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Key Challenges to Achieving Health for All in an Inequitable Society: 
The Case of South Africa

| David Sanders, MRCP, and Mickey Chopra, MSc

THE VAST INEQUALITIES IN
economic and social indicators
among middle-income countries,
such as South Africa and Brazil,
are widely recognized.1 In South
Africa, until the late 1980s,
apartheid institutionalized such
inequalities through labor laws
and highly unequal investments
in services for different racial
groups. South Africa is now a
country where the liberation
movement that opposed such in-
equality constitutes the core of
government and is under pres-
sure to address this legacy. We
present a policy analysis of South
Africa’s poor health performance
and persisting inequalities and
cite reasons for this apparent
anomaly by analyzing the na-
tion’s health situation and the
appropriateness of the govern-
ment’s policies for improvement.
The dominant global and na-
tional policy environment that
prioritizes the market and the
private sector discourages state
spending on “unproductive” so-
cial investment. We believe this
policy environment encourages
efficiency at the expense of eq-
uity and accounts largely for the
continuing health and welfare in-
equities, despite constitutionally
enshrined rights to health.

WEALTH, HEALTH,
AND INEQUALITY IN
SOUTH AFRICA

South Africa contributes al-
most half of the total economic
output of Sub-Saharan Africa,
and its per capita gross domestic

product (>$10000) makes it a
middle-income country.2 South
Africa’s health system has an in-
ternational reputation for (1) pio-
neering the world’s first heart
transplant in 1967, (2) contribut-
ing scientific understanding to
health issues such as severe
child malnutrition,3,4 and (3) in-
novating health systems, e.g.,
Kark et al.’s model of community-
oriented primary care.5

South Africa’s wealth and sci-
entific and technical capacity
notwithstanding, its health and
other social outcomes are dis-
crepantly poor in comparison to
other countries (Table 1). Fur-
thermore, this situation is deteri-
orating with the increasing im-
pact of HIV/AIDS. Between
1995 and 2002, life expectancy
at birth was estimated to have
declined by 16.3%, from 61.4
years to 51.4 years.6 It is esti-
mated that by 2015, average life
expectancy could fall by more
than 30% compared with 1996.7

The summary indicators
shown in Table 18 disguise ex-
treme disparities in both wealth
and access to services, which are
proving to be resistant to change.
The infant mortality rate per
1000 live births is still more than
4 times higher among Blacks
compared with Whites (47 vs.
11, respectively).9 In 2001, the
life expectancy of Blacks was 18
years lower than that of Whites
(51 vs. 69 years, respectively).6

Differences in infant mortality
across the 9 provinces of South
Africa also are large, ranging
from a rate of 61 per 1000 live

births in the Eastern Cape to a
rate of 30 in the Western Cape.9

There also is a great deal of vari-
ation within provinces. For exam-
ple, for the 3 to 4 million people
who still live in the former
Transkei Homeland area in the
Eastern Cape, the infant mortal-
ity rate is 99 per 1000 live
births compared with a rate of
28 in the largest metropolitan
area within the province.10 Any
plausible explanation for South
Africa’s poor performance in
health requires a disaggregation
of these inequalities and an
interrogation of their underlying
causes.

THE PATTERN OF 
ILL HEALTH AND 
ITS DETERMINANTS

The disease and death profile
in South Africa predominantly
reflects a society in which the
more-affluent sections of the
population have completed the
epidemiological transition, and
economically disadvantaged
groups continue to suffer from
pretransitional pathologies. Ac-
cording to the profile, infectious
diseases—and increasingly,
HIV/AIDS—affect the poor,
chronic diseases affect both rich
and poor and are associated
with an urbanized diet and life-
style, and a large burden of dis-
ease, particularly among the
poor, is the result of trauma and
violence.11 This is starkly illus-
trated by the pattern of adult
mortality across districts in
Cape Town (Figure 1).12

The health inequalities in
South Africa are rapidly
worsening. Since 1994, the
new democratic govern-
ment has initiated a num-
ber of large-scale policies
and programs with explicit
pro-equity objectives that
have improved access to
health care and other social
resources. However, these
policies and programs have
been constrained by macro-
economic policies that dic-
tate fiscal restraint and
give priority to technical
rather than developmental
considerations. 

