
Accessing the Point of Health Care Delivery

Poor rural communities experience several 
barriers to fully realise their right to access 
quality health care. The following stand out:

   Accessing the point of health care delivery

   The quality and availability of health care 
at the point of delivery

   The acceptability of health care services 
provided. 

This second issue of Rural Health Update deals 
with Accessing the Point of Delivery at Primary 
Health Care level. The high levels of inequity 
in South Africa’s two-tier health system, with 
those in most need of health care experienc-
ing the worst access to care, has led to several 
policy initiatives aimed at achieving Universal 
Access. To this effect, the NHI Green Paper 
states that “access should be free from any 
barriers and any inequalities in the system need to be minimised1” and that “everyone is accorded protection from financial hardships 
linked to accessing these health services2.” To achieve the goals of Universal Access, it is important to consider the specific barriers and 
financial hardships, rural communities face in accessing health care. 

One such barrier is accessing the ‘point of delivery’, usually the clinic or district hospital, in terms of cost and effort. 15% of poor 
South African households live more than an hour from the closest clinic and 20% live more than an hour from the closest hospital3. 

These are mostly rural households, their difficult access is further constrained by the high levels of poverty in the rural areas4, the large 
distances to health care facilities and the lack of a public transport system. The very ill and people with disabilities are the worst off. 
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KEY QUESTION: 

CAN UNIVERSAL ACCESS BE ACHIEVED WITHOUT ADDRESSING THE TRANSPORT QUESTION?

UNIVERSAL ACCESS AND TRANSPORT

A d v o c a c y  P r o j e c t
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1 National Department of Health (2011). Policy on National Health Insurance, Government Gazette No.657 Section 52e.
2 National Department of Health (2011). Policy on National Health Insurance. Government Gazette No.657 Section 53.
3 Health Reform Note 1 (2010). The Role of Primary Health Care in Health Reform.
4  Day, C.,Baron, P., Massyn, N., Padarath, A., English, R., editors. District Health Barometer (2010/11). Chapter 6 Socio-economic indicators and Equality: The Deprivation Index. Durban: Health Systems Trust (2012).



The Researching Equity in Access to Health Care (REACH) project 

Over a five-year period from 2007 to 2012, the Researching Equity in Access to Health Care 
(REACH) project5 explored equity in access6, and barriers, to maternal deliveries, antiretrovi-
ral therapy and tuberculosis treatment in four sub-districts in South Africa (two rural – Hlabisa 
and Bushbuckridge, two urban – Cities of Johannesburg and Cape Town). Amongst others, 
the study found that the cost of transport was a key access barrier to care, causing stress and 
anxiety for patients, and sometimes leading to interruptions in ART and TB treatment, and 
delayed or irregular antenatal visits7. Some ART patient spoke of having to borrow money 
for transport from relatives, neighbours or money lenders. Often having recently interrupted 
treatment (due to complex reasons, including financial difficulties), upset and worried about 
how to pay back transport-related loans, theirs was a precarious and borrowed access: 

[...] at times you’ll find that I didn’t have money to come here and my mother would have to go to the money laundering people to borrow so that 
I can be able to come for my treatment, I suffered a lot when I was sick. (Crying) (Nozipho Nzima, 33, ART, Bushbuckridge) 

Transport costs

Whereas poor urban and poor rural households are both affected by transport costs, the table below shows that these costs are higher in rural 
areas. In addition, rural users were more likely to face additional direct costs such as food, child care and communication, as well as greater 
opportunity costs associated with longer travel times, than urban users.
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Figure 1: cost of transport urban and rural patients (both ways) * costs collected in 2008/9 ** to and from facility ***other costs including food, child care and air time.

A fragmented, overloaded health system and the frequency of visits compounded the burden on patients, urban and rural alike, as illustrated 
by the following quote:

My sister had promised to get me some money on that day but she only came back after eight, and they told me to be [at the hospital] in the 
morning, so I thought that if I were to go there at that time they wouldn’t attend to me, I then decided to [go] the next morning on a Tuesday. When 
I got there the doctor explained to me that they won’t be able to attend to me, they only attend people from D Clinic on Mondays, (Sthembiso 
Nene, 20, Johannesburg, delivered under a tree).

