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Executive summary
The purpose of this research is to investigate the impact socio-economic inequalities have on
health and the healthcare sector, thereby focussing on the public healthcare sector in Cape
Town, South Africa. The public sector serves by far the largest but also the poorest share of the
population. The sector is under severe pressure due to limited resources and staff, while it tries
to care for the (mostly) poor(-er) people who suffer disproportionately from ill-health. By
analysing the data from semi-structured interviews and observations obtained during a 2,5month fieldwork period, this thesis answers the following research question: To what extent do
socio-economic inequalities impact health and the functioning of the public healthcare sector
in Cape Town, South Africa?
Large inequalities in income and the availability of healthcare resources continue to
exist between Capetonian neighbourhoods but also between urban and rural areas. Such
inequalities can be traced back to the apartheid era which still has a big influence on the current
socio-economic climate. The impact socio-economic status has on health is illustrated by the
confirmation of the reciprocal relationship between poverty and health, but the original model
is adapted in this research to include social determinants of health. People with low(-er) socioeconomic status are less educated, face less favourable living conditions, eat unhealthier and
are more engaged in delayed care-seeking which negatively impact individual health status.
The impact of socio-economic inequalities on the wider public healthcare sector is
explained through the misuse of secondary healthcare services. There are three reasons
provided for such misuse, whereby the dysfunctionality and limited availability of the primary
care level play an important role. Patients with low(-er) socioeconomic status have lower levels
of knowledge on what the appropriate service is and face more financial hardship to access such
services while thus suffering more ill-health. The misuse of services puts secondary services
under extra pressure while the mismanagement of resources and finances is an additional
problem in the functioning of the public sector that limits the use of the sector’s full capacity.
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1. Introduction
With the spread of COVID-19 pandemic, the world is experiencing a health crisis of
unprecedented proportions. The globalized and highly mobilized reality of our contemporary
lives has ensured that the virus could spread to almost all corners of the world, leaving
healthcare systems under extreme pressure as seriously ill patients flock hospitals, clinics and
community health centres. The pandemic has caused tens of thousands of deaths so far and has
given rise to massive economic destruction (El-Sadr & Justman, 2020). Deficiencies in the
delivery of patient care become visible through shortages of staff and personal protective
equipment, high healthcare costs and low numbers of available intensive care beds and
ventilators (Nicola et al., 2020). As some countries are able to upscale their advanced care in
record pace to cater for the increasing number of patients, many low- and middle-income
countries are struggling to finance the extreme surge of patients in need of emergency and
critical care with their limited health budgets (Hopman et al., 2020). The pandemic stresses the
importance of good health and well-functioning healthcare sector. However, it also uncovers
inequalities within them. This research will investigate the impact socio-economic inequalities
have on health and the healthcare sector, thereby focussing on the public healthcare sector in
Cape Town, South Africa.
Where countries such as Italy and the United States skyrocketed in their number of confirmed
cases of COVID-19 patients early in the pandemic, the African continent seemed to stay behind
with only a fraction of confirmed cases (El-Sadr & Justman, 2020). The arrival of the infectious
diseases appeared slow, but rather than inviting relief, the numbers are thought to increase as
winter weather has settled on the Southern hemisphere. It has been described as a storm that is
building, with the limited number of early cases being just the first drops of rain before the
clouds truly open up. It has left the continent with a valuable advantage: time. As the pandemic
slowly sweeps the continent, heads of states, health ministries, hospitals boards, clinics and
community health centres have been taking rapid action to prepare facilities for the influx of
patients. However, many African countries are thought to be woefully unprepared despite their
efforts to assemble an effective taskforce (El-Sadr & Justman, 2020).
It is not the first epidemic to hit Africa. The previous responses to infectious disease outbreaks
have left governments and communities aware of the importance of quick and proactive
measures. It has also ensured that some countries have benefited from international support

12

provided in response to previous outbreaks of for example HIV, malaria and Ebola and have
contributed to the strengthening of health systems (Mwisongo & Nabyonga-Orem, 2016).
There have also been attempts to accelerate the diagnostic and surveillance capacity by the
Africa Centres for Disease Control to ensure a more efficient and effective approach for
epidemics to come (El-Sadr & Justman, 2020). Healthcare infrastructures in Africa are
therefore not as fragile as they have been in the past. Yet it is argued that African countries are
not nearly as well equipped to tackle COVID-19 as other, Western countries and that countries
around the world should assist Africa in flattening the curve by providing financial support and
medical supplies or by ensuring that African countries are not outcompeted on the market for
necessary medical commodities (El-Sadr & Justman, 2020).
Of all the African countries, South Africa is the hardest hit. There are now 10,309 cases per 1
million inhabitants in the country, which is a rate considerably higher than countries such as
Spain and the United Kingdom, which are considered COVID-19 hotspots at the time of writing
and to which traveling is severely restricted (Ministerie van Buitenlandse Zaken, 2020b, 2020a;
World Health Organization, 2020b). A sharp increase is visible in the number of confirmed
cases as the winter season progresses (World Health Organization, 2020b). In an attempt to put
a stop to the coronavirus, South African President Cyril Ramaphosa has declared subsequent
lockdowns, including banning alcohol and tobacco, in an effort to protect the already weak
public health sector (Battersby, 2020; Egbe & Ngobese, 2020). A necessary precaution as South
Africa’s healthcare is known to be highly unequal in the division of disease burden, in access
to healthcare facilities and in the distribution of healthcare resources among different societal
groups (Ataguba et al., 2011). The well-being and health of many South Africans is plagued by
persistent infectious and non-communicable diseases, social disparities and inadequate human
resources to provide the necessary care (Mayosi et al., 2012; Whiteside, 2014). There is also
great disparity within the two-sector system (i.e., public and private) that delivers healthcare to
South Africans.
The public sector is highly overburdened, understaffed and underpaid compared to the private
sector, which affects the quality of care given to the mostly poor(-er) patients that use that sector
(Ataguba & McIntyre, 2012; Bongani & Solomon, 2014; McIntyre, 2007). Furthermore,
numerous scientific studies have shown that the burden of diseases lies more heavily on the
poorer sections of society (Wagstaff, 2002) and South Africa is no exception to this (e.g.
Ataguba et al., 2011; Bongani & Solomon, 2014; Sanders & Chopra, 2006). People with a lower
13

socio-economic status suffer a higher frequency of health problems. Health problems include
communicable diseases such as Tuberculosis and HIV but also psychological distress such as
depression (Ataguba et al., 2011). In addition, poorer people face higher risks of mortality or
injury as a result of traffic accidents and violence. These health-related inequalities are further
exacerbated by inequalities related to income and employment (Sanders & Chopra, 2006). The
poorer population is thus suffering more from ill-health compared to the wealthier population
while also struggling more with obtaining proper healthcare services.
The current pandemic has more than ever exposed the differences in the functioning of
healthcare facilities across the globe. When comparing the number of intensive care beds,
including ventilators, for example, South Africa has around 49 ventilated intensive care beds
available in the public sector per 1 million inhabitants, but faces severe staffing issues, leaving
many of such beds unusable (De Beer et al., 2011). There are great differences between the
public and private sector. Only 23% of all public sector hospitals have intensive care beds even
though they severe the vast majority of inhabitants, in comparison to over 80% of private sector
hospitals (De Beer et al., 2011). When looking at the situation in the Netherlands, there were
67 ventilators available per 1 million inhabitants before the pandemic but this was expanded to
around 100 ventilators per 1 million during the pandemic (Rijksoverheid, 2020). At the peak of
the pandemic, the Netherlands too experienced an imminent shortage of intensive care beds,
ventilators and staff and was therefore forced to relocate patients to different hospitals in
regions less severely affected by the virus. Some patients were even relocated to hospitals in
neighbouring Germany, where sufficient spare capacity was made available (Rijksoverheid,
2020). In doing so, the share of COVID-19 patients could be spread within and between
countries to take some pressure of the system. But how do you share this burden when the
healthcare system in your countries is already under severe pressure without a global pandemic?
How do you relocate patients when neighbouring hospitals and countries have no beds available
or no ambulances to transport them with? Many urban health facilities throughout South Africa
are both overcrowded and understaffed. Rural healthcare facilities too face such difficulties, in
addition to poor roads and unreliable transport which makes it difficult to access care (El-Sadr
& Justman, 2020).
Besides exposing the inequalities in the functioning of healthcare sectors across the world, the
global COVID-19 pandemic has exposed another important thing: the impact that socioeconomic status (SES) has on the functioning of the healthcare system and on the health status
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of individuals. It has often been said that COVID-19 does not discriminate and that the virus
thus spares no one (Patel et al., 2020). This has resulted in policymakers often targeting people
with multiple comorbidities as the most vulnerable. Although they are indeed at increased risk
of catching the virus, this medical model ignores the social factors of illness which can result
in increased exposure to the coronavirus and eventually lead to increased mortality. If anything,
the current pandemic shows how complex health and healthcare inequalities are. Measures
needed to protect the population at large can be particularly harmful for the poor and the
vulnerable. Different factors increase the likelihood of being exposed to the virus for people of
low socio-economic status (Patel et al., 2020). In many South African communities, poor(-er)
people live within close proximity of one another which ensures that social distancing, one of
the crucial prevention measures, is very difficult (Cardoso et al., 2004; El-Sadr & Justman,
2020; Patel et al., 2020). In addition, there are millions of people in Africa that do not have
access to clean running water which makes it nearly impossible for them to frequently wash
their hands to combat not only COVID-19 but also other infectious diseases such as tuberculosis
and hepatitis which are still prevalent and which compromise immune systems. Lastly, it has
been found that people from lower SES present to healthcare facilities at a later stage of illness,
leading to poorer health outcomes (Cookson et al., 2016). The drier and colder weather of the
winter that the Southern Hemisphere is now facing is only adding to the viral activity and
exacerbates these problems, as cases have started to increase (El-Sadr & Justman, 2020).
Obstacles faced in the path of COVID-19 are thus not limited to problems related to caring for
and treating people who are ill, but also underscore the impact socio-economic status has. The
current pandemic makes it painfully clear that there are large inequalities in health status and
in the functioning of healthcare facilities across the world. This means that countries are thus
affected differently by the pandemic whereby social-economic status plays a major role. Health
equity is something that cannot be ignored in trying to win the battle against the virus; ensuring
equal treatment opportunities at the core of the outbreak is believed to be key in flattening the
curve (Wang & Tang, 2020). Although this research is not a COVID-19 study, the current health
crisis and subsequent exposure of health and healthcare inequalities help stress the relevance of
this study. I invite the reader to keep the current situation in the back of their head as an
illustration of the arguments related to health and healthcare inequality and the role of socioeconomic status. It is a ‘lucky’ coincidence that this research was conducted during the global
pandemic, as it only helps to invigorate the argument of this research.
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Problems in trying to achieve health equity are not new. Inequality in the healthcare sector is a
widespread phenomenon and its consequences are profound. The United Nations (UN) has
therefore dedicated one of its 17 Sustainable Development Goals (SDG) to ensure the
achievement of more equitable healthy lives and to promote well-being for all (United Nations,
2019a). Progress can be observed: life-expectancy continues to increase, child and maternal
mortality decreases and there is an ongoing fight against communicable diseases as recently the
African continent was declared polio free in August of this year (United Nations, 2019a; World
Health Organization, 2020a). However, according to the UN, progress is not happening fast
enough. Over half of the global population is believed to not have adequate access to essential
healthcare services and many people requiring healthcare services suffer financial hardship.
More specifically, over a billion people in the world are unable to access healthcare services
when needed due to a variety of reasons (Harris et al., 2011). The current crisis has shed a clear
light on these problems and made it more visible than ever before. South Africa is not spared
from such problems as I described earlier, even though it is strongly devoted to achieving SDG
17 (Sanders & Chopra, 2006; United Nations, 2019b). Contributing almost half of the total
economic output of Sub-Saharan Africa and with a Gross Domestic Product (GDP) of over
$10,000 per capita, South Africa is considered a middle-income country (Sanders & Chopra,
2006). The percentage of the GDP that the South African government spends on the healthcare
sector is, despite having reduced slightly, still quite high given international standards: it is
higher than that of countries with similar economic development and it is very similar to the
government spending of western high-income countries (McIntyre, 2007). Nonetheless, the
public sector is characterised by large inequalities, staffing issues and resource problems as it
serves a disproportionally large population of mostly low socio-economic status patients (John
E. Ataguba & McIntyre, 2012; Bongani & Solomon, 2014; McIntyre, 2007).
This study examines the impact social-economic status has on health and on the public
healthcare sector in Cape Town, South Africa as perceived by healthcare professions employed
in the sector. In so doing, the following research question was answered: To what extent do
socio-economic inequalities impact health and the functioning of the public healthcare sector
in Cape Town, South Africa? The research was conducted with support of the following subquestions:
-

What is the impact of the country’s socio-political and historical context on the
healthcare sector and how does this influence the health status of individuals?
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-

What problems do healthcare professionals perceive in the functioning of the healthcare
sector?

The current pandemic has made the importance of sufficient qualified healthcare professionals
and a well-functioning sector more visible than ever before. Initiatives to show our appreciation
towards healthcare staff members have sparked since the beginning of the outbreak, as many
of us stood outside to applaud for those essential workers keeping the sector up and running. In
addition, ongoing discussion on increasing healthcare expenditure and in specific about raising
healthcare professionals’ salaries are once more fuelled as we have become more aware of the
challenging conditions in which they work. Healthcare professionals are confronted with health
and healthcare related inequalities on a daily basis and are expected to work amidst a seemingly
overburdened, understaffed and underpaid sector while trying to attend the unequal burden of
disease amongst the poor. I therefore chose to put the healthcare professionals at the centre of
this study; they are the field experts, likely to provide valuable insights into the everyday
realities of inequalities related to the healthcare sector. These insights can in turn contribute to
developing a more equitable healthcare sector by using this knowledge to create pathways of
change towards (more) pro-equity health-oriented policies. Providing insight into key
disparities has been identified as the way to bridge the gap between health policy and (in this
case an unequitable) reality (Sanders & Chopra, 2006). This research is therefore highly
relevant as a small step contributing to positive change.
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2. Theoretical framework
This section will start with a with a more in dept explanation of the current South African
healthcare system and its congruent inequalities. After that, the term socio-economic status will
be defined specifically in terms of the health of individuals, power, privilege, control and the
wider healthcare system. Next, inequalities in health are discussed and explained using the
theoretical framework of the poverty and health cycle. Lastly, a section is dedicated to problems
related to accessing healthcare services.

2.1 South Africa’s healthcare system
Healthcare is delivered to South Africans in a two-tier system; through a combination of the
public and private healthcare sector. South Africa’s healthcare system is financed through a
combination of public and private sources such as general tax, private insurance and out-ofpocket payments (Ataguba & McIntyre, 2012). Of the three, the private sources contribute most
significantly in financial respect (Ataguba & Akazili, 2010; McIntyre et al., 2008). The public
sector, by far, serves the largest and also poorest share of the population (Ataguba & McIntyre,
2012). Within the public sector, primary care is provided free of charge (McIntyre, 2007). This
primary care service provides a variety of health services and is delivered through a nurse-based
care system, meaning that all other non-nurse-based public sector care provided in secondary
and tertiary level facilities officially require payments. The public sector is government funded
(Young, 2016), but patients are required to pay for the received care according to their financial
ability. Payments are, however, rarely made. Services provided in the private sector require
payment too (McIntyre, 2007) which are most often covered using private health insurance
(Young, 2016). This latter sector largely serves the wealthy South Africans, of which the
majority is able to purchase health insurance (Ataguba & Akazili, 2010).
The existence of the private healthcare sector is the result of a shift in political and economic
thinking (Price, 1989). After the Great Depression and the Second World War it was believed
by advanced capitalist countries that increased state intervention aided economic recovery. In
this time, it was recognized that the state was responsible for the provision of basic necessities
such as healthcare for all. Around the 1970s this changed; it was now believed that all this state
intervention had created barriers to the free functioning of the market and thus economic
growth. It was now deemed necessary to cut down in government intervention and privatize
state-owned enterprises such as hospitals. This led to the increased privatization of healthcare
18

worldwide, including South Africa (Price, 1989). The private sector has experienced
considerable growth in the 1980’s, when the white South African population feared
desegregation. Later, in the 1990s, the privatization of healthcare accelerated further during a
time in which the international climate favoured private sector healthcare provision (Stuckler
et al., 2011).
There are large inequalities between public and private healthcare sector in South Africa. The
per capita expenditure on the private sector was found to be ten times higher compared to the
public sector and the gap is widening (Bongani & Solomon, 2014). In addition, division of staff
is highly unequal with only 30% of doctors employed in the national public sector serving
around 84% of the population (Bongani & Solomon, 2014). This not only leaves the public
sector highly overburdened (John E. Ataguba & McIntyre, 2012), it also demotivates health
workers and negatively impacts their work attitudes and the quality of their work (McIntyre,
2007). A specialist doctor employed in the private sector has been found to serve around 500
people whereas a specialist in the public sector serves around 11,000 (McIntyre, 2007). The
exhausted public sector results in many employees leaving not only the sector but also the
country at large (Stilwell et al., 2003). This brain drain has caused South Africa to lose over $2
billion in investment due to emigration of domestic doctors to countries such as Australia,
Canada and the United Kingdom (Bongani & Solomon, 2014). The public sector, despite
serving as the backbone of healthcare provision in South Africa, is further disadvantaged given
that senior public-sector employees have been given permission to work part-time in the private
sector and thus diluting their public-service activities. Another concerning inequity between the
two sectors is the salary levels. The public sector salary levels are far below the income levels
of employees in the private sector which is believed to further affect the quality of care received
by patients in the public sector due to demotivation (McIntyre, 2007).
Overall, many state hospitals find themselves struggling with providing care for all their
patients. Public sector healthcare infrastructure is suffering dysfunctionality due to
underfunding, mismanagement and neglect which influences the availability and quality of the
services provided (Bongani & Solomon, 2014). Given that the public healthcare sector is mainly
used by the poorer sections of society, it follows that the negative effects of the overburdened
healthcare sector and the consequences this has on the quality and availability of the healthcare
services falls most heavily on the poorer South Africans.
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2.2 Socio-economic status
Socio-economic status is a dynamic and cross-sectional measure widely used to indicate an
individuals or a group’s economic and social position in relation to others; it is a measure that
combines one’s economic and social status (Galobardes et al., 2006; House, 2002; Shavers,
2007). Definitions of the term vary and have changed slightly over time. Where it was described
as a family’s or individual’s access to or control over power, wealth and prestige in the 80’s
(Mueller & Parcel, 1981), there are now versions that are broader both in terms of the subjects
as well as the variables. A well-known and more recent definition describes SES as a concept
that refers to “the placement of persons, families, households and census tracts or other
aggregates with respect to the capacity to create or consume goods that are valued in our
society” (Miech & Hauser, 2001). Socio-economic status is believed to be one of the biggest
contributors to disparities in health (Andresen & Miller, 2005).
Socio-economic status is considered a latent construct and can thus not be observed nor
measured directly. It is therefore most often measured using a composite measure which
traditionally includes measures of (parental) educational attainment, (family) income and
(parental) occupational status or a variation of these (Baker, 2014; Shavers, 2007). A
compositional approach for the measurement of SES is thought to focus mainly on the
behavioural traits of individuals and the related health outcomes (Halverson et al., 2004).
Education is the most widely used indicator of SES as it is possible to determine the level of
educational achievement of most individuals (Shavers, 2007) and because of its influence on
future employment opportunities and income potential (Adler & Newman, 2002). Secondly,
occupation status is used to investigate the relationship between SES and health through the
role employment has in positioning people within social structures. It enables the definition of
access to resources, exposure to physical hazards, the influence of occupation on lifestyle and
exposure to psychological risks caused by a persons’ occupation (Shavers, 2007). Income,
lastly, is used to define SES in relation to health by an individual’s, household’s or other
aggregates’ means to pay for healthcare, the ability to afford healthy foods and the ability to
obtain better housing, schools and recreation (Adler & Newman, 2002).
There is also a contextual approach to SES measures whereby the context in which one lives
has been acknowledged to impact health (Borrell et al., 2004; Morello-Frosch & Jesdale, 2006).
Such measures typically involve the examination of social and economic conditions that affect
individuals in a particular social environment such as neighbourhoods (Shavers, 2007). This
20

