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South Africa’s political and economic situation
has dramatically changed in the past decade
because of the abrupt transition from an
apartheid government to a democratic gov-
ernment. During the apartheid era, the ruling
National Party’s goal was to secure White
control and promote racial separation by clas-
sifying all South Africans into White, Black,
Colored (i.e., those of mixed race), or Asian
ethnic categories. The government prohibited
interracial marriage; established a segregated
employment system in which race was the
qualifying factor; and allowed for legal dis-
crimination and many other injustices.1

Apartheid laws and policies affected all as-
pects of the citizen’s life, including the health
sector. According to the American Association
for the Advancement of Science and the Phy-
sicians for Human Rights Organization, the
South African health care system not only
limited access to health care for Blacks and
often ignored quality-of-care guidelines but
also created an environment in which abuses
such as the refusal of emergency care treatment,
falsification of medical records, denial or limi-
tation of Blacks’ access to ongoing medical care,
and mistreatment of the mentally ill could occur.

Under apartheid there were 4 independent
homelands—Bophuthatswana, Ciskei, Transkei,
and Venda—and 6 self-governing territories—
Gazankulu, Kangwane, KwaNdebele, Kwazulu,
Lebowa, and Qwaque. These lands have now
been incorporated into the united South Africa,
but unfortunately they remain the most un-
derserved areas. Under apartheid these areas
had their own departments of health, and 400
local authorities also had separate health de-
partments. As a result, coordination was poor,
causing major disparities in health care. After
the end of apartheid in 1994, this fragmented
system was absorbed into 9 provincial health
services.2–11

Currently, there are 2 health care systems in
South Africa: one that is largely publicly
funded that serves most South Africans and a
privately funded health care system that serves

the small percentage of people who are able to
afford it, mainly Whites and Asians. During
apartheid, most of the national health expen-
diture was allocated to building a medical
infrastructure that would be used by urban
inhabitants and the privately insured. Even
today, privately insured patients pay a highly
subsidized fee for medical care and receive tax
benefits for their contributions to the private
health sector. From 1992 to 1993, 59% of
doctors, 93% of dentists, and 89% of phar-
macists worked in the private sector. The
competition between the private and public
sectors still exists as medical professionals
often choose to work in the more profitable
private sector.12

Marked disparities in health between Blacks
and Whites during apartheid have been docu-
mented. In 1981, there was 1 physician for
every 330 Whites but only 1 for every 91000
Blacks. Infant mortality was 20% in the Black
population compared with 2.7% in the White
population. The life expectancy in1980 was 55
years for Blacks, 58 years for Coloreds, 65
years for Asians, and 70 years for Whites. The
incidence (per100000) of tuberculosis in1985
was 211 for Blacks, 429 for Coloreds, 80 for
Asians, and 18 for Whites.13 In the economic
sector,10% of the population accounted for 51%

of annual income earned in South Africa,
whereas the poorest 40% accounted for less
than 4% of annual income earned in South
Africa. In addition to income disparity there
were also differences in social service provision
among ethnic groups because of apartheid poli-
cies that allocated different services for each
group. These disparities illustrate the inequities
experienced not only in the health sector but in
other societal structures.12

Most authors have concluded that the state
of the health care system for Blacks has not
improved much since apartheid and that ex-
tensive work must be done to comply with new
constitutional regulations of equality and ac-
cess to health care. Although equity is at the top
of the current government’s agenda, the type
and form of this desired equity is not uniformly
agreed upon at all levels of government. It is
suggested that instead of horizontal equity, in
which equity is sought for those within the
same socioeconomic level, the goal of the na-
tional government should be to implement
vertical equity, in which attempts are made to
pull up those in the lower socioeconomic levels
and the disenfranchised.14,15

Has health care improved, worsened, or
remained the same among South Africans after
apartheid? There have been many reports
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documenting post-apartheid South Africa, with
descriptions of isolated events, national statis-
tics, summaries, and testimonials. Few studies
have examined the South African health care
system using data obtained from surveys of
South African citizens. We investigated ethnic
disparities in obtaining medical care in post-
apartheid South Africa.

