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Abstract
The financial situation of households is related to their access to healthcare and their level of deprivation. This study 
analysed the factors that influence access to healthcare among low-income households in Gauteng, South Africa. A 
quantitative cross-sectional design was adopted using the binary logistic regression technique, drawing on the Gauteng 
City-Region Observatory Quality of Life 2020/2021 data, consisting of 9700 observations randomly drawn from eight 
municipalities. Based on marginal effects, the study findings revealed that seven factors significantly influenced access 
to healthcare. That is, healthcare source, nonuse of public facilities, proximity to a healthcare facility, satisfaction with 
healthcare services, medical aid, health status, health work, social health activities, and chronic illness. More effort is 
needed to harness Gauteng’s economic progress towards alleviating poverty and increasing opportunities to lift low-
income households out of the poverty trap. Investment in an advanced public health care system, public–private sector 
coordination, improved health budget allocation, and doctor-patient ratio will reduce the out-of-pocket costs of poor 
households.
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1  Background

The Sustainable Development Goal 1 (SDG) aims to eliminate all forms of poverty for all people while improving the lives 
of the poor and marginalised [1]. Poverty is defined as the living standards of a population being lower than they should 
be due to low birth rates, low educational attainment, and low per capita real GDP [2]. Approximately half a billion peo-
ple worldwide are impoverished due to healthcare-related costs [2]. Rising healthcare prices cause people to cut back 
on necessities such as food and clothing. This can create debt, harm family welfare, and lead to poverty. Catastrophic 
health costs are the term used to describe this kind of expense caused by health problems that push households into 
poverty [3]. Households are classified as poor based on their education, income, and employment. Income substantially 
impacts households’ lives [3]. Poverty lines measure the poverty status of households, with most lower-class/low-income 
households earning below the upper-bound poverty income. The upper-bound poverty income in South Africa is R1335 
[4]. Lower-class households have limited financial resources and cannot afford health care [5]. For low-income groups, 
the risk of major diseases and poverty influence one another. Low income causes households to sink when they face 
high medical expenses, often choosing to skip treatment, worsening their health status, and causing them to fall into a 
vicious cycle of poverty [6]. At times, chronically ill people will quit treatment and have “suicidal tendencies” [7].
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About 80% of the South African population relies on public health care due to limited income and unemployment [8]. 
The Constitution of the Republic of South Africa Sect. 27(1) provides the right to healthcare services (including repro-
ductive health), adequate social security, water, and food. Consequently, the National Health Insurance (NHI) aims to 
ensure that all South Africans, regardless of socioeconomic status, have access to high-quality public and private health 
facilities, removing financial barriers to health care [8]. These provisions are violated, especially in Gauteng, South Africa, 
where the healthcare sector is underfunded and poorly managed. The Gauteng province did not meet the human rights 
obligations that ensure safeguarding, advancement and access to satisfactory healthcare services for residents of the 
area: Only 12% of the 54 public health facilities examined operated at or above 50% capacity. Only one clinic performed 
above the required standards to claim acceptable care. This has a detrimental impact on people since they cannot afford 
private health care due to the increasing cost of living despite stagnant earnings, poor social services, and the high 
unemployment rate (32.9%) [9].

The study answers the following questions:

o What are the factors that influence low-income households’ access to healthcare?
o What are the policy implications for low-income households’ access to healthcare?

A quantitative case study design was adopted, using the binary logistic model drawing on Observatory Quality of 
Life data from eight municipalities in Gauteng. The study hypothesises that low-income households earning below the 
lower bound poverty income tier are more likely to have limited access to healthcare than households earning above the 
upper bound income category (healthcare source, non-use of public facilities, proximity to health care, health satisfac-
tion, medical aid, health status, health work, social health social activities and chronic health illness).

Numerous studies have demonstrated that the socioeconomic class of an individual can significantly impact their 
health and well-being [10, 11]. Generally, people in the upper class tend to live longer, enjoy better health, and suffer 
fewer physical disabilities than those in the lower class [12]. Previous research in Gauteng has focused on socioeconomic 
factors as determinants of healthcare access in specific municipalities [13, 14] and hospitals [15, 16]. Finally, some studies 
have targeted all Gauteng municipalities, where households were not classified based on poverty status [17, 18]. This 
study aims to contribute to the existing literature on access and healthcare care deprivation by targeting vulnerable 
low-income households classified through deprivation in the eight urban municipalities of Gauteng.

