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Definition

This indicator reflects the distance from a child’s household to the nearest clinic. Distance is measured 
through a proxy indicator: length of time travelled to reach the nearest clinic, by whatever form of transport is 
usually used. The nearest clinic is regarded as “far” if a child would have to travel more than 30 minutes to 
reach it, irrespective of mode of transport.  
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2002 52.7% 25.2% 16.9% 48.2% 41.5% 34.8% 40.5% 27.9% 10.8% 36.4%
1,494,000 249,000 464,000 1,847,000 1,039,000 454,000 580,000 84,000 172,000 6,382,000

2008 52.8% 32.0% 27.0% 53.3% 48.9% 34.7% 43.3% 33.2% 15.8% 40.4%
1,464,000 336,000 929,000 2,180,000 1,169,000 527,000 560,000 142,000 283,000 7,588,000

Source • Statistics South Africa (2003 - 2009) General Household Survey 2002 - 2008. Pretoria, Cape Town: Statistics South 
Africa.

• Analysis by Katharine Hall & Double-Hugh Marera, Children's Institute, UCT.

Notes 1. Children are defined as persons aged 0 – 17 years.
2. Population numbers have been rounded off to the nearest thousand.

3. Sample surveys are always subject to error, and the proportions simply reflect the mid-point of a possible range. The 
confidence intervals (CIs) indicate the reliability of the estimate at the 95% level. This means that, if independent 
samples were repeatedly taken from the same population, we would expect the proportion to lie between upper and 
lower bounds of the CI 95% of the time. The wider the CI, the more uncertain the proportion. Where CIs overlap for 
different sub-populations or time periods we cannot be sure that there is a real difference in the proportion, even if the 
mid-points differ. CIs are represented in the bar graphs by vertical lines at the top of each bar.
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What do the numbers tell us?
The health of children is influenced by many factors, including nutrition, access to clean water, adequate 
housing, sanitation and a safe environment. Primary health care clinics provide important preventative and 
curative services, and increased access to clinics could substantially reduce child illness and mortality. The 
majority of children receive their vaccinations through public sector clinics. Children therefore need access to 
good and reliable health services in clinics to ensure that they receive this life-saving health intervention.

A review of international evidence suggests that universal access to key preventive and treatment 
interventions could avert up to two-thirds of under-five deaths in developing countries. 1 Preventative 
measures include promotion of breast and complementary feeding, micronutrient supplements (vitamin A 
and zinc), immunisation, and the prevention of mother-to-child transmission of HIV, amongst others. Curative 
interventions provided through the government’s Integrated Management of Childhood Illness strategy 
include oral rehydration, infant resuscitation and the dispensing of drugs such as antibiotics and 
antimalarials. 

Health care should be available (in sufficient supply), accessible (easily reached) affordable and of good 
quality 2 – principles to which South Africa has committed itself. From 1996, primary level care through the 
public service was made free to everyone in South Africa, thereby ensuring that care at the first level of 
access (at community or district level) should be affordable. However, the availability and physical 
accessibility of health care services remain a problem, particularly for people living in areas that are far from 
services and government institutions. 

Physical inaccessibility poses particular challenges when it comes to health services, because the people 
who need these services are often unwell or injured, or need to be carried because they are too young, too 
old or too weak to walk. Physical inaccessibility can be related to distance, transport options and costs, or 
road infrastructure. Physical distance and poor roads also make it difficult for mobile clinics and emergency 
services to reach outlying areas. Physical inaccessibility and other parameters of access require urgent 
attention if the majority of children in South Africa are to gain meaningful access to primary level health care.  

In South Africa, four in every 10 children live far from their nearest primary health care facility. That means 
7.6 million children need to travel more than 30 minutes to reach the nearest clinic. Nationally, there has 
been little improvement in access to clinic services between 2002 and 2008. The situation has worsened 
across the country as a whole, and significantly in Gauteng, where the proportion of children without easy 
access to a clinic has increased by 10 percentage points (from 17% to 27%) over the seven-year period. 
This may be related to in-migration of children, and a backlog in health infrastructure to provide services to 
an expanding population. While table xx suggests undesirable shifts in other provinces such as the Free 
State, Limpopo and the Northern and Western Cape, these cannot be regarded as significant at present. 