can be useful as the built environment, social norms and access to goods/services which are
relevant to health are often determined by the community (Cubbin et al., 2000). In relation to
health, the economic context is one of the most frequent studied contexts as it includes the
degree of income inequality and the concentration of poverty (Shavers, 2007). Examples of
measures for the economic context include, amongst others, per capita income, the percentage
of single-parent families and percentage of unemployed persons. Government agencies in
specific tend to focus on social class, poverty area (an area where ³20% of the people live below
the poverty level) and wealth (Shavers, 2007). It is important to note though that many
contextual variable analyses of SES do not correlate well with individual measures and
situations and are therefore less often used (Demissie et al., 2000; Greenwald et al., 1994).
For this research, socio-economic status is not quantifiably defined in terms of either
compositional or contextual approaches. This research holds a qualitative approach and lets
respondents define not only the extent to which inequalities in SES impact health and the
healthcare sector; the set-up of the research also enabled respondents to highlight aspects of
socio-economic status that they deemed important, be it compositional or contextual. Overall,
the main definition I asked the reader to take into consideration when reading this thesis is the
socio-economic status definition provided by Miech and Hauser (2001). Inequalities in the
socio-economic status, but also poverty and inequality in access to basic services, are frequent
and profound in South Africa. It occurs at different levels: between population groups,
provinces and socio-economic groups (Ataguba & Akazili, 2010; Coovadia et al., 2009). This
section of the theoretical framework serves as background knowledge on socio-economic status
and possible variables used when measuring it. How socio-economic status impacts health
specifically will be discussed in the following section.

2.3 Inequality in health
Overall, South Africa’s healthcare system is working hard to improve the health of South
Africans, and in many aspects, improvements are actually being made. Key health indicators
such as life expectancy, immunization and number of births attended by skilled health staff are
going up, for example, whereas infant mortality rates, prevalence of malnutrition and maternal
mortality rates are decreasing (The World Bank, 2019b). However, South Africa is still
performing far worse compared to other (upper) middle-income countries (Bradshaw & Steyn,
2001). There are also profound inequalities in health in South Africa. Such health inequalities
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may be defined as variations in health status across individuals in the population (Gakidou et
al., 2000). In South Africa there is a strong relationship between health and socio-economic
status with the poorer sections of society suffering more ill-health (Bradshaw & Steyn, 2001).
Poorer people are thought to face many predisposing- or risk factors that contribute to ill-health
(Ataguba et al., 2011).
Research has shown that there is an especially high incidence of specific diseases among lower
socioeconomic status groups in South Africa (Ataguba et al., 2011; Bradshaw & Steyn, 2001;
Cleary et al., 2011; Doolan et al., 2007; Harling et al., 2008). There are different categories of
ill-health such as communicable diseases, injuries and non-communicable diseases, but
communicable diseases, also referred to as diseases of poverty, are the most important category
(Ataguba et al., 2011). Firstly, Tuberculosis is found to be most prevalent amongst the poorer
socioeconomic groups and is determined to be correlated with poverty, low level educational
attainment, alcohol consumption, unemployment and smoking (Ataguba et al., 2011; Harling
et al., 2008). Secondly, HIV-positive patients and AIDS patients are concentrated amongst the
lowest SES groups (Ataguba et al., 2011) and is skewed more towards women than men (Cleary
et al., 2011). Lastly, diarrhoea is also found to be most prevalent amongst the poorest social
groups and is mainly the result of poor hygienic conditions (Ataguba et al., 2011). These three
diseases are responsible for the majority of premature mortality. In relation to disabilities, it has
been shown that the poor in general suffer from more disabilities compared to richer SES groups
in South Africa. Physical, hearing, speech and sight disabilities are especially highly
concentrated amongst the poor (Ataguba et al., 2011).
Socioeconomic-status and health are thus closely related. It is believed that patterns of SES
inequality are mirrored by the patterns of health inequality (McIntyre, 2007). Research has
shown that the influence of health and poverty on one another works both ways (Wagstaff,
2002). Illness is believed to have a significant influence on the income of a household (Bloom
& Sachs, 1998; Evian, 1999) which may determine whether someone is above or below the
poverty line (Eastwood & Lipton, 1999). Being ill, in turn, often results in high healthcare costs
(Narayan et al., 1999). But being poor or living in a poor country also increase the likelihood
of suffering from certain deprivations that translate into more ill-health (Malmberg Calvo et al.,
2001; Pritchett & Summers, 1996; The World Bank, 2019b). This thus describes a vicious cycle
where poverty causes ill-health while ill-health, in turn, causes or maintains poverty (Wagstaff,
2002). This is illustrated in Figure 1 below.
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Figure 1. Poverty and health cycle (Wagstaff, 2002).

The poor thus suffer more ill-health which means that they require more care from, most often,
the public healthcare sector which adds on the system which is already under pressure. What is
worrying is that poorer people are often not provided with preventive healthcare measures
(Bradshaw & Steyn, 2001). In addition, people with low SES less often utilize healthcare
services even though they are sick or injured (McIntyre, 2007). There thus appears to be real or
perceived barriers for people to seek healthcare when in need, despite the fact that they are more
in need of these services. In the course of this thesis, the original model as presented by
Wagstaff (2002) will be adopted, thereby specifying the characteristics of the poor and also
adding variables that impact health according to the respondents.

2.4 Access inequalities
Thus far, it has been shown that the South African government is trying to achieve “an
accessible, caring and high-quality health system” (Department of Health, 2004). Nonetheless
it has already been shown that access has not yet been achieved. To achieve equitable universal
healthcare, the provision of accessible and necessary services for the entire population is
required. In so doing, it should accommodate for the different needs and financial constraints
of disadvantaged groups (Frenz & Vega, 2010; Harris et al., 2011). Access is hereby defined as
the opportunity and the freedom to use healthcare services (Harris et al., 2011). It encompasses
appropriate service utilization as well as a sufficiently informed individual or household
empowered to exercise choice within the healthcare system (Thiede et al., 2007). There are
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three dimensions to access (Penchansky & Thomas, 1981; Shengelia et al., 2005; Tanahashi,
1978; Thiede et al., 2007). The first relates to the physical availability of good health services
for those in need. The second concerns the financial affordability or the extent to which people
are able to pay for the services without financial difficulties. The third dimension is that of
acceptability which captures the willingness of people to seek healthcare services (Penchansky
& Thomas, 1981; Shengelia et al., 2005; Tanahashi, 1978; Thiede et al., 2007).
Many studies made it plain obvious that access to care is difficult for poor, uninsured (mostly
black and coloured) South Africans, especially if they live in rural areas of the country
(Coovadia et al., 2009; Gilson & McIntyre, 2007; Goudge et al., 2009; Schneider et al., 2010).
Specialized care and tertiary hospitals are mostly located in the urban and wealthy areas of
South Africa (Coovadia et al., 2009). Such hospitals are better resourced and provide more
specialized healthcare but are located further away from the poorer sections of society and are
therefore hard to reach. Travel distance, in turn, has been found to be a major barrier in
accessing services (Harris et al., 2011), just like in many other middle-income countries
(Saksena et al., 2010; World Health Organization, 2010). Related to the financial affordability
in South Africa, it has been found that low-income people cannot afford to be ill and therefore
ignore their illness and don’t seek necessary healthcare assistance (McIntyre et al., 1998;
Sauerborn et al., 1996). Not only are the cost of medical care too high, transport costs have also
been identified as an access barrier (Harris et al., 2011). Overall, the cost of disease falls
disproportionately on the poor of South Africa thus proving of overall financial inequality.
Lastly, inequalities in relation to acceptability in South Africa are found through patients
reporting of anticipation of disrespectful healthcare providers. Lower-income patients
reportedly feared disrespectfulness more often compared to higher-income patients. In addition,
public healthcare service patients reported less often that they were treated with respect and
dignity compared to patients from the private healthcare system (Harris et al., 2011). This is
problematic as it stands in the way of a trusting patient-provider relationship which in turn
sustains access, especially for disadvantaged groups such as poor and non-white South Africans
(Gilson & Erasmus, 2005; Gilson, 2007).

In conclusion, the differences between the functioning of the private and public sector are
profound, with the public sector serving the vast majority of South Africans, most of whom
have low(-er) SES, while only employing a third of doctors in the country. In addition, there
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are profound inequalities in the health status of individuals as well as differences in access to
health services which are to a large extent influenced by people’s SES.
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3. Methodology
The research took place over a two-month period, from mid-January until mid-March 2020.
During this time, I lived in the Capetonian neighbourhood Observatory. I used a qualitative
research approach to gain insights into the healthcare professionals’ perspective on the impact
of socio-economic status on the functioning of the healthcare sector. As the aim of this research
is to towards exposing perceptions of difficulties in the healthcare sector and its impact, and
not to present the actual impact or facts, a qualitative method is most appropriate. More
specifically, a case study was conducted allowing a deep observation of the characteristics of a
unit of interest (Suryani, 2013), in this case healthcare professionals employed in Cape Town.
The task of a case study is to produce report of experience and to offer evidence for reported
experiences, not to deal with generalisations (Suryani, 2013, p. 118).
The aim of this chapter is not only to explain which methods have been used during this research
but also to reflect on the choices I’ve made and how this might have impacted the results of this
research. This chapter will start with a section on the research population and location. Second,
a section is dedicated to the data collection methods. Next, a section is dedicated to the decision
to leave the field early. Lastly, I reflect on the ethics of this research, gaining access and my
positionality.

3.1 Research population and location
The research focussed on the city of Cape Town. Conducting the research in the metropolitan
area allowed for relatively easy transportation to the city but also across the city to the different
facilities and respondents. In addition, it enabled a wide variety of possible research sites as
there are countless of public and private facilities in Cape Town providing different levels of
care. Another reason for having Cape Town at the centre of my research was the fact that I had
a few acquaintances in Cape Town that were able to assist me in getting my research started.
The initial interviews were organised through my personal network that I established before
travelling to Cape Town and formed the basis of my research. Arrangements were made either
through WhatsApp or email to allow for the possible respondents to answer my request at a
time of their convenience. During the early stages of this research, it was not uncommon for
respondents to ignore my messages and emails. I sometimes had to send two or three messages
before receiving a response. I quickly learned, however, that the respondents had exceptionally
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busy schedules and that failing to answer my messages was not necessarily a sign of a lack of
benevolence but rather an indication of their fully packed timetables. It was therefore not
unusual to wait several weeks for their response, which, together with the lacking ethical
approval and the associated slight shift in focus which I will discuss later on in this chapter,
ensured a bit of a slow start. Tear-off posters that I put up in public notice boards in a
supermarket, community centre and public library across Observatory were often removed, and
eventually did not help me arrange any additional interviews.
To secure more interviews, I used the snowball sampling method whereby I asked respondents
that I interviewed whether they knew of any friends/colleagues/relatives that would be willing
to help me with this research. Snowballing is a chain referral method often used to reach hardto-find or hard-to-study populations (Bernard, 2006). A well-known limitation of snowball
sampling is that it does not produce a representative sample of the population, in this case it
thus ensured that there is not a representative sample of healthcare professionals employed in
Cape Town. However, without the ethical approval (which I will talk about in more depth later
in this chapter) and with limited time this did provide a very effective way of finding
respondents for my research and was therefore used nonetheless. Also, as the aim of this
research is not to provide factual information and generalisation, this form of respondent-driven
sampling was deemed appropriate (Bernard, 2006). In addition, I decided to broaden my
possible pool of respondents by including non-profit organisations involved in (mental)
healthcare, although respondents employed within this sector eventually only formed a
relatively small part of the research population.
The individual respondents and non-profit organisation that I approached were all sent a letter
of certification from my WUR supervisor (see Appendix 2). In addition, I made very clear what
the intentions of this research were. The healthcare sector is obviously a highly privacy sensitive
sector. It might be hard for healthcare professionals to stay away from specific patient
information. It was therefore very important that I indicated that I was not after specific patient
information but rather wanted to talk about their experience with the functioning of the
healthcare sector and the impact socio-economic status has on this. In addition, I made clear to
everyone that I contacted that participation was completely voluntarily and to respondents in
particular I stressed that their contributions would be processed anonymously.
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The final research population varied and included social workers from non-profit organisation
involved in (mental) healthcare, (international) medical students, junior doctors, consultants,
registrars, volunteer paramedics and a hospital administrator employed within the public sector
as well as one doctor currently employed within the private healthcare sector. See Appendix 1
for a full list of the respondents (fictious names), their profession and the facility they work at.
In total, I’ve spoken to 23 healthcare professionals employed within a wide variety of facilities.
Their ages and level of expertise varied, ranging from younger medical students to more senior
and highly experienced registrars. Of those 23, 22 are employed within the public or non-profit
healthcare sector and one within the private sector. I also spoke to some recipients of public
healthcare, bringing the total to 27 respondents.
Facilities varied too, and included
primary level community clinics,
secondary level provincial hospitals
and provincially aided hospitals,
tertiary level academic hospitals and
non-profit

organisations/facilities.

The facilities were the respondents
were employed were scattered all
over Cape Town, as illustrated in
Map 1. Cape Town is characterized
by a dichotomy between the socalled ‘first’ world and ‘third’ world,
the rich and the poor, the privileged
and the marginalised whereby people
and spaces from both worlds are
juxtaposed within close proximity
(Lemanski, 2007). It is home to some
of

the

most

beautiful

natural

encounters I have ever seen, with the impressive Table Mountain towering over the famous
white beaches and its adjacent villas, but also has countless informal settlements in the many
townships housing people suffering from severe poverty. The legacy of the apartheid in the
‘Mother City’ as Cape Town is affectionately called, provides a strong spatial and social
infrastructure of inequality and division (Lemanski, 2007). Conducting interviews with
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respondents employed across different areas in Cape Town ensured that I was able to get an
idea about the spatial differences and related problems and a broad perspective on this topic.

3.2 Data collection methods
3.2.1

Interviews

The primary data collection method were semi-structured interviews. In preparation of these
interviews, a set of topics and open questions were determined. This provided me with the
possibility to elaborate on particular responses and themes but also gave the respondents the
freedom to, to some extent, direct the interviews which encouraged the participants to share
information. The structure was open-ended but followed a general premade script and covered
a predetermined list of topics. This type of interviews ensured that I came across as prepared
and competent without exercising excessive control on the research participant (Bernard, 2006).
Although a premade script was used, this was altered to the individual respondents when
necessary. Before each interview, I did research on the specific facility and/or where possible
on the individual. I have experienced that this helps with a bit of small-talk about the facility or
respondents themselves before diving into the more sensitive or controversial questions.
Another example of such individual alterations is that I adjusted questions for a respondent
employed with a provincially aided hospital, as this did not match up with the script that was
more oriented towards either public or private facilities. In addition, the script was reviewed
multiple times during the fieldwork period and changes were made when deemed necessary.
For example, after having done the first couple of interviews I realized that the interviews dove
deep into the subject of the relationship between health and income and inequalities related to
this. Topics on the broader functioning of the healthcare sector and possible problems of it were
discussed less, so during the first review I decided to add some more specific questions on this.
In total the research is based on 15 prearranged interviews. Conducting multiple interviews
allows for a comparison and exploration on the overall ideas of inequalities and how this
impacts health and the healthcare sector. Besides conducting the interviews that were agreed
on in advance, I also conducted smaller interviews with people on site. This included
respondents who I met during observations or friends that I made during my fieldwork who
were doing internships in the healthcare sector. These interviews were more informal in nature
and could be described as mini-interviews. They started out more as conversations but
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eventually were very useful for the research. In total, I conducted seven mini-interviews with
healthcare professionals as well as an additional five mini-interviews with recipients of public
healthcare services. The mini-interviews were sometimes conducted with the help of a topiclist but mostly happened naturally and without any predetermined questions or topics.
Before every prearranged interview I asked permission to record the conversation with my
phone, to which all respondents agreed. Recording the interview gave me the freedom to listen
really carefully to what the respondents had to say and truly engage in the conversation. Not
being pre-occupied with having to remember what was said or making notes ensured that I was
better able to think about what the respondents had to say and what question I wanted to ask
next. These recordings were later worked out on the computer, whereby I also added non-verbal
information that stood out to me during the interview. The mini-interviews were not recorded
as they were more informal and conversational in nature whereby I felt that recording was
inappropriate and might even discourage the respondents to talk freely. After and sometimes
during each mini-interview, field notes in the form of written notes or personal voice recordings
were made that I worked out upon arrival home that day.
3.2.2

Observations

The second research method that was used for this research is observations. Conducting
observations allowed me to get a feel for the different settings the healthcare professionals
worked in, in elaboration to what respondents shared with me during interviews. It allowed me
to understand the context of their working conditions and the functioning of the sector in
general. Observations can, for example, provide insights in the types of patients and/or visitors
using facilities (different races, ages, gender, etc.), the employees of the facility, (spatial)
arrangements within the facilities, available resources and the physical conditions of these
resources, possible waiting lines or other visual evidence of crowded facilities but also more
general what the atmosphere is within the facilities. Unfortunately, doing observations was
limited because I did not have ethical approval (this will be elaborated on in the last section of
this chapter). It was made clear to me by one of the two big academic hospitals in Cape Town,
Groote Schuur Hospital, that doing research in their facility without the ethical approval was
not allowed. I decided that it was not appropriate to just wonder the facilities on my own to do
observation as this would go against the rules and regulations of facilities. The observations
that I was able to conduct were done with approval from the respondents and
facility/organisation involved. I will elaborate on this later in this chapter.
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Eventually, there were two long and very interesting observations that I was able to partake in.
The first one was a nightshift that I joined on the emergency department of the Mitchells Plain
hospital. This public hospital is located in the Mitchells Plain area which is a large township
towards the outskirts of Cape Town. During this shift I joined a junior doctor for the entire 12hour shift to see patients, talk to other staff and patients and to be shown around the facility.
The second observation was with a volunteer ambulance service, Houtbay Volunteer
Emergency Medical Service (EMS)1, that I joined for an evening shift. The Houtbay area is a
diverse area with different communities: an old fishing community, a wealthy upper-class
community as well as a fast-growing township. During the shift we responded to multiple
medical emergencies throughout the neighbourhood.
All of the observations that I was able to do were direct observations, whereby I watched people
and recorded their behaviour on the spot (Bernard, 2006). It were reactive observations whereby
people knew that they were being watched. A common concern of this type of observation is
that it gives the respondents the opportunity to play with the audience, me, by manipulating
their behaviour. However, given the circumstances of a highly privacy sensitive setting, a
sensitive topic and a missing ethical approval, I deemed it inappropriate to use more unobtrusive
and nonreactive indirect observation methods.

