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In 2007, the governing party resolved to implement National Health 
Insurance (NHI), setting in motion the process of developing a policy 
to effect this resolution. The Minister of Health then appointed a 
Ministerial Advisory Committee on NHI, which worked with the 
Department of Health, leading to the release of the Green Paper.1 
The NHI pilot programmes began in 2012, marking the beginning 
of a 14-year implementation period for the new health system. The 
move towards NHI signifies a radical health policy shift from an 
inequitable two-tiered private/public system to a national single-
payer system that will ensure universal health coverage accessible to 
all citizens and legal residents – free at the point of care.

NHI is in line with the prevailing international consensus that 
universal healthcare systems reduce social disparities in health 
through removing financial barriers to health services.2-4 The 
current two-tiered system leaves the public sector underfunded, 
under-capacitated, and lacking in infrastructure and resources 
compared with the private sector, and NHI will reduce these 
inequities by drastically improving public healthcare.4,5 In line 
with the third United Nations Millennium Development Goal, to 
promote gender equality and empower women, NHI healthcare 
reform also has the potential to promote gender equality.6,7 It could 
greatly improve the health of women and girls by providing all 
South African citizens and legal residents with health coverage and 
by strengthening public facilities used by the majority of all females 
residing in the country.

This paper provides insight on gender differences in public 
perceptions on NHI. Popular support is critical for effective 
implementation of NHI. Following the publication of the Green 
Paper, some have argued that NHI is not a positive step for the 
country’s development.8 The critics argue against the fundamental 
constitutional principle of the right to healthcare. In this paper we 
provide empirical evidence that this resistance does not in fact reflect 
citizens’ opinions on NHI.

Public perceptions on NHI have been measured previously;9,10 
however, gender differences in perceptions of NHI have not yet been 
explored. There are gender differences in health-seeking behaviour,11 
and these may affect perceptions of NHI. We hypothesise that, since 
females have much to gain from the implementation of NHI, their 
rates of support will be higher than those of males. To examine public 
perceptions on NHI and gender differences, this paper analyses 
data from a national public opinion survey to answer the following 
questions: (i) to what extent does the public support NHI? and (ii) are 
there gender differences in the degree of support?

Methods
The data used are from the Human Sciences Research Council 
(HSRC)’s 2010 South African Social Attitudes Survey (SASAS), an 
annual cross-sectional population survey that assesses contemporary 
public opinions. SASAS yields a nationally representative sample of 
adults aged 16 and older, using the HSRC’s Master Sample framework 
that consists of 1 000 primary sampling units.12 The study used a 
questionnaire to measure perceptions on NHI. In August - October 
2010, data were collected through face-to-face interviews with one 
randomly selected respondent per visiting point. The NHI module 
was administered to 3  112 respondents; the response rate was 
89%. When the sample data were weighted and compared with the 
mid-year population estimates in terms of sex, age and race, a less 
than 3% difference was found, suggesting that the sample is indeed 
nationally representative13 despite its exclusion of institutionalised 
and homeless people. Ethical clearance was received from the HSRC 
Ethics Committee.

The 2010 data reflect public opinion on NHI before publication 
of the Green Paper in 2011. The forthcoming 2012 South African 
National Health and Nutrition Survey will track opinions following 
its release. Data on NHI perceptions were sex-disaggregated and 
stratified by demographic characteristics (race, marital status, 
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education level, employment status and location of residence), 
self-assessed health status and type of healthcare used (private, 
public, etc.), and are presented in Table 1. The cut-off point for 
strong support of NHI was set at 60%. Differences ≥5% between 
comparable groups were considered worthy of comment. Using 
SPSS version 20, chi-square tests were conducted to test for 
differences between groups. A p-value of <0.05 was considered 
statistically significant.

Results
Overall, support for NHI was very high (Table 2); 90.8% of 
respondents believed that NHI should be a national priority, and over 

80% would prefer it to the current healthcare system. Most thought 
that it was better to provide NHI than to hold down taxes, that NHI 
would be good for their families, and that NHI would improve the 
quality of healthcare. Nearly 70% of respondents would use NHI if 
services were free.

Support for NHI was stronger among females than males (Table 2): 
a higher proportion of females than males preferred NHI to holding 
down taxes (76.1% v. 70.0%), and thought that their families would 
be better off with NHI (76.1% v. 68.5%) and that NHI would improve 
healthcare quality (76.1% v. 70.8%).

Gender differences in the level of support for NHI between racial 
categories were statistically significant for black African, coloured 
and white females. All three racial categories supported NHI at 
higher rates than their male counterparts (Table 2). Black African 
and coloured females supported NHI the most, and white males 
supported it the least. Females supported NHI regardless of their 
marital status (Table 2). Single females appeared to be stronger 
supporters of NHI than single males, and indicated that they 
thought introduction of NHI was preferable to holding down taxes 
(79.1% v. 69.1%).