We propose an approach
to improving health for all
that focuses on equity in
the allocation of health re-
sources. The implementa-
tion of pro-equity policies
requires, in addition to tech-
nically efficacious interven-
tions, both advocacy initia-
tives and communication
with, and the involvement of,
affected communities. The
Cape Town Equity Gauge
project is presented as one
example of a response to
the challenge of inequity.
(Am J Public Health. 2006;
96:73–78. doi:10.2105/AJPH.
2005.062679)
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TABLE 1—Selected Health Indicators for South Africa and 5 Other Comparable Countries

Cuba Malaysia Brazil Thailand China South Africa

2002 GDP per Capita, Purchasing Power Parity, US$ 5 259 9 120 7 770 7 010 4 580 10 070

2002 Public Health Expenditure, % of GDP 6.2 2.1 3.2 2.1 2 3.6

Children Fully Immunized Against Measles at 98 92 93 94 79 78

1 Year of Age in 2002, %

Physicians per 100 000 Population, 1990–2003 596 68 206 30 164 25

Children Younger Than 5 Years Below Average 5 . . . 11 16 16 25

Height, 1995–2002, %

Life Expectancy at Birth in 2000, Years 76.7 73 68.1 71 71 47.7

Infant Mortality Rate per 1000 Live Births, 2002 7 8 30 31 31 52

Source. UNDP World Development Indicators.8

Note. GDP = gross domestic product.

Source. Groenewald et al.13

FIGURE 1—Age-standardized mortality rates across health districts in Cape Town, South Africa, 2001.

In addition to the high levels
of communicable and noncom-
municable disease mortality, the
poor in Cape Town also have
very high rates of mortality due
to traffic accidents and violence.
The homicide rate in the poorer
districts of Cape Town exceeds
100 per 100000, a level almost
unmatched anywhere else in the
world.14 Overall, it is estimated
that premature adult mortality
(measured as the probability of a
15-year-old dying before the age
of 60) will reach levels close to
80% within the next 10 years.15

This distribution and pattern
of morbidity and mortality are
shaped by persisting inequalities
in major immediate risk factors,
such as the following. Rates of
malnutrition show a marked
gradient according to socioeco-
nomic status, with stunting rates
6 times higher among those in
the poorest quintile (30%) com-
pared with those in the richest
quintile (6%).16 Children who re-
side in the predominantly rural
and Black provinces, such as the
Eastern Cape, have much higher
stunting rates (20%) compared

with children who live in the
more urbanized and racially
mixed provinces (14%), such
as the Western Cape,17 and
are 9 times more likely not to
have had a skilled attendant
during birth (18% vs. 2%, re-
spectively).9 Their families also
are 2.5 times more likely to lack
food security (83% vs 31%),16

4 times less likely to have access
to safe sanitation (31% vs
7.5%),18 and 10 times more
likely to be using indoor pollu-
tants (e.g., firewood) for cooking
and heating (35% vs 3%).19

These inequalities are further
aggravated by other growing in-
equalities, such as employment
and income. From 1996 to
2001, the unemployment rate
among Blacks increased from
42.5% to more than 50% com-
pared with an increase from
4.6% to 6.3% among Whites. In
2001, 87% of the bottom 40%
of South African households had
0 to 1 working family members
and relied heavily on pensions
or remittances.20 Perhaps con-
tributing to a greater perception
of exclusion among the Black
majority is that a small minority
of Blacks is greatly benefiting
from the political transition. The
proportion of Blacks in the rich-
est quintile of the South African
population increased 5-fold from
1990 to 1995, when the popula-
tion increased from 2% to 10%.
This increase may well have
been at the expense of the poor,
because the poorest 40% of the
population have experienced a
drop in their share of income.
The level of income disparity
(expressed as the Gini coeffi-
cient) between Black households
increased from 0.3 in 1990 to
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Source. Doherty et al.28

FIGURE 2—Per capita health expenditures in South Africa, by province.

