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Abbreviations 
 

ART Antiretroviral Therapy 
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BBR Bushbuckridge 

CCG Community Care Giver 

CEOC Comprehensive Essential Obstetric Care  

GP General Practioner 
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Summary 

This report provides highlights of the findings of 
the phase 1 Researching Equity in Access to 
Health Care (REACH) project, completed in 
2009. REACH aims to document levels of and 
inequities in access, according to socio-
economic status, gender, and urban/rural 
status, within the public health system for three 
services: maternal health (focusing on 
emergency and specialised needs at the time of 
delivery), tuberculosis care, and antiretroviral 
therapy.  

Detailed case studies were undertaken in 
"ÕÓÈÂÕÃËÒÉÄÇÅ ɉ-ÐÕÍÁÌÁÎÇÁɊȟ -ÉÔÃÈÅÌÌȭÓ 0ÌÁÉÎ 
(Western Cape), Soweto Region D of the City of 
Johannesburg (Gauteng) and Hlabisa (KwaZulu-
Natal). 

The first phase investigated who the users of 
services were and assessed whether they 
reflected the population in need (socio-
economically, gender, race, citizenship etc). 
Phase 1 also analysed the access challenges they 
experience with respect to availability, 
affordability and acceptability. 

During 2008 and 2009, the REACH project 
undertook exit interviews with approximately 
4,000 adult (+18 years) users of TB, HIV and 
maternal health services, carried out quality of 
care assessments in fifty health facilities, and 
analysed secondary data from a variety of 
sources to establish the socio-economic profile 
of facility catchment populations. In this report 
we present the analysis of access challenges 
faced by service users in the four sites. 

The key findings of this analysis are as follows: 

Ē Considerably greater access barriers 
experienced by rural compared to urban 
communities, with respect to distance, 
time, costs and staff attitudes.  

Ē The large health cost burdens experienced 
by women during their pregnancy and at 
the time of delivery, and the still 
inadequate coverage by a minimum 
package of antenatal care.   

Ē The generally more accessible nature of 
TB compared to ART services in all 
dimensions of availability, affordability 
and acceptability. 

Ē Considerable local variation in nature of 
services (e.g. home visits) and policies 
(e.g. birth companions).  

In addition to the rural-urban and socio-
economic differences in access, REACH aims to 
provide insights into other dimensions of equity 
such as gender, race and citizenship. For 
example, could systematic differences in access 
provide some insights into skewed gender 
patterns of utilisation? To what extent does the 
fact of being born in another province influence 
access? Further analyses are exploring these 
questions and finalising the comparison 
between socio-economic and gender profiles of 
users against that of populations in need.   

The first phase of the research raises a number 
of questions and issues that are being further 
explored during an in-depth qualitative phase of 
data gathering (phase 2) in 2010.    
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Who and what is REACH?  

REACH stands for Researching Equitable Access 
to Healthcare. The project is a four-year 
programme of work examining health system 
access and equity in South Africa, funded by a 
grant from the Canadian Teasdale-Corti Global 
Health Research Initiative.  REACH aims to 
develop a better understanding of the barriers 
to obtaining health care faced by people living in 
South Africa.  

Although the Constitution states that everyone 

has the right to essential health care services, 

many South Africans still do not have adequate 

access to quality health care services, and the 

apartheid legacy of highly unequal health and 

health care remains a reality. Inequities1  in 

access exist between public and private sectors, 

as well as within the public sector itself, 

especially between urban and rural areas.  

REACH aims to document levels of and 

inequities in access, according to socio-

economic status, gender, and urban/rural 

status, within the public health system for three 

services: maternal health (focusing on 

emergency and specialised needs at the time of 

delivery), tuberculosis care, and antiretroviral 

therapy.  