3.3 Early exit out of the field
The fieldwork for this research coincided with the outbreak of the COVID-19 virus across the
world. At first it seemed that the virus was mostly contained to Europe and Asia. However,
things escalated quickly and unfortunately South Africa was hit by the virus too. The first
concerns about the virus in Cape Town became apparent during an interview I had with two
respondents in one of the two major academic hospitals, Tygerberg hospital, on March 13th.
The respondents indicated to me that the virus had by then reached the Western Cape and that
the first patients had been admitted to the facility. The next day, it became clear that my original
return flight on April 7th was cancelled and that I would thus have to find a different flight
home. Over the weekend, concerns for the consequences of the virus grew. More countries
decided to close their borders, making traveling back home difficult. After South African
president Cyril Ramaphosa held a national address on March 15th, indicating that a lockdown
1

Houtbay Volunteer Emergency Medical Service is a non-profit organisation that supports the public healthcare
services by operating a fully functional ambulance mainly in the Houtbay area. Although they are deployed by
the public healthcare sector’s emergency dispatch centre, it is not a government funded organisation.
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was upon the country in the near future, I decided (in consultation with my supervisor and
family) to exit the field early. A flight was booked and on Tuesday the 17th I flew back to the
Netherlands, three weeks sooner than my original plan. Unfortunately, this meant that I was
unable to include some very interesting observation opportunities as well as the findings of the
Health Economic Conference that I was supposed to attend in Johannesburg later in March.

3.4 Ethics, access and positionality
“No account of fieldwork is complete without an evaluation of one’s position in the field,
remarks about method of observation, informants, power relations between self and subject,
implications of one’s actions in the field and so on.” (Lecocq, 2002, p. 281)
When planning this research, the original idea was to mainly focus on healthcare professionals
employed within the public healthcare sector as problems appear most apparent in this sector.
However, upon arrival in Cape Town this was more difficult than anticipated. The South
African universities and hospitals/clinics work with mandatory ethical approval letters for
students and researchers to conduct their research with specific healthcare facilities. Such
ethical approval is required in both the public and the private sector, as well as some non-profit
organisations. I was made aware of this ethical approval when asking permission to put up tearoff posters in different hospitals. After doing some research on the ethical approval application
process and consulting with some local doctors who I knew through relatives, it became
apparent that this application process would take months up to a year to complete. In addition,
the application process would have to be completed for every medical facility of interest
separately, as well as with the provincial government in order to be allowed to contact staff on
the facility’s premises. It was therefore impossible for me, with the timeframe I was bound to,
to acquire the ethical approval. Essentially, this meant that I could not do observations on the
facility’s premises on my own initiative, contact facilities directly, approach possible
respondents within facilities and that I could not spread flyers and/or tear-off posters in
healthcare facilities across Cape Town without permission. I was therefore bound to contact
possible respondents individually and digitally to allow them to make their own informed
decision, with the help of amongst other things the letter of certification from my supervisor,
on whether they wanted to participate in my research.
This informed decision was facilitated with, as I have mentioned previously, the letter of
certification from my supervisor and the clearly stated intention of the research purpose. At the
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start of every prearranged interview, I explained that information would be processed
anonymously and that respondents could always terminate the interview or not answer a
specific question when they felt like it. In practice, this did not happen, but I felt it was important
to give the respondent agency in the course of the interview. To not violate facilities’ rules and
regulations, interviews were conducted after working hours or during breaks and only in
publicly accessible areas of the facilities such as a coffee shop or cafeteria or in restaurants or
coffee shops away from hospitals and clinics such as in shopping centres. The only interview
that was conducted within a facility was done with a doctor employed within the private sector.
The respondent in question runs his own practice. The interview was conducted after workings
hours, with no patients or other staff in his waiting room.
By informing my respondents to the best of my ability, by guaranteeing the anonymous
processing of data, by stating very clearly the intentions of my research, by carefully choosing
the time and location of the different interviews and by stressing the fact that respondents are
free to terminate interviews or not answer questions, I ensured that the interviews were
conducted in an ethically sound way whereby I feel comfortable with the consequences of my
actions (Bernard, 2006).
With regards to the observations that were done, permission was asked with the facility in
question by the respondents. For the first observation in the Mitchells Plain hospital, the
respondent that I joined had clearly communicated my presence and intentions with his
supervisor and the director of the emergency department who then both approved my presence
during the shift. Before the start of the shift the respondent had indicated to his colleagues who
I was and why I was there. I had emphatically said to my respondent that he had to indicate
when I had to step back or when something was confidential to ensure that I would not be too
obtrusive or invading the privacy of patients and employees. In addition, every time a patient
entered the examination room I was introduced as an international student that would be
observing during the shift. Some patients were specifically asked if that was okay, others were
just informed of my presence. The second observation was organised after having interviewed
a volunteer paramedic from the Houtbay volunteer EMS. When wrapping up the interview, he
asked me to join one of the shifts so I could see a bit of the work they do and the setting in
which they work. This proposal was formalized after signing indemnity forms (see Appendix
3). During this observation, I wore a bright orange vest which said ‘Houtbay Volunteer EMS
OBSERVER’ which informed the patients and relatives as well as the hospital staff. Here too,
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I asked the volunteers to please let me know when to step back or wait outside. The Mitchells
Plain Hospital and the Houtbay Volunteer EMS were both provided with the information about
the research purpose and the letter of certification through the respondents.
During the observations, I made sure to always be in the presence of the respondents and thus
not to wander the facility by myself or interact with patients alone. During the EMS shift, the
respondent told me to indicate when I wanted to bandage a patient or when I wanted to help,
however, I clearly specified that I was just there to observe and that I felt uncomfortable in
assisting their activities. Throughout both the observations, I was very aware of the position
that I was in. I took the role of passive participation whereby I looked at what was happening
from a bystander perspective and all of the research participants involved could identify me as
an observer (Diphoorn, 2013).
By having permission from the respondent’s supervisor and director of the emergency
department and the non-profit organisation respectively, by making fellow staff members and
patients aware of the reason of my presence, by continuously being accompanied by the
respondents and by actively sticking to the role of passive participation I believe I set-up the
observations in an ethically sound way whereby again I feel comfortable with the consequences
of my actions (Bernard, 2006). Here too, I processed the data anonymously which further
contributes to the ethical principles of the research.
Before becoming aware of the restrictions regarding the ethical approval, I visited the Groote
Schuur Hospital several times. I confined my visits to the facility’s public restaurant and main
floor hallways, in an attempt to be respectful of the privacy of patients, visitors and employees
while at the same time monitoring the events in the facility. I immediately decided to stop this
upon being informed about the ethical approval. I had several respondents telling me that it was
very easy for me to roam different facilities as security was not that strict and I could fit in as a
medical student. Nonetheless, I felt uneasy about it and deemed it morally incorrect to do any
additional observations without being accompanied by one of my respondents as I believe
hospitals and clinics should be a place of safety and privacy.
Lastly, I want to reflect on my positionality. I realize that being a white European student
researching the impact of inequalities in South Africa which mostly affects poor and non-white
South Africans might raise eyebrows to say the least. Perhaps respondents were reluctant to
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share their true thoughts and opinions and view me as an outsider or intruder even, be it based
on my ethnicity, place of origin, my student-status, perceived power relations or whatever else.
Although I did not directly experience this in any way during my research (everyone that I
approached was extremely helpful in their own way and spoke freely about possible
imperfections in the system), it would be naïve to not acknowledge the possibility of such
reactivity. When looking at the final group of respondents for my research this mostly consists
of white, middle-aged healthcare professionals (mostly doctors) all of whom had private
healthcare insurance. As discussed previously, I used the snowball sampling method and thus
had limited influence on the choice of respondents and the diversity of for example their
ethnicity. It would be nothing more but speculation to argue about what this says about relations
between white and non-white healthcare professionals. It is, however, important to note as
healthcare professionals from more diverse ethnicities but also more diverse professions could
possibly hold different views on matters related to the topic of this research.
My personal emotional experience and state of mind during the fieldwork period also need to
be mentioned as a factor that has impacted the way I practiced my research. Literature has
described the existence of the dichotomy between the open and hidden discourse about the
experience of doing research (Lecocq, 2002). The dichotomy consists of the formal and open
representation to the audience of fieldwork being unproblematic, ideal and among the best
experiences in life versus the more informal and hidden representation of danger, despair and
general inconvenience. The denial of this hidden discourse has been argued to be “denying
one’s own humanity in a discipline that has human behaviour as its central focus” (Lecocq,
2002, p. 275). Personally, I would not describe my personal fieldwork experience as
unproblematic and ideal and thus recognize the importance of the hidden discourse. I struggled
more than I anticipated in a large city, strange to me. Feelings of uncertainty and insecurity
predominate upon my return home, although I definitely also appreciate the positive
experiences this challenge brought forth. The extraordinary experiences of natural and cultural
beauty, never-ending sunshine and the friendliness and openness of the vast majority of people
that I met contradicts the experiences of the confrontations with violence and crime, vigilance
and existing inequalities across and between layers of society. It would be a mistake to not
acknowledge the influence this has had on my fieldwork but also on the final results of my
research. Doing fieldwork means that you are your own self-made instrument which can never
be a fully objective tool (Lecocq, 2002). This subjectivity is something I ask the reader of my
thesis to take into consideration.
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4. Context
4.1 South Africa’s apartheid history and its legacy
Health and healthcare inequalities in a country cannot be considered outside the broader
political, social and historical context of direct and indirect links between health and wealth
(Bongani & Solomon, 2014; McIntyre, 2007). For South Africa, this broader political context
includes the apartheid system that was in place until 1994 and left its scars to the present day.
Under the apartheid system, white citizens had the highest socio-political status, followed by
Asians, coloureds and lastly black South Africans (Mayne, 1999). The origins of the apartheid
system and its white superiority can be traced back as far as 1652 when the Dutch East India
Company founded Cape Town as a way station on route to the East Indies (Kurtz, 2010). This
developed into a settlement which was populated by white Europeans who formed a 20 percent
minority of the population but had complete control over South Africa’s government and
economy. Although resistance grew, restrictive legalisation was increasingly enforced,
resulting in the forced removal of non-whites from their homes into segregated areas; the so
called areas or neighbourhoods of colour but also whole territories known as Bantustan or Black
Homeland (Brauns & Stanton, 2016; Kurtz, 2010). The 20th century apartheid system included
similar monopolized control over the economy and the state by white South Africans. The nonwhite population suffered from deliberate exclusion from economic and political power under
this white racial superiority (Kurtz, 2010).
Under apartheid, the Constitution stated that the legislative authority was lodged with
Parliament which was made up of different racially segregated houses (Brauns & Stanton,
2016). There was a House of Assembly for white representatives which made up the biggest
and most influential body. The House of Representatives was dedicated to coloured
representatives and the House of Delegates was for Indian representatives. The black South
Africans were excluded all together (Brauns & Stanton, 2016). Provincial level governance was
fully dominated by white politicians, including a white provincial council, administrator and
executive committee. At more local level governance, black, coloured and Indian based
political bodies formed, however, they remained accountable to the central, white dominated
government. In addition, the separation and exclusion of legislative, authorial and judicial
power was further exacerbated by the significant advantage that white local authorities enjoyed
in terms of resources, facilities and services over non-white local authorities (Brauns & Stanton,
2016).
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Resistance, however, grew larger in the 1980s. Eventually, a grassroots nonviolent civil
resistance movement in cooperation with international support forced the white-dominated
government to negotiate and eventually approve the end of the white minority government
(Kurtz, 2010). In 1994, the first democratically held elections marked the end of an era of
discrimination of people of colour that penetrated all aspects of everyday human life (Bongani
& Solomon, 2014; Ozler & Hoogeveen, 2011). Nelson Mandela from the African National
Congress (ANC) party was elected as the first president of post-apartheid South Africa in the
first election held by the entire population. In the past 20 years, and with the ANC continuously
in power, South Africa has worked hard to transition from this system of apartheid towards a
peaceful and constitutional democracy (Bongani & Solomon, 2014). Nevertheless, the
country’s military, economy and civil service is still largely managed by white South Africans,
resulting in continued struggles of power and compromise (Kurtz, 2010).
A lot has changed for South Africans over the past two decades. The overall poverty levels have
been decreasing and the GDP, a measure widely used to indicate the health of a national
economy (Callen, 2008), is increasing (The World Bank, 2019a). These indicators give the
general impression that the country is performing better, and South Africans are financially
wealthier. However, the Gini coefficient has been increasing since 1994, indicating that
inequality within the countries has been expanding (The World Bank, 2019a). Overall, South
Africa’s social indicators are thought to be more illustrative of a lower middle- or low-income
country than that of an upper middle-income country, demonstrating the unequal distribution
of resources and opportunities (van der Berg, 2011). Research has shown that there are high
levels of racial inequality, especially in relation to income distribution. Although post-apartheid
governments have worked hard to overturn patterns of white privilege, non-white South
Africans are still financially worse off than white South Africans (van der Berg, 2011).

4.2 Contemporary health-related policy
In line with the United Nations’ advocacy, South Africa’s constitution includes the Bill of
Right, which was admitted to its national constitution in 1997. This Bill serves the interest of
all South Africans by protecting individual rights and creating a base for justice if such rights
are violated (Goldstone, 1997). The Bill is thought to “heal the division of the past and establish
a society based on democratic values, social justice and fundamental human rights” (p. 456).
It is thought of as a guarantee for South Africa’s minorities that their rights will not be
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overlooked. Related to health and healthcare, the Bill of Right declares that all South Africans
should have the right to a healthy environment, right of access to healthcare services and
emergency medical treatment and the comprehensive right to equality (Goldstone, 1997).
Overall, the government’s vision is to create “an accessible, caring and high-quality health
system” and to “improve health status through prevention and promotion of healthy lifestyles
and to consistently improve the healthcare delivery system by focusing on access, equity,
efficiency, quality and sustainability” (Department of Health, 2004). Despite this, it is believed
that the health sector has not received explicit attention in South Africa’s economic policy
(McIntyre, 2007). Macroeconomic policies are shaped by open-market commitments,
privatisation and a political climate in favour of foreign investment. This is believed to be the
prime focus and other areas of South Africa’s well-being, such as the health sector, are believed
to develop as the economy expands (McIntyre, 2007).

4.3 South Africa’s current healthcare system
Healthcare is delivered to South Africans in a two-tier system; through a combination of the
public and private healthcare sector. The current healthcare system of South Africa is financed
through a combination of public and private sources such as general tax, private insurance and
out-of-pocket payments (Ataguba & McIntyre, 2012). Of the three, the private sources
contribute most significantly in financial respect (Ataguba & Akazili, 2010; McIntyre et al.,
2008). The public sector, by far, serves the largest and also poorest share of the population
(Ataguba & McIntyre, 2012). There are three levels of care within the public sector: primary,
secondary and tertiary. It is structured in such a way that patients are supposed to attend the
primary sector first before being referred to secondary or tertiary level care if necessary. Within
the public sector, primary care is provided free of charge (McIntyre, 2007). This primary care
service provides a variety of health services and is delivered through a nurse-based care system.
All other non-nurse-based public sector care requires payments. The amount that has to be paid
is adjusted to the level of income of the patient (Michelle, January 21, 2020; Adam, February
25, 2020). However, in practice payments for services received are rarely made (Taryn, March
10, 2020).
Services provided by the private sector all require payment (McIntyre, 2007). This sector
largely serves wealthy South Africans, most of which are able to purchase health insurance
(Ataguba & Akazili, 2010). The existence of the private healthcare sector is the result of a shift
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in political and economic thinking (Price, 1989). After the Great Depression and the Second
World War it was believed that increased state intervention aided economic recovery. In this
time, it was recognized that the state was responsible for the provision of basic necessities such
as healthcare for all. Around the 1970s this changed; it was now believed that all this state
intervention had created barriers to the free functioning of the market and thus economic
growth. It was now deemed necessary to cut down in government intervention and privatize
state-owned enterprises such as hospitals. This led to the increased privatization of healthcare
(Price, 1989). The private sector has experienced considerable growth in the 1980’s, when the
white population feared desegregation. Later, in the 1990s, the privatization of healthcare
accelerated further during a time the international climate favoured private sector healthcare
provision (Stuckler et al., 2011).
There are large inequalities between the public and private healthcare sector. The per capita
expenditure on the private sector was found to be ten times higher compared to the public sector
and the gap is widening (Bongani & Solomon, 2014). In addition, division of staff is highly
unequal with only 30% of doctors employed in the national public sector serving around 84%
of the population (Bongani & Solomon, 2014). This not only leaves the public sector highly
overburdened (Ataguba & McIntyre, 2012), it also demotivates health workers and negatively
impacts their work attitudes and the quality of their work (McIntyre, 2007). A specialist doctor
employed in the private sector has been found to serve around 500 people whereas a specialist
in the public sector serves around 11,000 (McIntyre, 2007). The exhausted public sector results
in many employees leaving not only the sector but also the country at large (Stilwell et al.,
2003). This brain drain has caused South Africa to lose over $2 billion in investment due to
emigration of domestic doctors to countries such as Australia, Canada and the United Kingdom
(Bongani & Solomon, 2014). The public sector, despite serving as the backbone of healthcare
provision in South Africa, is further disadvantaged given that senior public sector employees
have been given permission to work part-time in the private sector and thus diluting their publicservice activities. Another concerning inequity between the two sectors is the salary levels. The
public sector salary levels are far below the income levels of employees in the private sector
which is believed to further affect the quality of care received by patients in the public sector
(McIntyre, 2007).
Overall, many state hospitals find themselves in a state of crisis. Public sector healthcare
infrastructure is suffering dysfunctionality due to underfunding, mismanagement and neglect
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which influences the availability and quality of the services provided (Bongani & Solomon,
2014). Given that the public healthcare sector is mainly used by the poorer sections of society,
it follows that the negative effects of the overburdened healthcare sector and the consequences
this has on the quality and availability of the healthcare services falls most heavily on the poorer
South Africans.