METHODS

Data Sources

The data used for this study are from
the national survey, the 2002 Afrobarometer:
Round II Survey of South Africa.16 It was
developed and administered by the Afrobaro-
meter network, which includes a consortium
of social scientists from 16 African nations
and Michigan State University. The Institute
for Democracy in South Africa and the Centre
for Democratic Development in Ghana also
played major roles as principal investigators.
The data set is available through the Inter-
University Consortium for Political and Social
Research.16

The Afrobarometer: Round II Survey of
South Africa sample is a national probability
sample that represents a cross-section of the
voting-age population of South Africa. Random
selection was used in every stage of sampling;
the survey was administered in all provinces
of South Africa in proportion to the relative size
of each province and racial group in the na-
tional population. The national sample as a
whole was used in this study. The survey,
which assesses respondents’ perceptions re-
garding democracy, markets, and civil society
in South Africa, is part of a series of surveys
that enable researchers to track perceptions
over time.

The survey included questions addressing
respondents’ current economic situation, their
perceptions of the government’s handling of
the national economy, what they believe to
be the major political and social issues facing
the country, and their political involvement
and trust in government and business entities.
In addition, it compared individuals’ percep-
tions of various issues during and after apart-
heid. The survey questions also examined
sociodemographic characteristics, access to
health care, and other factors that may influ-
ence health, such as the presence of a health

clinic and piped water in the community.
For our study, certain questions have been
selected to investigate whether previously
documented inequalities in health care in
apartheid South Africa still exist in post-
apartheid South Africa—especially the
question of whether, and how often, the
respondent had gone without medical care.

Population and Measures

The sample comprised 1522 individuals di-
vided among South Africa’s 4 major ethnic
groups: Whites; Blacks; Coloreds, who are of
mixed White and Black descent; and Asians,
who are predominantly Indian and Chinese.

Marital status was measured as married or
single and gender was male or female. All
respondents were older than 18 years. The
weighting variable adjusted the distribution of
the sample to account for oversamples or under-
samples with respect to province and ethnicity.

Our study focused on 1 dependent variable:
how often the respondent went without med-
ical care. The question read, ‘‘Over the past
year, how often, if ever, have you or your
family gone without medicine or medical
treatment?’’ The data were adjusted for the
following variables: respondent’s education
level, household income, and gender; respon-
dent’s perception of how the government was
handling (1) the improvement of basic health
services, (2) the provision of education, and (3)
the gap between rich and poor; respondent’s
perception of how often his or her ethnic group
was treated unfairly; how often the respondent
or the respondent’s family had gone without
food or water; and whether or not there was a
clinic in the surrounding community.

Education was divided into 4 categories: (1)
none or informal schooling, (2) primary school,
(3) secondary school, and (4) university or
postgraduate education. Household income per
month in South African rand (US$1=7.25
rand in 2007) was grouped as follows: 0 to
100, 101 to 500, 501 to 1400, 1401 to 3000,
and 3001 or higher. All variables related to
perceptions of government’s handling of im-
portant issues were recoded into 2 categories:
‘‘badly’’ and ‘‘well.’’

Analysis

To study post-apartheid access to health
care, societal infrastructure, and perceptions of

government, we chose a cross-sectional study.
The previous rounds of this survey were all
carried out post-apartheid, starting in the year
2000. Differences among the various inde-
pendent variables for the 4 ethnic groups were
analyzed by the Mantel–Haenszel c2 test. We
used multiple regression analysis to predict
differences among the 4 ethnic groups in how
often respondents had gone without medical
care, controlling for the independent effects of
selected sociodemographic and perception
variables.

Each ethnic-specific analysis includes 3
models (A, B, and C) adjusted for age and the
presence of a health clinic in the primary
sampling unit (or enumeration area). Model A
included only sociodemographic variables, in-
cluding education and income. Model B in-
cluded perception variables and basic access to
food and water. Model C was the full model
and included sociodemographic variables, per-
ception variables, and basic access to food and
water. All analyses were performed with SAS
system for Windows version 9.1 (SAS Institute
Inc, Cary, NC).

RESULTS

Table 1 presents the distribution of socio-
demographic characteristics, perception vari-
ables, and measures of well-being for the 4
ethnic groups. The ethnic breakdown of the
sample was 67% Black, 13% White, 15%
Colored, and 5% Asian. All comparisons were
significant across ethnic groups except for age
and gender, which were evenly distributed
throughout.