0.54 in 1998 (close to the na-
tional figure of 0.58).21

KEY GOVERNMENT
POLICIES AND
PROGRAMS

Since 1994, the first democra-
tic government has put in place
policies that address the apartheid
health legacy of racial discrimina-
tion, fragmentation of manage-
ment responsibility between dif-
ferent authorities, and centralized
control of resources.22 The pri-
vate health care sector, which
serves approximately 15% of
the population despite receiving
almost 60% of the health care
resources (financial and human),
remains largely unaffected by
these changes in policy and
organization.

During the immediate period
after political democracy was
achieved, several key pro-equity
policies were initiated in the pub-
lic sector. Among the most rele-
vant to health were a vigorous
building program for primary
health care facilities; the intro-
duction of free maternal and
child health care, which was later
expanded to free primary care
for all who used public sector
facilities; a primary school nutri-
tion program; an expansion of
basic water provision; and an ex-
tension of social welfare grants to
previously excluded populations.
More recently, antiretroviral
treatment for AIDS has been
made available to selected public
sector health facilities.

Although these bold national
policy initiatives improved access
to social resources and basic ser-
vices, their effect on outcomes is
less evident. We believe their
pro-equity impact has been com-
promised by factors that are
both contextual (policies that fa-
cilitate or constrain sustainable ap-

proaches) and technical (specific
program or intervention processes
that successful interventions share).

CONTEXTUAL
CONSTRAINTS

Political democracy in South
Africa came at a time when the
dominant thinking in develop-
ment policy favored fiscal strin-
gency and liberalizing the mar-
kets. These policies had a
devastating effect on employ-
ment and income levels among
the poor; thus, it will be difficult,
if not impossible, to successfully
surmount health and social in-
equalities without altering these
factors. Additionally, the govern-
ment’s real per capita investment
in economic and welfare infra-
structure declined by 14.1%
between 1995 and 2002.23 De-
spite the South African govern-
ment’s constitutional commit-
ment to equity, the stagnating
overall expenditure has made
achieving equity extremely
difficult.

Although there has been some
improvement in health spending

among previously disadvantaged
provinces, average real per capita
health expenditure has only in-
creased at an annual rate of
0.3% since 1998 (Figure 2).
After factoring in increases in
health workers’ salaries, this an-
nual rate translates into a signifi-
cant reduction in personnel
numbers—at least 19000 jobs
have been eliminated during the
past 10 years,24 and a high per-
centage of public sector jobs are
becoming vacant for a number of
reasons, including the migration
of large numbers of health pro-
fessionals, especially nurses, to
the United Kingdom and other
countries.25 Unfortunately, many
of these jobs have been elimi-
nated or are vacant in the poor-
est districts, which has resulted
in increasing inequalities in the
distribution of health personnel.
A recent study found that district
health expenditures ranged from
under $8 per capita per year
to $60.26 Furthermore, districts
with the greatest health needs, as
indicated by the highest levels of
deprivation, received the least
resources.26

The greater ability of wealth-
ier districts to absorb new re-
sources for HIV treatment pro-
grams is further widening the
gap in available public health
services.27 Also, the stagnation of
government health expenditures
in the context of rising morbidity
has led to an increasing propor-
tion of total health expenditures
coming from out-of-pocket
spending, thereby reducing the
amount of cross-subsidization
possible between the rich and
the poor.28

Even when significant re-
sources have been allocated (e.g.,
the primary school nutrition pro-
gram and water programs), their
developmental potential and sus-
tainability have been under-
mined by the drive to secure
short-term gains through engag-
ing private sector technicians and
suppliers and eschewing more
developmental approaches that
build community capacity and
stimulate local entrepreneurship.
The current approach is in line
with new public management
policies that focus on a slimmed
down state, reduced levels of
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public expenditure, increased ef-
ficiency in the provision of public
services through mechanisms
such as contracting and competi-
tion, and an extension of the pri-
vate sector’s role.29 The manage-
ment of water and sanitation
services in South Africa is an ex-
ample, because the construction,
operation, maintenance, and
management of water and sanita-
tion are rapidly moving from
local governments to private
companies.30 There is a concomi-
tant emphasis on cost recovery,
and the increasing introduction
of prepaid water and electricity
meters is the latest manifestation
of this. Unfortunately, there is in-
creasing evidence that this is hav-
ing a serious impact on public
health. The recent cholera epi-
demic in South Africa, which
infected more than 200000
people, has been traced to a com-
munity that was forced to use
polluted river water after being
unable to afford the tariffs for
purified tap water.31 Evans
conservatively estimated that
between 1994 and 2001, 9.8
million households had their
water turned off because of
nonpayment.32