Both males and females were supporters of NHI but the strength 
of support depended on level of education. In general, females 
supported NHI in higher rates than males regardless of educational 
status (Table 3), although gender differences were only statistically 
significant for some primary or secondary education and for tertiary 
education. Females with some primary or secondary education were 
the highest supporters of NHI among males and females according 
to education level. Interestingly, females with tertiary education 
supported NHI over holding down taxes at a higher rate than their 
male counterparts. Females with tertiary education compared to their 
male counterparts also indicated that they would utilise NHI services 
(70.4% v. 46.1%).

There was more support for NHI among females compared with 
males across all employment categories (Table 4). Females who were 
students, unemployed or underemployed, and pensioned or disabled 
were the strongest supporters of NHI. Similar to respondents with 
tertiary education, male students supported holding down taxes over 
NHI at higher rates than female students (20.4% v. 6.9%).

Females generally supported NHI at higher rates than males 
across all locations of residence (Table 4), although gender 
differences were only statistically significant for those living in 
formal urban or rural tribal authority areas. Females living in rural 
tribal authority areas compared to their male counterparts were the 
strongest supporters of NHI: they believed that NHI would improve 
the quality of public healthcare at a higher rate than did their male 
counterparts (87.3% v. 77%).

Regardless of health status, there was more support for NHI 
among females than males (Table 5). Gender differences were 
statistically significant for those in poor and in good health. Females 
in poor health supported NHI the most, particularly thinking it more 
important than holding down taxes compared with males (78.8% v. 
67.7%). A higher proportion of females than males in good health 
also thought that their families would be better off with NHI (75.7% 
v. 65.4%). There was stronger support for NHI among females than 
males regardless of type of healthcare facility (Table 5), gender 
differences being statistically significant among medical scheme 
members and public health facility users. Importantly, females who 
used the public system supported NHI the most, indicating that they 
would prefer NHI to holding down taxes at a higher rate than males 
(81.9% v. 72.8%). Even females with medical scheme membership 
thought that their families would be better off with NHI at a higher 
rate than their male counterparts (67.4% v. 52.3%).

Table 1. Demographic characteristics of the SASAS 2010 
sample by sex (%)

 
All 

(N=3 112)
Males 

(n=1 268)
Females

(n=1 844)

Sex

Male 47.8    

Female 52.2  

Race

Black African 76.6 76.1 77.1

Coloured 9.3 8.5 10.1

Indian or Asian 2.9 3.5 2.5

White 11.1 11.9 10.3

Marital status

Spouse 44.7 46.3 43.2

No spouse 55.3 53.7 56.8

Education

No education 3.4 1.8 4.8

Some primary/secondary 53.9 50.1 57.5

Secondary 31.8 35.3 28.6

Tertiary 10.9 12.8 9.1

Employment status

Full-time 28.8 36.2 22.0

Un/under-employed 44.5 35.7 52.7

Pension/sick/disabled/other 13.6 13.0 14.1

Student 13.1 15.1 11.2

Location of residence

Urban formal 54.7 56.7 52.9

Urban informal 10.9 10.4 11.3

Tribal 28.9 26.3 31.2

Rural formal 5.5 6.5 4.7

Health status

Very poor/poor 16.9 14.9 18.7

Average 26.9 26.9 26.9

Good/excellent 56.2 58.2 54.4

Type of health care

Medical scheme member 24.9 28.1 22.1

 Pay out of pocket/go without 19.0 21.0 17.2

 Public/mostly public system 56.0 50.9 60.7
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Discussion
Public support is critical for the effective 
implementation of NHI over the next 14 years. 
Support for NHI has grown from 56.9% in 20059 
to 73.2% in 2008.10 The present study indicates 
that support for NHI has increased again, now 
standing at 90.8%. This overwhelming support is 
not surprising, given the challenges presented by 
the public health system on the one hand and the 
high cost of private healthcare on the other, as was 
observed by McIntyre et al., who found that the 
majority of South Africans were dissatisfied with 
the current healthcare system and thought private 
health care was expensive.10 Even medical scheme 
members are not fully protected from health costs; 
according to McIntyre et al.,4 they accounted for 
over 60% of out-of-pocket healthcare payments. 
This may explain why people belonging to 
medical schemes supported NHI in 200810 as well 
as in the current study. Okorafor suggests that the 
NHI tax may have little impact on the demand 
for private health insurance;14 however, our study 
conversely suggests that over half of medical 
scheme members would indeed utilise NHI.