To this end we are conducting detailed case 

studies in four health sub-districts across the 

country: Bushbuckridge (Mpumalanga), 

-ÉÔÃÈÅÌÌȭÓ 0ÌÁÉÎ ɉ7ÅÓÔÅÒÎ #ÁÐÅɊȟ 3Ï×ÅÔÏ 2ÅÇÉÏÎ 

D of the City of Johannesburg (Gauteng) and 

Hlabisa (KwaZulu-Natal). Two of these sub-

districts, Bushbuckridge and Hlabisa, 

incorporate Demographic and Health 

Surveillance sites, providing invaluable 

information on catchment populations served 

by the health system. These case studies will be 

complemented by an analysis of existing 

national datasets (e.g. Demographic and Health 

Surveys). 

REACH study sites 

1  Inequities refer to the presence of avoidable and therefore unfair inequalities in the distribution of health and health care. 
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The project is past the mid-way mark and this 
briefing document is intended as an update of 
activities for our research user partners, 
research sites and a broader community of 
interested actors. It provides highlights of the 
findings of the phase 1 research, of which 
preliminary results (from three sites) were 
presented at a national meeting of project 

stakeholders in Johannesburg in February 2009.   

In this phase we have asked: who are the users 

of services and do they reflect the population in 

need (socio-economically, gender, race, 

citizenship etc.) of such services?  What access 

challenges do they experience with respect to 

availability, affordability and acceptability? 

What is the purpose of this briefing document? 

During 2008 and 2009, we conducted exit 
interviews with approximately 4,000 adult (+18 
years) users of TB, HIV and maternal health 
services, quality of care assessments in fifty 
health facilities, and analyses of secondary data 
from a variety of sources to establish the socio-
economic profile of facility catchment 
populations. 

The sampling methods were designed to obtain 
representative samples of users in the four sub-
districts and were tailored to the particular 
service profile of each tracer and sub-district. 
There were three main methods of sampling:  

For the ART and comprehensive essential 

obstetric care (CEOC) services in Bushbuckridge 

ɉ""2Ɋ ÁÎÄ -ÉÔÃÈÅÌÌȭÓ 0ÌÁÉÎ ɉ-0Ɋ ×Å ÉÎÃÌÕÄÅÄ ÁÌÌ 

facilities providing the service and allocated 

sample sizes relative to work loads.  

Ē For ART services in Hlabisa and all TB 
ÓÅÒÖÉÃÅÓ ×Å ÅÍÐÌÏÙÅÄ Á ȰÐÒÏÂÁÂÉÌÉÔÙ 
ÐÒÏÐÏÒÔÉÏÎÁÌ ÔÏ ÓÉÚÅȱ ÍÅÔÈÏÄÏÌÏÇÙȟ ×ÉÔÈ 
fixed cluster sizes. 

Ē For the HIV and CEOC services in Soweto 
where service provision is dominated in 
both instances by a very large tertiary 

hospital , a stratified (tertiary vs other 
services), self weighting sampling method 
was adopted.  

The methods, numbers of facilities sampled and 
sample sizes obtained are summarised in Table 
4 in the appendix. The target sample size was 
300 users per tracer per site. 

The following pages present updated 
descriptive analyses from the four sites and 
some preliminary thoughts on equity in access 
arising from these analyses.  

Phase 1 methods 

What is the method used for the REACH study? 

TB, HIV and maternal health services are used as tracers to assess equity in access and utilisation of services. 
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Profile of users 

Table 1 summarises some of the socio-
demographic data  on the users surveyed. TB 
services had a more even gender balance  than 
ART services, which were dominated by female 
users. This phenomenon has been reported 
elsewhere.  High proportions of interviewees in 
the two urban sites were born outside of the 
province , and had therefore migrated into the 
province during their life-time. This was 
especially true of TB and ART services in 
-ÉÔÃÈÅÌÌȭÓ 0ÌÁÉÎ ×ÈÅÒÅ ÉÎÔÅÒÖÉÅ×ÅÅÓ ×ÅÒÅ ÁÌÓÏ 
more likely to live in informal housing  and had 

poorer access to water supplies  than their 
Sowetan counterparts.  