The policy context in South
Africa influences not only the ap-
proach to the financing and man-
agement of projects but also their
technical features. For example,
there has been a technocratic ap-
proach to water and sanitation
provision, where the often inap-
propriate focus has been on
hardware—a large plant versus the
protection of small water sources—
at the expense of software—the
crucial social processes needed
to implement and sustain devel-
opment projects.33 The laborious
but indispensable processes of
engaging communities in the vari-
ous options for water and sanita-
tion, and developing their capac-

ity to assist in the construction
and maintenance of facilities,
for the most part have been es-
chewed in South Africa.34 Field
reports suggest that many new
water installations are failing be-
cause of lack of maintenance and
cost recovery.35,36

Another example is the pri-
mary school nutrition program,
which has contracted commercial
suppliers—who often provide rel-
atively expensive and nonnutri-
tious products—rather than en-
gage local, unemployed women
to cook meals with locally pro-
duced foods.37 Furthermore, the
foods supplied are often specially
devised products that are not
generally available through nor-
mal retail outlets or cultivatable
by those who still engage in sub-
sistence farming, which under-
mines the potential long-term
contribution to household food
security.38

These factors—technical and
contextual— also have con-
strained the success of HIV pro-
grams. President Mbeki’s reluc-
tance to take a central role in
the fight against HIV/AIDS is
well known, but this should not
overshadow the fact that South
Africa developed a comprehen-
sive AIDS plan more than 10
years ago and has committed
considerable resources to HIV
programs. The failure to contain
the epidemic can be traced to
the contextual changes of rapid
urbanization, the continued oper-
ation of the migrant labor sys-
tem, and the persistent poverty.
However, continual restructuring
of state structures, declining
budgets, and limited managerial
capacity—among other reasons—
have seriously curtailed the
state’s ability to mount a re-
sponse beyond condom distribu-
tion and health education.39

These weaknesses also have

limited the effectiveness of other
public health programs, both
those that are not so dependent
on a consistent and functional
health system (e.g., the Expanded
Program on Immunization)
(Table 1) and more complex pro-
grams, such as the prevention of
mother-to-child transmission
of HIV40 and tuberculosis41 and
the prevention and management
of severe malnutrition.42

ALTERNATIVE RESPONSES

Bridging the continuing gap
between health policy and real-
ity requires more explicit target-
ing of resources through mea-
surement of key disparities in
health needs and a social pro-
cess and application of effective
technologies to address these
needs.43 Successful large-scale
health and nutrition programs
are often based on cost-effective
health facility interventions asso-
ciated with broader intersectoral
interventions that include active
community involvement.44 Fun-
damentally, this involves some
sort of relationship between
local community-based struc-
tures and personnel and state
agents who have key technical
skills.45 Advocacy and commu-
nity mobilization are the keys to
securing the accountability and
the “political will” that are nec-
essary for influencing more eq-
uitable resource allocation, be-
cause local initiatives contribute
important insights for a pro-
equity approach to public
health programming.

The Cape Town Equity Gauge
(CTEG), which is 1 of 11 local
initiatives around the world,46 is
a partnership among the City of
Cape Town, the Provincial
Health and Welfare Depart-
ments, academic institutions,
nongovernmental organizations,

and community-based organiza-
tions. The CTEG’s goals are to
measure and monitor inequities
in health and health care to foster
community mobilization and to
generate advocacy action for pol-
icy change. The first CTEG proj-
ect included measuring health re-
source allocation, such as the
recurrent expenditure on, and the
distribution of, personnel in pri-
mary care facilities across the dif-
ferent districts of Cape Town.
This distribution has then been
compared with a composite
needs index, which includes data
on disease burden and other indi-
cators of deprivation (e.g., income
levels, provision of water and san-
itation, etc.) and has been calcu-
lated for each of the districts. The
findings showed a very stark
manifestation of the inverse care
law47; the districts with the high-
est burden of disease, such as
Nyanga and Khayelitsha, received
far fewer health care resources
than wealthier districts (Figure 3).

