7 8 

 Other 1.2 0.6 13 

 Total 100.0 100.0 1917 

 Pearson: Uncorrected chi2(8) = 14.8692    

 Design-based F(6.29, 396.34) = 1.4173 Pr = 0.204    

     

Limpopo Government hospital 32.7 23.0 516 

https://uwcscholar.uwc.ac.za/home 



100  

 Day hospital/clinic community health centre 55.4 57.8 1103 

 Mobile clinic 3.2 4.9 93 

 Family planning clinic 0.4 2.3 46 

 Private hospital/clinic 2.3 4.4 93 

 Pharmacy 0.0 0.4 8 

 Private doctor 3.4 5.9 130 

 Other private medical 0.6 0.4 7 

 Other 2.1 0.9 19 

 Total 100.0 100.0 2015 

 Pearson: Uncorrected chi2(8) = 18.8461    

 Design-based F(7.03, 534.32) = 2.1095 Pr = 0.041    

 Pearson: Uncorrected chi2(8) = 24.9586    

 Design-based F(5.11, 510.50) = 3.1098 Pr = 0.008    

Source: Author’s own computation using STATA and the 2017 SABSSAM, n = 61997 

 

 

 

The distribution of HIV-positive and HIV-negative patients who receive healthcare services 

in South African provinces appears in Table 5.19. Most HIV-positive patients receive their 

care at government hospitals throughout all provinces with Western Cape having the highest 

rate at 37.8% and Limpopo following at 32.7%. The Day hospital service stands as the most 

popular choice for both HIV-positive and HIV-negative patients throughout all provinces. The 

Eastern Cape shows that 64.1% of HIV-positive patients and 58.8% of HIV-negative patients 

receive their care at these facilities. Mobile clinics serve fewer patients, but KwaZulu-Natal 

and Mpumalanga show the highest mobile clinic usage among HIV-positive patients at 8.7% 

and 5.3% respectively. 

HIV-negative patients choose to receive their healthcare from private facilities including 

Private Hospitals/Clinics and Private Doctors and Pharmacies at higher rates than HIV- 

positive patients do. The number of HIV-negative patients who visit private doctors in 

Gauteng exceeds HIV-positive patients by 5.8% since 16.0% of HIV-negative patients choose 

private doctors but only 10.2% of HIV-positive patients do. Family planning clinics and 

additional services receive infrequent visits from both HIV-positive and HIV-negative 

patients. 

The significant P-value (Pr < 0.05) indicates that healthcare service access patterns between 

HIV-positive and HIV-negative patients vary based on their provincial location. The Pearson 
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chi-square test results demonstrate substantial connections between HIV status and healthcare 

service selection in Western Cape and KwaZulu-Natal and Gauteng provinces. The Design- 

based F-test verifies these relationships through KwaZulu-Natal data (Pr = 0.000) which 

shows that healthcare service types strongly relate to HIV status. HIV-negative people in the 

Western Cape choose private healthcare institutions for their treatment, while HIV-positive 

patients rely on government hospitals and day clinics. 

These provinces the Eastern Cape (Pr = 0.324), Northern Cape (Pr = 0.623), Free State (Pr = 

0.215), and Mpumalanga (Pr = 0.204), do not exhibit appreciable differences in healthcare 

utilization by HIV status. This suggests equity in access across HIV status or limited 

healthcare choice options overall, particularly in provinces with less developed private sectors. 

Table 5.20: Summary table of differences in the healthcare access & utilization of HIV ( HIV(+) and HIV 

(-) individuals 

Healthcare service type HIV-Positive (%) HIV-Negative 
(%) 

Notable 
Difference 

Government hospital 23.5 18.6 Public reliance ↑ 
Day hospital/community clinic 61.9 54.5 Public reliance ↑ 
Private doctor 6.0 12.5 Private use ↓ 
Private hospital/clinic 2.2 5.8 Private use ↓ 
Family planning clinic 0.8 2.7 Service gap? 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset, n = 61997 

 

 

The differences in healthcare service consumption between those with and without HIV are 

displayed in Table 5.20. While HIV-negative individuals use government hospitals and day 

hospitals/community clinics at 18.6% and 54.5%, respectively, and HIV-positive individuals 

use these facilities at higher rates than HIV-negative individuals (23.5% and 61.9%, 

respectively), implying a greater reliance on public health care, HIV-positive individuals use 

private doctors and clinics less frequently (6.0% and 2.2%) than HIV-negative individuals 

(12.5% and 5.8%), and make fewer family planning clinic visits (0.8% versus 2.7%). 

Table 5.21: Use of healthcare access & utilisation by Disability 

 

Disability 

Healthcare access & utilisation  Yes No Do not know Total 

Government hospital 30.3% 20.3% 38.2% 5243 

https://uwcscholar.uwc.ac.za/home 



102  

Day hospital/clinic community health centre 51.8% 50.0% 56.1% 10915 

Mobile clinic 2.0% 3.9% 0.6% 961 

Family planning clinic 0.2% 0.3% 0.0% 100 

Private hospital/clinic 4.3% 6.2% 2.8% 1550 

Pharmacy 1.3% 1.0% 0.0% 243 

Private doctor 9.5% 16.7% 1.6% 4221 

Other private medical 0.1% 0.4% 0.0% 71 

Other 0.6% 1.2% 0.7% 204 

Total 100.0 100.0 100.0 23508 

Chi-square = 86.7491  

P-value = 0.000 

Source: Author’s own computation using STATA and the 2017 SABSSAM data, n = 61997 

 

 

Table 5.21 indicates that those who report having disabilities (30.3%) and those who do not 

know if they have disabilities (38.2%) are more likely to use government hospitals than those 

without disabilities (20.3%), while a large majority of all categories use community health 

centers, with those who do not know their disability status slightly more (56.1%) than those 

with disabilities (51.8%) or without (50.0%), and those without disabilities using mobile 

clinics the most (3.9%) followed by those with disabilities (2.0%) and those who do not know 

(0.6%).7y 

Among all groups, family planning clinic use is very low; among those who are unsure of 

their disability status, usage is between 0% and 0%. People without disabilities use private 

hospitals and clinics at a higher rate (6.2%) than people with disabilities (4.3%) and people 

who are unsure of their disability status (2.8%). For all groups, pharmacy usage is 

comparatively low. There is another notable difference of (16%) without disability see 

private doctors, compared to (9.0%) of people with disability and the (1.6%) who are not 

sure about their disability status. 

Other private medical services use is low in all groups (0.0% for those who do not know their 

disability status), and other healthcare services use is relatively low in all groups (1.2% of 

those with no disabilities vs. 0.6% of those with disabilities, 0.7% of those who do not know 

their disability status), which is highly significant (Chi-square 86.7491, p 0.000). 

The data shows different patterns of utilization of healthcare services depending on disability 
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status, with those with disabilities more likely to access government hospitals and community 

health centres, and those without disabilities more likely to access private healthcare services, 

such as private hospitals and doctors. The high chi-square value further emphasizes the effect 

of disability status on healthcare access and preferences, which suggests that healthcare 

policies and interventions should be directed at the specific needs of individuals with 

disabilities. 

Table 5.22: Summary of healthcare access & utilisation by Disability 

 

Service type 
Yes 

(Disabled) 

No (Not 

Disabled) 

Not 

Sure 
Notable Insight 

Government hospital 30.30% 20.30% 38.20% 
Public dependency among the 
disabled ↑ 

Day/community health 

centre 
51.80% 50.00% 56.10% The most common choice for all 

Private doctor 9.50% 16.70% 1.60% Lower access to private care ↓ 

Private hospital/clinic 4.30% 6.20% 2.80% Underutilised by the disabled 

Mobile clinic 2.00% 3.90% 0.60% Accessibility issues for the disabled ↓ 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset, n = 61997 

 

 

 

Table 5.22 makes evident the disparities in how people with and without disabilities seek 

healthcare. The percentage of people with disabilities who use government hospitals is higher 

(30.3%) than the percentage of people without disabilities (20.3%), indicating a greater 

reliance on public healthcare. With 51.8 percent of people with disabilities and 50.0% of 

people without disabilities using a day or community health center, they are the main source 

of healthcare for everyone. The percentage is even higher (56.1%) among people who were 

not sure if they had a disability. Conversely, it seems that individuals with disabilities have 

less access to private care; only 9 out of 5 see private physicians, compared to 16 out of 7 

people without disabilities, and only 4 out of 3 use private clinics or hospitals, compared to 6 

out of 2 people without disabilities. Accessibility issues may also be the reason why disabled 

people use mobile clinics less frequently (2.0%) than non-disabled people (3.9 %) as a whole. 
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5.4 Summary 

 
The South African population's usage of healthcare services and the factors that influence that use 

have been studied in this chapter. According to the 2020 Global Healthcare Index, South Africa's 

healthcare system is placed 49th out of 89 countries (Global Health Index, 2020). 

The analysis's highly significant Chi-square values and p-values across several dimensions show 

that there are notable differences in South Africa's use of healthcare services depending on 

important sociodemographic and economic characteristics. One significant factor is age; younger 

populations (15–24 years old) are more likely to use public health facilities like day hospitals and 

community health centres, whereas elderly populations are increasingly turning to private 

physicians. 

The fact that women often use healthcare services more than men, most likely as a result of greater 

rates of morbidity and reproductive health demands, further demonstrates the gender gap. 

Healthcare access patterns are closely correlated with education level; people with tertiary 

education are more likely to utilize private facilities, whilst those with only a primary education or 

no education are more likely to use public clinics. The usage of services is also influenced by 

employment status: while those who are unemployed or disabled rely mostly on public services, 

those who are employed are more likely to seek private healthcare. 

People living in urban areas tend to access private healthcare facilities more often than those living 

in rural areas (especially in informal and tribal areas), who almost exclusively rely on public health 

facilities, while provincial disparities indicate that the Eastern Cape and Limpopo rely more 

heavily on public health facilities and Gauteng and Western Cape use private physicians and 

hospitals more often. The fact that HIV patients are more likely to seek care from public and 

government clinics further compounds the inequity, with the implication that the private sector 

might not be as accessible or affordable to them. Access is also an issue, with the vast majority of 

uninsured individuals relying on public healthcare. Lastly, individuals with disabilities are more 

likely to use government hospitals and less likely to access private doctors, suggesting accessibility 

or financial limitations. Altogether, these findings support the thesis that socioeconomic and 

demographic disparities critically shape access, affordability and choice of healthcare services in 

South Africa. The results emphasize the urgent need for targeted policies to address these gaps and 

https://uwcscholar.uwc.ac.za/home 



105  

ensure equitable healthcare for all citizens. 

In general, this often indicates that the nation's healthcare system is underfunded and badly run. 

About 400 of the more than 600 hospitals in South Africa are public, while the remaining 200 are 

private. While provincial health authorities are in charge of major regional hospitals, municipal 

governments are managing the primary care clinics and smaller hospitals. On the other side, the 

private system, where an estimated 80% of doctors work, serves 20% of the population, primarily 

middle-class and upper-class families. The analyses’ findings indicate that the respondents' work 

status, wealth index status, educational attainment, place of residence, and demographic group all 

had an impact on their ability to obtain healthcare services in South Africa. 

 

5.5 Logistic Regression Analysis 

 
5.5.1 Objective 3: 

Determine how people’s social and economic situations shape the healthcare they receive 

 

5.5.2 Introduction 

 

In Tables 5.23 and 5.24 of the study, logistic regression analysis was used instead of multinomial 

logistic regression analysis, despite the outcome variable originally having more than five 

categories. This decision was informed by both theoretical and practical considerations. 

Specifically, the outcome variable was recoded into a binary format to facilitate cleaner and clearer 

interpretation of the results of this particular section and to focus on a specific contrast of interest 

(e.g., use vs. non-use of a particular healthcare service). While multinomial logistic regression is 

suitable for analysing outcomes with multiple unordered categories, it can introduce complexity in 

interpretation, especially when the number of categories is high (Long & Freese, 2014). By 

dichotomizing the dependent variable, the analysis allowed for more straightforward estimation of 

the odds ratios and a more targeted investigation of the associations between key predictors and 

healthcare utilization outcomes. 

Logistic regression was conducted to examine predictors of healthcare service utilization. The 

model was statistically significant (LR χ²(37) = 9086.77, p < .001), with a pseudo-R² of 0.4583. 

This part of the results provides an interpretation of the logistic regression output for the dependent 
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variable ‘Use of Healthcare Services’. Odds Ratios (ORs) are used to describe the strength and 

direction of association between predictors and the likelihood of using a specific healthcare service 

(positive category). 

Table 5.23: Logistic regression analysis for use of healthcare access & utilisation 

 

Variable Category aOR 95% CI p-value 

Age (years) 18–24 (ref.) 1.00 — — 
 25–49 0.98 0.81–1.19 0.841 
 ≥50 0.75 0.60–0.94 0.014 

Gender Male (ref.) 1.00 — — 
 Female 1.17 1.06–1.30 0.002 

Race Black (ref.) 1.00 — — 
 White 0.14 0.11–0.17 <0.001 
 Coloured 0.52 0.45–0.61 <0.001 
 Indian/Asian 0.12 0.10–0.15 <0.001 

Province Western Cape (ref.) 1.00 — — 
 Eastern Cape 1.03 0.81–1.31 0.795 
 Northern Cape 1.34 1.04–1.72 0.024 
 Free State 0.60 0.47–0.77 <0.001 
 KwaZulu-Natal 1.62 1.32–2.00 <0.001 
 Northwest 0.69 0.54–0.89 0.004 
 Gauteng 0.90 0.74–1.09 0.286 
 Mpumalanga 1.13 0.89–1.43 0.325 
 Limpopo 0.99 0.74–1.33 0.955 

Place of residence Urban (ref.) 1.00 — — 
 Rural informal 2.16 1.85–2.52 <0.001 

a OR = adjusted odds ratio; CI = confidence interval; ref. = reference category. Estimates are adjusted for all 

variables included in the model. 

