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1 Introduction

No country can ever fully satisfy 
demand for health services. Even 
the most comprehensive health 
systems leave many wanting more, 
unhappy that they have to wait to 
see a GP, that they have to settle for 
the cheaper less effective generic 
option, or that they do not qualify 
for the expensive procedure that 
can improve their quality of life. 
Even in the most sophisticated 
systems and the most advanced 
economies there are waiting lists 
for life saving procedures and not 
everyone on the waiting list will 

receive help. No matter how big 
the public health budget is, unfor-
tunately there will always be pa-
tients that have to be turned away. 

Implicit in these trade-offs is a ten-
sion between the level and reach 
of healthcare, and governments 
need to decide how to balance 
these trade-offs. For instance, with 
the same human resource budget 
the government can appoint ei-
ther many low-cost personnel, 
such as community health work-
ers, or a smaller number of GPs 
and specialists. Given these ten-
sions, governments must set clear 
priorities considering what they 

want to achieve and the trade-offs 
and costs that this would entail. 

These hard decisions are part of 
the government’s task of ration-
ing public healthcare services. 
Broadly, rationing can be de-
fined as the allocation of scarce 
products and services. Given that 
there are not enough resources to 
satisfy everyone’s healthcare de-
mands, what should be prioritised 
and how do we build a system 
to allocate healthcare services? 
The ANC’s revised NHI plan does 
not provide much detail on how 
the government plans to man-
age the trade-off between the 
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level and reach of healthcare. 
The proposal does acknowledge 
that these hard choices are an 
unavoidable part of any public 
health plan and refer to these 
decisions as being at “the heart 
of a good plan”.1  They propose 
that the decisions need to be 
based on an informed public de-
bate (“an explicit and inclusive 
discussion”) and that it is essen-
tial that the cost effectiveness of 
various therapies and treatments 
be compared when compiling 
the list of services included un-
der the NHI. The proposal has 
thus deferred these choices, out-
lining only general principles 
that should underpin and guide 
the decision making process. 

2 Rationing Methods

An analysis of the international 
literature and of South African 
surveys suggests that the demand 
for public sector health services 
is rationed indirectly via a com-
bination of mechanisms. These 
include queuing and waiting lists, 
gatekeeping i.e. protecting and 
managing access to higher levels 
of care such as GPs or special-
ists, and costs associated with 
accessing the services, including 
co-payments, travel costs and for-
mularies on drugs and surgicals. 

The need for other ways of ration-
ing will become greater when 
the influence of the price mech-
anism is abolished under the 
NHI, effectively eliminating cost. 

This note examines the influ-
ence of the two remaining ra-
tioning mechanisms (queuing/
waiting and access to GPs) and 
specifically also the tensions 
between them. Assuming that 
the private sector continues to 
provide healthcare to those not 
using public facilities, the ques-
tion is how large the switch may 
be from private to public sector 
services if the NHI were to be im-
plemented. As waiting times and 
access to GPs may still remain 
issues in the public sector, it is 
expected that these factors and 
perceptions about quality may 
still limit switching from the pri-
vate sector to the public sector.

These two rationing levers repre-
sent the trade-off between cover-
age and the level of care. For in-
stance, if the government decided 
to focus more on broadening the 
scope of delivery, i.e. increasing 
coverage, rather than focusing on 
the level of care, it would be ap-
propriate to hire many low level 
workers and expand the clinic 
network. This would reduce wait-
ing times with little impact on the 

likelihood of seeing a GP. Alterna-
tively, if the government decided 
to provide a higher level of care, it 
would make more sense to invest 
in relatively fewer higher level 
resources, such as GPs and spe-
cialists. This relatively investment 
would improve the likelihood 
of seeing a GP, but would have 
less of an effect on waiting times. 

3 Econometric Model and 
Data Inputs

Econometric models can provide 
estimates of how the demand 
for public health services is af-
fected by these factors, i.e. wait-
ing time and the likelihood of 
seeing a GP. If the wait at public 
clinics and hospitals is shortened 
and public sector patients have 
a higher likelihood of seeing a 
GP, this will raise the relative at-
tractiveness of public health serv-
ices relative to private services. 