4.4 Health and healthcare in Cape Town and the Western Cape
Cape Town is situated in the
Western Cape province. It is
home to over 4 million people
(Western
2017).

Cape
Although

Government,
the

Gross

Domestic Product (GDP) of Cape
Town in specific and that of the
broader Western Cape at large
has been increasing over the last
decade,

indicating

an

increasingly healthy local and
national

economy,

income

inequality is on the rise. The

Figure 2. Provinces of South Africa (Statistics South Africa, 2017).

GINI-coefficient for Cape Town is the highest of all Western Cape and represents a severe
income gap. The Human Development Index however, a composite indicator reflecting
education levels, health and income to measure the relative level of socio-economic
development, has been increasing in the city and is significantly higher than any other district
in the Western Cape (Western Cape Government, 2017). Nonetheless, income levels of most
South Africans are not adequate to purchase private healthcare or insurance which means that
the majority of Capetonians use the free public healthcare services provided by the government
(Bongani & Solomon, 2014).
Within Cape Town, there are over 130 primary healthcare clinics which provide basic health
services and function as a referral system to secondary and tertiary level care (Western Cape
Government, 2017). The clinics consist of community day centres, community health centres,
tuberculosis clinics and fixed and mobile clinics. Passing through one of these facilities is
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necessary to be referred to one of the nine secondary district hospitals or one of the two large
tertiary academic regional hospitals (Western Cape Government, 2017). Combined, these
public healthcare services serve around 84% of the total population in Cape Town (Bongani &
Solomon, 2014).
Research has shown that of all provinces, public facilities are best in the Western Cape (Burger
& Christian, 2020). In addition, problems in accessing healthcare services are least common in
the Western Cape (SADHS, 2016). When looking at the health status of Capetonians and people
living in the wider Western Cape, it becomes evident that they are among the healthiest in the
country. The province has for example the lowest fertility rate of the country, the highest met
contraception demand, it has one of the highest rates of child vaccinations as well as one of the
lowest rates of HIV prevalence. Nonetheless, the province still faces many health challenges as
it has a higher than average percentage of smoking population and a large number of people
with obesity and hypertension (SADHS, 2016). Also, with a dependency ratio that has been
increasing over the past ten years, the social system and delivery of (basic) health services are
under growing strain (Western Cape Government, 2017).
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5. The impact of socio-economic status on health
This chapter deals with the first sub-questions of this thesis: What is the impact of the country’s
socio-political and historic context on the healthcare sector and how does this influence the
health status of individuals? The answer to this question is divided into two sections. The first
part addresses the socio-political and historical context and how this impacts the healthcare
sector. The second part of this chapter addresses the influence this in turn has on the health
status of individuals through introducing an adapted version of the poverty and health cycle.

5.1 Socio-political and historic impact
This first sections discusses the challenges the country has faced in light of the apartheid and
how this has left its mark on the contemporary society as well as discussing the current political
climate.
“Why people have money, where people have money. You just have to go back into history
and see who stole what from who at what point. It is not a pretty history but it explains a lot.”
(Cara, February 21, 2020)
5.1.1

Historic legacy and spatial differences in healthcare

As has been discussed previously, health and (inequalities within) the healthcare sector cannot
be considered outside the historical and socio-political context of South Africa (Bongani &
Solomon, 2014; McIntyre, 2007). Health and healthcare were severely affected by the apartheid
regime. Healthcare services were believed to reflect the needs and policies of the apartheid
state, rather than being an attempt to meet the needs of the people (de Beer, 1986). At the peak
of the apartheid era, white South Africans and white healthcare facilities benefited from the
majority of public healthcare expenditure. The per capita public expenditure was four times
higher for white citizens compared to their black counterparts, while Indians and coloureds
received an intermediate share (van Rensburg, 1991). There was a great lack of financial
resources in areas of colour and even more so in the Bantustans, as well as a significant shortage
of doctors and healthcare resources (de Beer, 1986). Under apartheid a lot of non-white South
Africans who were relocated into independent and self-governing neighbourhoods were
dependent on non-profit, missionary-run hospitals (Coovadia et al., 2009; de Beer, 1986). More
generally on the differences between urban and rural, urban healthcare services under apartheid
were much better funded than the underdeveloped rural services (Horwitz, 2009).
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High-class medical care was only available to those who could afford it (Brauns & Stanton,
2016). Public health policies disregarded diseases that primarily affected black South Africans
and the supply of public health to rural areas and Townships was denied (Brauns & Stanton,
2016). Available healthcare facilities were segregated and although a facility’s section
dedicated to non-white patients would be at more than full capacity, the section reserved for
white patients often running below full capacity would be out of reach for the surplus of nonwhite patients. It would not be uncommon for patients to sleep on the floors of hospitals wards
or to share beds with other patients. In 1981, the doctor-patient ratio showed large racial
inequalities with a ratio for white people of 1:330, 1:730 for Indian, 1:12,000 for coloured and
a ratio of 1:91,000 for black South Africans (Brauns & Stanton, 2016, p. 28) .
The first democratically held elections in 1994 and the inauguration of Nelson Mandela marked
the end of the apartheid era and the start of a journey towards equality as Mandela’s African
National Congress journey towards establishing a democracy begun. The healthcare system that
the government inherited was hardly functional (Brauns & Stanton, 2016). Improvements have
in the meantime been made; however, challenges remain plentiful in this young democracy
including the healthcare sector. As one of the respondents recalls:
“The problems that we are facing at this moment regarding healthcare are related to the
system, but also due to the fact that we have a very young democracy. We have been suffering
under apartheid for over 300 years and only just turned to a democracy, so the social ills still
need time to recover just as the healthcare system.” (Jason, February 1, 2020)
Still today, the influence of the apartheid system is widely acknowledged. It is used to explain
the persisting differences between neighbourhoods and areas across Cape Town and why
certain areas are more under-resourced than others. During the apartheid, the majority of the
black population fell victim to forced removals (Turok, 2001).The strategy of forced removals
was intended to marginalize and divide the non-white, specifically the black, population and in
turn created overcrowded and economically deprived areas of colour (Abel, 2019). These areas
were situated away from the metropolitan areas towards the Cape Flats: a wind-swept and
flood-prone area towards the South-East of the city (Turok, 2001). Although the apartheid
system has been overruled and forced removals no longer take place, there is still a steep
housing-price gradient in Cape Town which makes it difficult for people to move away from
such areas of colour and find housing in more affluent areas (Turok, 2001). Many non-white
South Africans are still constrained in their choice of housing due to general levels of poverty
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(Christopher, 2001). In addition, economic opportunities are situated in the more affluent
suburbs near the city centre. Poorer people are concentrated in neighbourhoods with fewer
resources available to them (Turok, 2001). The existence and influence of this spatial
segregation was acknowledged, amongst others, by the vice-president of a student-run free
primary care clinic in Townships, with whom I had a lengthy conversation about the country’s
history:
“Socio-economic and political factors are the reason that places outside of the suburbs, the
stretch from town to the southern suburbs, is a lot more affluent. The areas of the Cape Flats
and that side of things there are much less resourced. That has to do with... I'm not the right
person to answer this, but it has to do with the historic context in terms of apartheid. Those
were areas of colour and those areas have fewer good roads, schools and hospitals compared
to the southern suburbs where more white people live. People who had money would move to
certain areas while people without money moved to other areas. That is just how it happened.
The lack of healthcare in certain areas is definitely the result of this whole political historical
context. Resources are being built recently in the less affluent areas; it is not like there aren't
any resources. But historically... The apartheid was a huge factor in how socio-economic
climate in Cape Town and the rest of the country has been build. Even if you go to the areas,
for example 100% of the patients we see are of colour. We don't get any white patients at our
clinic.” (Cara, February 21, 2020)
Differences in the availability of healthcare related resources between specific neighbourhoods
across Cape Town are thus acknowledged. As discussed previously, such neighbourhoods
historically had less adequate healthcare facilities. Respondents indicated that such spatial
differences with regards to healthcare services still resonate today and that the healthcare sector
in areas further away from the large metropolitan areas are struggling disproportionately.
Problems in providing care for the people in need are more pressing in rural areas and areas
outside of the Western Cape (Gaede & Versteeg, 2011), as respondents stated:
“So, you are doing your research in Cape Town and I'm sure that you found a lot of problems
in the clinics and hospitals around town, but when you move outside of Cape Town to more of
the rural areas you are going to be shocked! You can't say you've been to South Africa when
you've only seen Cape Town.” (Jason, February 1, 2020)
“I think the Western Cape in general is really functioning very, very well; if you move to the
country side it is a whole different story. You haven't really seen healthcare if you haven't
been to the rural areas.” (Adam, February 25, 2020)
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Rural populations are thought to be exposed to a higher level of deprivations (Gaede &
Versteeg, 2011), whereby an episode of illness of a family member can have catastrophic
financial and social effects on the rest of the family (Goudge et al., 2009). In addition, there are
multiple studies that found that rural communities and communities away from city centres
experience greater access barriers than urban communities due to distance to the nearest facility,
travel time and travel cost (Gaede & Versteeg, 2011; Stuckler et al., 2011).
“If you think about more rural places, then accessibility is an issue in terms of transport,
roads, getting there, money and all that kind of things.” (Kelly, March 13, 2020)
Rural communities are especially disadvantages with regards to emergency transport to be able
to access healthcare services (Gaede & Versteeg, 2011), which is acknowledge by one of the
respondents who volunteers with an ambulance service:
“The ambulance that we drive is 15 years old, so it is not the newest but it still functions well.
We have quite an extensive kit on board, definitely if you compare it with ambulances that
drive in the more rural area. Sometimes these ambulances only carry an oxygen bottle. That
is quite scary when you think about it because if you need in ambulance there, they are hardly
able to help you.” (Peter, March 4, 2020)
Even with improvements that have been made over the past decade (such as the introduction of
the community service year as will be discussed later and the quote by Cara early in this
chapter), large differences remain between urban and rural facilities regarding utilisation rates
and the number of patients per facility (Gaede & Versteeg, 2011). Under-resourcing of rural
areas are a prominent problem. The provision of human resources specifically is highly
problematic within the rural healthcare sector (Schoeman et al., 2010). An attempt has been
made to counteract this understaffing in rural areas with the introduction of the community
service year: a mandatory one-year placement in a primary level community care clinic
whereby junior doctors are placed across the country.
“Often there are very few capable medical staff because it is more rural and doctors don't
necessarily want to live there. That's why they introduced the community service year for the
junior doctors.” (Kelly, March 13, 2020)
One of the respondents working in a (semi-) rural primary care clinic acknowledges this, as she
describes:
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“We are quite understaffed. In a day I see about 40 patients which is a lot! You have to cater
to a lot of people. […] They are challenging conditions to work in, but at the same time the
patients need people to work with them.” (Vanessa, February 13, 2020)
In rural areas, primary healthcare is often the only level of care that is reasonably available to
patients. Compared to urban primary healthcare however, the service package of these primary
healthcare facilities is often much more limited (Gaede & Versteeg, 2011). Upon discussing
the extent to which the lack of funding and resources available to her in the community clinic
influence the services that she is able to provide, the respondent goes on to say:
“To some extent, for example we don't have access to plasters and casts. So, if a patient
comes in that needs a cast, we have to refer them rather than being able to do it ourselves. So,
things that we could do and we have the skills for, we end up not being able to do. […]
Because it is a community health centre it is less well stocked compared to larger hospitals,
however it is more stocked than the very, very small clinics.” (Vanessa, February 13, 2020)
Besides understaffing, resource limitations, disproportionately large distances to facilities and
the related access barriers, shortage of medication is a serious problem in the rural areas (Gaede
& Versteeg, 2011). Although it may not be unique to rural areas specifically, but more so to the
Western Cape as a whole and perhaps even the country as a whole, it does ensure an additional
workload in the already pressured healthcare sector. As one of the respondents describes, the
shortage of medications ensures that people from neighbouring provinces flock the Western
Cape in search of, sometimes life-saving, medications:
“You won't find the same healthcare services in the Eastern Cape. In the Eastern Cape you
know that 90% of all medications will be out-stocked from November or December.”
Q: “Why is that?”
“Because they run out of money to pay for the medications. They haven't budgeted for
medications. So, you'll find a whole pile of people from Eastern Cape come to the Western
Cape from December onwards to get medication here. So, our province almost has to budget
for that influx. There are really some poorly run provinces. So not only do we have to manage
that, we also have to provision for that.”
(Taryn, March 10, 2020)
5.1.2

The influence of politics on the healthcare system

So far, multiple differences have been discussed. Firstly, this chapter addresses differences
between Capetonian neighbourhoods and its relation to apartheid. Second, differences between
Cape Town and more rural areas in the Western Cape province have been discussed. In addition,
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reasons have been provided by respondents for such differences. There are large provincial
differences, whereby the Western Cape has been found to be one of the provinces with the best
health outcomes and healthcare (Day et al., 2011; Gaede & Versteeg, 2011). The neighbouring
Eastern Cape provinces is among one of the worst performing provinces, especially with
regards to infant mortality rates (Day et al., 2011). These provincial differences are
acknowledged by two respondents whom I spoke with. Both respondents had experience with
public healthcare services outside of the Western Cape, one through working outside the
Western Cape and the second through living in another province before starting college in Cape
Town:
“This province has the best healthcare in the country. If you think this is bad and not
standard, you can only imagine what things are like in other provinces. What you are going to
see from Cape Town is not a true representative of what is going on in the country. […]
Patients in the Western Cape get the best care. They don't know it however, because they have
nothing to compare. Having been outside in different provinces I'm sure that care in those
provinces is nothing compared to this province.”
(Jason, February 1, 2020)
“When you look at South Africa as a whole, a lot more issues come up in terms of shockingly
under-resourced, low staff levels, unbelievable patients load. That is what you see in other
provinces, but I haven't seen that in Cape Town.” (Cara, February 21, 2020)
With the public healthcare sector apparently struggling in South Africa, it is challenging to
provide care in rural areas without compromising urban areas such as Cape Town:
“We have a stretched rural area but also a huge metro. That’s always challenging, how do
you balance between providing sufficient cover in a rural area without compromising the
metro. I don't have an easy answer for that…” (Taryn, March 10, 2020)
But what causes the Western Cape to outperform other provinces with regards to healthcare?
Respondents seemed rather unanimous on the influence of politics, in specific corruption:
“The biggest problem with the functioning of the hospitals in this country is corruption. The
political party currently in power in this country is the ANC and they are so corrupt. We
really need a change in politics in order to have a better functioning healthcare system. If you
ask me, it is not about money or resources, the problem is related to politics.”
(Hope, January 31, 2020)
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While the South African ruling political party is the African National Congress, the Western
Cape is run by the opposition party: Democratic Alliance (DA). The performance of the African
National Congress (ANC) leaves much to be desired, as argued by multiple respondents I spoke
with. The following quote from a junior doctor working at a district hospital emergency
department illustrates the overall tendency of the respondents on this topic:
“So, the government is basically trying to do the best they can with what they have, but money
is stretched throughout the whole country so also within healthcare. Although I must say that
the Western Cape healthcare is actually pretty good, I think that has do to with politics... I
don't know... Maybe not politics.... But the thing is that the Western Cape is run by the DA
and not the ANC and I think that really makes a difference in healthcare because the DA has
better management. They have good people in place.” (Adam, February 25, 2020)
Although factors such as geographical location with favourable precipitation levels and relative
wealthier population demographics are mentioned too, the performance and the adequate
functioning of the political party in power in the Western Cape, the Democratic Alliance, is
identified as an important reason for the relatively well functioning healthcare system of the
Western Cape province as confirmed by multiple respondents.:
“The reason that Cape Town is doing better is due to several things. This area is the most
well rained area in the country for example. But it is also political. This area is run by the DA
who run the city well in terms of education, health care. Although they still have their faults, it
is not like the ANC who run the rest of the country. The DA have the right smart people in the
right positions. Recruitment from the ANC in relation to healthcare positions has not been
great. The last reason is that although Cape Town is still corrupt, it is not as corrupt as the
other provinces.” (Jason, February 2, 2020)
“The ANC political party is the governing party and they have been unable to provide good
nationwide healthcare. However, the Western Cape is governed by the Democratic Alliance
who have managed to ensure a completely corruption free hospital here at the Groote Schuur
Hospital.” (Hope, January 28, 2020).
“The healthcare in the Western Cape is really quite good, definitely if you compare it with the
more rural areas. I think that has to do with politics, this part of South Africa is run by the
DA instead of the ANC. Yeah… well I don't know if it is because of politics actually. It could
also be geographical location, that there are just more wealthier people living in this area.”
(Adam, February 25, 2020)
It is important to remember who the respondents are and what their personal situation is,
especially when talking about politics. Respondents in my research are rather homogenous in
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terms of being well educated, having relative income security and arguably high SES. It is
possible that they hold different political views than people from lower SES who, you could
say, face very different problems as they are more engaged with meeting basic needs. How (and
even if) this differs can only be speculated, as my research did not include individuals with a
low SES, but it is important to acknowledge the perspective of my respondents and that this
might have influenced their thoughts on matters related to politics.