The vast majority of these migrants were 
internal i.e. came from other provinces, while a 
small percentage (ranging from 1-9% of the 
total sample depending on tracer/site) came 
from another country. Educational levels  were 
slightly higher in Soweto than the other two 
sites, and interestingly, in women delivering in 
CEOC facilities compared to users of the other 
two services. 

 

Phase 1 results 

Why is the socio-demographic profile of users important? 

Socio-demographic data on users allow us to compare their socio-economic status with the overall community and 
therefore to evaluate whether services are being utilised in an equitable fashion, for example, whether the poorest 
segments of the community are reached by services. 

Table 1:  Socio-demographic profile of users surveyed 

Variable Tracer BBR Hlabisa Soweto MP 

Gender (% female) ART 76 62 81 75 

TB 55 53 49 53 

Born outside province (%) ART 8 1 36 82 

TB 10 1 30 72 

Deliveries 13 1 42 37 

Completed high school (%) ART 15 13 29 22 

TB 18 18 27 17 

Deliveries 45 32 55 35 

Living in informal housing (shack or tent) 
(%) 

ART 1 2 23 52 

TB 3 1 20 50 

Deliveries 1 0 23 27 

Tap in house or yard (%) ART 35 69 91 74 

TB 38 65 98 70 

Deliveries 42 56 94 92 

How are services utilised? 

Parallel use of other providers (ascertained for 
the 4 weeks prior to interview in the case of 
ART and TB and during the pregnancy for 
deliveries) was fairly common across all sites. It 
included both public and private providers 

(Table 2). Pregnant women were more likely to 
have made use of private providers ɀ more  than 
one fifth had consulted a private GP  in the 
previous month ɀ than users of the other two 
services. With the exception of pregnant women 
in Hlabisa, reported use of traditional healers  
was low in all sites and tracers. 
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  Tracer BBR Hlabisa Soweto MP 

% using any other providers ART 21 29 25 48 

TB 49 45 37 53 

Deliveries 51 62 40 41 

% using other public providers ART 16 18 16 42 

TB 38 36 32 46 

Deliveries 31 21 9 14 

% using private providers ART 7 16 13 15 

TB 19 14 9 17 

Deliveries 32 49 35 32 

% using GPs ART 2 12 6 8 

TB 6 10 6 6 

Deliveries 21 33 30 23 

% using traditional healers ART 2 1 0.3 0.3 

TB 5 2 1 4 

Deliveries 6 25 2 3 

Table 2: Use of other providers in prior 4 weeks by public and private provider (%)  

Between 60% (Soweto) and 74% (MP) of 
women interviewed in delivery services had 
attended antenatal services  for the 
recommended four or more times (Table 3). 
However, only one-third attended for the first 

time (booking visits) before the fifth month of 
pregnancy.  With respect to treatment 
adherence, one quarter of Soweto ART and MP 
TB service users, respectively, reported ever 
missing a dose of treatment. 

  BBR Hlabisa Soweto MP 

Deliveries:         

Had 4 or more antenatal visits 67 71 60 74 

First (booking) visit < 5 months 35 30 34 34 

Ever missed a dose of treatment:         

TB 10 
5 15 27 

ART 9 
8 25 13 

Table 3: Utilisation of tracer services 

How are services utilised? 

Among the users surveyed, there was parallel use of other providers that included both public and private providers 
as well as traditional healers.  There are still inadequate levels of antenatal service utilisation during pregnancy. 
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Figure 1: Mode of transport to facility 

Figure 2: Mean time (in minutes) required to utilise the service.  