The article is structured as follows: introduction, literature review, materials and methods, results, discussion, conclu-
sions, and policy recommendations.

1.1  Theoretical position

Poverty is ’the absence of basic resources or the lack of one or more factors that enable individuals and families to 
assume basic resources and enjoy fundamental rights (these are non-monetary or direct measures)” [19]. The literature 
on poverty has classified individuals based on their education, income, and occupation. These elements can influence 
class structure [20]. The lower income class, which is the subject of this study, includes households earning less than the 
upper-bound poverty income [21]. In South Africa, the lower poverty line as of April 2021 was estimated at R624, and 
R1335 as the upper-bound poverty line [4]. A poverty line estimates the minimum income level needed to secure neces-
sities [4]. Low-income households are susceptible to poverty and various indicators related to health poverty, since most 
of these households are in debt and spend a lot on transport and food with lesser savings [22].

The human capital theory perceives health as a long-term capital stock that produces healthy time. Individuals inherit 
a portion of this stock, which depreciates with age and can be augmented by investment. Health is a long-term asset 
that brings benefits through direct utility (such as feeling better when we are healthier). By allowing us to invest healthy 
time in the market (such as producing goods and services through employment or starting a business) and non-market 
activities (such as leisure time) [23], The "shadow price" of health is determined by several factors other than the cost of 
medical care. It is demonstrated that the shadow price grows with age if the rate of depreciation on the stock of health 
rises across the life cycle and reduces with education if more educated persons are more efficient producers of health. A 
rise in the shadow price can decrease the demand for health services while increasing the required inputs [23]. According 
to this study, human capital is positively correlated with income inequality, indicating unequal economic opportunities 
and an unequal education system. [24]. Chronic diseases influence the structure and revenue generation [25].
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1.2  Empirical literature

Socioeconomic determinants of health are one of the major domains of poverty, reflecting unfavourable social disad-
vantages [26]. The empirical literature shows that health poverty is influenced by socioeconomic factors, such as geo-
graphical differences, income and employment status, and infrastructure amenities [27]. For those who live in poverty, 
social determinants of health can be attributed to childcare and education, parental health literacy, physical environ-
ment, family social support, intimate partner violence, family mental illness, domestic drug use, exposure to firearms 
and family finances and physical environment [28]. Factors that influence the health status of low-income households 
include various elements other than medical aid: low educational achievement, unstable housing, lack of employment, 
health insurance and access to care [26, 29, 30].

Low-income households struggle to buy enough food. Furthermore, the food they can afford is poor quality, high in 
calories, and low in nutrients. Healthy and rich in nutrients are typically more than unhealthy foods [31], which deter-
mines the quality of their health [32].

Other factors include fewer opportunities to exercise in urban areas, limited availability of affordable healthy foods 
in the local food environment, visible marketing of fast-food products (including sugar-sweetened beverages), unfair 
access to efficient, high-quality, and all-inclusive health services (with an emphasis on wellness promotion, disease 
prevention, and cure-care referrals) are prevalent in South Africa [32]. Access to health and social services is affected by 
poverty, racism, and social stigma. These are among several examples of complex factors that impact population health 
due to their complicated interactions with individual characteristics, behaviors, and outcomes of disease prevention 
and treatment in South Africa [33].

However, several studies showed that socioeconomic classes could predict individual health [10, 11]. Compared to 
the lower class, the upper classes have longer life expectancies, better health statuses, and less possibility of physical 
disability [12]. Lower socioeconomic status is associated with poor health and shorter life expectancy [34]. Lower-class 
household members are 1.5 times more likely to die before age 85 than the affluent. Being of a lower socioeconomic 
status can reduce life expectancy by 2.1 years (41% for males and 27% for females). This is due to health risks such as 
hypertension, obesity, excessive alcohol consumption, and a sedentary lifestyle [12]. Low income can also have severe 
consequences for low-income households [7].

This study bridges the gap through methodological and context contributions to the literature on healthcare access 
targeting low-income households vulnerable to extreme poverty in urban municipalities in developing countries.