5.2 The relationship between health and income
This section of the chapter takes the argument regarding the socio-political and historic impact
further by explaining how it impacts the health status of individuals. It does so by referring back
to and eventually adapting the poverty and health cycle (Wagstaff, 2002) discussed in the
theoretical framework (see Figure 1).

5.2.1

Inequalities in disease burden across SES

The relationship between health and income has been discussed in a wide variety of scholarly
articles, as has been shown in chapter 2. In so doing, it has been acknowledged that health
impacts income levels but that the level of income/poverty also affects someone’s health status
(e.g. Wagstaff, 2002). There are large differences in the health status of individuals across the
South African population (Bradshaw & Steyn, 2001; Gakidou et al., 2000). This is a topic that
has extensively been discussed with the respondents. There seems to be overall agreement on
the idea that the health status of people differ across levels of society and on the thought that
there is unequal division of disease burden. Different diseases affect different layers of society.
Individuals in developing societies are thought to fight mainly against communicable and
infectious diseases such as HIV, malaria and tuberculosis; the so-called diseases of poverty as
they are associated with poverty and deprivation (Schneider et al., 2009; A. Singh & Singh,
2008). Respondents recognize this as illustrated by two young doctors, one of whom is
originally from Germany:
“There is an unequal division of the diseases. People from higher SES usually come to you
with heart tensions, diabetes, stroke, heart attacks. The lower SES will come to you with
diseases of poverty. When you have poverty you have overpopulation, lack of infection
control, we see a lot of HIV and tuberculosis in lower SES. So, you can't really compare the
two because its different environments. Diseases that are common in the higher SES are more
brought upon themselves by lifestyle whereas the lower SES is more brought upon by poverty
and lack of resources and knowledge.” (Michelle, January 22, 2020).
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“I definitely see a relationship between SES and health, that's probably everywhere in the
world. Definitely! If you are from poorer social economic status you stay in a smaller house,
some smoke quite a lot, education is less, they don't always seek healthcare when they should.
So definitely! […] Many patients present themselves with infectious diseases. Tuberculosis is
a very big part of our job.” (Anna, January 30, 2020)
Respondents also acknowledge the existence of the poverty and health cycle and the fact that
poor(-er) people face more ill health:
Q: “Would you say that the division of disease burden lies more heavily on the poorer people
or is it a matter of because they are not able to access healthcare sooner something small
evolves into something more serious?”
“It is definitely both, there has been a lot of research on the types of disease burden across
different socio-economic levels. It is well studied that the high-levels of HIV and tuberculosis
fall in certain levels of society. If there then is an outbreak of infectious diseases or gastro
outbreaks, it hits poorer communities much harder because of the lack of infrastructure,
running water, sanitation. Also, the density with which they live, if anything happens it
spreads so fast.” (Peter, March 3, 2020)
The diseases of poverty thus make up a large part of the work of the respondents. But there is
another important group of medical conditions patients present with at hospitals and clinics, as
described in the conversation I had with two friends and colleagues employed in a tertiary
academic hospital:
“Our lower socio-economic population is exposed to a massive amount of trauma. There is
also a lot of gun violence, stabbings and general gang-related violence effecting the lower
socio-economic population.” (Kelly, March 13, 2020)
“But it is not only gang-related violence, think about domestic violence as well. That is also
something that we very often see amongst the lower socio-economic classes. Motor-vehicle
accidents too, and those are often related to drugs and alcohol.” (Sana, March 13, 2020)
Another respondent acknowledges this impact of violence and trauma on the healthcare system
and explains that this differs across neighbourhoods in Cape Town, whereby poorer areas such
as the Mitchells Plain suburb are hard hit leaving under-resourced and understaffed healthcare
professionals with difficult decisions to make:
“There are different challenges in the community... Different communities just have health
explosion, for example Mitchells Plain. The substance use and the gang violence just almost
dominates every bit of health that they are doing. […] Before we would deal with one stab
wound, now we are dealing with three gunshot wounds and five stab wounds. It leads to
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difficult decisions. Do you treat that most critical patients or do you treat a child who maybe
only has one gunshot? Who are you going to fetch first?” (Taryn, March 10, 2020)
The impact of violence and trauma is often acknowledged in literature. A study conducted in
South Africa shows that trauma and violence are responsible for a large percentage of the
mortality profile in the country, whereby men are especially affected (Sanders & Chopra, 2006;
Schneider et al., 2009).
Besides the pervasiveness of communicable diseases of poverty and violence and trauma
among people from lower SES groups, there were also respondents who acknowledged the
increasing prevalence of life-style diseases. Life-style diseases are non-communicable diseases
and are traditionally considered diseases of affluence (WHO, 2005). However, they are now
also emerging among the poorer communities in Cape Town, creating a ‘double burden’ as one
of the respondents describes:
“That is the thing, we see so many lifestyle stuff like hypertension, it is almost trumping your
infectious diseases. Now not only do we have a high burden of infectious diseases, people are
also living longer because of their access to resources and medications, so we have like a
double burden now with infectious and life-style diseases.” (Sana, March 13, 2020)
Though Sana’s friend and colleague who also took part in the interview responded to this by
putting it into a bit more perspective by ascribing this trend to their living conditions and level
of education and the idea that you can’t see their illnesses outside of the context of their social
conditions:
“Yes, that’s true but just as with the infectious diseases it is also related to life-style through
living conditions, hygiene but also education. It is a whole combination of factors basically.”
(Kelly, March 13, 2020)
Although this has not been mentioned by the other respondents, it is not an uncommon thought
among scientist. Countries transitioning from a low to middle income status have often been
found to also suffer from changing types of illnesses (A. Singh & Singh, 2008). It has been
contended that in the absence of appropriate public health services, risk factors originally
associated with increasing wealth or wealthier communities become increasingly concentrated
among poor(-er) people (Schneider et al., 2009; World Health Organization, 2002), suggesting
a need for the improvement of healthcare for people with noncommunicable diseases across all
levels of society. A study on poverty and non-communicable diseases in South Africa has found
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that non-communicable diseases and life-style related risk factors are indeed prevalent among
the poor in the country, while treatment for chronic diseases is often lacking (Schneider et al.,
2009). Sicknesses are thought not to be reducing in number, but changing in type over time (A.
Singh & Singh, 2005). Although this opinion can thus be well explained from a scientific
standpoint, it was not shared amongst the majority of respondents.

5.2.2

The poverty and health cycle

What is shared among the respondents is the idea that there is an unequal division of disease
burden; certain illnesses thrive under the poorer sections of society. The relationship between
income/poverty and health is widely acknowledged by the respondents. They identify three
main social determinants of health, which act as mediators in the relationship between poverty
and health: living conditions, education and nutrition. The three determinants are interlinked,
and the influence of one should be considered in relation to the others, as respondents often
mentioned multiple determinants together.
5.2.2.1 Living conditions
The impact of the first social determinant of health, living conditions, became clearly apparent
to me during my multiple visits into the Townships. I conducted some interviews in the
Khayelitsha Township, a large
informal

settlement

where

thousands of very poor people
live in so-called shacks: small
and simple huts made from any
material

available,

often

curated iron and wooden plates,
housing families within very
close proximity of one another.

Figure 3. Image of public toilets in Khayelitsha. Source:
https://www.thedailyvox.co.za/making-do-with-public-toiletsin-khayelitsha/

The infrastructure in such areas is poor: there is often no electricity, no/minimal running water,
very few public toilets and poor sewage system. Upon entering the township by car, I spotted a
row of bright blue port-a-potties (see Figure 3) which I was told severed thousands of people
and were often very filthy. Therefore, many shack-dwellers relieve themselves alongside the
highway that runs next to Khayelitsha. When I asked respondents about the impact of living
conditions on the health of the people using public facilities, they replied:
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“Have you been in the actual communities? Like have you seen where they live? It is very
cramped spaces and people don't have running water, there is a lack of electricity… One of
our clinics is on the road and next to the road there is an open sewage line that burst a year
ago and nobody has fixed it. It such a massive health hazard. There are so many more issues
that affect people’s health in these areas.” (Cara, February 21, 2020)
“Infectious diseases just get spread more easily in a poorer community because of the general
health of the population. The areas which they stay are overcrowded which causes infectious
diseases to spread easily but also causes a suppression of their immune system.”
(Moosa, March 9, 2020)
It is not hard to imagine that diseases spread easily and bacterial infections and viruses flourish
in the densely populated areas. The anecdote one of my respondents shared with me while
driving into another Townships, called Imizamo Yethu and situated in the Houtbay area, during
the ambulance shift that I joined further illustrates the setting in the Townships:
“I was once called to a very poor area not far from here for the resuscitation of a baby. When
we arrived, we found a new-born baby in a toilet. She was probably left there right after birth
by the mother. We tried to resuscitate the baby but were unsuccessful. We noticed that there
were a lot of people standing closely around us in a circle, including the police. We advised
them to step back because this was now a crime scene, but the police responded that the
people were protecting us and the baby from the large rats that were crawling around us.”
(Peter, March 4, 2020)
But poor infrastructure and hygiene are not the only factors of living conditions impacting
health: drugs and violence have a huge impact too as has been described previously in this
chapter when I talked about the fact that violence and trauma are responsible for a substantial
part of the workload in the public sector. One of the respondents running a community mental
health programme elaborates:
“The moment the patients enter our doors, they never go back to the hospital while when they
were still in the community, they would go back five or six times a year. So, their condition is
mainly linked to their social circumstances. […] The communities they come from, its gangs,
its poverty, its drugs. Pff... Everything that goes on in the Townships. […] The things they are
exposed to in the community, the violence and the aggressiveness... People are vulnerable
and get drawn into the gangs, or people misuse them in the communities for example by
letting them carry the drugs. […] A new major problem in the poorer areas is for example
meth, which leads to drug-induced psychosis which places a huge burden on the psychiatric
hospitals.” (Chrissi, February 13, 2020)
Reason for the level of violence in such areas is the fact that poor people have nothing to lose,
as Trevor from the volunteer EMS explains as he we enter Imizamo Yethu township:
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“The reason why there is so much crime here is because it is so unequal. For the very poor
people, there is so much to gain from other people’s wealth and prosperity while they
themselves have nothing to lose. That is the reason why it is relatively unsafe.”
(Trevor, March 4, 2020)
The living conditions as encountered in the townships were very basic and rather confronting
to me, as they are so difference from what I am used to. It is important to once more stress that
doing fieldwork means that you are your own instrument and therefore can never be completely
objective (Lecocq, 2002). Being from a wealthy Western country with highly comfortable
livings conditions ensures that I look at such standard of living from a position of privilege, as
do the majority of respondents that I spoke with who arguably have above average income and
housing much more comfortable than in the townships. Having said that, it is important to
portray the livings conditions in such a telling and acute way, as the impact it has on health
status and the wider system is so profound and clearly stressed by the respondents. This
positionality has been discussed in depth in chapter 3 and also briefly in section 5.1.2. It is
important to keep reminding it, to understand my perspective and that of my respondents and
to acknowledge the influence it has on my writing and results.

5.2.2.2 Nutrition
Though often associated with wealth and high-income countries, unhealthy diets are also
mentioned as an important factor that influences health of people from lower SES in South
Africa. As previously discussed, developing countries experience different types of illnesses,
including the increasing prevalence of wealth-associated lifestyle diseases (Schneider et al.,
2009; A. Singh & Singh, 2008). The problem appears to be that unhealthy foods containing
high levels of saturated fats and carbs are among the cheapest food options available:
“People with low SES have less access to good nutrition.” (Peter, March 3, 2020)
“It is super cheap for patients to get Mielie-pap and vetkoek, while vegetables are much more
expensive for them. So, health and income are definitely related, even just to buy food that is
healthy.” (Vanessa, February 13, 2020)
A lot of research has been done on the influence of income on diets and the cost of a healthy
diet. It is widely argued that unhealthy diets can lead to chronic diseases of lifestyle (e.g.
Darmon & Drewnowski, 2008; Temple & Steyn, 2011). Healthy foods with low energy density
such as fish, lean meat and fruit and vegetables are relatively expensive while high energy dense
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refined foods containing added sugar and fat are much cheaper (Drewnowski et al., 2004, 2007;
Drewnowski & Darmon, 2005; Drewnowski & Specter, 2004). People with low(-er) SES are
therefore pressured to consume a relatively less healthy diet (Darmon & Drewnowski, 2008).
In a country such as South Africa were many people live in poverty, this has resulted in a high
prevalence of under- and overnutrition including the increasing incidence of obesity which is
associated which chronic lifestyle illnesses such as diabetes and cardio-vascular diseases
(Dixon, 2010; Temple & Steyn, 2011).
5.2.2.3 Level of education
According to the respondents, a prominent role in the relation between income and health is
reserved for education. There is ample scientific data that demonstrates the empirical link
between education and health whereby higher levels of education has not only been found to
ensure longer life but also better health throughout an individual’s life (Eide & Showalter,
2011). When discussing this topic with the respondents, they often took a more practical
approach to the relationship between education and health, for example in relation to the correct
use of medications and services, the knowledgeability about their conditions and the seriousness
of this:
“I guess it’s a combination of many things and that the socio-economics are linked to the
education levels which makes people call for help inappropriately. At the same time with their
low socio-economic status, they have less access to good nutrition for example. So, it is often
multi-factor causes to what causes people to call and present people with the cases that we
see. Education and income determine when they think it is appropriate to call an ambulance,
but it also determines their health condition. Obviously, generally speaking people present
with more health problems and potentially with more serious health problems because they
are not dealing with it early or appropriately. With their education it means that they don't
reach the right care at the right time.” (Peter, March 3, 2020)
Q: “Do you see a role for education in health as well?”
“For sure! Patients often don't come in because they don't realize how serious their condition
could be. Also, sometimes education effects… I have patients who don't read so that is a
challenge when you are trying to prescribe medication and explain them how to take it.”
(Vanessa, February 13, 2020)
During the nightshift that I joined in the Mitchells Plain Hospital, the junior doctor in the
emergency department confirmed the relation too by explaining that:
“It is very rare that patients know what is going on with them and what medications they take,
so it is always a bit of a puzzle to figure out what is wrong with them and what prior
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treatments they have had to be able to decide on the best steps to take to fix their problem.
You remember that lady with the diabetic foot that we saw earlier? She knew all the names of
the medications and all the treatments that she had and why she had them, that almost never
happens. People just don’t have the knowledge and education.” (Adam, March 3, 2020)
A lack of education can thus leave patients unable to use medications accordingly, it leaves
them unaware of the seriousness of their condition and unknowing of when to use which
service. This can cause illnesses to progress and health status of patients to deteriorate
unnecessarily.
5.2.3

Adjusted poverty and health cycle

There is thus ample evidence for the relationship between income/poverty and health, mediated
by the three social determinants of health described above. The two-way relationship as
illustrated in Wagstaff’s (2002) model is also acknowledges; health thus also influence income.
One respondent describes that it is very difficult for patients to negotiate time off of work. Sick
patients need to take time off of work to be able visit a doctor, which is not always possible for
them. Also, poorer people are found to be struggling with attending follow-up appointments
because the money that they make on a day-to-day basis is the money they use to feed
themselves and their family. Moreover, preventive appointments and examinations also appear
challenging to attend, as it too compromises income. Missing such appointments, however, can
cause illnesses to progress. The following quotes show the reciprocal relationship described
here between income/poverty and health and justify Wagstaff’s (2002) poverty and health
cycle:
“If you are from a lower SES you might be living from day-to-day. You go to work today, you
get paid today and that’s the money that puts the food on the table. They can't afford to miss a
day of work because they are ill or because they need to see a doctor.”
(Michelle, January 22, 2020)
“It is a lot harder for patients that are poorer to negotiate a day off of work, because they
won't get paid for that day. Thus, for them to get to follow up dates, they will very often miss
them.” (Vanessa, February 13, 2020)
“People from lower SES don't go for their regular pap smears because 'Why would you wait
a whole day to see a doctor when there is nothing wrong?'. So, they end up not going. Then
they might get cervical cancer. The amount of work and funding that is then needed for
treatment is so much compared to just doing the regular check-ups. It is much more difficult
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for doctors because the patient is much sicker and there is less you can do for them. In
addition, they use up more resources because they are so sick when they get to you.”
(Michelle, January 22, 2020)
In Figure 4 I present an adapted version of Wagstaff’s poverty and health cycle, whereby I have
included the above discussed findings: the three main social determinants as identified by the
respondents have been included. These three, living conditions, nutrition and education,
mediate the relationship between poverty and health. This diagram therefore serves as an
elaboration, or specification if you like, on the work of Wagstaff (2002) whereby the
‘characteristics of the poor’ in the original model have been defined using the findings of my
research. Respondents were especially certain on the direct impact of living conditions on
health, as this was mentioned by respondents more often and also in more depth than nutrition
and education. Therefore, although all three determinants are included, the impact of living
conditions on health is particularly emphasized using a bold red arrow.

Figure 4. Adapted version of Wagstaff’s (2002) poverty and health cycle.