Access to ambulances was found to be very problematic. For maternal deliveries, half of the 16 women interviewed in the qualitative phase 
of the REACH study had delivered before arriving at a facility, either at home or en route. Four delivered at home waiting for transport (mainly 
ambulances), and two delivered on the way to the facility. 

[...] you can die while waiting for an ambulance to come get you. And sometimes you find that you don’t even have money for transport. (Hlelo 
Qulu, 27, home birth, Johannesburg).
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It [is] difficult for me because when 
coming to the clinic I have to use the 
little amount that I have and it costs me 
R26.00 to come and return; and you 
find that sometimes I don’t have money 
to come to the clinic (Mdiduzi Ndaba, 
37, TB, Bushbuckridge). 

5  REACH is a collaboration between the Health Economics Unit, UCT; Centre for Health Policy, Wits; School of Public Health, University of the Western Cape; Centre for Health Economics and Policy Analysis, McMaster; McMaster 
Institute of Environment and Health; Rural AIDS and Development Action Research Programme, Wits Africa Centre for Demography and Population Health, UKZN.

6 Access was conceptualised as a dynamic ‘fit between the health system and users, along dimensions of Affordability, Availability and Acceptability.
7  Cleary, S., Birch, S., Chimbindi, N., Silal,S. & Mcintyre, D. (2013). Investigating the affordability of key health services in South Africa. Social Science & Medicine, 80, 37-46
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With her fourth baby, Zandile Luthuli (27) from Bushbuckridge felt dizzy and her waters broke 
while at home: “My neighbour called an ambulance and the ambulance didn’t come” and 
the baby was born – quickly - at home. When the ambulance had still not arrived after the 
baby was born, neighbours hired a car for R100, which transported her and the newborn to 
the hospital. 

These are concerning findings, even more so given the high maternal mortality rate in the 
country. Several other studies also found negative links between transport, poverty and 
access to health care in rural areas. A study aiming to answer the question “Why patients 
miss follow-up appointments”, found that lack of adequate transport was the main reason 
for missed appointments, followed by health reasons and finances8. In a study on access 
and chronic care in a rural district in Mpumalanga, Goudge et al concluded that the cost of 
accessing health care can have catastrophic implications or poor households, with transport 
costs being a significant contributor9. Lack of transport is an even greater barrier to access 
to health care for disabled people. There are few public transport systems available for 
disabled people in rural areas, particularly people using wheelchairs. The situation is the 
same for the elderly, the frail and the very ill. The implications of poor access to affordable 
transport options are delayed health-seeking behaviour and an increase in loss to follow-up. 
This has negative implications for the NHI’s objective to improve equity and health outcomes.

Policy options: Addressing the transport question 

Whereas the overall goal of the proposed NHI is to achieve access to quality health care 
for all, regardless of ability to pay, it is not clear if rural communities will have one of their 
greatest cost contributors addressed; the transport question. Whereas urban communities are 
expected to reap the benefits of improved access and choice through private sector contract-
ing under the NHI, funded through the national NHI fund, this benefit remains negligible for 
rural households. With few GPs and other private providers in rural areas, the public sector 
will by far remain the most common health care provider to the rural patient. It would thus 
be just and fair to allocate a portion of the NHI funds to an area of greatest need for rural 
communities; the cost of transport. 

Subsidised transport 

Other countries have attempted to overcome the transport question by introducing trans-
port vouchers to poor households1011. Studies have shown improved health outcomes 
after the introduction of such vouchers in China, Taiwan, Korea, Nicaragua and Mexico 

. The introduction of transport vouchers financed through the NHI does however not dismiss 
the Department of Transport and the Department of Rural Development and Land Reform 
from implementing a Rural Transport Strategy with utmost urgency to ensure that the infra-
structure is available to transport poor health care seekers in the most remote areas of our 
country. In addition the following interventions are supported and recommended:

Decentralised care and the role CHWs

The implementation of the re-engineering of primary health care strategy will bring health 
care services closer to home. In relative terms, rural areas need more community health 
workers and home-based caregivers per 
capita, to reach the same amount of people 
for prevention, treatment and care. In the 
REACH study, community health workers 
reported facing the same barriers of distance 
and costs as their patients. The time and cost 
factor for rural outreach services need to 
be incorporated into planning and budget 
allocations. 