There is considerable variation between provinces. While around 50% of children in the Eastern Cape, 
KwaZulu-Natal and Limpopo do not have a clinic within 30 minutes travel of their home, this proportion 
is much lower for other provinces, and lowest in the largely metropolitan provinces of Gauteng (27%) and the 
Western Cape (16%).  

There are also significant differences between population groups. A total of 44% of African children would 
have to travel far to the nearest clinic compared with only 16% – 19% of Coloured, Indian and White 
children.

Technical notes

The General Household Survey asks: “How long in minutes does it take or would it take, from here to reach 
the nearest clinic using the usual means of transport?” 

Where respondents indicate that children would have to travel more than 30 minutes to the nearest clinic, the 
distance to clinic was categorised as “far”. Where children would spend 30 minutes or less travelling to the 
nearest clinic, the distance was categorised as “not far”. 
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For purposes of measuring and monitoring persistent racial inequality, population groups are defined as 
'African', 'Coloured', 'Indian', and 'White'.

Strengths and limitations of the data

The data are derived from the General Household Survey 3, a multi-purpose annual survey conducted by the 
national statistical agency, Statistics South Africa, to collect information on a range of topics from households 
in the country’s nine provinces. The survey uses a sample of 30,000 households. These are drawn from 
Census enumeration areas using multi-stage stratified sampling and probability proportional to size 
principles. The resulting estimates should be representative of all households in South Africa.
 
The GHS sample consists of households and does not cover other collective institutionalised living-quarters 
such as boarding schools, orphanages, students’ hostels, old age homes, hospitals, prisons, military 
barracks and workers’ hostels. These exclusions should not have a noticeable impact on the findings in 
respect of children.
 
Changes in sample frame and stratification
The current master sample was used for the first time in 2004, meaning that, for longitudinal analysis, 2002 
and 2003 may not be easily comparable with later years as they are based on a different sampling frame. 
From 2006, the sample was stratified first by province and then by district council. Prior to 2006, the sample 
was stratified by province and then by urban and rural area. The change in stratification could affect the 
interpretation of results generated by these surveys when they are compared over time.
 
Provincial boundary changes
Provincial boundary changes occurred between 2002 and 2007, and slightly affect the provincial populations. 
Comparisons on provincial level should therefore be treated with some caution. The sample and reporting 
are based on the old provincial boundaries as defined in 2001 and do not represent the new boundaries as 
defined in December 2005.
 
Weights
Person and household weights are provided by Statistics South Africa and are applied in Children Count – 
Abantwana Babalulekile analyses to give estimates at the provincial and national levels. Survey data are 
prone to sampling and reporting error. Some of the errors are difficult to estimate, while others can be 
identified. One way of checking for errors is by comparing the survey results with trusted estimates from 
elsewhere. Such a comparison can give an estimate of the robustness of the survey estimates. For this 
project, GHS data were compared with estimates from the Statistics South Africa’s mid-year estimates, as 
well as the Actuarial Society of South Africa’s ASSA2003 AIDS and Demographic model.
 
Analyses of the seven surveys from 2002 to 2008 suggest that over- and under-estimation may have 
occurred in the weighting process:

• When comparing the weighted 2002 data with the ASSA2003 AIDS and Demographic model estimates, 
it seems that the number of children aged 0 – 9 years was under-estimated in the GHS, while the 
number of children aged 10 – 19 was over-estimated. The pattern is consistent for both sexes. The 
number of very young males aged 0 – 4 years appears to be under-estimated by 15%. Girls in this age 
group have been under-estimated by 15.8%. Males in the 10 – 14-year age group appear to be over-
estimated by 5.7%.

• Similarly in 2003, there was considerable under-estimation of the youngest age group (0 – 9 years) and 
over-estimation of the older age group (10 – 19 years). The pattern is consistent for both sexes. The 
results also show that the over-estimation of males (9%) in the 10 – 19-year age group is more than 
double the over-estimation for females in this age range (3.8%).

