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Executive summary
Recognising inequality is at the heart of the South African ‘development problem’, Oxfam commissioned the Health Economics 
and HIV and AIDS Research Division (HEARD) to produce this report, which is divided into two parts, to enable an understanding 
of the dimensions of inequality in South Africa and to provide Oxfam with a set of basic measures against which it could measure 
its success in dealing with inequality. 

The objectives of Part 1 of this report are to: 
1.	 Propose an overarching definition of inequality;
2.	 Outline the most common types of inequality discussed in the South African literature; and
3.	 Propose some appropriate inequality measures to be used in the Oxfam programme in South Africa.

South Africa is one of the most unequal countries in the world in terms of income distribution. This is largely a result of 
inequalities engineered by colonialism and apartheid. Measures undertaken since 1994 to address these disparities have 
been somewhat successful, but South Africa is still plagued by high levels of inequality.

The term ‘inequality’ refers to the differences that exist between various population groups and/or individuals. The term has been 
defined as “the state or quality of not being equal” and “social or economic disparity”. Much literature on inequality in South 
Africa refers to ‘economic inequality’, which is inequality in standards of living within a country. Non-economic inequalities 
include gender inequality, education inequality, health inequality, social inequality and participation inequality.

This report examines inequality measures available in South Africa. It is recommended that the most straightforward way of 
measuring income inequality at the Oxfam programme level would be to compare the income or spending of the richest 20% of 
the population Oxfam is interested in examining with the poorest 20% of that population. In this simple comparison, an equal 
distribution of income would mean that the richest and poorest 20% of the population would each earn 20% of the total income. If 
the richest 20% earn or spend more than half of the total income, this is indicative of a highly unequal distribution. 

In order to assess inequality within geographic areas, it is recommended that Oxfam employs one or more researchers 
to collate published district-level data on a regular basis. This information would include the District Health Barometer, 
education data, the community survey, household surveys and Census 2011.

To measure inequality between those Oxfam reaches within its programme and the general population in the districts within 
which it works, data would need to be collected for a sample of those receiving support from Oxfam. This data would need to be 
compared with socio-economic data for the comparator group, which could be the general population in the districts within 
which Oxfam works, a sample of households in the same district that do not receive Oxfam support, or the general population of 
the province.

In this regard, two decisions that need to be made by Oxfam are the following:
1.	 Is measuring inequality on a geographic basis most useful? Or does Oxfam wish to track inequalities on 
	 another basis, such as by gender or by income?
2.	 Does Oxfam wish to be able to compare indicators within its programme to these external measures?

The answers to the questions above should guide the choice of indicators from those suggested in Part 2 of this report. 

HEARD believes that if inequality is measured on a geographic basis, it makes sense to do this on a district level. As the Oxfam 
programme works purely at the local level, measuring inequality at national or provincial level may not be particularly relevant. 
Tracking local level inequality would be ideal, but there is little data available to do this. 

The following types of inequality are most relevant to Oxfam:
•	 Health inequality,
•	 Gender inequality,
•	 Social inequality (specifically, inequalities in access to public assets) and
•	 Participation inequality.

Education inequality and income inequality were not seen as directly relevant to the programme. However, both of these 
inequalities play an important role in evaluating inequality as it relates to livelihoods. More and more, researchers are using 
variables that are indicative of income levels and socio-economic status and are easier to measure. These include ownership 
of assets, main source of water, type of toilet, level of education and employment status. If Oxfam intends to collect data on 
income inequality (within its programme), we would recommend it use proxy variables instead.
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As will be apparent from the above, collecting data on inequality is much more complex than collecting data on poverty alone. 
If Oxfam is to collect data on inequality, it will need to do so at baseline and then repeat at regular intervals, recognising that 
inequality may change very slowly over time.
 
In concluding Part 1 of this report, Heard recommends that Oxfam critically assesses the measures proposed in the entire report 
and decides whether inequality is the external metric most relevant to its programme, and gives consideration to measures of 
inequity and vulnerability as alternatives.

Part 2 of this report aims to:
1.	 Describe the dimensions of inequality in three of Oxfam’s programming sectors (health, gender and livelihoods) based on  
	 current research in South Africa, and
2.	 Propose a set of inequality indicators for health, gender and livelihoods against which the progress of Oxfam’s  
	 programmes can be tracked over time.

With regard to health, HEARD recommended the following:
1.	 Oxfam keeps its focus on inequalities in health and addresses inequalities in health care as secondary.
2.	 Oxfam tracks health inequalities without reference to health need, but that this be revisited when better data 
	 on health need becomes available.
3.	 Oxfam gives serious consideration to whether health inequality or health inequity is more applicable.
4.	 The concept of health equity and health be clearly defined if Oxfam decides health inequity is more relevant.
5.	 A detailed analysis of SANHANES and NIDS data on health-seeking, health care access and health care utilisation is  
	 conducted to address these areas in more depth.
6.	 An analysis of life expectancy between different population groups is conducted.
7.	 Oxfam assesses whether geographic inequalities, inequalities between public and private sector, gender inequalities or  
	 income inequalities in health are most critical to the organisation.