5.2.4

Delayed care-seeking and health

So far, it has been discussed that there is unequal division of disease burden. Poorer people
suffer more from communicable diseases, violence and trauma and also increasingly from
diseases of life-style. In addition, it has been addressed that being poor impacts health through
living conditions of the poor, unhealthy diets and level of education. There is overall agreement
that being poor predisposes a lower health status compared to people from higher SES. There
was only one respondent, employed within the private sector, who did not totally agree with
these findings:
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“I don't think that patients that use the public sector are sicker than patients that come to the
private sector.” (Moosa, February 24, 2020)
This respondent made up the only doctor from the private healthcare sector, and thus had a
different view than the other respondents all employed within the public healthcare or nonprofit sector. He did mention the disproportionate quantity of patients with infectious diseases
in the public healthcare sector, which he has already been quoted on previously:
Q: “What is your perspective on the division of disease burden across Cape Town? Is there a
noticeable difference between patients using the public versus the private sector?”
“I think it is fairly similar, with the exception that in the public sector there is more infectious
diseases. Especially tuberculosis and HIV infections, although we see it in the private sector
as well, the incidence is much higher in the public sector.”
(Moosa, March 9, 2020)
He substantiated his opinion with the idea that in private healthcare patients are diagnosed
sooner, before diseases progress to such severity that they need to be admitted:
“I think that is also caused because patients get diagnosed sooner, before they get so ill that
they require admission. It is all about detecting illness before it leads to a hospital admission.
That is one of the noticeable differences between the public and private sector.” (Moosa,
March 9, 2020)
Although the idea that patients from the public sector are not necessarily sicker than patients
from the private sector is not shared with other respondents, it does stress another important
idea which is shared. Patients using private healthcare facilities appear to be able to seek
healthcare on time; before the illnesses progresses and treatment becomes complicated, costly
and timely. Respondents employed in the public sector have often acknowledged the idea that
many of their patients struggle with seeking healthcare in time; there is often delayed careseeking. Two reasons for delayed care-seeking are provided. Firstly, respondents indicated the
lack of education to be an important cause of delayed-care seeking, one of whom even describes
this as the main reasons:
“Education is also so important; people should learn when to seek medical care. People are
for example still relying on traditional medicine while they are so sick that they should visit
an actual doctor. They spent a lot of time with traditional healers and when they do come to
you, their condition is already so complicated. […] They present very late, which means that
they are very sick and have to stay in the hospital for a long time.”
(Jason, February 1, 2020)
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“The main reason for not seeking healthcare when needed is because they are not always
educated.” Anna, January 30, 2020)
The second reason provided is problems in accessing healthcare services either due to financial
unaffordability:
“Number two is access: if you don't have a car and you can't come to the hospital you won't
visit the hospital. Or if you don't have money to pay for a taxi you won't come either and you
won't come collect your medication to get better. […] People are sicker when they do get to
the hospital. They die. It is part of the life in government hospitals, you can't safe everyone.
Medicine is not just about curing, but about assisting them in what is wrong with them and
educating them on what they can do. Sometimes you can just make their pain better.”
(Anna, January 30, 2020)
“Patients take a long time to present to get healthcare. So you will see patients that had a
stroke 4 months ago, but they only come in now because they didn't have time or couldn't get
off of work or whatever the situation is. It is usually related to finance. This means that we see
patients when they are very sick.” (Vanessa, February 13, 2020)
Or due to problems with the physical availability of appropriate care:
“Most clinics will close at 4pm. People who work can't visit regular clinics. People who have
children at home and can't find childcare, they can't visit the clinic. People who don't have
transport...” (Cara, February 21, 2020)
These findings are acknowledged in many different scientific articles. As discussed in the
theoretical framework, certain facilities are situated away from the pooper sections of society
making travel distance and travel costs barriers in accessing healthcare (Coovadia et al., 2009;
Harris et al., 2011). And although payments are always according to ability and often not made,
the loss of income associated with taking time off to utilize services is something people from
lower SES can’t afford, leading them to neglect their illnesses and not seek care when in need
(McIntyre et al., 1998; Sauerborn et al., 1996).
Delayed care-seeking is thus another important factor in the relationship between poverty and
health. Respondents describe that delayed care-seeking is influenced indirectly by access
barriers, both in terms of financial affordability and physical availability, as well as by the level
of education. The direct influence of education on health was not identified as especially
impactful in section 5.2.3. This section shows that education does, however, have an important
indirect impact on health through delayed-care seeking as do access barriers. This relationship
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is illustrated below in Figure 5 and serves as a further specification of Wagstaff’s (2002)
poverty and health cycle as identified by the respondents of this research. To indicate the
emphasize respondents put on the impact access barriers and education have on health through
delayed-care seeking, these arrows are depicted in bold red.

Figure 5. Adapted poverty and health cycle (Wagstaff, 2002), including the impact of delayed careseeking and access barriers on health.

In conclusion, as I demonstrated in this chapter, the importance of the historical and sociopolitical context in relation to the functioning of the healthcare system is vital. South Africa’s
young democracy is still trying to overcome the struggles of the past and so does the healthcare
system. The apartheid legacy still resonates today and is used to explain the spatial differences
across Cape Town and how this effects the healthcare system. Certain neighbourhoods
historically described as areas of colour are facing more problems related to large income
inequalities, fewer available resources and to the availability of and access to healthcare
facilities, as described by the respondents. Poorer sections of society are often concentrated in
historically segregated areas. They struggle to find housing in more affluent areas with more
economic opportunities to improve their socio-economic status. In addition, it has been
discussed that rural areas which are further away from the metropolitan area of Cape Town are
suffering disproportionately from understaffing, access barriers and under-resourcing.
Nonetheless, the Western Cape provinces has been found to be one of the best functioning
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provinces of the country in terms of healthcare and health outcomes. This is explained by the
influence of different political parties and how they function.
The findings of the first section are taken a step further in the second part where I discuss the
relationship between health and poverty. I argue that there is an unequal division of disease
burden; people with lower SES suffer from more ill health compared to people from higher
SES. People from lower SES are to a large extent affected by communicable diseases, violence
and trauma and are also increasingly affected by diseases of life-style. The relationship between
poverty and health is mediated by the three social determinants identified by the respondents:
living conditions, nutrition and education. The influence of livings conditions on health is
identified as especially impactful. These findings led me to adapt Wagstaff (2002) work as I
include the social determinants into the poverty and health cycle. The poverty and health cycle
(Wagstaff, 2002) is further specified by the stressed impact of delayed care-seeking on the
health of patients that the respondents mentioned. Access barriers related to financial
affordability and physical availability and also education have been found to influence patient’s
ability to seek healthcare when in need, causing illnesses to progress and health status to
deteriorate.
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6. The functioning of the public healthcare sector
This chapter focusses on the second sub-question of this thesis: What problems do healthcare
professionals perceive in the functioning of the healthcare sector? It is a continuation of the
previous chapter in that chapter 5 talks about socio-economic conditions and contexts impacting
health whereas this chapter talks about in what ways they reverberate onto the functioning of
the wider public healthcare sector. The answer to this sub-question consists of two parts. The
first one is concerned with mismanagement of facilities, especially in relation of resources and
finances, and why this negatively impacts the functioning of the public healthcare sector. The
second is related to the inappropriate utilization of secondary healthcare services. This became
apparent mostly during the observations that were conducted. Three reasons are provided for
this inappropriate use of service. But before I get into this, it is important to talk about the
overall tone of the respondents when discussing the functioning of the public sector.
Healthcare professionals talked openly about certain problems that they face when trying to
care for those in need. They acknowledge that the system is imperfect, with the imperfections
often being ascribed to the history of the country and the ongoing transition towards a fully
functioning democracy. One of the respondents working in a district hospital in the Khayelitsha
township states:
“The complex issues that this country is facing will take many moons to sort out.”
(Jason, February 1, 2020)
thereby referring to the sub-standard access to services as a legacy of the apartheid. He is not
the only one to acknowledge this. Having said that, many respondents, including Jason, did not
complete the interview without mentioning the positive. Many stressed the importance of the
sector and the absolute incredible care the sector is able to provide to the patients mostly free
of charge:
“With my experience in the Western Cape, not in the rest of the country, definitely not, if you
come to a clinic to seek healthcare you will get it. It might take a bit longer but you will get
good quality care. If you have a serious condition, you will get really good care. The patients
at tertiary hospitals, some of them really have no money and they don't pay for anything. They
get stuff that people overseas would wait months for, they will get it like now. CT-scans,
MRI's, surgery. It is people who have nothing, they get really incredible healthcare services. I
mean, it is not a pleasant experience: it is not a fancy hospital, the food is not great, there is
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going to be a bunch of people around you, it is not going to be a comfortable experience. But
at the end of the day, you get really good quality of care.” (Cara, February 21, 2020)
In so doing, they don’t deny the flaws of the system and recognize that the private sector
sometimes is able to offer more comfortable care:
“In public we have all the essential treatment, in private you get the nicer ones with less side
effects. You get a wider variety because they can charge you for it. It is not that extreme that
you can't help a patient because there are no resources. If we don't have the service, we will
send them to the next level of care. It is actually amazing the services that patients can get;
aorta replacements for free for example. It is very good, but they can wait a long time. It is
something that works, but it could be run better.” (Vanessa, February 13, 2020)
The respondents who I joined for a nightshift in a large district hospital acknowledges the high
quality of care in the public sector and questions the sincerity of care the private doctors
sometimes provide:
“You see, everybody is always talking about the bad sides of public care and everyone is
trying really hard to get medical aid if they can. But in reality, what you see here is that
public care is very good. Also, some of the private doctors are just after the money. They
won't treat you properly and won't do expensive and time-consuming test and research
because they just want to make fast money. That is what you see with our last patient, he
visited multiple private doctors who all didn't help him properly before deciding to come to a
public hospital to get good treatment. These doctors just give a simple diagnosis and that is it,
they made their money and they are done.” (Adam, March 3, 2020)
The extent to which this view of the private sector is genuine is impossible to determine in this
research, but the point that I want to make with it is: yes, there are shortcomings in the public
sector which influence the functioning of it as this chapter will show. But the overall positive
tone of respondents regarding the public sector and the care they are able to provide prevails,
even when working conditions can be difficult. I urge the reader of my research to take this
positive note into consideration when reading this chapter. The following quote from Jason,
with which I also started the chapter, illustrated perfectly the overall attitude of respondents and
their perspective on the functioning of the sector:
“I still find joy in it and it feels like a dream to be able to do this. We work under extreme
pressure, but we do make a difference. It is still a privilege to offer healthcare for the people
in need. Yes, there is frustration at times but I don't think there is any job without frustration.
Medicine is something unique. You meet people at their most vulnerable. That’s my passion.
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If I would get the opportunity to work overseas for a while to do research I will definitely do
it, but I will come back home! This is where my skills are needed. Most doctors work under
trying conditions, but when they get home, they have a smile on their face.”
(Jason, February 1, 2020)

6.1 Mismanagement in the public sector
The first recurring theme in the conversations I had with respondents is the importance of good
management and the influence mismanagement has on the functioning of the public healthcare
system. Upon asking the healthcare professionals what is needed to improve the healthcare
services, two things were mentioned: resources or money and a good management system. It is
easy to see how more money and resources could benefit the public sector, as it can help with
additional medications, staff, clinics, medical appliances etc. The importance of good
management is perhaps less obvious. I had a lengthy conversation with a taxi driver who was
driving me home from one of the interviews. He told me that he had health insurance for many
years, but that he recently decided to stop his insurance when his daughter got seriously ill. He
explained that he struggled to get coverage by the insurance for the care his daughter needed.
After several years and experiencing multiple public health facilities, he shared with me his
perspective on the importance of good management in healthcare facilities:
“You know, the problem with the public healthcare sector is not mainly related to resources.
It is all about good management of the facilities. There are certain public healthcare facilities
that function much better than others, that is because they have very capable management.”
(Edward, January 30, 2020)
Many people try to get medical aid if they can because they feel that the highest quality of care
is provided through the private sector (Jason, February 1, 2020). According to his testimony,
the differences in the functioning of private and public facilities subside when a facility has a
good management structure in place. The taxi-driver felt that well-managed public healthcare
facilities are able to provide better care than private facilities which many South Africans
believe to provide the best care available, and that is the reason he decided to seek care in the
public sector. He put particular emphasize on the importance of employing capable staff:
“Even facilities that have less resources compared to others can function better; when they
have good triage for example the waiting times are much less and the care is very good. You
need capable people and if you have those resources are less important.”
(Edward, January 30, 2020)
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One of the doctors I spoke with who is working in a secondary district hospital in the
Khayelitsha Township acknowledged the importance of good management and stated that
improvements in the sector should come from higher up:
“Change shouldn’t come from me, but it should come from above. Management is crucial. It
is frustrating because we have to explain to the patients the decisions that have been made
way up, and the people who are making the decisions have fancy medical aid and their kids
go to expensive schools.” (Jason, February 1, 2020)
There is an increasing scientific interest in the deficiencies in stewardship, leadership and
management at all levels of the South African health system (e.g. Barron, 2008; Coovadia et
al., 2009; Sanders & Chopra, 2006) which have exposed this important constraint, next to the
importance of the scarcity of human resources (Coovadia et al., 2009). Differences in
leadership, teamwork and management have a profound impact on the functioning of the sector
and facilities, as it has been found to be the key factor accounting for fatality rate differences
of facilities which are otherwise similar in terms of human resource availability and
infrastructure (Puoane et al., 2008). Poor leadership and management has also been found to
result in a failure to ensure fundamental aspects of primary healthcare, such as community
involvement, thereby preventing communities the ability to change the quality of care they
receive (South African Government, 2004).
Research has shown that the transformation of the post-apartheid public healthcare sector
towards more equality and better accessibility has been characterized by a lack of management
capacity throughout the entire sector (Pillay, 2008). Recurring problematic themes are the
emphasize on decentralization and the devolution of power in achieving a more people-centred
and primary care-based public sector. Public health managers have been found to lack
confidence in their ability either because they do not possess the required management skills or
because they lack self-belief. Especially in the early years after the apartheid, the vast
inexperience of young managers ensured that they were unable to bridge the gap between policy
and implementation. Researchers are speaking of a skills gap in hospital management (Pillay,
2008), whereby managers lack the overall capacity to lead and manage the health sector
appropriately (Leon et al., 2001; Pillay, 2008). Coovadia and colleagues (2009) take this
argument a step further by stating that insufficient leadership and implementation are prevalent
throughout all sectors in South Africa, as is illustrated in the difficulties in unifying the different
cultures and corresponding priorities and in difficulties in acknowledging personal
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accountability. Although a rather bold and generalizing statement (Can we really speak of
generalized inapt leadership visible through ununified cultures and priorities when, for
example, managers were never given the opportunity to acquire the necessary education and
training?), it does help illustrate the rootedness of the problem of mismanagement and
leadership struggles within the country’s healthcare sector.
6.1.1

Mismanagement of resources and finances

According to researchers, the tolerance of ineptitude, leadership, management and governance
failures are one of the key fault lines in the post-apartheid healthcare system. This is thought to
occur at all levels of the health system, ranging from the individual facility to the national
government’s health department (Rispel, 2016). The mismanagement of money is mentioned
as particularly problematic as it appears frequently according to respondents:
“Corruption is still a big problem in this country. It is therefore very important that you have
the right people in the right position that are open for mutual communication and suggestions
for change.” (Reinhardt, March 4, 2020)
Although I’m also often pointed out that the situation in other provinces is much worse
regarding corruption, as for example told by a junior doctor trained in Cape Town but now
fulfilling her community service year in the province Free State:
“The state that I'm at is governed by quite a corrupt member of parliament. So for us, we
have got the worst of it. Western Cape is much better off.” (Vanessa, February 13, 2020)
In an explorative study on corruption in the South African healthcare sector, trends in irregular
expenditure were analysed in an attempt to measure the level of corruption (Rispel et al., 2016).
This measure of corruption does not always result in personal gain, which means that the
detection of irregular spending does not always have to mean that there is corruption (Rispel,
2016). However, corruption does involve irregular spending or unprocedural activities (Hyslop,
2005) and this therefore serves as an indirect measure of corruption. It was found that over a
period from 2009/2010 to 2012/2013 around R24 billion of provincial health expenditure was
irregular. In 2012/2013 alone, this made up around 6% of the provincial health expenditure in
the country (Rispel et al., 2016). It is difficult to determine how much of this irregular spending
is actually due to corruption, as it is very hard to directly measure such a covert activity as
corruption. In the worst-case scenario, the findings indicate that R24 billion was lost due to
corruption over the four-year period. The best-case scenario indicates that R24 billion was lost
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due to ineffective management and ineptitude or incompetence of public servants. Either way,
the loss of money has a profound negative impact on the public health sector and the people
whom it serves (Rispel, 2016).
It is most likely that the irregular spending is a combination of the two reasons provided,
corruption and ineffective management, as respondents have repeatedly mentioned the
occurrence of mismanaged budgets as well as corruption. I was told by a respiratory consultant
in one of the two large academic hospitals that ineffective management of financial resources
sometimes even pays off as she believes that facilities that mis-budget receive more budget in
subsequent years in an attempt to stay within budget:
“How the facility is being run is what influences the amount of resources and funding a
facility gets. Facilities that try their best to stay within budget, for example, receive less from
the government compared to facilities that don’t really try to stay within budget. When you
stay in budget the government thinks that you are coping with what they give you, so they
won’t give more. It depends all on management. Basically, if you mismanage your budget it
pays off.” (Anna, January 30, 2020)
And although she was the only one to talk about the positive effects of mismanaging budgets,
multiple respondents did acknowledge that the appropriate and effective management of money
and resource that are available can have a big impact, even though budgets and resources remain
stretched across the entire sector:
Q: “The public healthcare sector is quite stretched, what is your perspective on the role of the
government in this? Is it not enough money? Is it not spend efficiently?”
“I don't think there is enough budget, budgets are strained across the government. If you
want to add more to healthcare, you would have to take it away from education or housing.
That makes these choices very tricky. I do think that there are definitely inefficiencies. I can't
talk about exact numbers, but we know that corruption and mismanagement of funds is a huge
problem across South Africa. If the funds that we have available would be used appropriately,
we would definitely be able to do more with our budget. […] We need to use our resources as
efficiently and smart as possible.” (Peter, March 3, 2020)
“It is about being smart with the limited resources that you do have. If you are able to do
that, you can function really well as you can see in this hospital.” (Heinrich, March 4, 2020)
One of the respondents even thought that the current resources that are available would be
enough, if only they would be managed more efficiently. Treating the healthcare as a
commodity could help, but strategic management is crucial:
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Q: “Would there be enough resources now for everyone if they were to be managed more
efficiently?”
“I think it would definitely be sufficient. It will still be difficult to provide free healthcare to
all people; it would be a challenge. But it would definitely, definitely help if the money would
be managed properly. (…) I would like to see the money being managed much better. But also
more strategically, by people who are actually involved in medicine in the decision making
practices. It seems that in some cases good management is lacking.”
(Vanessa, February 13, 2020)
What many respondents agreed on was the fact that the healthcare sector would benefit from
better management and leadership by skilled people with great understanding of how the sector
works and what it needs, thereby putting emphasize on having previous working-experience in
the sector, contrary to what research has found (Pillay, 2008):
“Leadership of hospitals is crucial. Who is running it? Do they understand how the
healthcare sector works? Have they worked in the healthcare sector themselves? They should
have, because only then they really understand it!” (Jason, February 1, 2020)
I asked a social worker employed by a non-profit organisation running a community mental
health programme in Cape Town what would be needed to achieve this improved leadership,
she answered:
“Political transformation is what we need, but with our history… I don’t know. It’s not about
white or black. It is about skills! Responsible, honest, reliable. I think there are just many
people in the [public health] departments that get the promotions while they can’t do the job.
They are good people, but they just don’t have the skills.” (Chrissi, February 13, 2020)
6.1.2