• In the 2004 results, it seems that the number of children aged 7 – 12 years was over-estimated by 6%, 
as well as the number of persons aged 13 – 22 years. The number of very young children appeared to 
have been under-estimated. The patterns of over- and under-estimation appear to differ across 
population groups. For example, the number of White children appears to be over-estimated by 14%, 
while the number of Coloured persons within the 13 – 22-year age group appears to be 9% too low.
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• In 2005, the GHS weights seem to have produced an over-estimate of the number of males within each 
five-year age group. The extent of the overestimation is particularly severe for the 10 – 14-year age 
group. In contrast, the weights produce an under-estimate of the number of girls – the error seems 
greatest in respect of the younger age groups. These patterns result in male-to-female ratios of 1.06, 
1.13, 1.10 and 1.09 respectively for the four age groups covering children (ie 0 – 4, 5 – 9, 10 – 14 and 
15 – 19 years).

• The 2006 weighting process yielded the same results as in 2005. The one exception is that the under-
estimation of females is greatest in the 5 – 9 and 15 – 19-year age groups. This results in male-to-
female ratios of 1.03, 1.10, 1.11 and 1.12 respectively for the four age groups covering children.

• The 2007 weighting process produced an over-estimation for boys and an under-estimation for girls. 
The under-estimation of females is in the range of 3 – 5% while the over-estimation is in the range of 1 – 
7%. This results in male-to-female ratios of 1.07, 1.06, 1.08 and 1.08 respectively for the four age 
groups covering children.

• Overall, assuming the ASSA2003 Aids and Demographic model to be the ‘gold standard’, it appears that 
the GHS2008 over-estimates both male and female populations under the age of 19 years, except for 0 
– 4- year-old females. The extent of over-estimation for boys is in the range 0 – 7%. It is particularly 
severe for boys aged 10 – 14 years. Over-estimation is in the range of 2 – 5% for girls aged five years 
and above. For girls aged 0 – 4 years, the ASSA2003 model suggests that these may have been under-
estimated by about 1%. The GHS2008 suggests a sex ratio of 1.03 for children aged 0 – 4 years, which 
is higher than that of the ASSA model and Statistics South Africa's mid-year estimates.

The apparent discrepancies in the seven years of data may slightly affect the accuracy of the Children Count 
– Abantwana Babalulekile estimates. Since 2005 the male and female patterns vary in respect of a particular 
characteristic, which means that the total estimate for this characteristic will be somewhat slanted toward the 
male pattern. A similar slanting will occur where the pattern for 10 – 14-year-olds, for example, differs from 
that of other age groups. Furthermore, there are likely to be different patterns across population groups.
 
Disaggregation
Statistics South Africa suggests caution when attempting to interpret data generated at low level 
disaggregation. The population estimates are benchmarked at the national level in terms of age, sex and 
population group while at provincial level, benchmarking is by population group only. This could mean that 
estimates derived from any further disaggregation of the provincial data below the population group may not 
be robust enough.
 
Reporting error
Error may be present due to the methodology used, ie the questionnaire is administered to only one 
respondent in the household who is expected to provide information about all other members of the 
household. Not all respondents will have accurate information about all children in the household. In 
instances where the respondent did not or could not provide an answer, this was recorded as 
“unspecified” (no response) or “don’t know” (the respondent stated that they didn’t know the answer).
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Related Links
International Conference on Primary Health Care (1978) Declaration of Alma-Ata. International Conference 
on Primary Health Care, Alma-Ata, USSR, 6 – 12 September 1978. www.who.int/hpr/NPH/docs/
declaration_almaata.pdf
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Copyright
The Children's Institute, University of Cape Town, holds copyright of the papers and publications on this site. Permission is granted to 
reproduce and distribute copies of these works for non-profit or library purposes, provided that the author, source, and copyright notice 
are included on each reproduced copy. Users who cite the material must acknowledge the author and copyright holder, and fully 
reference the work. It is also the policy of the Childrenʼs Institute to respect the intellectual property rights of others, and the authors 
have attempted to ensure that no unauthorised use of copyrighted resources occurs.

Disclaimer
Every attempt is made to ensure that the material on these pages is accurate and as up-to-date as possible. Neither the University of 
Cape Town, its Faculty of Health Sciences, staff, agents nor any other person shall be liable to whomsoever may have sustained any 
loss of any kind as a result of having relied to his/her detriment upon any information contained in or downloaded from any of the pages 
at the World Wide Web – Children Count site of the Children's Institute at the University of Cape Town.
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