With regard to gender, HEARD recommended the following:
1.	 Oxfam should focus on those aspects of gender inequality where South Africa appears to be lagging. These include  
	 prevalence of intimate partner violence in the last 12 months, the maternal mortality rate, income inequality in women and  
	 female headed households.
2.	 More in-depth analysis is needed with regard to levels of joint decision-making and levels of participation among  
	 women at a community level.

With regard to livelihoods, HEARD recommended the following:
1.	 Identifying the population groups with the poorest access to the five capitals – human capital, physical capital, natural  
	 capital, social capital and financial capital – will show which groups are most vulnerable.
2.	 It would be ideal to track local level inequality because the Oxfam programme operates at the local level, but 
	 the limitation is that there is little data available.
3.	 Oxfam should consider whether measuring inequality is appropriate or whether measuring vulnerability would 
	 be more useful.

There are a number of overlaps between the indicators suggested in the sections on health, gender and livelihoods. For 
example, inequality in access to public assets, health and health care inequality measures, the maternal mortality rate and 
inequality in educational attainment. It may be useful, as a starting point, for Oxfam to begin to track these variables.

In conclusion, this report recommends that more information is needed about how measures of inequality will be used 
and the purpose of using inequality as an external measure in order to make final recommendations regarding the most 
appropriate measures. The way in which the measures will be used will determine which indicators are recommended. 

HEARD suggests Oxfam reviews the recommended measures of inequality within health and gender and decides whether 
these measures will suit its purposes. It should be noted that inequality cannot identify who is vulnerable or most in need of 
intervention. As Oxfam works at the local level, inequality may not be the appropriate measure for tracking social change over 
time. Inequality measures changes in distribution at population level – be it by gender or between geographic areas. As such 
it is unlikely to be sensitive enough for Oxfam’s purposes. However, it is more useful to track inequality than to track average 
access to resources and average health and health care utilisation. 

In conclusion, Oxfam needs to decide whether to measure inequality in these variables or whether to track these variables in 
population groups identified as poor or as the most vulnerable. Oxfam has the potential to change the living conditions of the 
poor and vulnerable through its programme, but has little power to change inequality – which must involve redistribution from 
rich to poor. 
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1. Background

Oxfam recognises inequality is at the heart of the South African ‘development problem’. It is critical that Oxfam addresses 
inequality if it is to achieve the development outcomes needed to improve the lives of all people living and working in South 
Africa. Inequality manifests in many different ways and in a multitude of sectors. As a result, it is important for programming 
purposes that Oxfam defines the types of inequality its programme seeks to address. 

Oxfam commissioned this report to help it understand the dimensions of inequality in South Africa and to provide it with a set 
of basic measures against which it could measure its success in dealing with inequality. The objectives of this report are to: 
propose an overarching definition of inequality, outline the most common types of inequality discussed in the South African 
literature and propose some appropriate inequality measures to be used in the Oxfam programme in South Africa. Inequality is 
defined in Section 2. Types of inequality are outlined in Section 3. Measures of inequality are explained in Section 4.

2. Introduction

South Africa is a middle income country but is one of the most unequal countries in the world in terms of income distribution 
([1], [2], [3] and [4]). This is largely a result of the inequalities that were engineered by colonialism and apartheid ([2], [5] and 
[6]). Apartheid created an unequal society by favouring the white minority in terms of employment, education and health care 
[3]. While measures undertaken since 1994 to address these disparities have been somewhat successful, the country is still 
plagued by high levels of inequality. South Africa has been identified as a country of severe contrasts where the very wealthy 
live right next to the destitute [3]. High levels of income inequality are generally seen as being bad for economic growth and 
as having a negative impact on social cohesion.

3. Defining inequality

This section will attempt to define inequality as it relates to Oxfam in South Africa. In addition, it will explain the difference 
between inequality and inequity (two commonly confused concepts) and will explain how economic inequality relates to 
poverty.

Inequality is a term that is used differently in varying disciplines – mathematics, economics and law, to name a few. Inequality 
is multidimensional and refers to the differences that exist between various population groups and/or individuals. The Oxford 
English Dictionary defines inequality as “difference in size, degree, circumstance, etc; lack of equality”. The Collins English 
Dictionary defines inequality as “the state or quality of not being equal; social or economic disparity”. Other definitions 
include the following aspects: “Inequality concerns variations in living standards across a whole population” [6] and the 
identification of inequality as a process because it tends to be persistent and inter-generational [7].

Much of the literature on inequality in South Africa refers to ‘economic inequality’. Economic inequality is inequality in 
standards of living within a country. These are mainly measured through income and wealth disparities ([6] and [8]).

Common non-economic inequalities include gender inequality, education inequality, health inequality, social inequality and 
participation inequality.