Racial differences continue to define 
perceptions of socio-economic policies in South 
Africa. Although the majority of whites supported 
NHI, 42.7% of white males and 33.8% of white 
females would prefer the government to hold 
down taxes rather than make healthcare accessible 
to all. Historical and current inequalities from 
the legacy of apartheid could explain these 
differences. Whites had and still have access 
to education, employment and private medical 
insurance at higher rates than other race groups; 
they therefore contribute proportionately more to 
taxes.15 Nevertheless, their contribution should 
be judged against the fact that all South Africans 
contribute to VAT, which comprises 27% of tax 
revenue.16

Support for NHI was strong among both 
males and females; however, the data support our 
hypothesis that females are stronger supporters 
of NHI than males. This support is independent 
of race, marital status, education, employment, 
location of residence, health status and type of 
healthcare used.

The stronger support for NHI among single 
females compared with single males could be 
because single females are more likely to earn lower 
incomes and to be single parents than their male 
counterparts. Partnered females’ stronger support 
of NHI compared with partnered males could 
be explained by females’ gendered role as family 
caregivers. Education seems to play an important 
role in support for NHI, as more respondents with 
little education (especially females) than those 
with higher education supported NHI. Lower 
support of NHI among respondents with higher 
education could be because they are more likely 
to have higher incomes and to pay higher taxes 
than those with less education. Most interestingly, Ta
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the proportion of male students (1 in 5) who would prefer to hold 
down taxes rather than provide coverage to all was more than double 
the rate of female students having that opinion. Students’ likelihood 
of having privileged socio-economic backgrounds could discourage 
their support for NHI; however, females with higher education are 
likely to earn less than males, and the socialisation of females as 
caregivers could encourage female students’ empathy for others and 
result in increased support for NHI.

As expected, support for NHI was found to be stronger among 
the unemployed than the employed, possibly because unemployed 
people are less likely to be members of medical aid schemes. Females 
living in rural tribal authority areas face barriers to healthcare access 
such as affordability and accessibility10 that could explain their being 
the greatest supporters of NHI according to location of residence.

Medical scheme membership is largely determined by socio-
economic status, and the majority of medical scheme members 
(89%) belonged to the two richest household quintiles.4 This could 
explain the observation that a higher proportion of males than 
females were members of medical schemes.10 Similar to findings from 
2008,10 we found increased support for NHI among public health 
users (particularly females) and less support among medical scheme 
members, which could suggest that public healthcare users recognise 
the benefits of NHI to the public health system. Finally, those in poor 
health supported NHI more than those in good health. Individuals in 
poor health are likely to be more frequent users of the health system 
and therefore may be more inclined to recognise the benefits NHI 
has to offer. The much higher proportion of females in poor health 
who supported NHI over holding down taxes compared with males 
in poor health could be explained by their being more likely than 
their male counterparts to seek medical attention.11 However, despite 
medical scheme membership and health status, females were stronger 
supporters of NHI than males.

Females’ stronger support for NHI could be influenced 
by a combination of factors: their lower socio-economic status 
(employment, income and education), lower medical scheme 
membership, and poorer health status compared with males. However, 
other unmeasured factors must be taken into consideration. Females’ 
gendered role as caregivers could encourage them to perceive NHI 
as a benefit not only for themselves, but also for their families and 
communities. Females have a particular interest in the health of their 
families, as they are the ones who care for children and the elderly – 
two groups that often have health problems. Furthermore, females’ 
sexual and reproductive health needs as well as their poor health 
status could encourage them to seek healthcare more frequently than 
men; they are therefore important users of health systems.

What do these gender differences in NHI support mean? To 
answer this question, it is necessary to consider the context within 
which females express their views on NHI. Females in this country 
carry a huge burden of disease, mainly HIV, tuberculosis and other 
chronic diseases.7,17 Additionally, they face high maternal mortality 
rates and gender-based violence.18,19 Females face specific challenges 
in the health system related to inequitable access to health services 
(particularly for those living in rural areas), gendered stigma from 
healthcare providers, disregard for sexual and reproductive rights, and 
dependence on the public health system because low income and un/
under-employment bar membership to private medical schemes.7,18 
Furthermore, in their gendered roles of mothers and caregivers, 
females disproportionately suffer the repercussions of an inequitable 
health system.7,17 They care for children who suffer from preventable 
conditions requiring frequent healthcare visits. They are the major 
users of the public health system, which is inadequately staffed, 
overcrowded, and experiences frequent shortages of medicines.7,17 

A well-funded health system would be able to increase health 
personnel in each facility and reduce overcrowding, thereby 

Table 3. Perceptions on NHI by sex/education level (%)

 
 
 

No education
(n=122)

Some primary/secondary
(n=1 636)

Secondary diploma
(n=911)

Tertiary diploma/ degree
(n=377)

Males Females Males Females Males Females Males Females

Should NHI be a top priority?