In this case probit models2 were 
used to simulate the impact of 
changes in waiting time and the 
likelihood of seeing a GP on the 
likelihood of choosing the public 
sector when consulting. The cur-
rent prevalence of seeing a GP 
during a public health visit was 
used as a proxy for the likelihood 
of seeing a GP when visiting a 
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  1. ANC National General Council 2010, Additional Discussion Documents. Released September 2010. Available at: http://www.anc.org.za/docs/dis-

cus/2010/aditionalo.pdf

2. Probit models are binary response models where the probability function takes the form of a standard normal cumulative distribution function.

  Source: Rooney & Van Oostenberg (1999: 9)
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public health facility. The propor-
tion of visitors to public health 
facilities who complained about 
waiting times was used as a proxy 
for the influence of waiting times 
on demand.3  The models also 
control for a myriad of other in-
fluences on health demand, such 
as public and private sector prices 
(averages at the district level), in-
come decile, geography (district 
or province), age, gender, race, 
education level, medical aid 
membership, illness, and travel 
time to the closest medical facility. 

Four scenarios were investigated, 
two relating to waiting times and 
two to the likelihood of seeing a 
GP. In the first, waiting times in 
the public sector decline so that 
the prevalence of complaints 
is 10 percentage points lower 
than previously. In the second 
scenario, public sector waiting 
times decline to the extent that 
there are no longer any com-
plaints. In the third scenario, the 
likelihood of seeing a GP when 
visiting a public health facility is 
equalised across districts. In the 
fourth, the likelihood of seeing a 
GP when visiting a public health 
facility increases to the same 
level as that of private facilities 
in that district. The model em-

ploys the same pooled version of 
the GHS4  as was described and 
used in Health Reform Note 11.

4 Considering the Fairness of 
Rationing Mechanisms 

It is also important to examine 
the distributional aspects of ra-
tioning methods. Having a low-
er likelihood of seeing a GP, or 
having to wait longer, creates a 
disincentive for overuse by gen-
erating a burden associated with 
the consumption of the service. 
This burden can be significant 
and therefore it is useful to in-
vestigate who bears this burden. 
To benchmark and compare the 

impact of these factors across 
the income distribution, public 
sector patterns are contrasted 
against that of the private sector.

4.1 Waiting time/queuing

Complaints about waiting times 
are an imperfect measure of the 
burden of waiting time, because 
they are mediated through percep-
tions, which means that expecta-
tions may play a large role and, in 
turn, are likely to be influenced 
by income level, age, gender and 
previous experiences. Figure 1 
illustrates that the prevalence of 
complaints about waiting times 
at public facilities is relatively 
steady across the income distribu-
tion.5  There is some evidence of 
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3. Estimates were compiled separately for the top two deciles to account for potential differences in the mix of services.

4. GHS data from 2004-2006. Because district information was only available for these years, the model does not use information from all 8 years of 

the survey.

5. As income levels were not available in the GHS data, they were proxied by asset ownership levels. Deciles of households were created by using an 

asset index, where households were ranked according to their asset ownership from poorest to richest.  Deciles each represent 10% of households. 

Figure 1: Percentage of visitors complaining about waiting time, by income decile
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increasing complaints among the 
more affluent, though declining 
again amongst the most affluent. 

This is contrary to the trend in 
the private sector, where the af-
fluent appear to be less likely to 
complain about waiting times 
than the poorest households. This 
could perhaps be an indication of 
differential expectations, or that 
poor individuals, who are usually 
not covered by medical insurance, 
must wait longer for treatment in 
private health facilities. It could 
also be a reflection of the differ-
ent types of private facilities used 
by different income groups, e.g. 
if the poor did not access private 
hospitals with low waiting times.

4.2 Likelihood of seeing a GP

Figure 2 illustrates that the public 
sector’s gatekeeping policy leads 
to a likelihood of seeing a GP 
during a visit to a public health 
facility of less than one in three 
for the poorest half of house-
holds. Conversely, for the most 
affluent users of the system who 
do use public health services, it 
is close to 60%. This may point 
to inequity within the public 
health system, although it may in 
part reflect the relationship be-
tween socio-economic status and 
other factors such as location. In 
contrast, in the private system 
poor and rich enjoy a very high 
probability of seeing a GP when 
visiting a private health facility.