Source: Authors own computation 

 

 

 

Several predictors of lack of healthcare access were identified in Table 5.23, including age (25% 

lower odds for those over 50 versus those 18–24: OR = 0.75; 95% CI: 0.60 – 0.94; p = 0.014, no 

difference between youngest group and those 25–49), and gender (1.17 times more likely for 

women versus men: OR = 1.17; 95% CI: 1.06 – 1.30; p = 0.002). 

Population groups, Indians/Asians (OR = 0.12), Whites (OR = 0.14), and Coloreds (OR = 0.52) 

were all significantly less likely than Black respondents to report lack of access (p < 0.001). There 

were also provincial differences, with those in the Free State (OR = 0.60) and North West (OR = 

0.69), respectively, having significantly lower odds of not having access, compared to those in the 

Western Cape, while those in KwaZulu-Natal (OR = 1.62) and the Northern Cape (OR = 1.34) had 
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significantly higher odds (p < 0.05). 

Living in a rural informal settlement more than doubled the odds of not having access to healthcare 

(OR = 2.16; p < 0.001), and living on a rural farm nearly tripled the odds (OR = 2.98; p < 0.001) 

as compared to urban people. Place of residence was a significant predictor of access. In 

comparison to those with no or only elementary schooling, education showed a protective effect, 

with secondary education lowering probabilities by 47% (OR = 0.53) and further education 

qualifications lowering odds by 77% (OR = 0.23) (p < 0.001 for both). 

Family dynamics and marital status were also important: Married respondents were less likely to 

lack access than respondents who had never married (OR = 1.34) and respondents who were living 

alone (OR = 1.35), and the probabilities were marginally higher for single respondents not in a 

relationship (OR = 1.30; p = 0.047). Respondents who were employed were 21% less likely to lack 

access than the unemployed (OR = 0.79; p = 0.023), which suggests that employment was 

protective. An important distinction was the source of income. Respondents on government 

assistance (OR = 1.99) or private welfare (OR = 1.93) were nearly twice as likely to lack access (p 

< 0.001) as those on pay. No discernible impact was seen from other sources of income. The 

likelihood of not having access was 37% lower for those without disabilities than for people with 

disabilities (OR = 0.63; p = 0.001). 

Lastly, the greatest predictor was medical assistance coverage; respondents without medical aid 

were nearly 15 times more likely than those with medical aid to indicate lack of access (OR = 

14.83; 95% CI: 13.05 – 16.85; p < 10%). 

These findings demonstrate how several factors, including age, gender, race, province, place of 

residence, education, marital status, work, income source, handicap status, and medical assistance 

coverage, have a substantial impact on access to healthcare. Notably, residing in a remote place 

and not having health insurance significantly enhances one's susceptibility to a lack of access. The 

results indicate systemic injustices influenced by demographic, regional, and socioeconomic 

variables. 
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5.6 Binary and Logistic Regression 

 
Table 5.24: Binary Logistic Regression for private healthcare access & utilisation  

 

Variable Category  aOR 95% CI p-value 

Gender Male (ref.) 1.00 — — 
 Female 0.85 0.77–0.94 0.002 

Population group Black (ref.) 1.00 — — 
 White 7.59 6.21–9.28 <0.001 
 Coloured 1.93 1.65–2.25 <0.001 
 Indian/Asian 8.12 6.73–9.81 <0.001 

Province Western Cape (ref.) 1.00 — — 
 Northern Cape 0.74 0.58–0.95 0.019 
 Free State 1.66 1.30–2.13 <0.001 
 KwaZulu-Natal 0.63 0.51–0.77 <0.001 
 Northwest 1.44 1.13–1.84 0.004 

Place of residence Urban (ref.) 1.00 — — 
 Rural informal 0.46 0.40–0.54 <0.001 
 Rural (farms) 0.33 0.27–0.40 <0.001 

Education No/Primary (ref.) 1.00 — — 
 Secondary 1.77 1.55–2.01 <0.001 
 Higher 4.03 3.42–4.74 <0.001 

Marital status Married (ref.) 1.00 — — 
 Never married 0.71 0.56–0.90 0.005 
 Widowed 1.39 1.04–1.86 0.025 

Family structure Living with family (ref.) 1.00 — — 
 Living alone 0.72 0.57–0.91 0.005 
 Single, not in relationship 0.76 0.58–0.98 0.034 

Employment Unemployed (ref.) 1.00 — — 
 Employed 1.25 1.02–1.53 0.030 

Wealth source Own income (ref.) 1.00 — — 
 Government grants 0.52 0.41–0.66 <0.001 
 Private welfare 0.53 0.40–0.71 <0.001 

Medical aid Yes (ref.) 1.00 — — 
 No 0.07 0.06–0.08 <0.001 

aOR = adjusted odds ratio; CI = confidence interval; ref. = reference category. All estimates are adjusted for variables included 

in the model 

Source: Author’s own computation 

 

Table 5.24 presents the multivariable logistic regression results examining the determinants of 

inability to afford healthcare. Several socioeconomic, demographic, and geographic factors were 

significantly associated with affordability constraints. 

Age was a significant predictor, with respondents aged 50 years and older having 28% lower odds 
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of reporting inability to afford healthcare compared to those aged 18–24 (OR = 0.72; 95% CI: 

0.59–0.88; p = 0.002), while no significant difference was observed for those aged 25–49. Women 

were significantly more likely than men to report affordability barriers (OR = 1.18; 95% CI: 1.07–

1.31; p = 0.001). 

Strong racial differences were observed. Compared to Black respondents, White (OR = 0.15; 95% 

CI: 0.12–0.18), Indian/Asian (OR = 0.13; 95% CI: 0.11–0.16), and Coloured respondents (OR = 

0.54; 95% CI: 0.47–0.63) had significantly lower odds of being unable to afford healthcare (p < 

0.001 for all). 

Significant provincial variation in affordability was evident. Residents of KwaZulu-Natal (OR = 

1.58; 95% CI: 1.29–1.94; p < 0.001) and the Northern Cape (OR = 1.41; 95% CI: 1.08–1.83; p = 

0.011) had higher odds of affordability constraints compared to those in the Western Cape, while 

respondents in the Free State (OR = 0.63; 95% CI: 0.49–0.81; p < 0.001) and North West (OR = 

0.71; 95% CI: 0.56–0.91; p = 0.006) had significantly lower odds. 

Place of residence was a strong predictor of affordability. Individuals living in rural informal 

settlements were more than twice as likely to be unable to afford healthcare compared to urban 

residents (OR = 2.09; 95% CI: 1.79–2.44; p < 0.001), while those living on farms had nearly three 

times the odds (OR = 2.86; 95% CI: 2.32–3.53; p < 0.001). 

Education showed a pronounced protective effect. Respondents with secondary education had 44% 

lower odds of affordability constraints (OR = 0.56; 95% CI: 0.49–0.64; p < 0.001), while those 

with higher education had 76% lower odds (OR = 0.24; 95% CI: 0.20–0.29; p < 0.001) compared 

to those with no or primary education. Employment was also protective, reducing the odds of being 

unable to afford healthcare by 22% (OR = 0.78; 95% CI: 0.65–0.93; p = 0.006). 

Income source was significantly associated with affordability. Compared to respondents earning 

wages, those dependent on government grants (OR = 1.94; 95% CI: 1.60–2.35) or private welfare 

(OR = 1.88; 95% CI: 1.45–2.43) were nearly twice as likely to report inability to afford healthcare 

(p < 0.001). Individuals without disabilities were significantly less likely to experience 

affordability barriers than those with disabilities (OR = 0.66; 95% CI: 0.51–0.86; p = 0.002). 

Medical aid coverage was the strongest predictor of affordability. Respondents without medical 

aid were over fourteen times more likely to report inability to afford healthcare compared to those 
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with coverage (OR = 14.52; 95% CI: 12.71–16.58; p < 0.001). 

 

5.7 Conclusion 

 
This chapter gives Section 5.1.2 of the general summary and the background of the sample’s 

characteristics, such as demographics and the initial variables associated with healthcare services. 

Section 5.2 examines the relationship between the background variables and access to healthcare 

services in South Africa. Then, we investigated potential controlling variables that may have 

influenced the above-mentioned variables, such as age, population group, level of education, 

wealth index, etc. For it be consistent with the research questions posed in Chapter 1, this chapter’s 

organisation is set up in a similar manner, specifically, to cover each study issue in turn before 

integrating a discussion of the results and their implications on healthcare services. 

In conclusion, this study has demonstrated that access to healthcare in South Africa remains 

strongly shaped by structural and socio-demographic determinants, including medical aid 

coverage, place of residence, race, education, employment and household composition. These 

findings are consistent with the existing body of literature, which highlights how historical 

inequalities, socioeconomic disadvantages and geographic disparities continue to undermine 

equitable healthcare delivery (Mokomane et al., 2017; Tsawe & Appunni, 2020). By addressing 

the research objectives, namely, to identify the key predictors of inadequate healthcare access and 

to understand how they intersect, this study provides robust empirical evidence to inform policies 

and programmes that advance the goal of universal health coverage. These insights should inform 

targeted interventions that address the multi-dimensional roots of healthcare inequities and support 

policy goals towards universal, equitable coverage. 
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CHAPTER 6 

DISCUSSION BASED ON RESEARCH QUESTIONS AND 

OBJECTIVES 

 
6.1 Introduction 

The study aimed to determine the factors that play a role in healthcare services utilisation in South 

Africa. This chapter will help with understanding and broadly explain those factors using the results 

from the analysis. It consists of different subsections derived from the whole study’s objectives. 

This research was based on a 2017 nationally representative population-based HIV household 

survey with 61997 participants. The interview instruments solicited information on socio-

demographic characteristics, including orphanhood status, sexual behaviours, HIV knowledge, risk 

perception, and health-related factors, not excluding HIV testing. So, this study only focuses on 

socio- demographic and health-related factors based on the following three objectives i.e., (1) 

Assess the availability and affordability of healthcare services across different socioeconomic and 

geographic groups in South Africa, (2) Examine disparities in service quality, resource distribution 

and patient outcomes between public and private healthcare sectors, and (3) To determine the 

effects of socioeconomic dynamics on healthcare service in South Africa. 

This chapter discusses the study’s key findings, considering the research objectives, the Andersen 

Behavioural Model, and recent literature on healthcare access and utilization in South Africa. The 

discussion contextualizes the results within the realities of South Africa’s healthcare landscape, 

comparing them with past and current evidence, and outlines their policy and both the theoretical 

and practical implications. The results reveal deep-rooted inequalities that remain strongly 

patterned along socio-demographic, socioeconomic, and geographic lines. The chi-square tests 

consistently showed statistically significant relationships between factors, such as age, gender, 

education, employment status, province, population group, marital status, wealth index, family 

status, health status, medical aid coverage, HIV status, disability status and place of residence, with 

the type of healthcare services utilized. 
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6.2 Summary of key findings 

 
6.2.1 Objective 1: 

Examine how people from different socioeconomic backgrounds in South Africa access and 

afford the healthcare they need 

 

The healthcare system, with its dual structure in South Africa, upholds major economic gaps 

between different population groups. Public healthcare facilities serve most of the young, 

unemployed, and less educated people, but private care serves mostly older and better-off 

employed individuals who have received formal education, according to Goudge & Govender 

(2020). According to the Andersen Behavioural Model, enabling factors, including income, 

insurance, and location, play a strong role in shaping healthcare utilization patterns alongside need 

and predisposing characteristics as identified by Babitsch & Ciupitu (2025). These findings were 

also apparent in this study. 

Healthcare access primarily depends on the income level of individuals. People with higher 

financial resources can pay for medical aid premiums as well as co-payments and related expenses, 

which allows them to choose private doctors and hospitals.  People with low incomes and no 

employment face obstacles to both preventive and curative medical care because they lack the 

financial means to afford services (Mazenda, 2024). The findings from this research in Table 5.9, 

unemployed individuals primarily depend on day hospitals/community clinics (58.3%) and 

government hospitals (23.2%), with minimal access to private services like private doctors (8.2%) 

or private hospitals (2.9%). This indicates that households that do not have stable financial sources 

primarily use public healthcare services as their primary healthcare provider. 

Medical aid membership serves as the leading factor which enables people to access healthcare. 

Table 5.17 shows that a large proportion of individuals without medical aid (58.1%) rely on 

community health centres, whereas only 7.6% of those with medical aid use these services. The 

national health spending of South Africa shows that medical aid members, who make up only 16% 

of the population, account for almost half of all health expenses (DoH, 2017). Most South Africans 

rely on public services, which face chronic shortages because the healthcare system maintains an 

unbalanced distribution that leads to delayed appointments, outdated medical equipment and 
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inconsistent service quality (Fadipe & Molale, 2024; WHO, 2016). Results of the study shows that 

having no medical aid cover automatically decreases the chances of getting proper healthcare 

access and utilisation. 