2  Methods

This section presents the materials and methods used in the study: data and sampling methods, and the empirical model.

2.1  Data and sampling

The study used primary data from the Gauteng City Region Observatory (GCRO) Quality of Life (QoL) collected in 2020 
and 2021 as a sampling frame for the head of household. A four-multistage stratified cluster sampling approach was 
employed to collect GCRO QoL data (2020/21) from selected adult individuals as respondents. Multistage stratified 
cluster sampling is advantageous over pure random sampling in terms of the logistic viability and economic efficiency 
[35]. During the first two stages, the Enumerator Areas (EA) within each ward were randomly selected using a probability 
proportional to size (PPS) sampling technique to serve as clusters for visiting locations. Subsequently (step 2), residential 
housing units as points of interest were selected using simple random selection [36]. The next stage involved choosing 
a home at the visitation point and choosing an adult respondent residing in that household [37].

All respondents were personally interviewed at their residences. The study allowed a random sample of 13616 
respondents from 529 districts in the Gauteng City Region (i.e., City of Ekurhuleni; City of Johannesburg Metropolitan 
Municipality; City of Tshwane Metropolitan Municipality; Emfuleni Local Municipality; Lesedi Local Municipality; Merafong 
Local Municipality; Midvaal Local Municipality; Mogale City Local Municipality). The study retained 9700 households 
classified under the two income categories (lower-bound and upper-bound poverty income). All data from the QoL 
surveys are publicly available under a CC BY-SA 4.0 license.
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2.2  Empirical model

In this study, the dependent variable was the level of poverty among Gauteng households, denoted by the poverty 
income in the lower and upper bound. To investigate such data, we used a binary logistic model, drawing on previ-
ous literature [12, 38, 39].

The binary logistic model can model a binary dependent variable with multinomial results, eg, y = 1, 2, …, m. The 
structural model can be expressed as.

where y = household income with two levels, lower bound poverty income,1 and upper bound poverty income 2; xi = vec-
tor of nonrandom explanatory variables observed of healthcare determinants; and εi = an error of random term with 
mean 0 and variance 1. 

Assuming that the error term is normally distributed, the likelihood of observing a specific value of y is;

where Φ(·) is the standard normal distribution function.
Individuals need R624 monthly to meet their basic needs (food poverty line) in South Africa. In this paper, we 

use two poverty lines, that is, R890 for the lower bound poverty line and R1335 for the upper-bound poverty line 
[4]. Given the structure of the income ranges used in the GCRO QoL (2020/2021) dataset, the closest income range 
used as a threshold between the lower and upper bound poverty lines corresponds to R801-R1600. The dependent 
variable (poverty level) is examined according to exogenous variables observed (healthcare determinant captured 
in the GCRO QoL (2020/2021); source of healthcare, non-use of public facilities, healthcare proximity, health satisfac-
tion, medical aid, health status, health work, social health activities and chronic diseases as defined in Table 1. These 
factors are exhaustive of the Quality of Life Survey and are adopted based on the World Health Organisation [40]. 
These factors are categorised into five broad categories: genetics, behaviour, environmental and physical influences, 
medical care, and social factors, all with significant impacts on health and access and use of health care services.

3  Results

This section presents the results of the study. The first section presents descriptive statistics, diagnostic tests, and 
findings based on marginal effects.

3.1  Descriptive statistics

About 2975 (30.7%) respondents earned below the upper-bound threshold poverty line -R1600). Most respondents 
(66.4%) obtain health care from public health facilities, followed by 23.5% from private facilities. Only 0.6% and 0.3% 
receive health care services from traditional and spiritual healers. Of the respondents who do not use public health 
facilities, the majority (54.8%) indicated that the quality of care provided is the key deterrent, followed by the long 
queues at the facilities (18.9%), while the cost of health services (1.0%) was the least of the hindrances reported. 
Around 73.8% of the respondents use healthcare facilities in their communities and 65.5% were satisfied with the 
services rendered.