5 Likelihood of Consulting a 
Public Provider

Next we examine how various 
attempts at relaxing rationing 
mechanisms in the public sector 
are expected to affect the distri-
bution of patients between the 
private and the public health 
systems. This analysis has prac-
tical significance for the NHI’s 
resource planning and cost-
ing. For instance, the presumed 
swing towards the public health 
sector due to changes in these 
mechanisms will have a con-
siderable impact on the overall 
costs of the NHI, as well as on 
the availability of medical per-
sonnel for the different sectors. 

The documents outlining the NHI 
proposal mention access to pri-
vate providers via the NHI, but 
do not make it clear when and 

how patients would be able to 
consult private GPs. If it is as-
sumed that they would be able 
to go directly to private GPs, a 
strong preference for this option 
is expected. In this note, how-
ever, the focus is on more likely 
scenarios where patients would 
only have access to private GPs 
and specialists and other pub-
lic sector doctors via their local 
primary healthcare provider (a 
clinic or network of providers). 

Under such a system the user 
will have to choose between a 
public provider, with some like-
lihood of being referred to a pri-
vate provider, and going directly 
to a private provider. Given us-
ers’ difficulty in determining the 
likelihood of being referred to a 
private provider, it is expected 
that their decision will mainly be 
based on the characteristics of 
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Figure 2: Likelihood of seeing a GP, by income decile
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the public healthcare service, with 
some consideration of how access 
to private providers has increased 
the likelihood of seeing a GP. 

Within this context we examine the 
possible impact of the two ration-
ing mechanisms on the likelihood 
of consulting a public provider. 
Figure 3 presents the estimated 
results for the following scenarios:

•	 Scenario   A: Complaints 
about waiting times are reduced 
by 10 percentage points in public 
sector.
•	 Scenario         B: Complaints 
about waiting times are eliminated 
in public sector.
•	 Scenario   C: The likeli-
hood of seeing a GP in public sec-
tor is equalized across districts.
•	 Scenario   D: The likeli-
hood of seeing a GP in public sec-
tor is equal to that of the private 
sector.
•	 Scenario   E: Complaints 
about waiting times are eliminated 
and the likelihood of seeing a GP in 
public sector is equal to that of the 
private sector.

5.1 Waiting time

According to this modelling ex-
ercise, completely eliminating all 
complaints about waiting times, 
i.e. improving the attractiveness 
of this factor in the public sector, 
would increase the likelihood of 
consulting a public provider from 
66.5% to 73.5% across the entire 

population. Given the resource 
shortages and in light of the slug-
gishness of institutional change, it 
may be more realistic to consider 
a scenario where complaints are 
reduced by only 10 percentage 
points. This has a smaller effect, 

increasing the likelihood of a pub-
lic sector consultation to 68.4%. 

Figure 4 illustrates that these chang-
es are relatively similar across the 
income distribution, with an in-
crease in the likelihood of con-

Figure 3: Likelihood of consulting a public provider
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Figure 4: Likelihood of consulting a public provider, by income decile
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sulting a public provider of be-
tween 6 and 9 percentage points 
in the case where complaints are 
eliminated in the public sector.

5.2 Likelihood of seeing a GP

According to the model, in the 
scenario where the likelihood of 
seeing a GP during a visit to the 
public sector is increased to be 
on par with the private sector, the 
preference for public providers 
would rise from 66.5% to 71.0%. 
If access to GPs were only equal-
ized across districts (i.e. large 
differences in the distribution 
of GPs between districts were 
eliminated), it appears that there 
would be no discernible impact 
on the aggregate preference for 
public rather than private provid-
ers, although it would have vary-
ing effects in different districts.6 

Figure 5 illustrates the impact of 
this variable by income decile. 
If the likelihood of seeing a GP 
in the public sector is equalised 
across districts there is almost 
no discernable impact, except 
for a slight decrease for the af-
fluent, probably because the 

overall likelihood of seeing a GP 
has decreased slightly in their 
districts. If the likelihood of see-
ing a GP at public facilities is 
increased to the same level as 
the private sector, the predicted 
probabilities of visiting a public 
provider increase slightly by be-
tween 2 and 5 percentage points.

These estimated changes are rela-
tively small, especially given the 
resources and efforts that would 
be required to make such chang-
es a reality. It may be that there 
is an asymmetry in terms of the 

ease of switching between the 
systems and that there may be 
additional impediments and pref-
erences that restrict movement 
from the private to the public 
sector. Alternatively it may be 
that the proxies used in the mod-
elling exercise are not captur-
ing these influences adequately. 