Management in the non-profit healthcare sector

What was particularly interesting was the differences between the public healthcare sector and
non-profit organisations providing healthcare services. Non-profit organisations run part off of
donations and, different from the private sector, provide care free of charge. Non-profit
organisations claimed to have much better management structures in place because the
organisation is often small and they are therefore able to better control their resources, finances
and the implementation of policies. I spoke with two respondents who worked for non-profit
organisations committed to delivering mental healthcare services for those in need. Upon asking
what kind of problems they perceive in the functioning of their sector, they mentioned a lack
of resources as their main problem. When asked how their organisation functions differently
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from the public healthcare services, the respondents agreed: well-functioning and accountable
management system.
“Our organisation has been going for twenty years. If your management structures are in
place and all your systems are up and well managed, you can do this! This is what we have
noticed. But it is as if the government can’t provide that service.”
(Chrissi, February 13, 2020)
The South African governments does support both organisations by funding part of their
activities, as they do not have the skills and the resources to provide the care themselves
(Chrissi, February 13, 2020; Taryn, March 10, 2020), about which one of the respondents says:
“You sometimes think the government uses you for cheap labour. That is actually what is
happening, because they can't afford to offer the service themselves. If they had to offer the
service it would cost them like five times more. We have sat with their bookkeepers and their
financial people. We can afford this because we us laypeople. […] You see, in South Africa a
huge amount of services are dependent on non-profits because it is too expensive for the
government and they find that the non-profits can do it cheaper.”
(Chrissi, February 13, 2020)
Although they are providing crucial services for their patients through their organisation and in
so doing take some pressure off the very few available public mental healthcare services, the
capacity of Chrissi’s organisation is not nearly enough to serve all those in need:
“There is one other organisation in the southern suburbs, ComCare. They are basically the
same, but the fact of the matter is [stands up and shows cabinet full of folders] this is the
people that are waiting to get a place. There are more then 500 applications at this moment,
they all need care and accommodation. Some of the cases in here are very, very desperate.
This is bad, its more then 500 and I get called every day. Desperate, desperate situations.”
(Chrissi, February 13, 2020)
A lack of sufficient money and resources is thus part of the problem, but the management of
such matters is crucial:
“In this country, every cent the government gets must be handled by people with very good
business skills. In this organisation, we have a CEO who can really do mindful business. I’m
a social worker, so if I am in charge of the money my mentality would be to help every poor
soul that walks in here and give everything away and we will be bankrupt in a year or two.
We need people with a business background, who knows how to work with the money. I think
if we have people in charge in the government who knows how to do business, when there is
no corruption, then the situation can be turned around. We have many, many people in
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charge in the government who do not have that ability. It is massive, I don’t know how to turn
that around. We have very knowledgeable people in the country, but they are not in the
government. […] If you have a good solid management team, you can work with anything. We
have people from the street that work for us! If you are well managed and you have systems in
place that check everything, then you don’t need a lot of professionals or nurses or social
workers to have a good running healthcare facility”
(Chrissi, February 13, 2020)
Both respondents mention the size of their organisation to be in their favour, as it is much easier
to manage and control a smaller organisation.
“Management here is absolutely fine, because it is small and hands-on. Nothing can move
without two people authorizing it, there is excellent control. I think that is very difficult in the
government because it is so much bigger. There are so many people in the provincial
hospitals, there is so many people involved. And it is not just control; you can have all the
control and rules in place, but if not everyone is following them it is difficult to maintain any
type of control. But then again, if you look at the Red Cross Children hospital which receives
a lot of donations and private funding, their finance department is top-notch so it is also just
a matter of funding to put control and management into place. […] In that sense, our facilities
are running much more efficiently than public hospitals because we are so small. Absolutely
everything is controlled.” (Taryn, March 10, 2020)
The limited resources in the public sector is an insurmountable barrier in providing mental
healthcare services through government funded facilities, according to respondents. The
government therefore financially supports non-profits in helping them offer the care which they
themselves appear unable to provide. Because the management in such facilities is small and
hands-on, it functions at a higher level than that of public care facilities. In improving care in
facilities run by non-profits, the focus is less on management but solely on resources whereas
for the public sector much can be gained by improving management systems:
Q: “If you want to improve the care in this facility, what would you need?”
“A bucket of money! And for the public sector as a whole, a bucket of money and better
management.” (Taryn, March 10, 2020)
In order to function as effectively as their organisation claims with the limited resources that
they have, management is key:
“You have to be a magician: you need to be able to turn $1 into $10 and that requires good
management.” (Chrissi, February 13, 2020)
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6.2 Inappropriate utilization of secondary healthcare services
“Maybe you didn’t get to see the most exciting stuff that we do in this emergency department,
but it was a very good day to see that this hospital and the emergency department in
particular are very misused by the patients.” (Elize, March 3, 2020)
Elaborating on the specified poverty and health cycle discussed in chapter 5, an important
finding stood out during my observations with both the volunteer ambulance service and during
the nightshift in the emergency department. It concerns the misuse of the secondary healthcare
facilities by patients; the inappropriate use of available healthcare services. This is the second
problem in the functioning of the public healthcare sector, as identified by the respondents. I
am careful not to use the word ‘abuse’ here, because there are different reasons for the failure
to use healthcare services appropriately which differ in their level of intentionality but also in
their level of free choice, as this section will illustrate.
In the original poverty and health cycle, Wagstaff (2002) mentions inadequate service
utilization as one of the ‘characteristics of the poor’ (see Figure 1) which influences patient
health. Respondents acknowledged this, but talked about the influence this has on their work
and the wider healthcare system rather than the individual health of patients. The findings of
this research thus provide a nuance to the work of Wagstaff (2002). During the observations,
respondents indicated multiple times that the majority of their work consists of treating relative
minor, and primary care related injuries and illnesses which ought to be dealt with in the
primary healthcare centres, while my respondents primarily work in secondary and tertiary
facilities. Respondents describe a shift of primary care away from primary care clinics and
towards the hospitals and other secondary and even tertiary level services. The volunteer
ambulance paramedic, for example, explained that there is a big problem with people calling
for an ambulance while they are not really in need of one, he goes on to describe that:
"Quite a lot of cases that we get called to are more primary healthcare related issues. There
are some emergencies and we do a bit of trauma, but a lot of work we go to is either an
exacerbation of a chronic condition, for example an unmanaged hypotension case or
asthmatics. It is a lot of chronic conditions, but also real primary care incidents with minor
injuries or illnesses.” (Peter, March 3, 2020)
The respondent who invited me to join his nightshift in the Mitchells Plain hospital too
explained that primary care level patients make up the majority of the work on weekdays.
Weekends are different though, as there will be many more violence and alcohol related
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incidents and trauma. He describes during the Wednesday nightshift in the secondary level
district hospital:
“You see, this whole night shift I only admitted one person to the ward, all other patients
could go after some simple test or pain medication. That could all have been done in the
primary care clinic.” (Adam, March 3, 2020).
During a quick break around 4am for some much-needed coffee, the whole team of doctors got
together and discussed the number of patients in the minor sections, the section for patients
classified with the lowest level of urgency. I noticed a slight sense of frustration among the
team as they had so far been treating a constant flow of patients with relative minor injuries and
illnesses, as they described. One of the colleagues of Adam, Heinrich who was the consultant
in charge of the department during the shift, expressed his dissatisfaction about the situation:
“Did you know that Elize [colleague on international working experience exchange from
Germany] is actually a fully qualified anaesthesiologist? And now she is treating constipation
here at our emergency department. There are just so many nonsense cases coming to the
hospital that take up so much of our time and expertise, it is ridiculous.”
(Heinrich, March 3, 2020).
Three explanations are provided for the shift of primary care away from primary healthcare
facilities and towards secondary facilities. The misuse of secondary healthcare service is firstly
explained in relation to the lack of education and knowledge. Second, inappropriate healthcare
utilization is explained with regards to the limited availability of primary care services and
financial constraints. The last explanations provided by respondents is concerned with
intentional choice and long waiting times. These three explanations will be discussed in more
detail below.

6.2.1

Misuse due to lack of education or knowledge

Education, or rather the lack of it, turned out to be an important explanation for the inappropriate
service utilization. The importance of education has already been discussed in relation to its
direct and indirect impact on the health of patients. Here the impact of insufficient education
and knowledge on the wider healthcare system is acknowledged. The importance of education
or knowledge became clear to me during the nightshift. After treating the first couple of
patients, a more serious case appeared at the emergency department as a diabetic lady had a
severe injury to her foot.
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“Most patients don’t have a clue what kind of illnesses they have and the type of medication
that they use. The fact that the diabetic-foot-lady knew everything about her medication is
very rare. Education is so important, when people know what is wrong with them and how
serious their condition is, they can better estimate whether they need to see a doctor in a
hospital like this lady, or whether they should just go to a primary care clinic. They should
know what to do when.” (Adam, March 3, 2020).
During the ambulance shift too this was a reoccurring problem; problem, because with limited
capacity in the public sector, all services and resources should be used as efficient as possible.
The urgency of the problem was explained to me as the volunteer service operates in a rather
secluded area of Cape Town with no hospitals or government ambulance stations in the area.
In an attempt to educate members of the community on the appropriate use of ambulances, the
volunteer ambulance service has set up a community outreach programme:
“We are hoping to get people to deal with emergencies and calling for ambulances
appropriately or having people able to make a difference in those cases where it actually is
life threatening.” (Peter, March 4, 2020).
The Mitchells Plain hospital has implemented a new triage system in an attempt to ease the
flow of primary care patients coming to the hospital:
“What is unique to this system is that the triage nurses are already able to send people home
who they think don’t need to be seen by a doctor. This is the first attempt to ease the burden
on the hospital and the doctors here.” (Elize, March 3, 2020)
The general director of the emergency department who I spoke with during the handover of the
night shift to the day shift, confirmed this but also underpinned that the situation is still
challenging and that primary care patients still find their way to the hospital:
“The human resource is the most expensive resource that we can use in this hospital, so it is
absolutely crucial that we use that resource as efficiently as we can, and I think that this is
something that we've really been able to do here. What you saw today is that this is very
difficult still, because there are so many cases that belong in primary care level clinics.”
(Reinhardt, March 4, 2020)
When bringing one of the patients by ambulance to a nearby hospital for further treatment, I
was told that they too treat a large share of primary care level patients at their facility. In an
attempt to ease this, staff encourages patients to think about whether their illness or injury is
serious enough to wait:
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“In the Victoria hospital, waiting times get so high that sometimes they have to put up a sign
outside that indicates the waiting times so patients can decide if they think that they are sick
enough to wait for that, or perhaps that they want to come back another time or visit the
clinic.” (Peter, march 4, 2020)
A lack of education or knowledge thus has a profound impact on the wider functioning of the
healthcare sector. Patients requiring primary healthcare find their way to secondary facilities
instead, causing increased workloads and waiting times in the already busy secondary hospitals.
They are unaware of the seriousness of their conditions and misjudge the gravity of it. Having
more knowledge or better education helps patients to make informed decisions on when to seek
which type of care. With education being the most important indicator for SES (Shavers, 2007),
it follows that people with a lower SES status generally have lower levels of education or
knowledge and thus are less able to obtain appropriate healthcare service compared to people
with higher SES and higher education. Socio-economic status thus has a direct impact on
people’s ability to use healthcare services appropriately.
6.2.2

Misuse due to limited availability of primary care and financial constraints

A second explanation provided by the respondent for the inadequate service utilization is the
combination between the unavailability of primary care clinics after hours and the financial
constraints of the patients using public facilities. On the ambulance shift, we discussed this
topic extensively:
“Often we will go to people on a Friday night and we ask them ‘Why didn’t you go to the
clinic yourself today or why did you not bring your child?’ and they will say ‘I was working, I
can’t afford to take a day off’. After hours, the primary healthcare options aren’t available
and the ambulance is seen as potentially their only option or at least the easiest and closest
option for them to start getting some healthcare. […] The fact that there is no 24-hour clinic
in the communities that the poor live in makes the problem so substantial. They can’t go
during regular office hours when the clinic is open. When they do have the opportunity to go
and see a doctor, there isn’t one available to them because it is too far away and it costs
money to travel.” (Peter, March 4, 2020)
When we were driving past the local fire station with the ambulance, the volunteer paramedics
explained that locals have been using the fire station as a kind of primary care clinic after hours:
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“We get called to the fire station so often. People use the fire station as a kind of clinic,
because it is open after hours. The fire fighters have some basic medical training, but when it
gets too complicated, they call for us. So, we go there often to see patients.”
(Trevor, March 4, 2020)
There are primary clinics available in the Houtbay area, but they are only open during office
hours leaving many patients unable to visit them. Patients proof to be resourceful in their quest
for primary care. Fire fighters, however, have more limited medical training than primary care
clinic staff. When the firemen medical knowledge is depleted, they have to resort to secondary
health services such as the volunteer ambulance service thereby increasing the volume of work.
The impact of the financial constraints of poor(-er) patients on the inability to seek care appears
two-fold. Firstly, they can’t take a day off of work and are therefore unable to visit the primary
care clinics during the day. However, patients are also struggling to reach the healthcare
services which are available to them due to financial constraints, which results in unnecessary
calls for ambulances to be used as a taxi-service, as one of the paramedics explains:
“They [patients] sometimes see us as a taxi service, a free ride to a nearby hospital which
they otherwise would not be able to afford. We have to explain to them that we will not be
there to pick them up from the hospital when they are done, which often leads many patients
not wanting to go to hospital because they can’t afford to take a taxi back home.”
(Peter, February 27, 2020)
Here too just as with lacking education and knowledge, SES has a direct influence on the ability
of patients to use services appropriately. People with lower SES, and thus lower income, cannot
afford to take time off to visit primary clinics during office hours and struggle more to reach
appropriate facilities than people with higher SES and higher income.

6.2.3

Misuse related to the intentional choice and long waiting times

Lastly, healthcare providers pointed at the inadequate use of services related to the intentional
choice of attending a hospital rather than a primary care clinic due to long waiting times and
insufficient resources at the primary level. This was something that stood out during the shift
in the Mitchells Plain hospital emergency department and was acknowledged by many of the
doctors who I spoke with during the night. What was particularly interesting was the
conversation I had with the German anaesthetist:
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“So maybe it was not super busy today, but it was a good day to see that most of the patients
that we are treating are actually primary care level patients. There are two reasons for
people to come to the hospital. First you have the group that are not educated and don’t know
when to come. Then there is the second group, which is the largest group, who knows that
they should actually be going to the primary care clinic but they don’t care and come to
hospital anyway.” (Elize, March 3, 2020)
Her colleague invigorates her argument by sharing her experience with a patient she just saw
who complained of chest pain:
“I just saw a patient that complaint of chest pain, that is what it said on the file. So when I ask
her what the problem is, she starts to explain all these vague things. So I asked ‘What is the
real problem tonight?’ and she says that she has some backpain. What she did is she just
faked the chest pain because she knows she gets labelled to orange and gets seen sooner.”
Q: “Does this happen a lot, that people fake their complaints?”
“Oh yes, it happens all the time. People know that they are coming in with nonsense
complaints but they just don’t want to wait in clinic.” (Dani, March 3, 2020)
Dani goes one to explain that patients should present at the hospital with a referral letter form
the primary care clinic or general practitioner, but in reality, this is hardly ever the case in the
Mitchells Plain hospital. The German anaesthetists Elize goes on to explain that the problem is
not unique to South Africa:
“It is a big problem, but not a unique problem. Where I work in Germany and Switzerland,
we have the same problem that the primary care is shifting to the hospitals which negatively
influences the flow of patients in the hospital. I guess it is just easy for people because in the
hospitals all the services are in that one place. I actually advised my sister back home to do
the same thing and go to the hospital to finally get the help she needed, because she has had
several appointments with doctors without getting the help that she needs.”
(Elize, March 3, 2020)
She goes on to explain the low threshold for people to go to hospitals and how this could
possibly change:
“Because the care for people is free, it is very easy for patients to come to hospital for small
things. There is a very low threshold for the people to come in. While if you have medical aid,
you know more or less what you pay for a doctor’s visit and therefore perhaps are a bit more
thoughtful before making an appointment. […] In order for this situation to change, it would
be a good idea to make it mandatory for every patient to first see a GP or primary care
doctor before they can go to the hospital.” (Elize, March 3, 2020)
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However, as another respondent, employed within another district hospital in a large Township
explains upon discussing the problem, this is easier said than done:
“Primary care is lacking resources. Patients are getting there, but primary healthcare is
overwhelmed: understaffed, under-resourced and can’t keep up with the population. You need
to alleviate that.” (Jason, February 1, 2020)
6.2.4