Gender inequality refers to disparities that exist between individuals as a result of their gender. 

Education inequality refers to differing levels of educational attainment, education quality and access to education between 
various population groups ([7], [9] and [10]).

Health inequality refers to differences in health status or access to or utilisation of health care ([11] and [12]) between 
individuals or groups of people.

Social inequality implies differing social class, status or circumstance. These can include voting rights, freedom of speech, 
access to quality housing and other public assets1 ([13], [14], [15] and [16]).

Participation inequality is the difference in the levels of participation of various groups in activities such as democracy and 
elections ([17] and [18]) and participation in decision-making structures at national, provincial, district and local level.

1	 Public assets include formal dwellings, piped water, electricity and flushing toilets.



3.1 Inequity versus inequality

The terms inequality and inequity are often used interchangeably even though they are quite different concepts. Inequality, 
as mentioned above, implies variations or differences and can be economic (income and wealth) and non-economic. 
Inequality is a concept that can be observed because it can be measured; that is, it is based on fact. Inequality concerns 
whether something (for example, income or education) is equally distributed between groups.

The Collins English Dictionary defines inequity as: “1. Lack of equity; unfairness; 2. favouritism or bias, an unfair circumstance 
or proceeding”. Inequity is concerned about whether the distribution (for example, income or education) is fair. The individuals 
concerned, as well as policy makers, may have differing views on this issue. That is, when one asserts that something is 
inequitable, one has a concept in mind of what is the ideal or fair distribution of income. The notion of inequity thus involves a 
value judgement. 

This report aims to examine the various types of inequality present in South Africa.

3.2 Inequality, poverty and economic growth

In order to understand economic inequality clearly, it is important to understand how inequality links to poverty, and also to 
economic growth. There is a clear link between poverty and inequality. Increased inequality in areas of income, education and 
land ownership often implies higher levels of deprivation in the same areas [6]. That is, high income inequality often implies 
high levels of income poverty. There are two ways of defining poverty:
•	 Absolute poverty: where a poverty line is defined. The poverty line is usually measured by a level of income that is 
	 deemed enough to meet a household’s basic needs. Any household whose income falls below this poverty line  
	 is categorised as poor [19].
•	 Relative poverty: where a household’s income level is compared to a given proportion of the average national 
	 income [19]. This is specific to each country. For example, if in South Africa the relative poverty line is set at 40% of the  
	 average national income all households that fall below this level would be considered poor.

Poverty can decline and inequality can grow at the same time [20]. This happens when the incomes of the poor increase 
relative to the poverty line, but the incomes of the rich grow faster than the incomes of the poor. Under these circumstances, 
the number of people classified as poor (below the poverty line) will decline, but the gap between the rich and the poor (that 
is, income inequality) will widen.

Countries with higher levels of inequality, particularly wealth inequality, achieve lower levels of economic growth on average [6]. 
Inequality hinders economic growth because:
•	 A country with a high degree of inequality has fewer people who are able to spend on the goods and services that are  
	 produced within the country [21].
•	 The wealthy are more likely to spend on imported goods rather than on locally produced goods [21]. Spending on imported  
	 goods does not contribute to a nation’s economic growth.

4. Types of inequality

Inequality is a very broad concept and applies to a number of areas. Below we have summarised the types of inequality that are 
most commonly discussed in the literature and which we view to be key in the South African context. 

The household provides a good starting point for an analysis of inequality since an individual’s life chances are critically 
affected by the material resources at the disposal of the household and the decisions made within the household about 
distribution of resources [14]. A household is defined as “a group of individuals who live together under one roof and share 
a common kitchen or cooking pot” [14]. In addition, non-resident members (migrant labourers) may influence household 
decision-making [14]. The decisions made within the household include those about:
•	 Food		  •	 Wages
•	 Grant income		  •	 Credit
•	 Productive assets	 •	 Education
•	 Fertility		  •	 Time

The household will be the unit of measurement throughout this report unless otherwise mentioned.
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4.1 Income and wealth inequality

Income and/or wealth inequality are the most commonly discussed types of inequality, and are generally what is referred to 
when people mention “inequality”.

Poverty and income inequality are strongly rooted in the labour market [26]. The labour market refers to jobs, workers and 
issues of unemployment and earnings. In South Africa there are large groups of people whose earnings are far below the 
average and a few whose incomes are dramatically higher than average. Income disparities are wider in South Africa than in 
many other countries. There are a number of reasons for this. The high levels of unemployment and the shortage of skilled 
labour in South Africa could be factors influencing these high levels of inequality. In South Africa, differences in income occur 
between race groups and by location (particularly urban/rural), educational status and gender.

Wealth inequality refers to inequality in asset ownership – including property, land, financial assets and ownership 
of publicly listed companies. Economic research throughout the world shows wealth is more unequally distributed  
than income. 