However, it is clear that there are 
still strong preferences for the 
private sector which even these 
quality improvements cannot 
completely overcome – at least 
not insofar as the preferences 
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6. These results should be interpreted with caution, as the coefficients are imprecisely estimated and there are wide error bands around these esti-

mates of the average impact of the likelihood of seeing a GP.

Figure 5: Likelihood of consulting a public provider, by income decile
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affect behaviour in the surveys 
that the modelling is based on. 

5.3 Simultaneous changes

The above modelling was based 
on the premise that government 
would have to deal with scar-
city by trading off low cost staff 
(e.g. community health work-
ers) against high cost staff (GPs 
and specialists). Increasing the 
number of low cost staff would 
reduce waiting times as a means 
of rationing, but then gatekeep-
ing (another form of rationing) 
would have to continue to limit 
access to GPs. This trade-off il-
lustrates the essence of rationing.

As an additional exercise, the 
model is used to investigate 
how behaviour may change if 
both of these changes could be 
achieved simultaneously in the 
public sector, i.e. if the public 
sector could appoint enough 
staff to eliminate waiting times 
as an issue while also ensuring 
the same level of access to GPs 
and specialists within the pub-
lic sector as in the private sector. 
In this case the model pre-
dicts that as many of 77.2% of 

patients would visit the public 
sector, compared to the base 
case situation of 66.5%. The im-
pact thus remains less than ex-
pected, at just over 10 percentage 
points. Figure 6 illustrates these 
changes across income deciles. 
The predicted changes are largest 
in the middle of the distribution 
(around 12 percentage points), 
and smallest among the rich-
est decile (7 percentage points). 
The reason for these relatively 
small changes may be that the 

behaviour reflected in the GHS is 
strongly influenced by a percep-
tion of the quality of public health-
care, which extends far beyond 
only long waiting times. Chang-
ing this perception would require 
major changes in the way in 
which the public sector operates, 
in order to have a large impact on 
preferences for the private sec-
tor. It may also be that, because 
many of these perceptions have 
become so deeply entrenched in 
certain spheres of society, these 
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Figure 6: Likelihood of consulting a public provider, by income decile
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may be hard to change even if 
the circumstances that created 
these perceptions were to change. 

6 Conclusion

Given resource constraints and 
an increase in healthcare de-
mand, government’s rationing de-
cision entails a trade-off between 
appointing additional low-cost 
staff, which would reduce wait-
ing times but increase the need 
for gatekeeping, and appointing 
more high cost staff such as GPs, 
which would reduce the need for 
gatekeeping at least somewhat but 
would not reduce waiting times. 

The model predicts that if there 
is not free choice of provider 
under the proposed NHI, none 
of these factors would have a 
very large impact on the move 
from private to public provid-

ers. Shorter queues and more 
GPs do increase the relative de-
mand for public healthcare, but 
by far less than one would have 
anticipated, especially consider-
ing the effort and resources that 
would be required to make this 
happen. Even if both of these 
rationing mechanisms could be 
eliminated, there would only be 
a moderate switch in visits from 
the private to the public sector. 

This implies that the behaviour re-
flected in people’s current choic-
es, as captured in the GHS data, 
exhibits a very strong and per-
sistent private sector preference, 
despite cost differentials, and 
extending beyond only waiting 
times and the likelihood of seeing 
a GP. However, it is important to 
highlight that their full effect can-
not be modelled with the avail-
able data, since the number of 
visits that each patient makes to 

health facilities was not captured 
in the survey data that the mod-
elling is based on, as discussed 
in the previous research note.  

The analysis shows that if the 
public sector is really to become 
an attractive option for those who 
are ill this would require not only 
a dramatic increase in resources 
and improvements in how the 
public sector functions, but also 
time to convince people that the 
public sector can adequately 
compete with the private sec-
tor. This means that the NHI, if 
based wholly or mainly in the 
public sector, would probably 
not draw people out of private 
health services to the extent ex-
pected – at least not in the short 
to medium term. The implica-
tion is also that this would not 
make scarce medical staff from 
the private sector available for 
public health services under a NHI.
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