Top priority 59.8 71.6 71.3 76.1 71.0 70.6 64.7 74.6

Important priority 27.0 11.7 17.3 16.9 21.0 19.2 25.8 14.5

What is more important, NHI or holding down taxes?

Coverage for all 73.2 73.9 72.7 81.1 70.6 69.8 57.5‡ 66.6‡

Holding down taxes 9.4 4.4 19.1 12.7 21.7 21.7 38.9‡ 25.1‡

Would you prefer the current medical aid system or NHI for all?

NHI for all 92.9 80.1 80.3 85.3 76.5 79.6 71.8 74.8

Will you and your family be better off with NHI?

Better off 89.1 71.6 70.6† 81.0† 70.3 71.0 50.9 63.9

Would NHI make the quality of healthcare you receive better?

Better 89.1 60.5 73.7* 82.7* 71.8 68.4 52.5 69.8

Would you utilise NHI if you could use services for free?

Yes 43.6 63.6 72.4 71.0 67.7 66.4 46.1* 70.4*

*Indicates significance at p<0.05. †Indicates significance at p<0.01. ‡Indicates significance at p<0.001.
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augmenting the attention healthcare providers 
are able to pay to patients. A well-funded health 
system may also reduce or even end shortages of 
medicines.

Since females bear the brunt of a non-
functional healthcare system, they are looking 
for relief. Research has shown that with regard 
to healthcare it was most important to South 
Africans that primary healthcare workers were 
adequately trained and could carry out patient 
referrals, that medicine was available, and that 
staff-patient interactions were empathetic.20 
Furthermore, researchers found that non-
medical scheme members incurred a higher 
burden of medical payments in comparison with 
medical scheme members, that poor households 
paid a disproportionate share of out-of-pocket 
payments, and that some of those eligible for fee 
exemptions were still required to pay at the point 
of care.10 To females, having NHI means that they 
will not have to worry whether they can get an 
ambulance to take them to the nearest facility to 
obtain timely care, or whether they will be asked 
to pay at the point of care. Indeed, there are other 
barriers in addition to socio-economic factors 
that females face in accessing healthcare and that 
should be kept in mind while moving forward 
with NHI implementation (e.g. transportation, 
education, caregiving responsibilities, stigma of 
going to a clinic, stigma and poor treatment 
from health providers, or belonging to specific 
vulnerable groups such as women who have 
sex with women, gender non-conforming 
individuals, and sex workers). Ultimately, it 
remains evident that NHI has great potential to 
improve the status of females’ health.

Support for publicly funded healthcare 
systems is high in other countries. Public support 
for Medicare in Canada is over 85%, and the 
health system is considered fundamental to the 
country.21 Similarly, most Australians support 
Medicare over holding down taxes.22 Support 
is also high in other middle-income countries 
where publicly funded systems were introduced 
more recently. Public support for NHI in Taiwan 
is consistently close to 70%,23 and in Thailand 
public support was found to be over 89%.24 These 
examples are promising for South Africa, as they 
suggest that public support for NHI will continue 
well beyond the initial stages. Finally, the health 
systems of Canada, Australia, and Thailand are 
among the top 25% in the world according 
to the World Health Organization (WHO) 
global rankings of health systems, a measure 
that considers both quality and cost of care,25 
confirming again that NHI has the potential 
to bring about positive change to healthcare in 
South Africa.

Conclusion
We set out to answer two questions: (i) to what 
extent does the public support NHI? and (ii) are 
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there gender differences in the degree of support for 
NHI? On the basis of the study results, we conclude 
that South Africans overwhelmingly support NHI 
and that females support it to a greater extent 
than males. Most interestingly, the majority of the 
population would prefer to support NHI rather than 
to hold down taxes, suggesting that the government 
can move NHI forward with confidence that the 
majority of the population supports the policy. 
Nevertheless, it remains worthwhile to consider the 
minority’s views and evaluate their impact on the 
design of NHI.

The right to healthcare access is guaranteed by 
the South African Constitution and is a goal of the 
NHI policy. NHI has the potential to reduce gender 
inequality in healthcare through significantly 
reducing the disproportionate monetary barriers 
to healthcare that females face, and this potential is 
reflected by females’ stronger support of NHI. The 
WHO highlights that the consideration of gender is 
important to the development of health policy,26 and 
Amollo has previously argued that females should 
be actively involved in the design and planning of 
NHI.7 Because of NHI’s impact on the health  of 
females (and because they are more likely to use 
the services at first implementation), we concur 
that it is important that their voices are heard in 
public discourse and community consultations, and 
that gender considerations are included as South 
Africa moves forward with this critically important 
improvement to its health system.
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