In particular, 16.5% of the respondents also reported dissatisfaction with the services received in healthcare facili-
ties within Gauteng. Most (77.8%) of the respondents were not covered by any form of medical assistance or medical 
insurance, but at least more than 50% expressed that their health in the past four weeks was good. The excellent 
health status corresponds to the high proportion (66.2%) of the respondents who never or rarely get interrupted 
from doing work. Regarding chronic diseases, it is hypertension and diabetes, which respondents or a member of 
their family had been sick the most, with 22.7% and 10.7%, respectively. For all other chronic diseases, less than 10% 
of the respondents indicated that they had suffered from any of the diseases or were a member of the household.

Table 2 summarises poverty and health indicators in the Gauteng City Region in South Africa.

(1)y ∗= xiβ + �i

(2)Pij = P (yi = j) = �(�j − xi�) − �(�j − 1 − xi�)
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Table 1  Measurement of variables.  Source:Authors

Variable Description

Poverty line Total amount of household money per month received
1. Respondent who received more than the poverty-line threshold (R1600) (Upper-

Bound Poverty line); and
1. Respondent who received below the poverty-line threshold (Lower-Bound Poverty 

line)
Healthcare Where do you usually go for health care?

1. Private healthcare facilities
2. Public healthcare facilities
3. Use public and private facilities
4. Traditional healer (Sangoma)
5. Spiritual healer (e.g., faith-related)
6. Not applicable, don’t usually need health care

Non-use of public
Healthcare

What is the MAIN reason that you do not use public health facilities?
1. Cost
2. Quality of care
3. No public health care facilities close by
4. The queues are usually too long
5. I have been before, and they could not help me
6. The staff is too unfriendly or unhelpful
7. The clinic often does not have the medicine I need
8. Other

Health proximity Are the healthcare facilities you usually use in the area where you live
1. Yes
1. No

Health satisfaction How satisfied are you with the health services you usually use?
1. Very satisfied
2. Satisfied
3. Neither satisfied nor dissatisfied
4. Dissatisfied
5. Very dissatisfied

Medical aid Are you personally covered by any form of medical aid or other medical?
1. No
2. Yes
3. Don’t Know

Health Status Would you describe the state of your health in the past 4 weeks as:
1. Excellent
2. Good
3. Poor
4. Very Poor

Health work How often, if ever, does the state of your health prevent you from doing
1. Always
2. Some of the time
3. Hardly ever
4. Never

Health status and participation
in social activities

How often, if ever, does your health prevent you from participating in social activities?
1. Always
2. Some of the time
3. Hardly ever
4. Never

Cancer Have you or any other member of this household had cancer in the last year?
1. Yes
1. No

Diabetes Have you or any other household member had diabetes in the last year?
1. Yes
1. No

Asthma Have you or any other household member had Asthma in the last year?
1. Yes
1. No
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3.2  Diagnostic test

Table 3 presents the goodness of fit for the adopted model using the likelihood ratio test, where the focus is on the Pseudo 
 R2 as an indicator to measure the goodness of fit.

The Pseudo  R2 shows the percentage of variance in the dependent variable that the chosen dependent variables could 
account for. The model and the dependent variable are significantly related, according to the Cox and Snell  R2 of 0.469 [41].

3.3  Marginal‑effects findings

This section presents the findings of the marginal effects analysis. The study adopted seventeen explanatory variables that 
influence the access to healthcare for low-income households in Gauteng. The study findings presented in Table 4 reveal that 
seven variables/factors significantly influenced access to healthcare among deprived households in Gauteng, that is, (type 
of health care, non-use of public facilities, satisfaction with health care, medical aid, and being diagnosed with the following 
diseases (Diabetes, Asthma, and COVID-19).

Using the lower bound poverty line (LBPL) households as a reference point, there is a 1.3% probability of respondents 
obtaining healthcare services (healthcare access) from public health facilities. Similarly, there is a 0.4% likelihood that the 
respondents in the lower bound poverty line income category will not use public health facilities (non-use public facilities) 
due to factors such as limited access to good quality care services provided in public health facilities.

Regarding the extent to which the respondents were satisfied with the often used health services often used (health sat-
isfaction), the results show a 1.3% likelihood that low-income households were dissatisfied with the health services rendered. 
On the contrary, respondents covered by medical aid (Medical Aid) exhibited a 9.8% probability of earning above the upper 
income poverty line. If a household had a member with diabetes (Diabetes), there was a 3% chance that the member was in 
the lower-bound income category. In comparison, a household with an asthmatic (Asthma) member was 3.7% likely to be 
within the upper poverty income category. The results of a household member who has COVID-19 reveal a 6.7% probability 
that such a household lives below the lower poverty line.