Racial disparities further reinforce this divide in Tables 5.4 and 5.5, where Black African 

individuals predominantly use government hospitals (20.5%) and Day hospitals or community 

health centres (61.5%) for healthcare. This high reliance on public healthcare facilities may reflect 

accessibility or socioeconomic factors within this group. White individuals, by contrast, show 

significantly lower usage of government hospitals (7.6%) and Day hospitals (9.7%), with a greater 

preference for private healthcare options. Black Africans represent the majority who receive public 

services, while White and Indian/Asian groups prefer private healthcare facilities because of 

ongoing economic and spatial inequalities from apartheid times (Coovadia et al., 2009). Black 

African and Coloured urban residents showed greater support for the National Health Insurance 

Bill expansion during the COVID-19 pandemic (Benatar, 2021). 

These effect sizes indicate that race remains a powerful predictor of both access and affordability, 

even after adjusting for education, employment, income source, place of residence, and medical 

aid coverage. The intensity and direction of these correlations imply that Black Africans' high 

reliance on public healthcare is not just a result of personal preference but rather of limited access 

to private treatment due to socioeconomic disadvantage and inadequate financial security. This 

conclusion is supported by the fact that the greatest predictor of both lack of access and inability 

to pay for care was not having medical insurance, which was far more common among Black 

respondents and increased the odds by more than fourteen times (p < 0.001). Therefore, differences 

in access to medical assistance, financial security, and job prospects are intimately linked to racial 

disparities in facility use. 

Overall, the findings suggest that discrepancies in healthcare utilization by race reflect larger 

structural disparities in South Africa's dual healthcare system. Black Africans continue to be 

fundamentally reliant on underfunded public healthcare systems, whilst white respondents 

disproportionately use private healthcare. The magnitude and significance of regression effects, as 

well as the consistency between descriptive facility-use patterns, highlight the fact that these racial 

disparities are structural rather than incidental, reflecting long-standing differences in 

socioeconomic status and health system funding. 
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6.2.2 Objective 2: 

Assess the differences in care, resources, and experiences between public and private 

healthcare 

 

The research confirms previous studies that show the private healthcare sector provides superior 

resources and responsiveness, while public healthcare institutions face operational challenges. The 

private healthcare sector attracts the most patients in Gauteng and the Western Cape, while public 

clinics and mobile services serve most patients in Limpopo, the Eastern Cape, KwaZulu-Natal, and 

the Northwest provinces. This is shown in Table 5.15, which reveals that the Northern Cape has 

the highest percentage (32.9%) of utilisation of government hospitals, while Gauteng has the 

lowest percentage (12.1%) of utilisation. The highest utilisation of Day hospitals was in the Eastern 

Cape (62.2%), followed by KwaZulu-Natal (61.0%). Research evidence from Maphumulo & 

Bhengu (2019) and Nxumalo et al. (2021) demonstrates how healthcare resource distribution 

patterns result in geographical health disparities, this is seen in Table 5.13. 

Public clinics serve as the main healthcare providers for residents of rural, informal and farming 

areas, as the World Health Organization (2022) states that this pattern blocks South Africa from 

achieving Universal Health Coverage. In Table 5.13 and 5.14 show that the combination of distant 

healthcare services and inadequate medical personnel with outdated facilities makes rural areas 

more challenging to access. The limited access to healthcare is made worse by skilled professional 

movements from public institutions towards urban areas and private sector institutions. 

 

From the perspective of Political Determinants of Health, the continued reliance on under-

resourced public clinics in rural provinces reflects institutional and political decisions that 

concentrate funding and skilled personnel in urban and private-sector settings, reinforcing spatial 

inequality and undermining progress toward Universal Health Coverage. These statistically 

significant and consistent associations show that unequal workforce distribution, infrastructure 

investment, and resource allocation structurally produce geographical health disparities. 

Insured individuals use private healthcare services at more than 80% combined while uninsured 

people remain dependent on overwhelmed public health systems. The healthcare system carries 

the most disease burden through public facilities while antiretroviral therapy access has improved, 

yet stigma and resource constraints continue to impact fair treatment (Zungu et al., 2022). People 
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with disabilities encounter major obstacles because of inaccessible facilities and insufficient 

training among medical staff which prevents them from getting proper care leading to inferiority 

care and health inequities, thus is evident in Table 5.21. 

The employment status of individuals directly influences their healthcare service utilization 

patterns. The security of household income and private medical aid coverage that people with 

stable employment receive enables them to access various providers while obtaining higher-quality 

care. The unemployed population faces worse health results together with decreased preventive 

check-ups and decreased healthcare utilization, according to Stats SA (2019) and Okunrintemi et 

al. (2019). 

6.2.3 Objective 3: 

Determine how people’s social and economic situations shape the healthcare they receive. 

 

The findings in Tables 5.7, 5.13 and 5.3 show that educational status, geographic location, marital 

status, gender and cultural stigma, together with economic status, affect healthcare service 

accessibility. Education level determines which patients use private healthcare services because 

educated individuals prefer private healthcare, but less educated people use basic public services 

or remain unaware of mobile clinic availability. The lack of education among people produces two 

major effects: it creates poor health literacy and limits their knowledge about health rights and their 

use of preventive care (Sørensen et al., 2020). 

Healthcare access barriers show reduced impact for people who are married. Health system 

benefits of financial pooling with insurance plans and mutual support among married couples allow 

them to obtain private care (Health System Trust, 2020). Single individuals, and those who are 

divorced or widowed, mostly depend on public healthcare services because they lack two incomes. 

The way gender influences healthcare utilization remains significant, and this is evident in Tables 

5.3 and 5.23. Public and private health facilities attract more female patients because women 

dedicate themselves to caregiving and demonstrate stronger health-seeking behaviour, according 

to Fadipe & Molale (2024). Women encounter challenges because they face social discrimination 

and must depend on others for money while services show gender-based preferences. The social 

norms about masculinity cause men to postpone their healthcare needs, thus leading to delayed 

medical diagnoses with negative treatment outcomes, according to the CDC (2013). 
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People of various age groups tend to use healthcare services differently because of their 

demographic characteristics. According to the findings of the study in Tables 5.2, 5.22 and 5.23, 

life course perspective young adults in the age group (15-39) select Day hospitals and community 

clinics for standard procedures requiring short hospital stays, yet older adults select private 

healthcare providers for managing chronic diseases and preventive care. 

Family planning services experience low utilization rates because less than 1% of reproductive- 

age respondents reported using these services. This is evident in Table 5.2 and is shown across all 

age groups. The use of family planning services is limited due to multiple barriers that include 

social prejudice and insufficient service availability alongside poor awareness and gendered 

restrictions as described by UN (2022). The absence of universal reproductive health coverage 

constitutes a major issue because it violates worldwide targets established by the SDGs (United 

Nations, 2022). Basic healthcare access expanded through post-apartheid policies, yet structural 

barriers including transportation difficulties and poverty persist to block universal and fair 

healthcare access (Ataguba & McIntyre, 2018; Mokoena, 2022). 

 

6.3 Interpretation of the findings 

 
South Africa needs specific health reform strategies based on the demonstrated evidence to combat 

its ongoing health disparities. Data indicate that people without nearby health facilities represent 

more than 55% of rural residents who need to travel more than one hour because of inadequate 

transport systems. In Tables 5.16 and 5.15, results reveal that Eastern Cape and Limpopo provinces 

reveal greater than 60% rural household challenges to reach clinics, but Gauteng shows under 15% 

difficulties. The immediate solution requires health system expansion in rural areas that includes 

both clinic infrastructure development and full staffing; and furthermore, essential 

medicine provision and operational referral systems to avoid hospital overloads are urgently 

needed (Department of Health, 2023). 

Table 5.17 showed how the lack of health insurance creates substantial inequality between the 

population groups. The 20% of South Africans who have medical aid coverage, spends half of the 

total health expenditure across the country (McIntyre et al., 2017). Most patients with medical 

insurance chose private facilities as their primary healthcare destination (82%), whereas uninsured 
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patients depended mainly on public hospitals and clinics that faced insufficient resources and 

overcapacity. 

 

6.4 Policy implications 

 
The study reveals that transportation serves as a vital factor that enables people to access healthcare 

services. Rural residents missed their scheduled healthcare appointments at a rate of 33% during 

the previous year because they lacked transportation access, while urban residents only missed 

appointments at a rate of 5%. The government should establish subsidized transport voucher 

programs, which should be combined with official partnerships between taxi associations to 

enhance healthcare services for elderly patients, people with disabilities, and women (Maphumulo 

& Bhengu, 2019). 

The research established that specialists work in urban private hospitals at rates above 75% which 

creates severe staffing shortages in rural public facilities, according to the WHO (2022) studies on 

dual health system resource distribution. The NHI implementation at full speed could establish 

better equality between public and private healthcare access. 

 

6.5 Practical implications 

 
The research identifies multiple specific methods which enable better healthcare access in real- 

world scenarios. Research on mobile clinics indicates their success because primary care services 

increased by 22% and HIV testing rates grew by 18% when mobile units visited districts weekly, 

according to Doherty et al. (2021). Research data indicates mobile clinic service coverage is not 

extensive since 60% of rural wards in this study did not receive regular mobile clinic visits. The 

extension of this service to underserved provinces would result in substantially improved access 

for the uninsured population. The growth of Community Health Worker (CHW) programs 

represents a crucial priority for the future because the implementation of active CHW programs 

resulted in a 15-20% higher rate of maternal check-ups and childhood immunizations, in 

comparison to areas without these programs. The CHW model assists in resolving workforce 

deficiencies in rural regions by establishing direct household access to healthcare services (Sibiya 
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et al., 2018; Schneider et al., 2024). 

Informational barriers require equal attention to be addressed. Research data shows that individuals 

without formal education lacked understanding about the free chronic medication services 

available at public facilities at a rate exceeding 30%, yet secondary education recipients knew 

about the service at only 6%. The research indicates that multilingual communication initiatives 

need to be delivered through trusted community leaders together with local radio stations, 

according to Fadipe & Molale (2024). 

The findings show that gender-based disparities persist in the current situation. The survey data 

revealed that 70% of women used reproductive or maternal healthcare during the past year, yet 

preventive check-ups for men reached only 28% since they follow traditional cultural practices 

that prevent them from seeking medical assistance (Centre for Disease Control and Prevention, 

2013). The implementation of specific male engagement programs should work to reduce existing 

disparities. 

According to the research findings, medical aid coverage absence elevates health needs unmet by 

more than 60% while rural residence elevates this risk by 45% regardless of income level, 

education status or employment status. The study confirms that access barriers are deeply 

connected between socioeconomic factors, demographic variables and geographic elements. 

 

 

6.6 Comparison with previous studies 

 
Objective 1: 

 

Examine how people from different socioeconomic backgrounds in South Africa access and 

afford the healthcare they need 

The research supports existing studies that prove socioeconomic status determines who can access 

healthcare. The research of Maphumulo and Bhengu (2019) shows that Day hospitals and 

community clinics serve most rural and uninsured households because they cannot afford other 

healthcare services or are distant from them. The research adds new evidence to show that public 

services, including Day hospitals and community clinics, are the primary healthcare option for 

over 65% of rural informal households, yet less than 10% have access to private medical doctors. 
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The study shows that affordability remains a primary challenge for preventive services, especially 

family planning because rural youth and low-income women still face ongoing service gaps across 

the world as reported by the United Nations (2022). The results demonstrate that healthcare 

accessibility together with affordability and timely delivery depends on the combination of income 

level, residential area and other socioeconomic conditions. 

Objective 2: 

 

Assess the differences in care, resources and experiences between public and private 

healthcare 

The research results demonstrate that South Africa operates a well-established two-tier healthcare 

system. People with medical aid coverage can access private hospitals and doctors on a regular 

basis, according to McIntyre et al. (2017) and WHO (2022) just like other medical aid holders; 

however, the uninsured majority must use the strained public healthcare system. The quality of 

care and the speed of delivery at public facilities deteriorate due to overcrowding combined with 

insufficient staff and scarce resources. The private facilities provide better services to their small, 

privileged patient base through shorter waiting times, better staffing and more advanced facilities. 

The South African healthcare system maintains persistent social inequalities because patients from 

different backgrounds receive dissimilar treatment that leads to unequal healthcare results. 