Primary healthcare facilities

The dysfunctionality and partial unavailability of the primary healthcare services is an
important reason for the misuse of services by patients, as the observations have made clear in
this chapter. The topic surrounding the functioning of the primary level of healthcare in Cape
Town has been extensively discussed with two of the respondents, who even mentioned this
level of care as the key to improve the entire healthcare system in the country. Jason was one
of the two respondents with whom I delved deeper in the topic after he mentioned that primary
care is so overwhelmed. Interestingly, this conversation took place a couple of weeks before
the observations were conducted at the emergency department and the ambulance shift; the
observations which were leading in the findings on the misuse of services. He went on to
explain a problematic funding situation, whereby tertiary level facilities are favoured over
primary care level clinics whereas he believes that preventing patients from entering in the
secondary and tertiary levels of care is crucial:
“Most funding has been going to the tertiary level hospitals, but they should have been
strengthening primary healthcare, then there won’t be so many of them in the system. The
problem is that we don’t have a primary healthcare level in this country. It is the most
neglected one but they see the bulk of patients. You have to go grassroot level. It is a longterm project, but the more you invest in primary healthcare the more you prevent
complications. People are starting to see this now.” (Jason, February 1, 2020)
The topic was also discussed with the doctor working in a large private hospital at the outskirts
of Cape Town. I asked this respondent what the private sector needs to be able to provide better
care to which he answered that there was nothing that they needed because they experienced
no obstacles in providing care and were able to deliver first level care (Moosa, February 24,
2020). Upon asking how this first level of care can also be achieved in the public healthcare
sector to ensure more equity between the public and private sector, he explained:
“I think that they [the government] should invest more in the primary level of care, so
patients can get earlier access to treatment. If you spend more resources at primary level of
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care… I think that the private sector is well staffed with primary care, but it is because the
doctors are at the first level of contact. At the public sector, and I don't want to talk bad about
the nurses, but the nurses don't have the same information, quality and training compared to
a doctor. The first point of contact within the public sector is often not a registered nurse, but
a nursing practitioner or an enrolled nurse. If they invest more in getting more doctors in
primary level of care, over time they can do earlier diagnosis, they have earlier access to
treatment, practice preventative medicine which will reduce the burden on the tertiary
healthcare and on the long-term it would lead to more equalization. It will also probably be
less costly if you invest more in primary level of care. The answer seems so logically, yet it is
not being done. […] They [primary healthcare facilities] tend to just get funding to at least
keep a facility afloat, while to me it seems this level need the most money because if you
practice preventive medicine, you prevent them from requiring tertiary level of care.”
(Moosa, March 9, 2020)
Both men plea for a change of focus in order to improve the overall healthcare sector, whereby
money should be invested in prevention and in tackling the reasons why people seek healthcare,
as Jason states clearly:
“If you want to fix the healthcare sector, you have to work on the primary sector. Go close to
society. You can throw a lot of money to a problem, but you have to go to what is causing the
problem.” (Jason, February 1, 2020)
Interestingly, primary healthcare has been the cornerstone of South Africa’s healthcare policy
in the post-apartheid era. Within 100 days of the inauguration of President Mandela, primary
healthcare was made available for free for children and pregnant women (Rispel, 2016). The
ANC further developed its plan for the post-apartheid health sector whereby a system based on
community health centres made up the foundation, providing widely available and free primary
level care for all. Such community based primary care is delivered through a district health
system (Coovadia et al., 2009). A fully functioning district health service was supposed to
ensure the delivery of quality, equitable primary healthcare services, address social
determinants of health and in so doing involve communities (World Health Organization,
1978). Primary healthcare embedded within a comprehensive health strategy was considered
crucial in achieving the goal of ‘health for all’ and was thought to reduce inequity (Thomas et
al., 2005) and improve health outcomes for South Africans (National Department of Health
(South Africa), 2014). South Africa appeared completely dedicated to this goal, as it signed the
declaration of Alma-Ata at the first International Conference on Primary Health Care which
comprised the fulfilment of this ambitious goal (Thomas et al., 2005).
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These policies, however, were not enough to turn around the overall performance of the South
African healthcare system after the apartheid regime (Rispel, 2016). Unfortunately, research
has shown that coverage of primary healthcare in South Africa is far from universal and that
the provision is inequitable and of low quality (Mills et al., 2004). Although improvements have
been made in trying to achieve healthcare for all through effective and widespread primary
healthcare, many of these earlier gains have been compromised by an ineffective national
response to the country’s multiple disease burden including communicable diseases, noncommunicable/life-style diseases and casualties resulting from violence and injuries which
have been discussed previously (Coovadia et al., 2009). A recent analysis on the progress and
fault lines of health sector transformation in South Africa identified the lack of a fully functional
district health system, which is the driving force behind primary healthcare, as one of the key
explanation for the current healthcare struggles in the country (Rispel, 2016). Constraints in
achieving this fully functional district health system include policy changes on the envisioned
role of local governments in providing primary care services, a lack of role clarity among the
national, provincial and local government health departments and a lack of trust and tension
between provincially and locally employed staff. In line with Jason’s argument, funding
problems too are mentioned as a cause for the problems. Problems are worsened by human
resource shortages, political consternations and ineffective and inefficient management (Rispel,
2016). The latter is also identified as fault line for the healthcare system as a whole, as discussed
previously.
In line with what the respondents have indicated, the functioning of primary healthcare has an
important impact of the functioning of the wider healthcare system. When linking the scientific
findings discussed in this section with the empirical data gathered through this research, this
impact of the misfunctioning of the primary sector on the wider healthcare sector appears to be
mediated through inappropriate service utilization; be it through misuse related to the limited
availability of primary care services and financial constraints or through the misuse related to
the intentional choice and long waiting times. The third reasons provided for the misuse of
services as indicated by the respondents, misuse related to a lack of education or knowledge, is
more difficult to link to the functioning of the primary care facilities. One could argue that
educating and informing patients on their health conditions and appropriate service utilization
falls under addressing social determinants of health, which a fully functioning district health
system was supposed to entail (World Health Organization, 1978). This way, the misuse related
to a lack of knowledge and education too can be related to the misfunctioning of the primary
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care services through the district health system. However, this relation would be implied as it
is not explicitly stated by the respondents. Nonetheless, the functioning of the primary care
services has a profound (negative) impact on the wider functioning of the health system.
6.2.5

(Un-)intentional misuse and access

There are different levels of intentionality to the inappropriate healthcare service utilization that
occurs. Regarding the first explanation, patients are unaware that they are misusing the services
and it is therefore a case of unintentional misuse. The second and third explanation, suggest a
certain level of deliberateness in the inappropriate use of services. Patients can’t visit primary
clinics because they are working during the day and therefore choose to go to hospitals in the
evening instead. Other patients don’t want to wait at the busy primary care level clinics and
therefore decide to use the incorrect services. But do they really not want to wait, or is it not an
option to wait in line for a couple of hours? And is it really a choice to go to hospital, when the
option of primary care clinics is financially out of reach?
Even when it is a conscious choice to go to the hospital rather than the clinic or to call for an
ambulance when they are not actually in need of one, caution is needed with using the word
‘abuse’ because of the limited choices patients possibly have. I want to relate the inadequate
service utilization to the definition of ‘access’ to illustrate this. In the chapter 2, the term
‘access’ was defined in relation to the use of healthcare services. It has been specified as the
freedom to use healthcare services (Harris et al., 2011) and the appropriate service utilization
as well as a sufficiently informed individual or household empowered to exercise choice within
the healthcare system (McIntyre, 2007; Thiede et al., 2007). ‘Access’ can be divided in a
supply-side and a demand-side. The demand-side consist of the freedom and opportunity to use
services (Thiede et al., 2007), the facilitation of the conditions that allow for appropriate service
usage and an empowered and adequately informed patient (Penchansky & Thomas, 1981;
Thiede et al., 2007). The supply-side on the other hand entails of a variation of healthcare
services available to people to accommodate different needs of different patients. It is argued
that the degree of fit between demand and supply-side determines the degree of access achieved
(Thiede et al., 2007).
With regards to the demand-side, this chapter has illustrated that public sector patients can
experience financial limitations in their use of services as well as lacking knowledge on
appropriate service utilization. For the supply-side, it has been shown that the unavailability of
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primary care clinics after hours has a big impact on the services that are available after business
hours. There appears to be a mismatch between the demand-side and supply-side, illustrating
problems in the access of (appropriate) services for public sector patients. Patients try to solve
this by using facilities that are (easily) available to them, even though they are perhaps not the
appropriate ones. This results in an increased load of patients in after-hours facilities such as
ambulance services and district hospitals, which puts (additional) pressure on such services.

In conclusion, this chapter demonstrated what respondents saw as problems in the functioning
of the public sector. Two issues emerged: mismanagement and inappropriate use of secondary
services. Mismanagement of finances and resources and corruption are mentioned as especially
problematic. Although it is difficult to determine the deliberateness of such actions, the
consequences are profound. There is much to be gained in improving management. Some
respondents even mentioned improved management to be more important than additional
resources to enhance the functioning of the sector. An interesting difference was found in the
functioning of management system between the public sector and non-profit healthcare
organizations which helps explain why the public sector management is struggling more with.
Non-profit organizations function more efficiently as they are much smaller in size and
management actions are therefore better controlled. The government acknowledges this to a
certain extent by funding mental healthcare non-profits to provide care which they themselves
seem unable to do.
Inappropriate utilization of healthcare services is the second problem widely acknowledged by
respondents. Although Wagstaff (2002) suggested in his poverty and health cycle that
inappropriate healthcare utilization affects patient’s health, my research nuances this finding as
respondents did not necessarily acknowledge the impact it has on patient health but more so on
their work and the functioning of the wider healthcare sector. I have observed three reasons for
this. Results show that socio-economic status has a direct impact on patient’s ability to use
services appropriately as low(-er) SES entails lower level of education or knowledge and more
financial constraints in accessing the proper services. The misfunctioning of primary care level
facilities have been found to be an important factor in the reasons for misusing facilities, and in
turn has a negative impact on the functioning of the wider healthcare system. The three reasons
arguably vary in their level of intentionality; one must be careful not to label such actions as an
abuse of services but rather a misuse of services. Patients are limited in their access to
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appropriate services. With access defined in terms of a demand- and supply-side, there appears
to be a discrepancy between the two which causes patients to use available healthcare services
inappropriately (Penchansky & Thomas, 1981; Thiede et al., 2007).
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7. Conclusion
This study examined the impact socio-economic inequalities have on the public healthcare
sector in Cape Town, South Africa and on the health status of individuals. Inequalities in health
and healthcare are widespread and extensively studied, though the current pandemic has
perhaps made them more visible than ever before. In so doing, it stresses the importance of a
thorough understanding of the influence SES has on health and the wider healthcare system,
thereby emphasizing the relevance of this research. The main research question reflected this
emphasis and reads: To what extent do socio-economic inequalities impact health and the
functioning of the public healthcare sector in Cape Town, South Africa? This question is
answered using two sub-questions.
The first sub-question was concerned with the impact of the country’s socio-political and
historic context on the healthcare sector and how this influences the health status of individuals.
What I’ve shown is that the socio-economic status of individuals and the distribution of
resources, can be ascribed to the country’s history of apartheid. Spatial segregation
implemented under the apartheid regime and limited supply of resources to neighbourhoods of
colour ensured that non-white South Africans struggled with obtaining healthcare (de Beer,
1986; Horwitz, 2009). Today, large income inequalities continue to persist between
neighbourhoods but also between urban and rural areas, as do differences in available resources.
According to the respondents of my research, present socio-economic inequalities but also the
distribution of healthcare resources can be traced back to apartheid regime. The apartheid still
is a big influencing factor for the city’s socio-economic climate and related inequalities.
The impact of socio-economic inequalities on health and healthcare is further illustrated in the
confirmation of the original poverty and health cycle. There was overall agreement on the
existence of an unequal disease burden, whereby people with lower SES suffer more ill-health.
Having low socio-economic status predisposes people to certain characteristics that cause more
ill-health, as Wagstaff (2002) explains in his model. The other way around, having poor health
or being ill has also been confirmed to cause diminished income. The emergence of the adapted
model serves as an additional confirmation of the relationship between socio-economic status
and health. The three social determinants of health identified in this research, living conditions,
nutrition and education, but also the impact of education and access barriers through delayed
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care-seeking thereby serve as a specification of the characteristics of the poor and are important
factors in the determination of socio-economic status (Adler & Newman, 2002; Andresen &
Miller, 2005; Baker, 2014; Shavers, 2007).
The impact of socio-economic inequalities has also been demonstrated in answering the second
sub-question related to the functioning of the public healthcare sector. The mismanagement of
resources and finances is a significant problem in the functioning of the sector, especially
corruption but also ineffective management of resources. In line with previous research
(Barron, 2008; Coovadia et al., 2009; Sanders & Chopra, 2006), respondents explained that
current management is not sufficiently skilled and does not have the necessary experience in
the sector to run it appropriately. With limited capacity in the public sector, available resources
should be used as efficient as possible. Establishing better management through employing
knowledgeable and honest people could effectuate this, respondents explain, and ensure more
and better care for the, often poor, public sector patients for example through improving
fundamental aspects of primary healthcare (South African Government, 2004).
The impact that inappropriate healthcare utilization has on the functioning of the public sector
was also extensively discussed and forms the second identified problem. The three reasons
provided for the misuse of secondary facilities vary in their level of intentionally, whereby the
dysfunctionality and partial unavailability of primary care is an important underlying factor and
has a profound impact on patient’s ability to access suitable care. From a supply-side
perspective, the limited availability of primary care affects the sector’s ability to accommodate
for the different needs of patients at all time (Thiede et al., 2007). When looking at the demandside of access to healthcare, this research showed that SES limits patients in the freedom to use
services, as low(-er) SES limits the facilitation of prerequisites to allow appropriate service
usage and being adequately informed (Penchansky & Thomas, 1981; Thiede et al., 2007).
Having low(-er) SES means that people have lower levels of education, leaving them less able
to obtain appropriate services. In addition, low(-er) SES and thus lower income affects people’s
financial capacity to visit primary care clinics during working hours or reach appropriate public
care services. Implementing a more primary care- and prevention-oriented approach is needed
to counteract this misfit between supply- and demand-side.
It is important to keep in mind that, as I mentioned throughout this thesis, respondents formed
a rather homogenous group of well-educated individuals with high SES who benefit from
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relative income security. In addition, the vast majority of respondents were employed in public
sector or non-profit healthcare facilities. It would be interesting to have future research include
respondents with more diverse background, including people employed in the private
healthcare sector. Moreover, it would be relevant to include more respondents employed in
primary healthcare facilities, as this research has shown the importance of this level of care in
the functioning of the wider sector. This would ensure a broader perspective on issues related
to health and healthcare and would result in a better understanding of it. The limited timeframe
and absence of ethical approval ensured that for this research I used snowball sampling.
Subsequent research, however, could opt for a more heterogenous group of respondents by
choosing a different sampling method.
Lastly, I want to mentioned that it is easy to get lost in the problems the sector faces and the
unfairness of how low socio-economic status translates into poorer health status. Although not
an explicit topic in this research, what radiates from all interviews is that the public sector and
the work of the healthcare professionals form an indispensable asset in obtaining care for the
many poor Capetonians, even though the sector is imperfect and severely stretched. Big steps
forward are made, while South Africa’s “young democracy” in general and healthcare sector
specifically are still recovering from “the social ills” of the past (Jason, February 1, 2020).
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Appendices
Appendix 1: List of respondents
Name
Fiona
Michelle
Hope
Prisca
Anna
Edward
Jason
Chrissi
Vanessa
Cara
Moosa
Sana
Kelly
Adam
Peter
Brigid
Anel
Matthew
Elize
Dani
Heinrich
Reinhardt
Trevor
Ieshaan
Trace
Taryn
Thembi

Occupation
Social worker for senior citizens
Junior doctor, community service
Tour guide Museum of Heart
Social worker
Senior registrar, pulmonology
Recipient of public healthcare
Respiratory consultant
Social worker
Junior doctor, community service
Medical student, President of SHAWCO
Diabetologist, internal medicine doctor
Junior doctor, obstetrics
Junior doctor, surgery
Junior doctor, emergency department
Intermediate life support paramedic
Medical intern from the UK
Medical intern from Austria
Recipient of public healthcare
German anaesthesiologist
Junior doctor, emergency department
Consultant, emergency department
Registrar, emergency department
Intermediate life support paramedic
Patient
Ugandan medicine student
Director Comcare Trust
Hospital administrator

Facility
Own foundation (NP)
Tygerberg Hospital (PU,3)
Groote Schuur Hospital (PU,3)
The Homestead Project for Children (NP)
Tygerberg Hospital (PU,3)
Khayelitsha Hospital PU,2)
Community Mental Health & Psychiatry (NP)
Community health centre Bloemfontein (PU,1)
SHAWCO (NP) & Red cross hospital (PU,3)
N1 City Hospital (Netcare) (PR)
Tygerberg Hospital (PU,3)
Tygerberg Hospital (PU,3)
Mitchells Plain Hospital (PU,2)
Houtbay EMS (NP)
Tygerberg Hospital (PU,3)
Tygerberg Hospital (PU,3)
Mitchells Plain Hospital (PU,2)
Mitchells Plain Hospital (PU,2)
Mitchells Plain Hospital (PU,2)
Mitchells Plain Hospital (PU,2)
Houtbay EMS (NP)
Mitchells Plain Hospital (PU,2)
Mitchells Plain Hospital (PU,2)
Comcare Trust (NP)
Maitland Cottage Hospital (PA)

Table 1. List of respondents. PU= public, PR=private, NP=non-profit, PA=provincial aided, 1=primary
level, 2=secondary level, 3=tertiary level.
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Appendix 2: Letter of certification
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Appendix 3: Indemnity forms Houtbay Volunteer EMS

General Indemnity Form
of the Hout Bay Volunteer Emergency Medical Service
I, …………………………………………………………………………………………….……(Full Names)
of. …………………………………………………………..…………………………………………….….……..(Address)
born on …………/………………/……………., do declare that I am a major and have the capacity to
and do: 1. Hereby renounce all claims against the Hout Bay Volunteer Emergency Medical Service
(hereinafter referred to as “the Service”), its servants or agents for compensation or
damages arising out of my conveyance in any vehicle belonging to, or seconded to and under
the direction of, the Service, (hereinafter referred to as “the vehicle”) whether sustained in
the vehicle or in the course of entering or alighting from the vehicle and whether caused or
occasioned by any act, neglect or default of the Service, its servants or agents.
2. Hereby agree to abide by and submit to all lawful instructions given to me by members of the
Service under whose care I have been placed whilst on or associated with the vehicle.
3. Declare that the risks attached to my presence on and around the vehicle have been
explained to me and I voluntarily accept them. Specifically, but not limiting the generality of
the aforesaid: •
•
•
•

Motor Vehicle Accidents.
Assaults with intent to cause my death or grievous injury.
Contracting dreaded diseases.
Enduring psychological harm,

4. Hereby indemnify the Service and its servants or agents, against any claim for damages
which may be brought against the Service and its servants or agents, arising out of any act
or omission of mine whilst on or associated with the vehicle.
5. Hereby warrant that I am least 18 years of age.

Dated at …………….…………..

……………………………
Witness One

this …… day of……………………………200….

…………………………………….
Applicant

……………………………
Witness Two

Indemnity form for Major Persons
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Pre - Ambulance / Hospital shift checklist
Please fill in as much information as possible!
Personal details:
Name & Surname:
ID number / Date of birth:
Address:

Age:
Code:

Telephone number:
Cell phone number:
Email:
Medical Aid:
Medical Aid Number:
Are you:
Primary Member:
Primary Member ID:
Preferred hospital:
Your religion:

Primary Member

Spouse

Dependant

In case of emergency, who should we contact?
Name & Surname:
Relationship to you:
Telephone number:
Cell phone number:
Name & Surname:
Relationship to you:
Telephone number:
Cell phone number:
Medical details:
Allergies:
Medication:
Do you have any heart problems:
Do you have any breathing problems:
Are you a diabetic:
Do you get seizures / fits / epileptic episodes:
Do flashing lights, loud sounds have an effect on you:
Do you have a hearing problem:
Do you suffer from motion sickness:
Do you wear glasses / contact lenses:
Are you an organ donor:
Do you have a bleeding tendency:
Any other condition / illness / situation we should know about:

Note that all information is treated confidentially.
It will only be divulged in emergency for your own personal benefit.

96