Regarding education, 32.8% of Blacks and
31.4% of Coloreds had only a primary school
education or less; for Whites and Asians, the
figures were 3.0% and 15.3%, respectively. No
formal schooling was reported by 7.4% of
Blacks and by 0.5% of Whites. More Blacks
than Whites were living in the lowest income
bracket (i.e., 0–100 rand; 27.7% vs 7.9%,
respectively; P<.001). Only 12.6% of Blacks
belonged to the highest income bracket
(‡3001 rand) as opposed to 70.6% of Whites
and 63.9% of Asians.

Blacks had the highest rate of going without
medical care during the past year (40.8%),
followed by Coloreds (22.9%), Whites (10.9%),
and Asians (6.9%). The same trend is found in
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going without food: 43.9% of Blacks had gone
without food at least once the past year, fol-
lowed by Coloreds (27.6%), Whites (12.4%), and
Asians (8.8%).

Asked how the government was handling
education, 69% of Blacks and 60% of Coloreds
thought it was doing well, whereas among
Whites and Asians, most thought that the
government was doing badly (57% and 72%;
P<.001). Asked how well the government was
handling the improvement of basic health ser-
vices, 60% of Blacks and 62% of Coloreds
thought the government was doing well,
whereas most Whites and Asians thought it
was doing badly (67% and 62%; P<.001).
Asked how the government was handling the
gap between rich and poor, all ethnic groups
reported that it was doing poorly (Blacks, 73%;
Whites, 85%; Coloreds, 80%; Asians, 86%;
P<.001). Interestingly, there was a pairing
trend in perceptions of how the government
was handling education and improving basic
services: Blacks and Coloreds seemed more
optimistic whereas Whites and Asians were
less so.

Table 2 presents 4 sets of regression models,
one for each ethnic group, predicting how often
respondents went without medical care. In the
full model (model C), the largest predictors of
how often an individual had gone without
medical care across all ethnic groups were how
often they had gone without food and how
often they had gone without water. The full
model was able to explain 30% of the variation
in going without medical care for Blacks, 37%
for Whites, 37% for Coloreds, and 43% for
Asians.

Model A shows the effect of education and
income, with adjustment for gender, age, and
the presence of a health clinic in the primary
sampling unit. For all groups, sociodemo-
graphic characteristics and the presence of a
health facility explained very little of the vari-
ation in going without medical care, whereas
perception variables accounted for 29% to
39% of the variation.

In model C, one variable was particularly
significant among Blacks: perception of the
government’s handling of the gap between rich
and poor (B=–0.12; SD=0.05; P=.013). Re-
spondent’s education was significant in the full
model for both Blacks (B=–0.06; SD=0.02;
P=.013) and Asians (B=–0.07; SD=0.03;

TABLE 1—Selected Sociodemographic Characteristics, Perceptions, and Well-Being

Measures of Survey Respondents (N=1522), by Race: The Afrobarometer: Round II Survey