(Note: time at clinic was for a visit requiring a doctor or nurse consult) 
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Geographical access was assessed by 
establishing mode of transport to health 
facilities. Respondents in rural BBR were much 
more likely than users in Soweto and MP to 
require some form of transport, rather than 
walk, to attend health services. In three of the 
sites, getting to the widely distributed TB 
services was much easier than the relatively 
centralised ART services (Figure 1).   The most 
accessible service was TB in urban Soweto, 

where 83% of respondents reported walking to 
the facility. Not surprisingly, almost all the CEOC 
sample had taken some form of transport to 
reach the delivery service (Figure 1). However, 
more than half the women in BBR and MP had 
had to use private transport , often hired at 
considerable cost (see below), compared to one-
third  or less in Soweto and Hlabisa where 
ambulance services appeared to be more 
accessible.   

How easy is it getting to services?  

Differences in modes of transport to ART and TB 
services were mirrored in travel and waiting 
times  (Figure 2). For example, utilising the ART 
clinic in BBR took a mean of 6.5 hours, 

compared to 1.2 hours for TB clinics in Soweto. 
In Hlabisa, ART and TB have similar access 
profiles. 
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Figure 3: Percentage of respondents in TB and delivery services offered an HIV test 

How easy is it getting to services? 

Users in rural areas were more likely to require transport to health facilities than in urban areas. TB services were 
more geographically accessible than ART services. Where ambulance services are available, women in labour have 
less need to hire private cars to transport them to delivery facilities. 

What services are offered? 

The availability of services was measured 
through assessments of the range of services 
provided ɀ established through the exit 

interviews as well as facility level quality 
inventories that also examined aspects such as 
staffing profiles and availability of supplies. The 
majority of people in the TB and delivery service 
reported being offered an HIV test (Figure 3).   

A high proportion of women delivering in all 
four sites reported receiving insufficient pain 
relief  during labour (Figure 4). This was 
especially prominent in rural BBR where the 
proportion rose to 68%. There were striking 
differences in attitudes to the presence of a 
companion during labour between sites. Eighty-

three percent (83%) of women from MP 
reported having a companion  during labour, 
compared to 2% in Hlabisa and Soweto. 
However, 47% of those delivering without a 
companion in Soweto said that they would have 
liked one, compared to 15% in Hlabisa. 

Figure 4: Experiences during labour: Insufficient pain relief and presence of companion 
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Figure 5:  Adherence-related interventions in ART users 
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ART clinic attendees in BBR and MP were more 
likely to benefit from more than one adherence 
related intervention such as support groups and 
treatment buddies than those attending services 

in Soweto (Figure 5), where self reported 
adherence levels were also lower (Table 3). 

Home visits  were far more frequently reported 
in MP than the other three sub-districts (Figure 
5). This could be related to the consistently 

higher ratios of community care givers (CCGs) 
per patient in the three MP facilities (Figure 6). 

Figure 6: Community Care-Givers per 500 ART patients per health facility 

What services are offered? 

Although HIV testing was consistently offered, the provision of other services varied considerably across facilities 
and sites. 

Are services affordable?  

There are two related aspects to affordability ɀ 
firstly, the actual cost  of utilising services and 
secondly, the ability to pay  for services. Ability 
to pay (ATP) is the household capacity to absorb 
the costs of utilising health care without leading 

to impoverishing effects.  It is measured by 
comparing the ratio of expenditure on health 
care relative to overall household income or 
consumption expenditure. As an indicator of 
relative ability to pay we show comparisons of 
employment rates and proportions of 
households receiving social grants between  
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Figure 7: Percentage of respondents employed and receiving grant income in their households by tracer 
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The costs of services include more than fees, 
from which the three tracer services are 
exempt. They include transport, supplies  (such 
as nappies or toiletries at time of delivery ɀ 
ÒÅÆÅÒÒÅÄ ÔÏ ÁÓ ȰÈÅÁÌÔÈ ÃÁÒÅ ÃÏÓÔÓȱɊȟ ÔÈÅ ÐÕÒÃÈÁÓÅ 
of food, child care  and other incidentals such as 
ÐÁÙ ÐÈÏÎÅÓ ɉÒÅÆÅÒÒÅÄ ÔÏ ÁÓ ȰÏÔÈÅÒ ÃÏÓÔÓȱɊȢ  