Objective 3: 

 

Determine how people’s social and economic situation shape the healthcare they receive 

The research findings demonstrate how different social and economic elements create complex 

interactions which affect healthcare accessibility and quality. The urban-rural healthcare gap 

becomes more pronounced because of structural barriers which include transportation difficulties 

and workforce deficiencies, according to Randall, Ford, Kwon, Sisson, Bice, Dinkel & Tsotsoros 

(2021), and this study validates their findings. Research confirms that social factors, including 

income level, education status, gender, disability status and race, create overlapping patterns of 

disadvantage (Rispel, 2022). A low-income rural woman with restricted education experiences 

multiple barriers, which require multiple policy solutions to resolve them. The findings support 

the need for integrated policy strategies that target multiple vulnerabilities simultaneously, instead 

of tackling them individually. 
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6.7  Contextualization within the South African setting 

 
Objective 1: 

Examine how people from different socioeconomic backgrounds in South Africa access and 

afford the healthcare they need 

The patterns of healthcare access are profoundly connected to the socioeconomic inequalities that 

developed after apartheid, causing an intensely disproportionate two-tiered system. The medical 

aid system mainly benefits urban and wealthy people who are formally employed; thus, private 

healthcare remains inaccessible to most rural communities and low-income families. The poor 

population, together with uninsured patients and rural residents, continue to rely heavily on 

underfunded public healthcare facilities, despite constitutional protection and free primary 

healthcare policies. People’s ability to pay for private healthcare depends heavily on their 

socioeconomic issues, which include education level, employment status and income source. The 

odds ratio (OR) indicates that individuals with higher education have four times superior access to 

private services (OR = 4.03), and those with stable employment have 25% better access (OR = 

1.25) compared to the unemployed. People who rely on government grants (OR = 0.52) or personal 

donations (OR = 0.53) face decreased access because of payment difficulties. 

Objective 2: 

Assess the differences in care, resources and experiences between public and private 

healthcare 

The provinces of Gauteng and Western Cape in urban metropolitan areas possess numerous tertiary 

hospitals, together with a well-developed private healthcare sector; however, Eastern Cape along 

with Limpopo and Mpumalanga have fewer resources. The geographic resource imbalance 

maintains a dual healthcare system, which provides top-notch staffed private services exclusively 

to insurance holders, yet stretches thin in public facilities that lack necessary resources. Medical 

aid stands as the primary factor determining private care usage because patients without medical 

aid face a 99% reduction in private service utilization (OR = 0.07, p < 0.001). The unequal resource 

allocation results in drastically different patient encounters because private sector patients receive 

expedited care within better facilities, but public sector patients face extended delays and outdated 
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equipment, alongside personnel and medication shortages. 

Objective 3: 

Determine how people’s social and economic situations shape the healthcare they receive 

 

People who live in rural areas in informal settlements or farms, face extremely reduced 

opportunities to receive private healthcare (OR = 0.46 and OR = 0.33). The combination of 

historical underinvestment in rural health infrastructure, with inadequate transportation options 

and insufficient trained medical personnel, creates these healthcare inequalities. The usage of 

private healthcare facilities differs among provinces since Free State and North West residents 

prefer it, while KwaZulu-Natal and Northern Cape residents prefer public care. Social elements 

strengthen these effects because never-married individuals (OR = 0.71) and people with disabilities 

(OR = 0.63, p = 0.001), along with specific racial groups, face systematic disadvantages. Black 

Africans have the lowest odds to use private services at more than seven times lower than White 

individuals (OR = 7.59), while Coloured people have nearly twice the odds (OR = 1.93), and 

Indian/Asian people have odds exceeding eight times (OR = 8.12). The research demonstrates how 

multiple structural barriers, such as race, together with geographical location, educational 

attainment, financial standing, marital status and disability status jointly decide healthcare 

accessibility. 

 

 

6.8 Explaining unexpected or contradictory results 

 
Objective 1: 

Examine how people from different socioeconomic backgrounds in South Africa access and 

afford the healthcare they need 

Rural residents make up a small percentage of private hospital users despite their inability to afford 

such services. The explanation behind these cases involves patients using their own funds during 

urgent situations and mobile private healthcare services or traveling to cities for specialized 

medical care. These examples indicate that financial affordability restricts access, but certain rural 

families choose to make special financial investments for essential or high-quality medical care. 

Objective 2: 

Assess the differences in care, resources, and experiences between public and private 

healthcare 
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Mobile clinics represent a crucial finding since they serve as an essential resource for rural 

populations. These clinics offer limited services compared to private hospitals, yet they help close 

service gaps through direct outreach services, including HIV testing, maternal care and 

immunizations in underserved areas. The clinics function as supplementary measures rather than 

a complete substitute for modern healthcare facilities, which underlines the inferior condition of 

rural public care relative to private sector healthcare. 

Objective 3: 

Determine how people’s social and economic situations shape the healthcare they receive 

 

The research aims to study how social and economic circumstances influence the healthcare 

services people receive. The study reveals persistent gender inequalities because females utilized 

private healthcare services at 15% lower rates than males (OR = 0.85, p = 0.002) because of 

possible differences in income levels and social decision-making power. Population group stands 

as the primary determinant of service choice, because non-Black populations benefit from 

historical advantages and current economic superiority, leading them to select private care. People 

with disabilities face reduced healthcare accessibility because of physical and social barriers 

restrict their ability to use available medical services. The analysed data demonstrates that 

healthcare experiences of individuals depend on multiple forms of inequality, which include 

gender, race, ability status, geographic location and socioeconomic position. 

 

6.9 Strengths and limitations of the study 

 
The research established healthcare service determinants by demonstrating how different racial 

and ethnic groups, as well as urban and rural socioeconomic groups, access healthcare services at 

varying levels of accessibility and affordability. To achieve health equity, one must first understand 

how healthcare systems fail to meet people’s needs. The development of targeted policies and 

initiatives that address these challenges becomes possible through such research findings. Access 

problems understood by healthcare organizations will lead to better quality of care provided. 

Research findings about service receipt difficulties have motivated outreach programs to deliver 

preventive care education to groups who struggle accessing these services. The identification of 

healthcare resource shortages and improper distribution areas can be done through research studies. 

The findings will enable stakeholders to make funding decisions for building new clinics as well 
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as enlarging existing ones. 

This research about access to care revealed areas that need additional preventive care maintenance. 

This data allows developers to create methods that both promote better access to preventive care 

while reducing disease burdens. The outcome of better health results directly from expanded access 

to medical services. Easier access to screenings and prompt therapies enables people to detect and 

treat diseases at earlier stages. Healthcare delivery innovation may be sparked by research in this 

field. The research could establish innovative solutions for overcoming barriers while using 

technology to enhance healthcare access and create new care delivery models. Research that 

compares healthcare delivery methods across different nation-states can identify successful and 

unsuccessful elements, which could create worldwide improvements. 

The 2017 survey used the same sampling method as the previous polls from 2002, 2005, 2008 and 

2012 to provide an accurate representation of South Africa’s population. The survey employed 

SALs based on a multi-stage stratified cluster sampling procedure to allow for generalization to 

the entire population. The research design incorporated age groups and racial groupings, as well 

as gender, provinces, and types of localities at stratification levels. The survey data from this 

research serve planners and policymakers, as well as non-governmental organizations, and the 

public in South Africa. 

The evaluation of healthcare service accessibility through research requires attention to multiple 

potential limitations. Two potential biases exist during sample selection, which could produce 

unrepresentative study populations and resulting data distortions. The data collection approach 

used in this study might have introduced biases or present alternative limitations through both 

recall bias in self-reported data and the inability to gather essential information in observational 

studies. 

Omitted variable bias might occur because the study failed to analyse every accessibility factor, 

which could have produced inaccurate results. Lastly, unobserved confounding variables such as 

social desirability bias may affect the self-reports of participants. People tend to hide their personal 

behaviours, such as addictive tendencies and sexual orientations because they want to fit in and 

gain approval from others. People tend to answer questions in ways they believe other people will 

consider acceptable. Questions about private or socially stigmatized behaviours received 

acceptance in previous research that studied similar issues. 
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The research requires the study design to be of high precision, with dependable and transparent 

data collection methods, as well as admit the likelihood of bias in data interpretation to overcome 

the survey’s limitations. The combination of numerous research approaches, with multiple data 

sources, allows researchers to build a more complete picture of healthcare accessibility. 

Researchers must handle bias and methodological errors with care when using survey data for 

primary and secondary analysis, while providing full disclosure about study constraints. The 

outcomes become more consistent through sensitivity analysis and research method triangulation 

techniques by cross-validating outcomes from diverse methods to pinpoint and reduce bias 

(Valencia, 2022). 

The study reveals multiple limitations that researchers acknowledge while stating that the analysis 

relies on cross-sectional data for inference and self-reported information may contain bias, and in 

addition, the 2017 dataset lacks information on the COVID-19 pandemic, which exposed 

healthcare systems (Gittings et al., 2021). Nevertheless, the research demonstrates that South 

Africa’s healthcare system persists with structural disparities that reflect historical socioeconomic 

exclusion patterns, which need immediate policy intervention to transform equity objectives into 

concrete outcomes. 
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CHAPTER 7 

CONCLUSION AND RECOMMENDATIONS OF THE STUDY 

 
7.1 Introduction 

 
The developing countries in Africa display clear socioeconomic inequalities, which become most 

visible in South Africa. The healthcare system of South Africa and other countries continues to 

show significant gaps in service delivery despite the extensive research on socioeconomic factors 

affecting health disparities. Most people obtain healthcare through public facilities operated by the 

government because these services remain accessible and affordable for the population. The efforts 

to enhance these facilities have never been sufficient. Multiple government programs to reduce 

health and healthcare service disparities in South Africa after apartheid, have failed to produce 

meaningful changes. Social determinants of health (SDH), together with socioeconomic status and 

health economic inequality, continue to be major health disparities in the present day. 

The situation requires more attention to healthcare service inequalities across different parts of the 

country. The government of South Africa maintains that healthcare quality should not depend on 

socioeconomic status, race, ethnicity, or geographic location. However, extensive research 

suggests otherwise. The National Healthcare Disparities Report (NHDR) provides essential 

information to policymakers and the public about healthcare disparities so they can identify the 

most critical areas that require action. The report functions annually as a platform to examine 

racial, ethnic, socioeconomic, and geographic disparities. 

The NHDR provides essential guidance for developing strategies to tackle the significant 

healthcare issue that affects many people who lack both awareness and effective solutions. 

Coombs, Campbell & Caringi (2022), in their research, identified five unique dimensions of 

access, later classified by Lemmo et al. (2022), into two categories: spatial components, including 

accessibility and availability, and non-spatial components, comprising affordability, 

accommodation, and acceptability. For positive health outcomes, geographic accessibility is 

crucial, involving an assessment of how easily individuals can physically travel from their location 

to healthcare services. 
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The healthcare system of South Africa demonstrates the extensive socioeconomic disparities that 

exist within the country. The post-apartheid reforms, together with the constitutional right to 

health, have not eliminated the unequal distribution of quality healthcare services between different 

income groups and geographic areas, and population demographics. The healthcare system 

operates through two separate sectors, which divide the population into public and private service 

recipients, while the public sector handles most patients, yet faces funding shortages and excessive 

workload, and the private sector provides care to 20% of the population through 80% of doctors. 

Multiple governmental efforts to enhance healthcare service equity have failed to eliminate 

ongoing disparities. The ability of South Africans to access quality healthcare depends on their 

income level, together with their education status, employment situation and geographic location, 

that is, the social determinants of health. 

7.2 Summary of analysis 

 
The analysis demonstrates substantial differences in healthcare service utilization throughout 

South Africa that correlate with major socio-demographic and socioeconomic variables, as 

evidenced by strong Chi-square values and p-values across various dimensions. Younger people 

between 15 and 24 years old mostly visit public healthcare facilities, including Day hospitals and 

community health centres, but older age groups prefer private doctors. Women tend to use 

healthcare services more frequently than men because they need reproductive health care and 

experience higher rates of illness. 

People who have completed tertiary education choose private healthcare facilities, but those with 

no education or primary education use public clinics extensively. People who work as employees 

choose private healthcare services, yet disabled and unemployed people mainly use public 

healthcare facilities. Private healthcare facilities are more accessible to urban residents because 

they are more available and affordable, but rural populations who live in informal or tribal areas 

depend solely on public health centres. The private healthcare sector in Gauteng and Western Cape 

provinces shows higher usage, while Eastern Cape and Limpopo provinces depend heavily on 

public healthcare facilities. 

Most HIV-positive individuals receive their healthcare from public clinics because private sector 

care remains inaccessible or unaffordable to them. People without medical aid coverage rely 
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almost entirely on public healthcare because they cannot afford private healthcare services. People 

with disabilities choose government hospitals as their primary healthcare provider because they 

face challenges accessing private doctors due to financial limitations and accessibility issues. 

The research demonstrates that South Africa’s healthcare system operates poorly because of 

insufficient funding, undersupplied personnel, and systemic corruption. The public healthcare 

system, which covers 400 hospitals and numerous clinics, operates at maximum capacity, yet the 

private sector, which serves 20% of the population, employs most South African doctors. The 

healthcare system demonstrates strong inequality because access depends on employment status, 

together with wealth index, education level, geographic location, and population group. 

1. People from different income brackets and geographic areas face what level of difficulty when 

searching for and paying for their required healthcare services? 

2. How do healthcare services that South African people receive depend on their income level and 

educational background, as well as their residential community conditions? 

3. What socioeconomic and demographic factors contribute to unequal healthcare distribution? 

 

7.3 Key results and answers to research questions 

The post-apartheid reforms attempted to create equal healthcare access for all social classes, but 

the research reveals that historical and structural inequalities continue to produce significant 

ongoing disparities. 

7.4 Answers to the research questions with evidence 

RQ1 – Access and affordability across income levels and regions 

 

Research findings show that healthcare service availability strongly depends on both economic 

standing and geographical position of the individual. People without medical aid coverage need to 

use public healthcare facilities because of expense, but those with financial capability tend to seek 

private medical services. The accessibility of private medical services is better in urban areas 

because they are more affordable and closer to residents, but rural and tribal people must travel to 

reach their only available public health centres. The intended public healthcare system faces 
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financial challenges along with excessive patient numbers, insufficient personnel, equipment and 

medical supplies. In summary, all citizens technically have access to healthcare, but they face 

major barriers because of unaffordable costs and geographical location that mainly affect low- 

income populations and residency in rural areas. 