4.2 Gender inequality

Poverty and inequality have an important gender dynamic. Gender inequality refers both to economic inequality between the 
genders, but also to social inequality and inequality in power between men and women. Economic gender inequalities refer to 
differences in income and employment by gender and to economic inequality within the household ([3] and [22]).

The Gender Inequality Index (GII) for South Africa is 0.49 [23]. This is very similar to the world average for the GII (0.492). The 
GII is based on various socio-economic factors and is a figure between 0 and 1, where 0 indicates that men and women are 
completely equal. South Africa therefore has a relatively high degree of inequality between men and women. More details on 
this index are given in the second part of this report.

In South Africa and most other countries women tend to participate in the labour market less than men ([4] and [24]). That is, 
fewer women than men are actively looking for employment or are employed in South Africa [24]. Women’s wages tend to be lower 
than men’s for two reasons:
•	 Women tend to be over-represented in low skilled, low paying jobs.
•	 Women generally earn less than men, even within this category of low to semi-skilled occupations [24]. 

At a household level, female headed households tend to fare worse than male headed households. For example:
•	 Female headed households tend to have access to fewer assets compared to their male counterparts. 
•	 More than one third of all female headed households indicated that their main source of income was from remittances  
	 (money sent home by migrant workers), pensions and grants rather than salaries or wages [24]. This figure was only  
	 17.7% for male headed households. 

In addition, women are affected by inequality within the household. Women, in particular, tend to have less of a voice 
than men in terms of household decision making and tend to give up their own consumption in favour of children or other 
household members [21]. As a result, within poor households, women tend to be worse-off. Even within households that 
would not be classified as poor, women may receive an unequal share of resources, have poor access to services and be 
living in poverty. 

4.3 Education inequality

There is a strong correlation between educational attainment and standards of living [3]. Education is widely recognised as 
a key factor providing better employment and earnings opportunities ([7], [20], [25] and [26]). For this reason, inequality in 
education is a driver of inequality in other spheres. Parents who were denied opportunities for education will have children 
who are also unable to access education [7]. Inequality in education in South Africa refers to two distinct problems:
•	 Unequal access to education and inequality in overall educational attainment between different groups.
•	 Differences in the quality of education available to different groups.

It is critically important to note that educational disparities persist across generations. Individuals who are better educated 
tend to obtain better jobs with higher earnings. This enables their children to be better educated as well. Children born into 
poor families may not have access to the same educational opportunities ([20] and [27]).
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4.4 Health inequality

Health inequality refers to inequalities in both health status and health care between groups. Like education, inequality in 
health leads to inequality in other spheres as health affects people’s ability to be productive in work and to participate in 
other areas of life. 

Inequality in health care between groups is related to inequalities in access to health care between different population 
groups (can people use health care when needed?) and differences in usage (do people actually use health care when 
needed?). Access may be related to income and to physical or acceptability barriers to accessing health care. For example, 
those living in informal rural areas have difficulty accessing health care due to the distance to the nearest health care facility 
[11]. Usage is related to access and to a number of other factors, which may include education levels, perceived quality of 
care, cultural understandings of illness, stigma, gender and the manner in which patients are treated by health care workers. 
All of these factors impact on whether people use health care when needed.

Within the health economics literature, inequity in health and health care is seen as much more important than inequality. 
It has been shown that some inequality of health care may be required if one is to achieve equality in health outcomes. That 
is, health care may need to be concentrated in those groups that have the greatest need of health care. Inequality in health 
care is very often reported in relation to need. Strictly speaking, when health inequality is measured in relation to need, it is a 
measure of health inequity.

4.5 Social inequality

Many studies refer to inter-household inequalities (differences that exist between households) and show the differences 
by race group or location. In South Africa, however, there is a growing concern regarding intra-household inequality. Intra-
household inequality refers to inequality within a particular household. It is not enough to identify a household as being poor 
or not, it is necessary to examine each person’s welfare within that particular household. Each household member may not 
have equal access to resources or equal opportunities within the household [3].

Another form of social inequality is inequality in access to various resources or ‘public assets’. These include:
1.	 Access to formal dwelling
2.	 Piped water
3.	 Electricity for cooking
4.	 Electricity for lighting
5.	 Chemical or flush toilets

Data show that black households and female headed households remained relatively worse off in terms of access to public 
assets and services in 2008 compared to other population groups and male headed households. For all five public assets 
identified above, blacks’ access ranged between 51% and 77% in 2008. For whites, access ranged between 94% and 100% 
[13]. Provincially, KwaZulu-Natal (KZN) stands out as the only province in which all the access rates were lower in 2008 than 
2007. The biggest decline was in access to a chemical or flush toilet (17% decline could be due to population growth or poor 
maintenance of existing toilets). Households in the Western Cape, Gauteng and the Free State generally experienced the 
highest access rates in 2008, whilst those in Limpopo, KZN and the Eastern Cape had lower rates of access for both 2007 and 
2008. Gauteng, the Free State and Mpumalanga had increases in access to all public assets between 2007 and 2008. In total, 
the use of electricity in cooking increased from 2006 to 2008 suggesting a possible change in household expenditure patterns.