Reflecting patterns described above, the 
transport costs were higher in ART than TB 
services and in rural compared to urban areas 
(Figure 8). An ART service visit in BBR cost an 
average of R47, compared to R3 for a TB service 
visit in Soweto, a 12 fold difference 

Figure 8: Mean transport (return journey), health care and other costs of using ART and TB services 
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tracers and sites (Figure 7). As expected, 
employment rates were lower in rural BBR and 
Hlabisa than the two urban sites. In the latter 
two sites, women delivering in CEOC facilities 
were also more likely to be employed than their 
counterparts in TB and ART services. The 

pattern was the opposite for proportions of 
households receiving grant income ɀ which 
were higher in the two rural compared to urban 
districts. This suggests appropriate targeting of 
grants.  
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Figure 9: Mean transport (one way), health care and other costs of delivery 

The costs incurred during delivery were high in 
all four sites, from a mean of R185 in MP to 
R278 in BBR (Figure 9). The largest share of 
costs are health care fees (despite the free care 

policy), medicines and other supplies for the 
mother and baby while in the health facility 
(such as nappies and sanitary towels). 

In addition to these outlays, women using 
delivery services had spent a mean of R140 
(BBR), R188 (Hlabisa), R105 (Soweto) and R81 

(MP) on other health care providers during the 
pregnancy. 

Are services affordable? 

Ability to pay for services was lower in rural compared to urban areas, although this is partially compensated for by 
higher proportions of households receiving grants in rural areas. Money spent on utilisation of services was higher 
in rural than urban areas, for ART than TB services, and for deliveries compared to other services. 

Are services acceptable? 

The acceptability of services was assessed in a 
number of ways ɀ they included staff attitudes, 
amenities , as well as overall satisfaction  with 
services.  Interviewees were asked to indicate 
whether they felt staff respected them or not. 
The percentage of respondents who felt 
respected by all staff varied considerably ɀ from 
35% of women delivering in Hlabisa to 95% of 

TB patients in Soweto (Figure 10). Respondents 
in rural areas were less likely to feel respected 
by all staff than those in urban areas; women 
delivering generally less so than the other two 
tracers.   

Roughly 10-20% of women reported being 

shouted at during labour. 
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Figure 10: Acceptability of staff attitudes in tracer services 

Figure 11: Acceptability of amenities in tracer services 
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Respondents were asked if they were always, 
sometimes or never able to talk to nurses or 
doctors in private at the facility. ART and TB 
clinic attendees in BBR, Hlabisa and Soweto 
×ÅÒÅ ÍÏÒÅ ÌÉËÅÌÙ ÔÏ ÒÅÓÐÏÎÄ ȰÁÌ×ÁÙÓȱ ÔÈÁÎ ÉÎ 
MP, or amongst women giving birth in all four 
sites (Figure 11).  

Reflecting patterns of time use described earlier 

(Figure 2), the majority of ART clinic users 

ÁÇÒÅÅÄ ×ÉÔÈ ÔÈÅ ÓÔÁÔÅÍÅÎÔ ȰÑÕÅÕÅÓ ÁÒÅ ÔÏÏ ÌÏÎÇ 

ÁÔ ÔÈÉÓ ÆÁÃÉÌÉÔÙȱȠ 4" ÃÌÉÎÉÃ ÁÔÔÅÎÄÅÅÓ ÉÎ 3Ï×ÅÔÏ 

were least likely to complain of this problem 

(Figure 11). 

Are services acceptable? 

Respondents in rural areas were less likely to feel respected by all staff than those in urban areas. Those attending 
ART services were more likely to complain of long queues than those attending TB services. 