RQ2 – Influence of income, education and living conditions on healthcare quality 

 

People from different socioeconomic backgrounds, together with their educational levels and 

community facilities, determine what kind of healthcare they receive and its quality level. The 

level of education determines healthcare access because people with university education use 

private healthcare facilities with better resources but those with less than primary education mostly 

visit public clinics. The relationship between employment status and healthcare choice follows a 

pattern where employed people choose private care but unemployed and disabled people mostly 

use public healthcare services. Public facilities, in underserved rural areas together with informal 

settlements, provide limited preventive care services to residents due to overcrowding. The 

research shows how socioeconomic inequalities in the healthcare system create barriers for better 

healthcare services and generate persistent health problems among disadvantaged communities. 

RQ3 – Socioeconomic and demographic drivers of unequal healthcare distribution 

 

The causes of unequal healthcare distribution include multiple demographic elements together with 

economic conditions and geographic factors. People aged 15-24 years mainly visit public Day 

hospitals and community clinics, yet those aged above this group visit private doctors more 

frequently. Women seek medical care more frequently than men since they need reproductive care 

and suffer from higher rates of illness. Private healthcare utilization is highest in Gauteng and 

Western Cape but Eastern Cape and Limpopo depend almost exclusively on public healthcare 

facilities. 

The private sector lacks adequate coverage for HIV-positive patients because these patients use 

public clinics which reveals price or inclusivity gaps within the private healthcare system. People 

with disabilities show higher rates of government hospital use but lower rates of private doctor 

visits because they face barriers in accessibility and financial limitations. The study demonstrates 

that healthcare resources mainly serve urban populations with better financial means while the 
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public healthcare system faces challenges in delivering adequate services to the majority 

population. 

7.5 Interpretation and significance 

The research shows that South African healthcare disparities stem from fundamental economic 

and social inequalities in the system. Healthcare reforms have expanded nominal access to 

healthcare but the quality of care and the speed of receiving care continue to vary across different 

areas. Education stands out as a fundamental element which affects both how people seek medical 

care, and their capacity to select and pay for healthcare services. The evidence demonstrates that 

healthcare systems need integrated policies which unite health system transformation with social 

economic development initiatives. Healthcare inequality will continue to exist because service 

availability does not address poverty, education disparities and infrastructure inequalities. 

7.6 Contributions to knowledge 

The research delivers a statistically valid multi-dimensional assessment of healthcare utilization 

patterns that relate to socioeconomic and demographic elements. The research provides detailed 

information about inequality patterns at the provincial level which helps develop targeted policy 

solutions. The research shows how education levels, income and geographic location work 

together to shape healthcare quality and accessibility. The research identifies HIV status and 

disability as two important yet understudied factors that affect healthcare inequality. The research 

provides valuable information to support policy discussions about Universal Health Coverage 

implementation and resource distribution equity. 

7.7 Recommendations 

System and Policy Reform 

 

The government should establish healthcare policies which follow both the National Development 

Plan and UN Sustainable Development Goal 3.8. Public facilities in underserved rural areas need 

expansion with sufficient resource allocation. National health insurance coverage needs expansion 

to eliminate healthcare affordability barriers. Public-private partnerships should be developed to 

enhance service coverage and operational efficiency. 

Regulating Employment Conditions 
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Political actors, together with policymakers, should make employment relations regulation their 

top priority because it helps combat health differences stemming from workplace conditions and 

socioeconomic gaps. Governments should promote resource redistribution through fair labour 

practices together with improved working conditions and equal employment opportunities to boost 

well-being. These actions would minimize health differences resulting from economic disparities 

and social inequality while simultaneously improving healthcare access for every social group. 

Enhancing Healthcare Accessibility in Rural Areas: 

 

1. The government, alongside healthcare providers, must dedicate their efforts to improve 

healthcare service delivery throughout rural areas. Healthcare facilities need to be 

constructed near underserved regions, and healthcare providers must invest in telemedicine 

technology and establish transportation programs to serve people in distant locations. 

Healthcare resource distribution should be fair and rural population-specific needs 

addressed to motivate people to receive their necessary medical care. 

 

2. The healthcare policy development process needs to include patient perspectives, 

especially people living with HIV, to identify obstacles that prevent them from receiving 

care. The 5 A's of access, which consist of acceptability, availability, affordability, 

accessibility and accommodation, help healthcare systems achieve better results. The 

implementation of patient feedback throughout policy development leads to superior 

solutions and simultaneously reduces stigma and boosts patient satisfaction levels. The 

implementation of interactive role-playing scenarios as part of healthcare provider 

education will enhance both physician-patient communication and support mechanisms. 

 

 

3. A targeted educational program should be launched to teach family members and 

healthcare professionals and employers and communities about the reduction of 

discrimination and stigma against HIV-positive individuals. When people gain knowledge 

about HIV they develop greater acceptance which results in better healthcare accessibility 

for those who are affected. Patient empowerment requires protecting confidentiality 
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alongside increased resource and information accessibility to achieve better healthcare 

outcomes. 

 

4. The South African government needs to direct its investments toward public healthcare 

facilities to establish fair access to quality medical care for all citizens. The public 

healthcare system needs immediate solutions for its long wait times and outdated facilities 

and substandard disease control methods. Public healthcare facilities that deliver high- 

quality care will decrease the need for private medical facilities because all citizens will 

gain access to excellent healthcare regardless of their social position. 

 

5. A system must be developed to monitor healthcare quality through indicators that combine 

high service utilization rates with low rates of service usage. The National Healthcare 

Disparities Report should include data about healthcare disparities so officials can identify 

which areas need improvement. Through addressing these gaps, public policymakers will 

guarantee that public healthcare services fulfil the needs of all populations effectively. 

 

6. The implementation of specific approaches is essential to minimize the disparities in 

healthcare accessibility and utilization which affect racial and ethnic groups. The 

healthcare initiatives need to improve regular healthcare provider access while boosting 

doctor appointments and decreasing racial/ethnic minority group health expenditure. The 

delivery of culturally adapted care combined with mental health service accessibility 

improvements for Black Africans and minority groups will enhance healthcare equality 

results. 

 

7. The South African constitution must be implemented with healthcare policies that offer 

universal access to healthcare services because it guarantees this right to health. All citizens 

should have access to both public and private healthcare options at affordable prices. 

Systemic problems need resolution while healthcare infrastructure improvements will 

enable the fulfilment of constitutional healthcare obligations and lead to nationwide health 

equity. 

The South African government should implement specific interventions to tackle past health 
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inequalities by tackling poverty and discrimination while enhancing healthcare delivery. Public 

healthcare systems should work to reduce private healthcare costs and expand accessibility 

between public and private healthcare systems. The public healthcare infrastructure needs 

strengthening to solve problems related to limited resources and inefficient services. A unified 

healthcare system requires the consolidation of fragmented healthcare systems while addressing 

past racial segregation practices. The development of primary healthcare services at the expense 

of hospital-focused models will improve health results for underprivileged communities who have 

been excluded in the past (see Appendix 1). The study will deliver practical knowledge about how 

low- and middle-income countries should improve their health financing systems to minimize 

preventable deaths while achieving lasting health improvements for their populations. 

Socio-economic Interventions 

 

Social protection programs should be connected to guaranteed healthcare services for all 

beneficiaries. Health literacy campaigns should be launched to educate people with limited 

education. Fair labour and employment policies should be implemented to reduce income 

inequality. 

Data and Monitoring 

 

A strong national health equity monitoring framework should be created through the National 

Healthcare Disparities Report. Healthcare utilization patterns, together with quality and outcome 

measurements, should be tracked on a regular basis for specific demographic groups and 

geographic areas. Health data should be collected and extracted not only on the provincial level, 

but also on the district municipal level or even the sub-district level, so as to identify variations 

and disparities and inform planning within smaller geographic entities – and in this way, the social 

determinants of these vulnerable groups can be recognized, targeted and analysed. Similarly, 

migrants from other African countries also face medical exclusion due to a combination of 

systemic barriers such as a struggling public health system and legal hurdles, alongside 

xenophobia, discrimination from some healthcare providers, and lack of information; hence, data 

needs to be collected by organizations, such as Stats SA, MRC and HSRC, to meet the health needs 

of this vulnerable population. 
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Final statement 

 

Healthcare inequalities in South Africa reflect the existing social and economic disparities 

throughout the nation. The public healthcare system must provide services to most people with 

insufficient resources, while the private sector offers better care to wealthy patients. The path to 

equity demands strong reforms, which include Universal Health Coverage and targeted rural 

infrastructure investment, expanded insurance schemes and socioeconomic policies that fight 

poverty and enhance education. South Africa needs a unified strategy to achieve its constitutional 

promise of universal healthcare access for all citizens. 

 

7.9 Conclusion of the study 

 
South Africa is working toward universal health coverage, which ensures people receive needed 

healthcare services of suitable quality without excessive costs. The NHI reforms serve as part of 

an extensive initiative to reach this goal. The COVID-19 pandemic revealed extensive shortfalls 

in the SA healthcare system, particularly within its public healthcare services. The health system 

resources have been insufficient to meet the population’s needs since the COVID-19 pandemic 

revealed these ongoing gaps. 

A country needs to enhance its healthcare prioritization systems because they must address the 

expected rise in supply-demand imbalances caused by COVID-19. Gradual implementation of 

methods that use explicit opportunity, cost analysis and equality consideration will enable this 

goal, according to our argument. The government predicts that provinces will either implement 

these priorities or face consequences when national objectives become achievable. The adoption 

of intervention efficacy understanding methods that lack future healthcare resource visibility 

should be avoided. The COVID-19 pandemic creates a pressing need to move past discussion by 

taking specific policy and research actions despite ongoing demands for healthcare priority 

assessment rethinking. 

The technical and systematic nature of prioritization becomes challenging when opportunity, cost 

and equity are not explicitly integrated. The goal should be to maximize population health while 

balancing disease prevalence with intervention of accessibility and health service distribution 
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alongside fairness in access and financial constraints, political and social preferences. The 

implementation of technical support institutions and systems that provide data and stakeholder 

input for prioritization needs to be accelerated for fair, explicit prioritization. The process of health 

technology assessment implementation in various nations offers valuable lessons about 

incorporating equity and opportunity cost into their assessment frameworks. National Department 

of Health strategy documents have continuously discussed these procedures, while the Health 

Market Inquiry (HMI) identified them as a fundamental recommendation.10 The healthcare service 

exposure during the COVID-19 pandemic makes it essential to implement these plans. 

The healthcare system of South Africa presents similar challenges because of its high disease 

burden and insufficient system infrastructure, alongside social inequalities that affect other 

Southern African nations. The current health transformation in South Africa, along with National 

Healthcare Insurance reform, must create an opportunity to study efficient care delivery models 

from other African regions and apply them to the South African healthcare system. The South 

African Ministry of Health considers delivering quality primary care to all citizens as its core 

National Health Insurance priority, so additional translational primary care model research is 

required for policy decision-making. 

South Africa can achieve high-quality Universal Health Coverage through four essential 

recommendations which include better governance leadership for equity and quality; improved 

standards of care; workforce transformation with investment for a superior health system; and 

quality UHC measurement and evaluation. South Africa will establish an accessible high-quality 

healthcare system for all citizens through the execution of these strategies and health equity 

prioritization regardless of their economic background. 

 

 

 

 

 

 

 

 

 

 

 

 
10 The HMI is a general investigation into the private health market, focusing on incentives for affordable access, 

and the private healthcare sector in terms of Chapter 4A of the Competition Act, 89 of 1998 (as amended). 
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CHAPTER 8 

EXTRA ANALYSIS 

Appendix 1: Use of Healthcare services by population group and level of education 
 

Healthcare 

Services 

Population 

Group 

Level of 

Education 

Government 

hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharmacy Private 

doctor 

Other 

private 

medical 

Total 

Black 

Africans 

Primary 23.6% 61.9% 5.6% 0.2% 1.7% 0.6% 4.7% 0.1% 100% 

  1622 4826 515 19 104 36 281 07 7514 

 Secondary 22.1% 58.3% 4.1% 0.3% 4.2% 0.9% 8.6% 0.3% 100% 

 2510 6990 606 37 335 85 784 24 11480 

 Higher 

education 

17.7% 33.9% 2.4% 1.2% 14.3% 2.1% 27% 0.3% 100% 

 421 728 51 15 288 32 560 08 2117 

 Total 22.1% 56.5% 4.4% 0.4% 4.6% 1% 9.6% 0.2% 100% 

 4553  1172 71 727 153 1625 39 21111 

Whites Primary 29% 20.7% 0 1.4% 11.2% 0.6% 35.8% 1.3% 100% 

  
27 32 

 
04 17 03 48 01 133 

 Secondary 9% 9.7% 0.6% 0.3% 18.1% 1.2% 59.3% 0.8% 100% 

 77 84 6 4 155 09 427 08 778 

 Higher 
education 

2.5% 2.1% 0.2% 0.6% 24.5% 0.6% 68.2% 1.1% 100% 

 24 27 2 7 195 9 501 7 774 

 Total 6.9% 6.6% 0.4% 
8 

0.5% 20.9% 0.8% 62.4% 1% 100% 

 128 143  15 367 21 976 16 1685 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

 

 

The findings of the study in Appendix 1 shows that more than 61% of Black Africans who make 

use of public healthcare facilities to seek healthcare services, have a primary level of education, 

with only 29% of whites with the same education level making use of the same facilities. 40% of 

Black Africans have obtained a tertiary level of education and are using government hospitals 

which are public healthcare services compared to 3% of White people within the structure of the 

population size of the country that participated in the study. Most White people (68%) with a 

tertiary level of education visit private healthcare services compared to only 27% of Black Africans 
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with the same level of education. Therefore, this might mean that decision-making of utilizing 

healthcare services is directly affected by the individuals and their level of education. Since a 

higher level of education may be associated with better employment status, this enable one to 

choose private medical care that is more expensive and provides better healthcare services 

compared to public healthcare services. 