Energy inequality is a relatively new concept. It is a type of social inequality that has been written about in recent years. 
Energy inequality refers to any variance in the use of, or access to, the different types of energy sources available in South 
Africa [15]. Only 79% of the country is connected to the main electricity grid and access to electricity tends to be higher in 
urban areas. As income increases, there is an increase in the use of modern energy sources (electricity, solar) compared to 
traditional ones (dung, wood, candles) and modern sources of energy are more widely available in urban areas [15].

4.6 Participation inequality

As explained earlier, participation inequality refers to differences in the levels of participation of various groups in activities 
such as democracy and elections2. In South Africa, citizen participation in democratic activities is low compared to other 
democratic nations [17]. Here, democratic activities include political discussions and engagement with members of 

10
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3	 Census 2011 should provide reliable data on these at district level, but the results had not been released when the first version of this report was finalised.

parliament [17]. There also appears to be an overall decline in participation in voting, particularly among males [18]. However, 
on the whole, male voter participation is substantially higher than female participation. Limpopo, KZN and the Western Cape 
were the three provinces that had a decline in voter participation whilst the Eastern Cape and Mpumalanga had a slight 
increase in voter turnout. The Indian/Asian population group had the largest decrease in participation, followed by Africans. 
It is interesting to note that there was an increase in overall participation from the younger voter cohort. Access to voting 
stations was not identified as being an issue [18].

5. Measures of inequality

The literature is dominated by measures of economic (income and wealth) inequality. There are several measures available. 
We have focused on those measures that are most commonly used in South Africa and internationally. 

The Gini coefficient is the international standard for measuring the distribution of income and wealth in a country ([6] and 
[28]). The Gini coefficient is calculated as follows:
•	 The population is ranked from poorest to richest (based on data on income earned or assets owned or  
	 on household spending).
•	 The population is then divided into five equal groups ranging from the poorest 20% of the population to the richest 20%  
	 of the population.
•	 The cumulative percentage of income (or wealth or spending) is then calculated for the poorest 20%, 40%, 60%, 80% and 
	 100% of households in order to plot the distribution of income (a Lorenz curve).
•	 The distribution of income (the Lorenz curve) is then compared with the ‘line of equality’ (a representation of equality  
	 where each 20% of the population earns 20% of the income).
•	 The distance between the ‘line of equality’ and the Lorenz curve indicates the extent of the inequality in a country.
•	 The Gini coefficient is then calculated by dividing the area of inequality (the gap between the line of equality and the  
	 Lorenz curve) by the total area underneath the line of equality.

The Gini coefficient is a number between 0 and 1 and is interpreted as follows:
•	 A value of 0 indicates a perfectly equal distribution of income.
•	 A value of 1 indicates that one person earns 100% of the income.
•	 The closer the Gini coefficient is to 1, the more unequal the income distribution.

The Gini coefficient can be calculated using income, wealth or consumption data. As a result of the variety in methods and 
the varying quality of data available, it is difficult to compare Gini coefficients across countries [29]. The Gini coefficient does 
not tell us anything about which groups of people make up the poorest and richest 20% of the population [28]. For example; it 
does not tell us whether:
•	 there are more women in the poorest 20%,
•	 the poorest 20% is made up predominantly of one race group,
•	 the poorest 20% is made up of people from a particular province or from rural areas.

Interestingly, the Gini coefficient has been modified and applied to measure social inequalities in some settings (for example, 
inequality in access to water) and to measure inequalities in health care utilisation.

Given the complex nature of the Gini coefficient calculation, a simplified approach is often used:
•	 The population is ranked from poorest to richest (based on data on income earned or assets owned or on  
	 household spending).
•	 The population is then divided into five equal groups ranging from the poorest 20% of the population to the richest 20%  
	 of the population.
•	 The income earned by the richest 20% of the population is compared to that of the poorest 20%. The larger the gap, 
	 the greater the inequality.

The alternative measure of inequality is the Theil Index. The Theil Index breaks down the inequality into its various 
subcomponents. It is more complex to calculate and more difficult to interpret than the Gini coefficient ([6] and [28]). The 
advantage of the Theil Index is that it provides information on both between-group and within-group inequality. Between-
group inequality refers to inequality between race groups or between provinces. The within-group inequality component 
measures inequality within a specific race group, for example, inequality amongst Africans.



Martins [16], however, identifies the use of household budgets as an indicator of wealth inequality. Identifying the areas 
in which households spend the majority of their income is a good indicator of poverty. For example, if a household spends 
the majority of its income on food, it is considered poor ([16]). The extent of inequality within a country or province can be 
identified through comparison between the spending patterns of the poorest 20% of the population and the richest 20% of 
the population.