of South Africa, 2002

Total, No. Black White Colored Asian Pa

Sociodemographic Characteristics

Race, % 67.02 13.21 15.05 4.73

Age, y, mean 52 55 55 39

Gender, % .642

Men 776 52.3 49.8 50.4 51.7

Women 746 47.7 50.2 49.6 48.3

Education, % .004

None/informal 90 7.4 0.5 3.9 7.0

Primary school 334 25.5 2.5 27.5 8.3

Secondary school 1076 66.2 93.5 67.7 83.3

University/postgraduate 20 1.0 3.5 0.9 1.4

Monthly household income, rand, % <.001

0–100 298 27.7 7.9 14.1 4.9

101–500 156 14.2 1.6 10.8 1.6

501–1400 323 26.8 4.8 33.5 8.2

1401–3000 236 18.6 15.1 16.2 21.3

‡ 3001 293 12.6 70.6 25.4 63.9

Perceptions

Perception of government’s handling of health care, %

Bad 664 39.8 67.3 38.5 62.0 <.001

Good 835 60.2 32.7 61.5 38.0

Perception of government’s handling of education, %

Bad 567 31.5 57.0 40.1 71.8 <.001

Good 921 68.5 43.0 59.9 28.2

Perception of government’s handling of gap between rich and poor, %

Bad 1089 72.6 84.9 80.4 85.5 .001

Good 345 27.4 15.1 19.6 14.5

Measures of Well-Being

How often respondent had no health care during past year, %

Never 1031 59.2 89.1 79.0 93.1 <.001

Sometimes 364 29.8 9.5 17.7 6.9

Many times/always 127 11.0 1.5 5.2 0

How often respondent’s ethnic group was treated unfairly during past year, %

Never 353 27.9 22.2 17.5 27.9 .027

Sometimes 616 43.9 50.6 44.2 41.2

Often 226 15.3 16.7 20.3 17.7

Always 185 12.9 10.5 19.0 13.2

Health clinic in PSU/EA

No 550 46.3 29.6 22.1 32.4 <.001

Yes 830 53.7 70.4 77.9 67.7

How often respondent had gone without food during past year, %

Never 884 56.1 87.7 72.4 91.2 <.001

Just once or twice 207 17.7 7.4 12.4 4.4

Several times 169 15.4 3.1 8.3 2.9

Many times 96 8.6 1.9 5.5 1.5

Continued
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P=.06). For all 4 ethnic groups, the full model
explained anywhere from 30% to 43% of the
variation in going without medical care.

Comparison of the results of the 4 race-
specific models makes evident that the stron-
gest predictor of having gone without medical
care is having gone without food. Interestingly,
the substantive impact of this variable is much
greater for Whites and Asians than for Blacks
and Coloreds. Having gone without water was
also a strong predictor of having gone without
medical care, but for this variable, the pairing
trend was not observed. Finally, for White and
Asians, no other variables were significantly
associated with having gone without medical
care. For Blacks, those who reported that the
government was handling the gap between rich
and poor well went without medical care less
often; the same held true for Coloreds.

DISCUSSION

Our study focused primarily on ethnic dif-
ferences in access to health care and percep-
tions of governmental actions that affect health
among residents of South Africa. Marked eth-
nic disparities in access to health care exist
across levels of education and income. Whites
were more educated than were Blacks, Col-
oreds, and Asians. Significantly more Whites
were college educated than were Blacks or
Coloreds. Whites had significantly higher in-
comes than did Blacks. More Blacks and Col-
oreds lived with no formal income than did
Whites or Asians. Among South Africa’s 4
main ethnic groups, differences in the fre-
quency of going without medical care indicate
health care disparities. Across all ethnic groups,
how often one had gone without food and
how often one had gone without water were

the largest predictors of how often one had
gone without medical care. Significantly more
Blacks and Coloreds than Whites or Asians
reported going without food or water at least
once during the past year. In South Africa,
socioeconomic status is closely connected
with going without medical care. If one
does not have clean water or enough food
to eat, seeking medical care may not be a
priority.

Significant disparities in income can be seen:
69% and 58% of Blacks and Coloreds, re-
spectively, make 1400 rand or less a month,
whereas most Whites and Asians (86% and
85%, respectively) make more than 1400 rand
a month. Even though South Africa is consid-
ered an upper-middle-income country, a large
percentage of its residents live in poverty.17

Equity

Because of the disadvantaged position of
Blacks in South Africa, they lack adequate
public health services (e.g., sustainable access to
clean water, proper sewer systems, access to
health care) and are vulnerable to disease.
Blacks are still concentrated mainly in disad-
vantaged territories, which remain under-
served and are the poorest regions of the
country. These gross disparities extend into the
health care sector and are manifested through
racial disparities in health outcomes.

Equity is an issue that must be further
explored in South Africa to ensure that re-
sources and services are equally distributed
throughout the population. Current efforts to
bring the health sector into compliance with
constitutional decrees have not been success-
ful. Little has been done to reallocate subsidies
from the private to the public health sector.
According to May et al., ‘‘Despite a strong

political commitment to redressing historical
inequities, recent government policy actions in
these two areas appear to fall short of desirable
goals when viewed through a vertical equity
lens.’’14 (p236)

Structural inequalities are promoted when
some members of the population are poor and
may earn their living through informal
methods while the rest are financially stable
and may have jobs in the formal market sector.
The latter will demand the type of health care
available in advanced market economies, while
the former continue to have limited health
access. This structural inequality also points to
geographic inequalities. This is evident in
South Africa, where individuals in rural areas
have limited access to health care compared
with inhabitants of urban areas, who may be
part of the formal market sector.12

Health care relies not only on the source of
services but also on the infrastructure that
supports a population’s health. Twenty-two
percent of the primary sampling units in which
Blacks resided had no piped water system. This
weakness in the basic public health infrastruc-
ture is indicative of an overburdened public
health system that is not capable of providing
consistent quality care across ethnic groups.
Public health may not be meeting the needs of
the Black population nor providing the ade-
quate infrastructure that is essential for a
healthy society.