4  Discussion

As presented in Table 4, the study identified seven variables that significantly influence healthcare access in low-income 
Gauteng households. These are healthcare sources, non-use of public facilities, health satisfaction, medical aid, diabetes, 
asthma, and COVID-19.

Table 1  (continued)

Variable Description

Pneumonia Have you or any other household member had pneumonia in the last year?
1. Yes
1. No

Heart Have you or any other household member had heart disease in the last year?
1. Yes
1. No

Hypertension Have you or any other member of this household had hypertension in the last year?
1. Yes
1. No

HIV Have you or any other member of this household had HIV in the last year?
1. Yes
1. No

Tuberculosis Have you or any other household member had tuberculosis in the last year?
1. Yes
1. No

COVID-19 Have you or any other household member had Covid-19 in the last year?
1. Yes
1. No
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Table 2  Descriptive analysis.  Source:Authors

Variable Category Observations Frequency %

Poverty line (Poverty 
Income/month)

Lower-Bound Poverty line 9700 2975 30.67
Upper-Bound Poverty line 6725 69.33

Healthcare Private healthcare facilities 9700 2279 23.49
Public healthcare facilities 6443 66.42
Use public and private facilities 509 5.25
Traditional healer (Sangoma) 53 0.55
Spiritual healer (e.g., faith-related) 31 0.32
Not applicable, don’t usually need health care 385 3.97

Non-use of public
Healthcare

Cost 2363 24 1.02
Quality of care 1294 54.76
No public health care facilities close by 93 3.94
The queues are usually too long 447 18.92
I have been before, and they could not help me 64 2.71
The staff are too unfriendly or unhelpful 102 4.32
The clinic often does not have the medicine I need 84 3.55
Other 255 10.79

Health proximity No 9315 2437 26.16
Yes 6878 73.84

Health satisfaction Very satisfied 9700 1905 20.45
Satisfied 4195 45.03
Neither satisfied nor dissatisfied 741 7.95
Dissatisfied 1540 16.53
Very dissatisfied 934 10.03

Medical aid No 9700 7549 77.82
Yes 2116 21.81
Don’t Know 35 0.36

Health Status Excellent 9700 3182 32.80
Good 5331 54.96
Poor 1068 11.01
Very Poor 119 1.23

Health work Always 9700 227 2.34
Some of the time 2073 21.37
Hardly ever 2419 24.94
Never 4981 51.35

Health status and partici-
pation in social activities

Always 9700 220 2.27
Some of the time 1977 20.38
Hardly ever 2519 25.97
Never 4984 51.38

Cancer No 9700 9478 97.71
Yes 222 2.29

Diabetes No 9700 8662 89.30
Yes 1038 10.70

Asthma No 9700 8977 92.55
Yes 723 7.45

Pneumonia No 9700 9588 98.85
Yes 112 1.15

Heart No 9700 9245 95.31
Yes 455 4.69

Hypertension No 9700 7495 77.27
Yes 2205 22.73
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For healthcare, there is a likelihood that respondents will return to the low-bound poverty income category due 
to overreliance on public health care. Similarly, there is a likelihood that respondents will return to the lower-bound 
poverty line due to several reasons for not using public health facilities (nonuse public), including the limited access 
to good-quality care services provided at public health facilities. The acceptability of services and service providers 
for patients is a factor that determines access to healthcare [42]. Some characteristics of public care facilities include 
long waiting times, the nonchalant attitude of service providers, insufficient diagnostic equipment, inadequate 
basic amenities, and an inadequate workforce [42]. Issues such as fragmentation of health services, inadequate 
infrastructure, poor quality of service, poor human resources personnel, and insufficient staff members’ attitudes 
towards patients prevent patients from visiting public healthcare facilities. Some of the challenges encountered by 
households in access to public health facilities include; appointment delays, long waiting times, and a shortage of 
healthcare personnel [43].