Data on income, consumption and asset ownership that is needed to calculate the Gini coefficient is available through 
various household surveys conducted in South Africa. Statistics South Africa (Stats SA) conducts the General Household 
Survey (GHS) annually, the Labour Force Survey (LFS) quarterly and conducted the Community Survey in 2007. The Southern 
Africa Labour and Development Research Unit (SALDRU) initiated the National Income Dynamics Study (NIDS) in 2008. This 
survey will be repeated every two to three years, keeping track of the same individuals and households. Some of the details of 
these household surveys are included in Appendix 1 (Part 1). The GHS and NIDS survey data would provide the necessary data 
to identify household budgets, outlined above as an alternative indicator of wealth inequality.

Inequality in health is generally measured by inequalities in life expectancy or in self-reported health between population 
groups. Data on morbidity (illness levels) in South Africa is poor. There is not enough data on self-reported health to form a full 
picture of inequalities in health.

Inequality in health care is often measured by differences in doctor-patient ratios. Inequality in health care utilisation 
(usage) is measured by concentration curves, which is based on the concept of the Gini coefficient. The concentration curve 
reports health care utilisation rates by income or socio-economic status quintiles (20% groupings). Inequality in health care 
utilisation is often reported in relation to measures of health care need (such as burden of disease). While expenditure per 
capita on health care is measured, it is seen as less important than inequality in health outcomes.

5.1 Measuring inequality at programme or district level

Stats SA conducted the 2007 Community Survey which captured data at district level. This is the most recent survey to have 
done so. The information available includes:
•	 Type of dwelling,
•	 Access to water,
•	 Refuse removal,
•	 Toilet facilities and
•	 Use of electricity for lighting, cooking and heating

This data falls beyond the scope of this review, and, as such, has not been analysed as part of this report3.
Every year the Department of Basic Education (DBE) provides information on the number of students and educators in each 
district. This information could be used to calculate inequality in education indicators between districts, following a similar 
approach to the Gini.

The District Health Barometer measures health care utilisation by district and provinces (primary health care utilisation rate, 
immunisation utilisation rates, hospital bed utilisation rates), as well as mortality rates (by facility, district, province and 
socio-economic status). Stats SA reports mortality rates by age, sex, district and cause. These have been further analysed to 
form data on burden of disease (a measure of health need) by district.
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6. The extent of inequality in South Africa 

Whilst poverty has declined over the period 2000 to 2006; inequality has not. It is interesting to note that income inequality 
between race groups is declining but income inequality within race groups is on the rise. 

Table 1. Post-transition trends in poverty and income distribution by approximate time period.

  1994 - 2000 2000 - 2006 

Aggregate inequality Rising strongly Little change 

Inequality between race groups Declining Declining 

Inequality within race groups Rising strongly Rising 

Poverty headcount Rising moderately Declining strongly 

Source: [20]

World Bank data shows that income inequality rose from 2000 to 2006 and then fell slightly from 2006 to 2009.
•	 In 2000, the Gini coefficient for South Africa was 0.58.
•	 It rose to 0.67 in 2006.
•	 It fell again slightly to 0.63 in 2009.

0.63 is close to 1, indicating a very unequal distribution of income. According to the World Bank, the richest 20% of the 
population earned 68.2% of total income in South Africa in 2009. The poorest 20% of the population only earned 2.7% of total 
income in 2009.

The following two charts illustrate the variation in household expenditure by quintile (20% of the population) in South Africa. 
Figure 1 shows that the richest 20% (the fifth quintile) of the population makes up 65% of total expenditure (spending) in 
South Africa, whilst the poorest 20% (the first quintile) only contributes to 2% of total expenditure (spending) in the economy.

Figure 1. Market share of income groups in total household expenditure, 2004.

Source: [16]

Figure 2 breaks down the expenditure areas of the richest 20% and poorest 20% of the population. The poorest 20% spend 
the majority of its income on food (57%). The richest 20% of the population, on the other hand, spend much of its income on 
housing, electricity and transport.

Market share  
of income groups  

in total household 
expenditure, 2004

2%	 First quintile

5%	 Second quintile

9%	 Third quintile

19%	 Fourth quintile

65%	 Fifth quintile
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Figure 2. A comparison of spending between the poorest 20% and the richest 20% of the population, 2004.

Source: [16]

Location has also been identified as a driver of wage, employment and earnings differences in South Africa. It has long been 
thought that inequality is mainly a racial issue in South Africa. However, the racial dimension of inequality has been reduced 
and now location differences, disparities in education and intra-household inequality seem to be the largest contributing 
factors to current inequality [20]. Location, particularly the distinction between urban and rural, is a significant determinant 
of wage differences in South Africa [25].

Table 2 illustrates that in four of the nine provinces inequality within the province increased from 1995 to 2005. The Western 
Cape, Gauteng and Mpumalanga saw the largest increases in their respective Gini coefficients. The province with the highest 
Gini coefficient in 2005 was the Western Cape (0.69).