The involvement of local gov-
ernment policymakers and offi-
cials in the CTEG has required a
prolonged process of negotiation
and readjustment, because they
raised concerns about the types
of indicators to be measured and
the weighting of those measures.
These objections only had a min-
imal effect on the results, which
were eventually accepted, be-
cause the inequities are so large.
However, local government poli-
cymakers and officials have
found it extremely difficult to
shift resources away from the
wealthier districts. One reason in-
cludes a concern about loss of ef-
ficiency, because many of the
management and health systems
in the poorer districts are not
functioning well. While measure-
ment of this health equity gap
has included managers and poli-
cymakers, it is clear that without
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Source. Reagon et al.48

FIGURE 3—Primary health care expenditures per dependent population across health districts in Cape Town, South Africa.

sustained advocacy and orga-
nized community demand, signif-
icant change in resource alloca-
tion is unlikely to be affected.

The CTEG’s measurement
component has provided detailed
empirical information about
health inequities across the dis-
tricts; however, a more textured
insight into both the health man-
agement processes and the inter-
sectoral involvement has been
gained through a focus on a few
priority health problems—HIV/
AIDS and TB, diarrheal disease
and intestinal worms, and vio-
lence and trauma. The dual ob-
jective of this more in-depth
work has been both to facilitate
improved quality of care and to
engage affected communities
and relevant state sectors in a
process of analysis and action,
the latter involving both commu-
nity mobilization and advocacy.
One example is provided in the
next paragraph.

Local research showed high
rates of intestinal worm infesta-
tion among primary schoolchild-
ren in the Cape Town township
of Khayelitsha, which sparked

concern among local health
workers, teachers, and commu-
nity groups. A school-based de-
worming, education, and im-
proved sanitation program was
successfully initiated, but reinfec-
tion rates were high.49 The
CTEG team became involved at
this stage and facilitated feed-
back sessions during school
meetings, where teachers and
parents learned about the main
transmission routes (fecal con-
tamination). Parents were pro-
vided with low-cost cameras to
photograph community condi-
tions that they thought might be
contributing to the problem.
These photos showed that the
problem was a lack of proper
sanitation, a problem com-
pounded by the high water table
and the sandy soil in Khayelitsha
that prevented use of deep-pit
toilets. Teachers developed new
curricular materials about hy-
giene, and school administrators
committed themselves to improv-
ing water and sanitation facilities
within the schools. At the com-
munity level, a program was es-
tablished to test and evaluate

“dry sanitation” (urinary diver-
sion) toilets as an option for the
informal settlements. These
proved to be highly popular, be-
cause each family owned a toilet
that was close to their shacks.50

Access to sufficient potable water
and obtaining space/resources
for more dry toilets are problems
for the community members,
health workers, and researchers;
however, the National Depart-
ment of Water Affairs and
Forestry recently provided re-
sources to the Cape Town local
authority for wider dissemination
of this initiative. The focus of this
pilot program has been active
community participation in col-
laboration with the local govern-
ment and the Department of
Water Affairs and Forestry at all
levels—from choosing the toilets
and who tested them to training
and education to participation in
program management.

CONCLUSION

Post-apartheid South Africa is
an instructive case study of the
difficulties associated with re-

dressing social and health in-
equities. Despite constitutionally
enshrined social and economic
rights and universal and appar-
ent pro-equity policies, deep (and
deepening) inequalities persist.
This situation requires a different
approach—one that focuses on
the development of programs
and initiatives that can provide
models for larger-scale imple-
mentation. More importantly,
these initiatives must include the
measurement of inequities in re-
source allocation and quality of
caring processes, advocacy ef-
forts, and community member
involvement to enhance their
capacity to make demands for
health equity.
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