Regarding the degree to which the respondents were satisfied with the health services often used (health satis-
faction); results show a lower likelihood that low-income households are dissatisfied with the health services ren-
dered[15].Healthcare satisfaction is directly related to proximity to health care facilities, health care services (lack of 
personnel), overcrowding, long waiting times, lack of medication and infrastructure, which negatively impact health 
in the Gauteng [18, 44, 45]. Further highlights indicate that South Africa’s health care system is considered highly 
unequal, reflecting poverty and lifestyle factors within different households. The private sector is primarily funded 
through medical aid schemes, while the public sector is state funded and provides for most of the population of 
Gauteng [15]. On the contrary, respondents covered by any medical assistance (medical aid) had a smaller chance 
of being considered in the upper-income poverty line category. Higher-income households are more likely to have 
private medical insurance than lower-income households, which can help people access and use healthcare. It can 
be difficult for low-income families to pay for prescription medications and medical treatment [46].

If a household had a member with diabetes (diabetes), there was a 3% probability that that household would be 
classified into the low-bound poverty line category. The crucial risk factors for the onset and progression of pre-
ventable chronic diseases include poor food choices, lack of exercise, smoking, excessive alcohol consumption and 
ongoing stress [47]. A household with a member who was asthmatic (asthmatic) was less likely to be in the upper 
poverty line income category. Substandard housing and indoor environmental exposures have been associated with 
higher indoor allergen intake and asthma morbidity and death in low-income urban households [48]. Excess mois-
ture promotes an increase in mites, mould, and cockroaches [49]. In addition to indoor environmental exposures, 
low-income neighbourhoods are often located near highways and bus stops; proximity to high-traffic areas results 
in ambient particulate matter and diesel fumes permeating from the outside and high lead contamination of plants 
and dirt [50]. The results of a household member having COVID-19 showed a high likelihood that such a household 
is in the low income poverty line category. Low-income households lack the financial resources to cover their living 
and medical expenses while in the hospital, increasing their economic vulnerability [51]. As the recovery from the 
labour market has been slow, households liquidated their tiny reserves and defaulted on insurance payments, which 
had long-term effects on household income [52].

Table 2  (continued)

Variable Category Observations Frequency %

HIV No 9700 8856 91.30

Yes 844 8.70
Tuberculosis No 9700 9505 97.99

Yes 195 2.01
COVID-19 No 9700 9401 96.92

Yes 299 3.08

Table 3  Likelihood Ratio Test.  
Source:Authors

Step2 Log likelihood Cox & Snell R Square Nagelkerke R Square

1 95.172a 0.469 0.819
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Table 4  Marginal effects 
findings

Variable dy/dx SE z P > z [95% conf. interval]