Table 2. Shifts in inequality by province, 1995 – 2005.

Province Gini Coefficient

  1995 2005 Direction of change:

South Africa 0.64 0.69

Gauteng 0.54 0.65

Western Cape 0.58 0.69

KwaZulu-Natal 0.63 0.67

Free State 0.66 0.65 Little change

Eastern Cape 0.65 0.64 Little change

Northern Cape 0.65 0.62

North West 0.63 0.64 Little change

Mpumalanga 0.58 0.67

Limpopo 0.63 0.58

Source: [5]

 - shows that inequality decreased from 1995 to 2005
 - shows that inequality increased from 1995 to 2005
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The Human Development Index (HDI) measures human development based on income, education and health factors and 
can serve as an indicator of inequality between various population groups (provincial groups, in this case). The HDI ranges 
between 0 and 1; the closer the HDI is to 1, the higher the level of human development. The most recent HDI for South Africa 
is 0.619 in 2011 [1], which is slightly lower than the figure from 1996 (0.628). This indicates a decline in human development 
in South Africa over the period. HDI data for 1996 shows there is inequality in human development between the provinces in 
South Africa. The provinces with the highest HDI were Gauteng and the Western Cape and the provinces with the lowest HDI 
were KZN, the Eastern Cape and Limpopo. Unfortunately no recent data on HDI by province could be found.

During apartheid, vast disparities existed between race groups in terms of access to education and the number of years of 
schooling obtained. Today, the inequalities in number of years of schooling between blacks and whites have declined, but 
what remains is a stark contrast in the quality of education received ([7], [9], [20] and [26]). The quality of education can 
be measured by pupil-teacher ratios, the number of matriculants enrolled, matric pass rates and subjects pass rates. The 
pupil-teacher ratio calculates the number of pupils per teacher; a higher number of pupils per teacher means less individual 
attention per student and thus a lower quality of education [7].

Table 3 below provides pupil-teacher ratios by province. Provinces that had pupil-teacher ratios higher than the national 
average of 29.3 in 2010 are highlighted in bold in the table and include KZN, Eastern Cape and Northern Cape. Gauteng, 
Western Cape and the Free State had pupil-teacher ratios below the national average. The difference between the province 
with the lowest ratio (Free State) and the provinces with the highest pupil-teacher ratio (KZN and Northern Cape) is three 
pupils per teacher thus illustrating a relatively small variance amongst provinces. On the whole, the national pupil-teacher 
ratio declined over the period from 2007 to 2010. Ratios have, however, increased from 2009 to 2010 in some provinces 
(Northern Cape, North West and Mpumalanga). The largest decline was experienced in KZN. This is a good indicator of improved 
quality; however, in each province the decline in this ratio has been very slight. Pupil-teacher ratios tend to be much higher in 
black schools compared to other mixed race schools [7].

Table 3. Comparing pupil-teacher ratios by province, 2007 – 2010.

Province Pupil-Teacher Ratio

  2007 2008 2009 2010

South Africa 31.5 30.5 29.6 29.3

Gauteng 29.8 29.5 28.7 28.1

Western Cape 30.3 28.8 28.5 28.3

KwaZulu-Natal 32.4 31.9 31.6 30.5

Free State 28.9 28.7 27.5 27.5

Eastern Cape 32.3 31.3 29.8 29.7

Northern Cape 31.0 29.5 29.4 30.5

North West 29.1 29.3 29.1 29.2

Mpumalanga 32.7 31.3 29.4 30.0

Limpopo 33.2 30.9 29.2 29.3

Source: [30]

Note: The provinces with higher than average pupil-teacher ratios are highlighted in bold.

As shown in Table 4, the number of candidates who wrote matric in each of the provinces was very evenly split between males 
and females. The DBE reports on the percentage of matric candidates who failed every year. In South Africa, there are no vast 
differences in matric failure rates for males and females (30.7% and 33.5% respectively). Gender inequality within education 
does not appear to be a serious problem. On the whole, Limpopo, Mpumalanga and the Eastern Cape had the highest number 
of matric failures (lowest pass rates) compared to the other provinces. Gauteng had the lowest overall failure rate (highest 
pass rate).
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Table 4. National senior certificate examination results, by province and gender, 2010.