Integration of health services

Despite progress the need for further integra-
tion of services remains. This was apparent 
in the REACH study for ART, TB and mater-
nal services, two or all three of which might 

  Greater access barriers are experi-
enced by rural communities  
compared to urban ones, with 
respect to distance, time and costs.

  15% of poor households live more 
than an hour from the closest clinic 
and 20% live more than an hour 
from the closest hospital.1

  Affordable and reliable transport 
options are vital for universal access 
to health care, but currently largely 
absent in rural areas.

  Whereas the potential NHI contract-
ing of the private sector will likely 
improve access to health in urban 
areas, the same benefits will not 
extend to rural communities.

  Health strategies, such as NHI, 
should not only promote equity 
in access to health care regard-
less of socio-economic status, but 
should also promote equity in 
access, “regardless of geographical 
location.” 

  In achieving universal access 
close collaboration between 
the Department of Health, the 
Department of Transport and the 
Department of Rural Development is 
required. 

  Given the cost burden on rural  
communities, there is merit in  
introducing both transport vouchers 
as well as pregnancy grants.

Key Points
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8  G. Van der Meer and J.W. Loock. Why patients miss follow-up apointments: a prospective control-matched study. East African Journal of Public Health 2008; Volume 5, Number 3.
9  Goudge, J., Gilson, L., Russel, S., Gumede, T., Mills, S., (2009). Affordability, availability and acceptability barriers to health care for the chronically ill; Longitudinal case studies from South Africa. BMC Health Services Research; 9-75.
10 See for instance: http://rtc.ruralinstitute.umt.edu/IL/RuralFacts/TrnVoucherfacts.htm, http://www.grant-tracker.org/news/rural-transport-fund-voucher-scheme
11  Rob,U., Rahman, M., Bellows, B.,(2009-2010). Using vouchers to increase access to maternal healthcare in Bangladesh. Int’l. Quarterly of Community Health Education, Vol.30(4) 293-309.

Karl le Roux



Rural Doctors Association of Southern AfricaC e n t r e  f o r  R u r a l  H e a l t h

Contact details:
Email: info@rhap.org.za | Phone: 011 356 4100 | 

 Fax: 011 339 4311 | www.rhap.org.za
Physical Address: 

SECTION27 (Incorporating the AIDS Law Project)
23 Jorissen street, Braamfontein, Johannesburg

Postal Address: 
RHAP c/o SECTION27

PO BOX 32361, Braamfontein, 2017

Collaborating Institutions of the “REACH” initiative:

• Health Economics Unit, UCT
• Centre for Health Policy, Wits
• School of Public Health, University of the Western Cape
• Centre for Health Economics and Policy Analysis, McMaster
• McMaster Institute of Environment and Health
• Rural AIDS and Development Action Research Programme, Wits
• Africa Centre for Demography and Population Health, UKZN

be required by the same person, who would 
have to return to a facility on different days 
for different treatments.

The role for social welfare and grant system

There is a call to be made for a pregnancy 
support grant to assist women, including with 
antenatal attendance and their deliveries. 

CARMMA strategies (Campaign On 
Accelerated Reduction Of Maternal And 
Child Mortality In Africa)

Implementing key CARMMA strategies 
will help address the transport challenges 
experienced by pregnant women, including 
the maternity waiting homes and obstetric 
ambulances, which seek to tackle distance, 
cost and timing barriers. Yet, while impor-
tant, there is an additional need to address 
the factors that create the unwillingness or 

inability of ambulances to go into areas perceived to be dangerous or unsafe (hostels, informal areas, dangerous/no roads). These are impor-
tant contextual factors that fuel transport barriers to access.

Conclusion

Rural communities face disproportionate barriers when it comes to accessing health care in terms of time, distance and costs. This Rural Health 
Update advanced the argument that the concept of Universal Access needs to be defi ned differently. Policy initiatives aimed at promoting 
access to health care “regardless of socio-economic status”, should also promote equity in access “regardless of geographical location”. All 
reasonable measures should be put in place to ensure rural communities’ access is not limited by their place of residence.  

RU
RA

L 
H

EA
LT

H
 U

PD
A

TE
 - 

N
O

. 2

4

Izak De Vries