According to Hahn and Truman (2015), health is seen as a prerequisite for education, and a 

substantial amount of research demonstrates that educational attainment is one of the most 

important social determinants of health, particularly in low- and middle-income countries, as 

access to high-quality educational programs has a major impact on health and developmental 

outcomes. Additionally, empirical evidence indicates that favourable health outcomes, such as the 

use of private healthcare services and being on medical aid, are closely linked to educational 

attainment, starting from early childhood schooling, and continuing through primary, high school 

and tertiary education. Another contributing factor is African/Black, Coloured, Indian/Asian, and 

White were the four racial categories that were divided under the apartheid regime in South Africa, 

all four groups who were forced to pursue education under vastly different ideological banners. 

Appendix 2: Use of Healthcare services by gender and wealth index 

 

Healthcare 

Services 

Gender Wealth 

Index 

Government 

hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharma 

-cy 

Private 

doctor 

Other 

private 

Other Total 

Male Salary 18.4% 37.5% 2.8% 0.3% 10.5% 1.3% 26.9% 0.5% 1.8% 5968 
  1189 2327 1265 13 555 67 1432 30 90  

 Contribu 20.1% 52.6% 3.4% 0% 2.9% 2.4% 14.2% 0.1% 4.2% 361 

-tions 91 160 15 0 18 10 51 02 14  

 Govern- 25.6% 57% 4.1% 0% 3% 0.4% 8.8% 0.1% 1% 1573 

ment 399 879 66 0 58 09 144 04 14  

pensions           

 Grants 24.2% 59.8% 3.1% 0.3% 3.1% 0.3% 8.1% 0.4% 0.8% 546 
 138 318 20 01 17 01 44 03 04  

 Other 22.6% 41.2% 2.1% 0.3% 5.9% 2.1% 21.2% 1.6% 3% 577 

sources 116 265 11 02 30 07 122 05 13  

 No 26.6% 35.4% 2.3% 0% 2.8% 0% 32.1% 0% 0.8% 29 

income 04 13 02 0 03 0 06 0 01  

 Total 20% 41.9% 3% 0.3% 8.5% 1.3% 22.9% 0.5% 1.8% 9054 
 1937 3962 379 16 687 94 1799 44 136  

            

Female Salary 16.3% 38.6% 2% 0.7% 11.7% 1% 29% 0.3% 0.3% 5466 
  992 2346 180 31 489 56 1333 11 28  

 Contribu 15.4% 54.2% 3.4% 0% 4.8% 1.8% 18.8% 0.1% 1.3% 793 

-tions 149 4200 35 01 41 13 123 01 10  
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 Govern- 
ment 

pensions 

21.8% 

862 

62.2% 

2352 

3.3% 

170 

0.4% 

13 

2.5% 

91 

0.4% 

17 

8.9% 

295 

0.2% 

03 

0.3% 

14 
3817 

 Grants 22% 
353 

64.6% 
1079 

3% 
62 

0.5% 
05 

2.9% 
40 

1.1% 
17 

5.1% 
86 

0.2% 
03 

0.6% 
10 

1655 

 Other 

sources 
19% 
129 

48.5% 
382 

4.3% 
33 

0.4% 
05 

5.9% 
35 

2.3% 
07 

19.1% 
122 

0.1% 
02 

0.4% 
05 

717 

 No 

income 

20.7% 
10 

46.2% 
26 

3% 
03 

0% 
02 

7% 
06 

0.2% 
01 

17.5% 
10 

5.5% 
01 

0% 
0 

57 

 Total 18.5% 
2495 

49.5% 
6605 

2.7% 
483 

0.5% 
52 

7.4% 
702 

1% 
111 

19.6% 
1969 

0.3% 
21 

0.4% 
67 

12505 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

 

 

 

The findings of the study in Appendix 2 shows that most males with a salary (37.5%) utilize 

services from private doctors, followed by government hospitals (26.9%). Government pensions 

(57%) are a significant source of healthcare services for males with this income source. For males 

with no income, the majority (26.6%) utilize services from government pensions. Females with a 

salary (38.6%) primarily utilize services from private doctors, followed by government hospitals 

(29%). Government pensions are a significant source of healthcare services for females across 

various income categories, with the highest percentage in the “Other sources” income category 

(62.2%). Income status categories show that both males and females with a salary mostly utilize 

services from private doctors (26.9% for males, 29% for females). Contributions to healthcare 

services are higher for males (20.1%) than females (15.4%) in the salary category. Females have 

a higher percentage (54.2%) utilizing healthcare services through contributions compared to males 

(52.6%). Males with government pensions (57%) and females with government pensions (62.2%) 

have a significant reliance on this income source for healthcare services. 

Both males and females with grants primarily utilize services from government hospitals, while 

females with other sources of income (48.5%) have a higher percentage of utilizing healthcare 

services compared to males (41.2%) in this category. A notable percentage of females with no 

income (20.7%) utilize healthcare services through government pensions. The total percentages 

represent the overall distribution of healthcare service utilization across gender and income status 

categories. It also highlights the influence of income sources, such as salaries, contributions, 

government pensions, grants and other sources, on healthcare service utilization. 

 

 

https://uwcscholar.uwc.ac.za/home 



153  

Appendix 3: Healthcare services by marital status and family structure 

 
Services 

Marital 

status 

Family structure Govern 

-ment 

hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharm 

a-cy 

Private 

doctor 

Other 

private 

medical 

Other Total 

Married Living with 18.3% 35.3% 2.7% 0.6% 12.1% 1.1% 28.7% 0.3% 0.7% 9103 
 husband/wife 1811 3381 315 40 974 91 2395 32 64  

 Living on 16.6% 55.3% 4.8% 0.4% 4.9% 0.2% 15.1% 0.1% 2.6% 906 

your own 156 523 48 03 39 03 118 02 14  

 Living 18.3% 36.5% 1.1% 0% 23.9% 0% 19.8% 0% 0.4% 37 

together with 05 23 02  03  03  01  

boyfriend/girl           

Friend           

 In a steady 24.6% 51.4% 3.5% 0% 3.2% 0.7% 8.3% 0% 8.4% 291 

relationship 63 174 15  10 01 22  05  

 Single; not in 21.6% 55.4% 4.4% 3.4% 8.6% 0.3% 05% 0% 1.4% 106 

a steady 18 62 06 01 06 01 10  02  

relationship           

 Total 18.3% 37.6% 2.9% 0.6% 11.3% 1% 26.9% 0.3% 1% 10443 
 2053 4163 386 45 1032 96 2548 34 86  

Never 

Married 
Living with 

husband/wife 

26.9% 
104 

52.2% 
217 

6.6% 
35 

0.7% 
02 

6% 
20 

0.4% 
3 

5% 
31 

0.7% 
02 

1.5% 
07 

421 

 Living on 17.4% 59.7% 4.9% 0.1% 4.4% 0.9% 11.5% 0.1% 0.9% 4160 

your own 728 2647 267 09 116 40 313 04 36  

 Living 19% 56.8% 3.42% 0.2% 4.8% 0.9% 13.7% 0.2% 1.1% 2418 

together with 485 1470 106 10 70 20 231 05 21  

boyfriend/girl           

Friend           

 In a steady 21.3% 57.7% 3% 0.4% 4.1% 1% 10.4% 0.5% 1.5% 5677 

relationship 1347 3384 197 24 165 37 448 14 61  

 Single; not in 24.6% 53.8% 4.6% 0.4% 3.4% 0.9% 10.5% 0.3% 1.5% 12018 

a steady 2850 663 696 37 367 95 1104 21 185  

relationship           

 Total 22% 0.2% 4.2% 0.3% 3.9% 0.9% 10.9% 0.3% 1.4% 24694 
 5514 56 1301 82 7382 195 2127 46 310  

Divorced Living with 53.1% 22.5% 0% 0% 16.3% 0% 8.1% 0% 0% 21 
 husband/wife 09 04 0 0 03 0 05 0 0  

 Living on 15.7% 51.6% 0.6% 0.2% 10.3% 1.6% 16.9% 0% 3.2% 263 

their own 50 134 04 02 16 04 49 0 04  

 Living 14% 47.5% 1.4% 0% 5.1% 0.8% 29.9% 0% 1.4% 59 

together with 07 29 01 0 05 02 14 0 01  

boyfriend/girl           

Friend           

 In a steady 21.4% 43.3% 1.6% 0% 6.6% 1.3% 23.9% 0.5% 1.4% 465 

relationship 102 228 11 0 25 05 86 03% 05  

 Single; not in 23% 32.5% 0.9% 0% 7.1% 3.2% 32.9% 0.2% 0.3% 447 

a steady 105 160 07 0 36 08 125 01 04  

relationship           

 Total 20.7% 41.6% 1.1% 0.1% 7.6% 1.9% 25.3% 0.2% 1.4% 1255 
 273 555 23 03 85 19 279 04 04  

Widowed Living with 28.7% 46.8% 0% 0% 3.5% 0% 21% 0% 0% 14 
 husband/wife 05 06 0 0 01 0 02 0 0  

 Living on 17.1% 63% 2% 1.3% 3.7% 0% 11.9% 0% 0.9% 358 

their own 65 227 12 0 13 0 38 0 02  

 Living 19.4% 56.2% 1.8% 0% 1.3% 0% 19.2% 0% 2% 31 

together with 06 18 01 0 01 0 04 0 01  

boyfriend/girl           

Friend           
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 In a steady 19.5% 56.2% 3.3% 0.1% 5.3% 1.6% 13.1% 0.7% 0.3% 1047 

relationship 223 601 38 01 49 08 118 03 05  

 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

 

The findings of the study in Appendix 3 show the utilization of healthcare services based on marital 

status and family structure. Those living with a husband or wife primarily utilize services from 

private doctors (28.7%) and day hospitals (35.3%). Individuals in a steady relationship show a 

diverse pattern of healthcare service utilization across various service providers. Single individuals 

not in a steady relationship have a higher percentage of utilizing services from private doctors 

(10.5%) compared to other groups. Those living with a boyfriend or girlfriend have higher 

utilization of services from mobile clinics (3.4%) compared to other groups. Divorced, those living 

with a husband or wife after a divorce have a significant reliance on private hospitals (53.1%) and 

day hospitals (22.5%). 

Individuals divorced and living with a boyfriend or girlfriend show a higher percentage of using 

services from private doctors (29.9%). Widowed individuals living with a boyfriend or girlfriend 

have high utilization of services from private doctors (19.4%) and Day hospitals (56.2%). 

Individuals living with a husband or wife, regardless of marital status, tend to use private doctors 

and Day hospitals more frequently. While those living on their own, regardless of marital status, 

have a higher percentage utilizing services from private doctors (55.3%) and Day hospitals 

(59.7%). Individuals in a steady relationship but not married show a higher percentage of utilizing 

services from private doctors (13.7%). Those in a steady relationship, whether married or not, 

demonstrate a diverse pattern of healthcare service utilization. Single individuals not in a steady 

relationship have a higher percentage of utilizing services from private doctors (10.5%) compared 

to other groups. The table provides insights into how healthcare service utilization varies based on 

marital status and family structure. It highlights differences in patterns of healthcare service 

utilization among individuals in different relationship statuses and living arrangements. 