Perceptions

Although the South African health care sys-
tem has significant shortcomings, public per-
ceptions of how the government is handling
health care are not completely negative. In the
survey, overwhelming majorities of Blacks and
Coloreds thought that the government was
doing a good job in improving health care,
whereas the reverse was true for Whites and
Asians. Blacks and Coloreds tended to have
similar perceptions and socioeconomic status,
as did Whites and Asians. This pairing trend is
seen for several variables, including percep-
tions of how the government was handling
education, respondent’s income, how often the
respondent had gone without medical care,
how often the respondent had gone without
food, and perceptions of how well or badly the
current government was handling improve-
ment of basic health services. Interestingly,

TABLE 1—Continued

Always 24 2.3 0 1.38 0

How often respondent had gone without water during past year, % <.001

Never 1147 66.7 96.0 88.7 98.6

Just once or twice 117 10.2 0.5 4.8 1.4

Several times 98 8.9 0.5 2.6 0

Many times 63 5.7 1.0 1.3 0

Always 97 8.5 2.0 2.6 0

Note. PSU/EA = primary sampling unit/enumeration area. Significance was set at a less than or equal to .05.
aBy the Mantel–Haenszel c2 test.
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perceptions of government functions since the
end of apartheid seemed to improve for Blacks
and Coloreds but deteriorate for Whites and
Asians. Apartheid ended swiftly, not gradually;
this may have left Whites and Asians with a
sense of personal instability and vulnerability,
whereas the quality of life may have relatively
improved for Blacks and Coloreds compared
with conditions during apartheid. This relative
improvement may have positively influenced
perceptions of the government.

Surprisingly, the pairing trend was not evi-
dent in perceptions of government handling of
the gap between rich and poor: all 4 ethnic
groups thought the government was handling
this issue poorly. Similarly, all 4 groups
reported experiencing some degree of unfair
treatment. This may be because relatively
fairer treatment of Blacks and Coloreds has
resulted in more equal treatment of the 4
ethnic groups compared with what existed
during apartheid. Further research is needed to
explore equal and fair treatment among the
underserved groups in South Africa.

Numerous studies have examined the past
and present health care systems by reviewing
health and human rights after apartheid,18–25

assessing the influence of ethnicity and socio-
economic class on access to health care,18,26,27

documenting the atrocities committed by health
care workers during the apartheid system,1,28

and looking at health as a socioeconomic right in
South Africa.29 Although policy has been created
to ameliorate the health care system and improve
the quality of life of all South Africans, it is
unknown how much of this policy has been
implemented and is benefiting Black South Af-
ricans, who are in most need of it.30

Future Research and Policy Implications

This study has several limitations. The study
models do not explain most of the observed
variation in how often respondents had gone
without medical care. Variables that address
type of health care, and where and how often it
is accessed, might possibly better and more
directly address access to health care after
apartheid. In addition, geographical variations
of socioeconomic status and health have been
shown to exist in South Africa. Future research
should examine differences in access by geo-
graphic location by comparing apartheid-era
homelands and territories with the same areas
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after apartheid. Although our findings support
what has been reported in socioeconomic, po-
litical, and health assessments, there is much
more ground to cover to establish conclusive
cause-and-effect relationships related to ethnic
disparities.

Although there have been advances in the
equalizing of services, there has also been a
deterioration of the public health care system.
With the proliferation of HIV/AIDS in South
Africa, that system is overburdened and unable
to care for those most in need. Further research
is needed to understand health disparities,
especially by exploring indicators of dis-
advantage such as race, housing, access to
energy sources, water and sanitation, educa-
tional status, employment status, food access
and nutritional status, geographical location
(rural vs urban), and fragmentation of the
family, especially through labor migration
within South Africa.14 This evidence will
contribute to the development of a com-
prehensive health policy that can be imple-
mented to benefit the underserved of South
Africa. j
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