Healthcare type

 UBPL 0.013 0.006 2.160 0.031** 0.001 0.025

 LBPL −0.013 0.006 −2.160 0.031** −0.025 −0.001

Non-use public facilities

 UBPL 0.004 0.002 1.650 0.099* −0.001 0.009

 LBPL −0.004 0.002 −1.650 0.099* −0.009 0.001

Health proximity

 UBPL −0.006 0.011 −0.510 0.613 −0.028 0.016

 LBPL 0.006 0.011 0.510 0.613 −0.016 0.028

Health satisfaction

 UBPL 0.013 0.007 1.950 0.051* −0.000 0.027

 LBPL −0.013 0.007 −1.950 0.051* −0.027 0.000

Medical aid

 UBPL −0.098 0.011 −8.670 0.000*** −0.120 −0.076

 LBPL 0.098 0.011 8.670 0.000*** 0.076 0.120

Health Status

 UBPL −0.009 0.009 −0.960 0.340 −0.027 0.009

 LBPL 0.009 0.009 0.960 0.340 −0.009 0.027

Health work

 UBPL −0.015 0.012 −1.280 0.202 −0.037 0.008

 LBPL 0.015 0.012 1.280 0.202 −0.008 0.037

Health Social activities

 UBPL 0.004 0.012 0.360 0.717 −0.019 0.028

 LBPL −0.004 0.012 −0.360 0.717 −0.028 0.019

Cancer

 UBPL 0.009 0.029 0.310 0.755 −0.048 0.066

 LBPL −0.009 0.029 −0.310 0.755 −0.066 0.048

Diabetes

 UBPL 0.030 0.017 1.840 0.066* −0.002 0.063

 LBPL −0.030 0.017 −1.840 0.066* −0.063 0.002

Asthma

 UBPL −0.037 0.021 −1.790 0.074* −0.078 0.004

 LBPL 0.037 0.021 1.790 0.074* −0.004 0.078

Pneumonia

 UBPL 0.043 0.040 1.080 0.280 −0.035 0.121

 LBPL −0.043 0.040 −1.080 0.280 −0.121 0.035

Heart

 UBPL 0.011 0.023 0.470 0.638 −0.035 0.057

 LBPL −0.011 0.023 −0.470 0.638 −0.057 0.035

Hypertension

 UBPL −0.017 0.014 −1.190 0.233 −0.044 0.011

 LBPL 0.017 0.014 1.190 0.233 −0.011 0.044

HIV

 UBPL −0.004 0.034 −0.110 0.911 −0.070 0.062

 LBPL 0.004 0.034 0.110 0.911 −0.062 0.070

Tuberculosis

 UBPL 0.032 0.051 0.630 0.527 −0.067 0.131

 LBPL −0.032 0.051 −0.630 0.527 −0.131 0.067

COVID-19

 UBPL −0.067 0.033 −2.050 0.041** −0.132 −0.003

 LBPL 0.067 0.033 2.050 0.041** 0.003 0.132
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5  Conclusions

The study used the binary logistic model to analyse the factors that influence healthcare access among low-income 
households in eight urban municipalities of Gauteng in South Africa. About 2975 households earned below the lower-
bound poverty income threshold of lower than R1600 using the STATS SA poverty income thresholding. Based on 
the binary logistic model, the study findings revealed seven health variables that significantly influence low-income 
households’ access to healthcare. That includes health care sources, non-use of public facilities, health satisfaction, 
medical aid, and household members suffering from chronic diseases in the past year, such as diabetes, asthma, 
and COVID-19. The marginal effects did not show much difference in the influence of the identified factors on the 
healthcare of households above the upper bound poverty threshold.

6  Policy implications

Regardless of income status, most households in Gauteng are affected by various factors that affect access to health-
care. As such, these households are more dependent on public health facilities without access to medical aid. Explicit 
prioritisation of healthcare is critical. Given the levels of poverty and inequality in the country, the provincial govern-
ment should set a precise priority in determining who accesses vital services such as surgery and when. People with 
the least coverage should be prioritized in Gauteng health facilities before expanding access to others with more 
access to care. A comprehensive primary health care package should prioritise services where lower income groups 
enjoy the least access. The Gauteng health system must be more responsive at the levels where the majority will 
likely access it. This means moving services out of facilities and proactively engaging people through lower-level 
workers, such as community health workers.

Access to medical schemes should not lead to negligence in public health care. Patients should not be treated 
better simply because they can afford to pay more. The high remuneration of private care has detrimental effects on 
public health care; as most doctors focus on the private sector, there will be a limited number of physicians working 
there. These two markets affect each other. If private healthcare costs are reduced, there will be a reduction in costs for 
everyone. This means that the public health sector will suffer long-term as it struggles to keep up with the cost of care.

There is also a need to improve access to healthcare through convenience. This includes investing in mobile clinics, 
which reduce the burden on outpatient services at hospitals for primary health care, including family planning, and 
partnering with ambulatory surgical centers and four high-volume, low-acuity surgeries, including gastroenterology, 
ophthalmology, and endoscopy services. All these initiatives are without out-of-pocket costs in security and safety 
in societies where crime is rife. As such, the provincial government should consider investing in security.

Gauteng municipalities should also consider a commitment to better environmental management and to comply 
with climate action goals to reduce the effects of pollution from exhaust fumes, dirt, and other health hazards in poor 
urban communities. Reduce brain drain and increase the doctor-patient ratio through improved allocation of pro-
vincial health budget is also necessary. In addition, Gauteng’s private and public health sectors should be improved 
on specific deliverables to build a better healthcare system.

Finally, Gauteng cities need more effort to harness the province’s economic progress toward alleviating poverty 
and increasing opportunities to lift low-income households out of the poverty trap. Investment in an advanced pub-
lic health care system, that is, public hospitals and clinics in Gauteng, can protect households from the potentially 
disastrous effects of out-of-pocket health care costs.
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