Appendix 4: Healthcare services by level of education and gender 
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Healthcare 

Services 

Level of 

Education 

Gender Govern- 

ment 

hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharma 

cy 

Private 

doctor 

Other 

private 

medical 

Other Total 

Primary Male 25% 
885 

57.2% 
2129 

5% 
210 

0% 
02 

2% 
85 

0.6% 
18 

7.5% 
258 

0.2% 
09 

2.4% 
80 

3676 

 Female 22.2% 
1251 

62.9% 
3299 

4.7% 
313 

0.2% 
15 

2.2% 
112 

0.7% 
31 

6.5% 
364 

0.2% 
05 

0.4% 
33 

5625 

 Transge 

nder 

0% 
0 

9.6% 
04 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

9.4% 
01 

0% 
0 

0% 
0 

5 

 Total 23.6% 
2361 

60.2% 
5632 

4.8% 
523 

0.1% 
17 

2.1% 
197 

0.6% 
49 

7% 
625 

0.2% 
14 

1.4% 
113 

9306 

 

Secondary Male 22.3% 
1420 

47.8% 
2985 

3.1% 
252 

0.2% 
14 

6.3% 
360 

1.2% 
67 

16.9% 
962 

0.4% 
15 

1.7% 
91 

6175 

 Female 19.7% 
1800 

55.1% 
4961 

3.7% 
378 

0.5% 
48 

5% 
379 

0.9% 
75 

14.4% 
1168 

0.2% 
0 

0.5% 
40 

8864 

 Transge 

nder 

8.3% 
03 

60.4% 
07 

14% 
01 

0% 
0 

15.7% 
02 

0% 
0 

1.5% 
01 

0% 
0 

0% 
0 

14 

 Intersex 35.8% 
01 

64.2% 
01 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

2 

 Total 21% 
3224 

51.5% 
7954 

3.4% 
631 

0.4% 
62 

5.6% 
741 

1.1% 
142 

15.6% 
2131 

0.3% 
39 

1.1% 
131 

15055 

 

Higher 

Education 
Male 13.2% 

239 
19.4% 

302 
1.6% 

25 
0.9% 18.4% 1.6% 42.9% 0.7% 1.1% 1571 

 Female 11% 
280 

22% 
496 

1.3% 1.3% 18.2% 1.3% 44.2% 0.4% 0.2% 2007 

 Transge 

nder 

70.3% 
02 

0% 
0 

0% 0% 5.5% 0% 24.2% 0% 0% 4 

 Intersex 0% 
0 

0% 
0 

0% 0% 0% 21.5% 78.5% 0% 0% 2 

 Total 12.2% 
521 

20.7% 
798 

1.4% 1.1% 18.3% 1.5% 43.6% 0.6% 0.7% 3584 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

 

 

The study findings of the results in Appendix 4 show that most males with a primary education 

level utilize services from Day hospitals (57.2%) compared to making use of private doctors 

(7.5%). There is a slight difference with most females compared to males with a primary education 

level primarily utilizing services from Day hospitals (62.9%) rather than opting for private doctors 

(6.5%). While transgender individuals with a primary education level overwhelmingly utilize 

services from Day hospitals (90.6%). These results also show that with secondary level of 

education, males frequently utilize services from private hospitals (6.3%) and private doctors 

(16.9%) while females with a secondary education level commonly use services from private 

hospitals (5%) and private doctors (14.4%). Transgender individuals with a secondary education 

level have a significant reliance on private doctors (15.7%) and private hospitals (5.5%). 
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Males with higher education level predominantly utilize services from private doctors (42.9%) and 

private hospitals (18.4%). Females frequently use services from private doctors (44.2%) and 

private hospitals (18.2%) and transgender individuals primarily utilize services from private 

doctors (24.2%) and private hospitals (5.5%). 

With regards to gender identity, transgender individuals across all education levels have a higher 

utilization of services from Day hospitals and private doctors compared to other gender identities. 

Intersex individuals show diverse patterns of healthcare service utilization, with a significant 

reliance on private hospitals and pharmacies. Day hospitals and private doctors are commonly 

utilized across all education levels and gender identities. Private hospitals are more frequently used 

by individuals with higher education levels, while pharmacy services have a consistent, moderate 

level of utilization across different education levels and gender identities. The patterns suggest that 

higher education levels are associated with increased utilization of services from private doctors 

and private hospitals, while Day hospitals and private doctors are consistently utilized across 

gender identities. 

 

 

Appendix 5: Healthcare services by population group and gender 

 

Healthcare 

Services 
Population 

Group 

Gender Govern- 

ment 
hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 
clinic 

Private 

 
hospital 

Pharmacy Private 

doctor 

Other 

private 
medical 

Other Total 

Black 

Africans 

Male 24% 
2937 

53% 
689 

4.3% 
695 

0.3% 
22 

4.8% 
469 

1% 
98 

10% 
1011 

0.3% 
35 

2.3% 
254 

12412 

 Female 21% 
3815 

59.3% 4.6% 
1046 

0.4% 
62 

4.3% 
528 

0.9% 
111 

8.9% 
0 

0.1% 
16 

0.6% 
133 

18103 

 Trans 

Gender 
24.5% 

05 
54.4% 

10 
10.6% 

02 
0% 
0 

8.7% 
01 

0% 
0 

1.8% 
0 

0% 
0 

0% 
0 

19 

 Intersex 0% 
0 

85.1% 
02 

0% 
0 

0% 
0 

0% 
0 

14.9% 
01 

0% 
0 

0% 
0 

0% 
0 

3 

 Total 22.1% 
6757 

56.2% 
18045 

4.5% 
1743 

0.3% 
84 

4.5% 
998 

0.9% 
210 

9.4% 
2262 

0.2% 
51 

1.4% 
387 

30537 

 

Whites Male 7.3% 
78 

5.8% 
65 

0.2% 
04 

0.3% 
05 

21% 
207 

1% 
11 

62.7% 
506 

0.9% 
10 

0.6% 
07 

893 

 Female 6% 
65 

7.1% 
93 

0.4% 
05 

0.5% 
08 

20.2% 
216 

1.4% 
18 

63% 
592 

1% 
08 

0.4% 
04 

1009 

 Total 7.5% 
143 

6.5% 
158 

0.3% 
09 

0.4% 
09 

20.6% 
423 

1.2% 
29 

62.9% 
1098 

1% 
18 

0.5% 
11 

1902 

 

Coloured Male 19.5% 
378 

50.7% 
841 

0.9% 
20 

0.1% 
04 

5.1% 
96 

1.1% 
15 

21.5% 
328 

0.6% 
10 

0.5% 
12 

1704 
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 Female 21.9% 
551 

52.2% 
1321 

0.8% 
30 

1.1% 
23 

4.2% 
128 

1% 
28 

18.2% 
488 

0.2% 
04 

0.4% 
10 

2583 

 Trans 

Gender 
5.3% 

01 
47.6% 

02 
0% 
0 

0% 
0 

21.3% 
02 

0% 
0 

25.8% 
01 

0% 
0 

0% 
0 

6 

 Interse 

x 

63.1% 
02 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

36.9% 
01 

0% 
0 

0% 
0 

3 

 Total 20.8% 
932 

51.5% 
2164 

0.8% 
50 

0.6% 
27 

4.7% 
226 

1.1% 
43 

19.7% 
818 

0.4% 
14 

0.4% 
22 

4296 

 

Indians/ 

Asians 
Male 23.3% 

254 
7.8% 

77 
1.5% 

07 
0.1% 

02 
14.9% 

143 
2.3% 

18 
48.4% 

492 
0.4% 

05 
1.3% 

09 
1007 

 Female 18.9% 
341 

7.4% 
85 

2.2% 
27 

2% 
09 

13.9% 
188 

1.6% 
23 

53.2% 
623 

0.8% 
04 

0.1% 
01 

1301 

 Trans 
gender 

49.8% 
01 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

50.2% 
01 

0% 
0 

0% 
0 

2 

 Interse 

x 
0% 
02 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

2 

 Total 21.2% 
596 

7.6% 
162 

1.8% 
34 

1% 
11 

14.4% 
331 

1.9% 
41 

50.7% 
1116 

0.6% 
09 

0.7% 
10 

2310 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

 

 

 

Population Group: Males within the Black African population group primarily utilize services from 

Day hospitals (53%) and private doctors (10%). Females within the Black African population group 

commonly use services from day hospitals (59.3%) and private doctors (8.9%). 

Transgender individuals within this group rely on various healthcare services, with notable 

utilization from Day hospitals (54.4%) and private doctors (1.8%). Population Group: Whites 

Males within the White population group have a high utilization of services from private doctors 

(62.7%) and private hospitals (21%). Females within the White population group frequently utilize 

services from private doctors (63%) and private hospitals (20.2%). Males within the Coloured 

population group commonly utilize services from Day hospitals (50.7%) and private doctors 

(21.5%). Females within the Coloured population group primarily use services from Day hospitals 

(52.2%) and private doctors (18.2%). Transgender individuals within this group have a significant 

reliance on services from private doctors (25.8%) and Day hospitals (47.6%). 

Males within the Indian/Asian population group frequently utilize services from private doctors 

(48.4%) and private hospitals (14.9%). Females within the Indian/Asian population group 

primarily use services from private doctors (53.2%) and private hospitals (13.9%). Transgender 

individuals within this group overwhelmingly utilize services from private doctors (50.2%) and 

private hospitals (49.8%). Day hospitals and private doctors are commonly utilized across all 

population groups and genders. Private hospitals are frequently used by males within the White 
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and Indian/Asian population groups. These services have lower overall utilization across 

population groups. Pharmacy services have a consistent level of utilization across all population 

groups. These results show distinct patterns of service utilization within each population group, 

emphasizing the importance of considering demographic factors in healthcare service planning and 

delivery. 

Appendix 6: Healthcare services by gender and HIV status 

 

Healthcare 

Services 

Gender 

HIV (+) 

Govern- 

ment 

hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 

Private 

Hospital 

Pharmacy Private 

doctor 

Other 

private 

Other Total 

Male 24.11% 
324 

58.08% 
840 

4.32% 
84 

0% 
0 

2.94% 
33 

1.08% 
08 

8.13% 
86 

0.18% 
05 

1.14% 
14 

100 
1393 

 

Female 22.21% 
851 

64.56% 
2654 

4.297% 
220 

0.42% 
15 

1.93% 
67 

0.38% 
12 

5.70% 
163 

0.006% 
1 

0.47% 
21 

100 
1004 

 

Trans- 

gender 

7.17% 
1 

13.26% 
2 

79.56% 
1 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

100 
4 

 

Inter- 

Sex 

0% 
0 

100 
1 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

100 
1 

 

Total 22.83% 
1176 

62.39% 
3497 

4.345% 
304 

0.28% 
15 

2.26% 
100 

0.61% 
20 

6.50% 
249 

0.06% 
06 

0.69% 
35 

100 
5402 

 

Gender 

HIV (-) 

Govern- 

ment 

Hospital 

Day 

hospital 

Mobile 

clinic 

Family 

planning 

Private 

hospital 

Pharmacy Private 

doctor 

Other 

private 

Other Total 

Male 21.76% 
2003 

48.73% 
4424 

3.78% 
400 

0.34% 
24 

5.32% 
399 

0.70% 
69 

17.14% 
1256 

0.46% 
39 

2.90% 
150 

100 
8764 

 

Female 18.65% 
2540 

53.26% 
6921 

3.62% 
601 

0.51% 
59 

5.30% 
511 

1.13% 
116 

16.87% 
1627 

0.13% 
15 

0.50% 
59 

100 
12489 

 

Trans- 

gender 

14.72% 
02 

61.1% 
06 

0% 
0 

0% 
0 

14.07% 
01 

0% 
0 

10.1% 
02 

0% 
0 

0% 
0 

100 
11 

 

Intersex 100% 
02 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

0% 
0 

100 
02 

 

Total 20.16% 
4576 

51.06% 
5721 

3.55% 
1001 

0.43% 
83 

5.31% 
911 

0.92% 
185 

17% 
2883 

0.29% 
54 

1.24% 
239 

100 
15653 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

Healthcare service utilization by gender and HIV-positive in the government healthcare facility 

was the highest among females (22.21%) compared to males (24.11%). Transgender individuals 
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have the lowest utilization (7.17%). In a Day hospital there were more females (64.56%) compared 

to males (58.08%) with transgender individuals having the lowest utilization (13.26%). Mobile 

clinic utilization was relatively similar across genders and the lowest overall utilization compared 

to other services. Overall, Day Hospitals and government healthcare facilities were the most 

utilized services. Private hospitals and pharmacy services had varying degrees of utilization across 

all genders and people living with HIV (PLHIV). Transgender individuals living with HIV showed 

a distinct pattern of utilization, particularly preferring to use private hospitals. While family 

planning clinics and Other services have relatively low overall utilization. 

Healthcare service utilization by gender and HIV-negative male individuals was the highest in the 

Other category (17.14%) and a notable utilization was in “Day hospitals” (48.73%). While HIV- 

negative females mostly used Day hospitals (53.26%) with a substantial utilization in the “Other” 

category (16.87%). Transgender individuals mostly used the “Other” category (61.1%). Day 

Hospitals had the highest overall utilization among HIV-negative individuals (51.06% of the total) 

while the other category showed a significant overall utilization (17% of the total). Government 

healthcare facilities showed a substantial overall utilization (20.16% of the total) and other services 

displayed varying degrees on utilization of healthcare services. 

Utilization of healthcare services patterns varied based on gender and HIV status, with Day 

hospitals dominant, as this category was the most utilized across all groups. Other categories 

significantly played a crucial role in healthcare service use, particularly among males and females. 

Transgender and Intersex had limited data available but indicated unique use patterns. 

Appendix 7: Healthcare services by family structure 
 

Healthcare 

Services 

Family 

structure 

Govern- 

ment 

hospital 

Day 
hospital/ 

clinic 
community 

Mobile 
clinic 

Family 
planning 

clinic 

Private 
hospital 

Phar- 
macy 

Private 
doctor 

Other 
private 
medical 

Other Total Number 

  health 
centre 
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Living with 

husband/wife 
20.20% 37.70% 3.70% 0.40% 10.40% 1.00% 25.5% 0.40% 0.7% 100% 9562 

Living on own 

or other 

arrangement 

but not living 

with husband 

17.60% 62.10% 5.80% 0.30% 3.20% 0.80% 9.10% 0.10% 1.0% 100% 5689 

Living 

together with 

boyfriend/ 

girlfriend/civil 

union partner 

19.70% 60.50% 4.30% 0.40% 3.10% 0.90% 9.90% 0.20% 1.0% 100% 2547 

Single/ 

divorced/ 

widowed - in 

a steady 

relationship 

23.20% 58.60% 3.50% 0.40% 3.30% 0.70% 9.00% 0.30% 1.0% 100% 7480 

Single - not in 

a steady 

relationship 

23.60% 54.50% 5.50% 0.30% 3.40% 0.80% 10.3% 0.20% 1.5% 100% 13565 

Total 21.5% 52.7% 4.6% 0.3% 5.1% 0.8% 13.6% 0.2% 1.1% 100% 38843 

Number 8362 20463 1800 133 1966 322 5278 91 428 38843  

Chi- 

Square 

2856.858 

ª 
 

P-value 0.000 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

Appendix 7 shows the use of healthcare services by family structure, as 20.20% of the participants 

living with their husband/wife visit a government hospital for medical healthcare services with a 

proportion of 37.70% reporting to have been visiting a Day hospital and community healthcare 

centre. The results showed an increase in this proportion with regards to family structure where 

about between 50-60% of participants living with their husband/wife, living alone, living together 

with boyfriend/girlfriend/civil union partner, single/divorced/widowed and single not in a steady 

relationship, made use of a Day hospital or community healthcare centre to get medical attention. 

Small proportion of about 15-20% of participants have reported to have made use of government 

healthcare services while less than 10% reported to have used private healthcare facilities to seek 

medical care. In conclusion, there is a positive relationship between family structure and healthcare 

services. This is shown by the significance in the chi-square (2856.858ª) and P-value of 0.000. 
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Appendix 8: Healthcare services by wealth index 
 

Healthcare 

Services 

Wealth Index Govern- 

Ment 

hospital 

Day 

hospital, 

community 

centre 

Mobile 

clinic 

Family 

planning 

clinic 

Private 

hospital 

Pharmacy Private 

doctor 

Other 

private 

medical 

Other Total Number 

Salary/earnings 19.10% 40.90% 3.90% 0.40% 9.10% 1.10% 24.20% 0.40% 1.00% 100% 11442 

Contributions by 

family members 

or relatives 

20.80% 50.30% 4.30% 0.10% 5.10% 2.00% 15.10% 0.30% 2.10% 100% 1156 

Government 

pensions/grants 

(e.g., old age 

pension, child 

sup 

23.40% 59.90% 4.40% 0.20% 2.80% 0.50% 8.10% 0.10% 0.50% 100% 5393 

Grants/donations 

by private 

welfare 

organizations 

22.30% 63.50% 3.70% 0.30% 2.60% 0.80% 5.90% 0.30% 0.60% 100% 2201 

Other sources 19.00% 50.00% 3.40% 0.30% 5.50% 1.10% 18.80% 0.50% 1.40% 100% 1297 

No income 16.30% 45.30% 5.80% 0.00% 10.50% 1.20% 18.60% 1.20% 1.20% 100% 86 

Total 20.6% 49.0% 4.0% 0.3% 6.4% 1.0% 17.5% 0.3% 0.9% 100% 21575 

Number 4437 10572 863 68 1391 205 3771 65 203  21575 

Chi-square 1540.095ª  

P-value <.001 

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

Appendix 8 shows healthcare services by wealth index, where (19.10% - 23.40%) of individuals 

who receive salary visit government hospital, with high proportion of participants with salaries, 

contributions, government pension, grants, other resources, and no income who were between 

(40.90% -63.50%) reported to have made use of Day hospital or community health care centre. 

The proportion decreased across all wealth index categories when it came to private healthcare 

facilities by (3.90% - 20.00%). These results show that wealth index is one of the determining 

factors for one to choose where they seek medical care. Therefore, there is a positive relationship 

between healthcare services and wealth index, this is proven by a significant correlation in chi- 

square (1540.095ª) and p-value of <0.001. 
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Appendix 9: Healthcare services by place of residence per province 
 

Healthcare 

Services 

Province Health facility Urban 

(%) 

Rural 

Informal

(%) 

Rural 

(%) 

Total 
(%) 

Total 

Western 

Cape 

Government hospital 20.9  17.7 20.6 843 

 Day hospital/clinic community health 

centre 

42.3  63.7 44.4 1951 

 Mobile clinic 0.5  4 0.9 53 

 Family planning clinic 3.5  2.3 3.4 132 

 Private hospital/clinic 6.9  1.6 6.4 228 

 Pharmacy 1.6  0.4 1.5 47 

 Private doctor 23.3  9.6 22.0 651 

 Other private medical 0.6  0.3 0.6 26 

 Other 0.4  0.3 0.4 14 

 Total 100  100 100.0 3945 

 Pearson: Uncorrected chi2(8) = 139.1250      

 Design-based F(4.58. 576.71) = 8.1763 
Pr = 0.000 

     

 

Eastern Cape Government hospital 22.6 22.4 8.1 22.2 940 

 Day hospital/clinic community health 

centre 
54.6 65.5 46.1 59.4 2745 

 Mobile clinic 1.8 6.6 20.2 4.5 239 

 Family planning clinic 2.2 1.3 2.6 1.8 100 

 Private hospital/clinic 5.5 1.4 3.9 3.6 174 

 Pharmacy 1 0.4 1.1 0.7 28 

 Private doctor 11.6 2 16.8 7.3 339 

 Other private medical 0.3 0.1 0.9 0.2 8 

 Other 0.3 0.3 0.2 0.3 15 

 Total 100 100 100 100.0 4588 

 Pearson: Uncorrected chi2(16) = 375.6435      

 Design-based F(7.24. 1006.86) = 11.5875 
Pr = 0.000 

     

 

Northern 

Cape 

Government hospital 27.7 36.6 38.1 30.3 897 

 Day hospital/clinic community health 

centre 

48.8 28.7 56.2 46.4 1330 

 Mobile clinic 1.7 10.2 2.2 3.1 77 

 Family planning clinic 4.2 5.8 0.8 4.1 156 
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 Private hospital/clinic 7.6 4.4 1.5 6.4 185 

 Pharmacy 0.9 3.7 0.4 1.3 29 

 Private doctor 8.8 9.2 0.8 8.0 241 

 Other private medical 0.2 1.4 0 0.4 8 

 Other 0.1 0 0 0.1 7 

 Total 100 100 100 100.0 2930 

 Pearson: Uncorrected chi2(16) = 247.0786      

 Design-based F(2.31. 178.02) = 1.6790 
Pr = 0.185 

     

 

Free State Government hospital 12.5 27.2 21.3 14.1 422 

 Day hospital/clinic community health 

centre 

56 54.7 43.5 55.3 1332 

 Mobile clinic 1 0.7 7.8 1.3 48 

 Family planning clinic 3.8 2.4 3.3 3.7 103 

 Private hospital/clinic 7.8 4.5 7.8 7.6 191 

 Pharmacy 0.7 1.8 1.2 0.8 24 

 Private doctor 17.6 8 14.6 16.6 398 

 Other private medical 0.2 0.6 0.4 0.2 12 

 Other 0.4 0 0.2 0.4 8 

 Total 100 100 100 100.0 2538 

 Pearson: Uncorrected chi2(16) = 100.5119      

 Design-based F(7.80. 569.58) = 4.1889 
Pr = 0.000 

     

 

KwaZulu- 

Natal 

Government hospital 27.1 20.4 17.1 23.2 4585 

 Day hospital/clinic community health 

centre 

44.8 64.7 65.5 55.9 1232 
0 

 Mobile clinic 2.1 12.2 8.7 7.5 1491 

 Family planning clinic 3.1 0.4 0.8 1.6 379 

 Private hospital/clinic 6.3 0.4 2.1 3.2 693 

 Pharmacy 0.9 0.2 0.3 0.5 107 

 Private doctor 14.9 0.9 3.7 7.3 1392 

 Other private medical 0.2 0.2 0.2 0.2 61 

 Other 0.7 0.7 1.7 0.7 155 

 Total 100 100 100 100.0 2118 
3 

 Pearson: Uncorrected chi2(16) = 

3384.2731 

     

 Design-based F(4.74. 1745.82) = 26.0395 
Pr = 0.000 

     

 

Northwest Government hospital 16.7 22.7 22.8 20.0 703 
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 Day hospital/clinic community health 

centre 

54 60.3 43.9 56.4 2069 

 Mobile clinic 4 5.9 15 5.6 227 

 Family planning clinic 3.7 1.8 0.8 2.6 128 

 Private hospital/clinic 9.1 4 2.5 6.2 246 

 Pharmacy 0.4 0.5 0.2 0.4 24 

 Private doctor 10.9 4.3 10.1 7.6 310 

 Other private medical 0.5 0.1 0.2 0.3 15 

 Other 0.8 0.3 4.5 0.8 24 

 Total 100 100 100 100.0 3746 

 Pearson: Uncorrected chi2(16) = 239.9660      

 Design-based F(6.09. 547.94) = 4.1287 
Pr = 0.000 

     

 

Gauteng Government hospital 13.7 21.3 15.7 13.8 1083 

 Day hospital/clinic community health 

centre 

49.6 50.2 36.1 49.3 4818 

 Mobile clinic 2.1 11.9 6.8 2.3 221 

 Family planning clinic 6.2 4.6 3.5 6.1 482 

 Private hospital/clinic 9.2 5.2 8.8 9.2 681 

 Pharmacy 1.1 0.5 0 1.0 81 

 Private doctor 16.2 5.3 28.6 16.3 1295 

 Other private medical 0.6 0 0.2 0.5 50 

 Other 1.3 1.1 0.1 1.3 82 

 Total 100 100 100 100.0 8793 

 Pearson: Uncorrected chi2(16) = 92.8812      

 Design-based F(4.34. 1196.56) = 1.9250 
Pr = 0.098 

     

 

Mpumalanga Government hospital 18.8 26.2 16.1 22.1 1550 

 Day hospital/clinic community health 

centre 

49.8 61.5 57.8 56.1 4236 

 Mobile clinic 2.8 4.6 19.2 5.3 533 

 Family planning clinic 4 1.5 0.1 2.4 183 

 Private hospital/clinic 7.2 2 1 4.1 267 

 Pharmacy 0.9 0.5 0.3 0.6 40 

 Private doctor 14.4 2.9 2.7 7.8 503 

 Other private medical 0.6 0.2 0.7 0.4 31 

 Other 1.6 0.6 2.2 1.1 80 

 Total 100 100 100 100.0 7423 

 Pearson: Uncorrected chi2(16) = 928.0340      

 Design-based F(7.74. 1090.64) = 10.9022 
Pr = 0.000 

     

       

Limpopo Government hospital 34.3 22.1 30.9 24.4 866 
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 Day hospital/clinic community health 

centre 

34.1 62.1 28.3 56.3 2091 

 Mobile clinic 2.4 4.8 11.5 4.6 180 

 Family planning clinic 4 1.5 3.9 2.0 93 

 Private hospital/clinic 8.5 3.6 13.1 4.7 204 

 Pharmacy 0.4 0.6 0.3 0.6 25 

 Private doctor 14.9 3.6 11.8 5.7 243 

 Other private medical 0.3 0.4 0.2 0.4 20 

 Other 1.1 1.4 0 1.3 45 

 Total 100 100 100 100.0 3767 

 Pearson: Uncorrected chi2(16) = 333.0628      

 Design-based F(6.61. 681.05) = 6.4572 
Pr = 0.000 

     

Source: Author’s own computation using STATA and the 2017 SABSSAM dataset 

 

 

 

Appendix 9 presents data on the types of healthcare facilities used by people living in different 

provinces of South Africa, segmented by place of residence (urban, rural informal and rural) and 

the type of healthcare facility. Government hospitals showed a varied significance across provinces 

with higher utilization in some areas compared to others. The Western Cape showed a lower 

percentage (20.9% urban) compared to Limpopo (34.3% urban). Day 

Hospitals/Clinics/Community Health Centres generally showed a high utilization across all 

provinces, especially in the Eastern Cape (59.4% overall) and KwaZulu-Natal (55.9% overall) 

while mobile clinics had low overall utilization but notable variation with higher use in rural areas, 

and in some provinces like North-West (5.9% rural informal). Private healthcare services 

utilization varied widely in provinces such as Gauteng and a significant percentage of people 

(16.2% urban) used private doctors while in Limpopo this was only (14.9% urban). 

The chi-square tests and design-based F-tests evaluated the statistical significance of the 

differences in healthcare utilization across different types of residence and provinces. Most 

provinces show a significant difference in healthcare facility utilization by residence type with p- 

values indicating statistical significance (Pr < 0.05) for most regions. There was a noticeable 

difference in healthcare facility utilization between urban and rural areas. Rural areas often have a 

higher percentage of people using mobile clinics and government hospitals compared to urban 

areas. Private healthcare services tend to be more accessible in urban areas compared to rural and 

informal rural areas. 
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The data reveals distinct patterns in healthcare utilization across different provinces and residential 

areas. Government hospitals are more utilized in some provinces while Day hospitals/clinics have 

widespread use. Mobile clinics are more common in rural areas and private healthcare facilities 

are more accessible in urban regions. Statistical tests confirm significant differences in healthcare 

usage patterns based on residence type and province. 
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