Province
Gender breakdown of  
candidates who wrote

% of candidates who failed

  Male (%) Female (%) Total (%) Male (%) Female (%) Total (%)

South Africa 45.5 54.5 100 30.7 33.5 32.2

Gauteng 45 55 100 21.6 21.1 21.4

Western Cape 43.2 56.8 100 21.7 24.4 23.2

KwaZulu-Natal 46.1 53.9 100 28.9 29.7 29.3

Free State 48.1 51.9 100 27.8 30.7 29.3

Eastern Cape 44 56 100 40.4 42.7 41.7

Northern Cape 45.1 54.9 100 27 28.2 27.7

North West 46.4 53.6 100 22.2 26.1 24.3

Mpumalanga 46.6 53.4 100 40.7 45.3 43.2

Limpopo 45.5 54.5 100 37.7 45.8 42.1

 
Source: [30]

Matriculation with mathematics and science is indicative of a good quality of education. Most predominantly black schools 
are lacking in this area [7]. Disadvantaged schools (which are generally black schools based in rural areas) are faced with 
many factors that reduce the quality of education that they offer. These include overcrowding, lack of text books and learning 
materials, unqualified and under-qualified teachers and the lack of access to basic resources such as electricity and clean 
water [31]. On the whole the decline in the number of matriculants writing mathematics and science is indicative of declining 
educational quality in South Africa. Concerns have been raised in recent years that the improvement in pass rates may in fact 
be due to lowering of examination standards.

The issue of access to education has changed in that most children in South Africa are able to attend a school, but only some 
children, whose families have the financial means to pay higher school fees or to cover travel expenses to attend better 
schools further from home, are able to attend good, better equipped schools. The reduction in the between-race educational 
inequality is, to a large extent, a result of the influx of blacks into previously white schools. These schools still tend to 
perform better than the previously disadvantaged black schools [9].

Large inequalities in access to health care (and usage of health care) exist between those who have access to private sector 
medical care (through medical aids) and those who rely on the public sector. Within the public sector, there are important 
geographic inequalities in health care, by province and district. Inequality in health and in health care are discussed in more 
detail in Part 2 of this report.

7. Proposed set of inequality measures for Oxfam in South Africa

We examined all of the inequality measures available in South Africa and highlighted the most commonly used ones in  
the earlier section on inequality measures. From these measures we attempted to identify the most appropriate measures  
for Oxfam.

As explained in the section on inequality, the Gini coefficient is the most widely used measure of economic inequality, but 
it is very difficult to calculate. The most straightforward way of measuring income inequality at the Oxfam programme level, 
therefore, would be to compare the income or spending of the richest 20% of the population Oxfam is interested in examining 
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with the poorest 20% of that population. In this simple comparison, an equal distribution of income would mean that both the 
richest and poorest 20% of the population would each earn 20% of the total income. If the richest 20% earn or spend more 
than half of the total income, this is indicative of a highly unequal distribution.

If Oxfam is interested in assessing inequality within the geographic areas in which it works, we would recommend it employs 
one or more researchers to collate the various published district-level data for these specific districts on a regular basis. 

•	 The District Health Barometer is published annually by the Health Systems Trust. This data would provide some description  
	 of health and health care inequalities across districts.
•	 Education data is published annually by the Department of Basic Education. It could be used to provide indications of  
	 inequality in education and education quality between districts. 
•	 The Community Survey (which contains district level data on access to public assets) was only published in 2007 and it is  
	 not clear when Stats SA will conduct another survey of this kind. However, this provides a rich source of (rather old) data  
	 on economic and social inequality.
•	 The other household surveys (LFS, GHS and NIDS) provide provincial level data on an annual basis which Oxfam could use  
	 to provide a broader picture of inequality within the provinces that it operates.
•	 Census 2011 should provide a wealth of information at district level.

On the other hand, if Oxfam aims to measure inequality between those it reaches with its programme and the general 
population in the districts within which it works, data would need to be collected for a sample of those receiving support 
from Oxfam and this data would need to be compared with socio-economic data for the comparator group (be it the general 
population in the districts within which Oxfam works, a sample of households in the same district who do not receive Oxfam 
support, or even the general population of the province).

Initial feedback from Oxfam Australia staff on 25 September 2012 and discussions with Country Director Allan Moolman have 
shown that the organisation wishes to track external measures of inequality over a long time period to pick up any long term 
changes. Two decisions that need to be made relate to the following:
1.	 Is measuring inequality on a geographic basis most useful? Or does Oxfam wish to track inequalities on another basis,  
	 such as by gender or by income?
2.	 Does Oxfam wish to be able to compare indicators within its programme to these external measures?

The answers to the questions above should guide the choice of indicators from those suggested in Part 2 of this report.

The Health Economics and HIV and AIDS Research Division (HEARD) believes that if inequality is measured on a geographic 
basis, district level makes sense. As the Oxfam programme works purely at the local level, measuring inequality at national or 
provincial level may not be particularly relevant. Tracking local level inequality would be ideal, but there is little data available 
to do this.

At the Oxfam staff workshop on 25 September 2012, it became clear that the following types of inequality are most relevant  
to Oxfam:

•	 Health inequality,
•	 Gender inequality,
•	 Social inequality (specifically, inequalities in access to public assets), and
•	 Participation inequality.

Education inequality and income inequality were not seen as directly relevant to the programme. However, both of these 
inequalities play an important role in evaluating inequality as it relates to livelihoods, as explained in Part 2 of this report. 
While income inequality may be best measured by income or spending data, accurate data on these variables are often 
not available at a district or sub-district level. Income data is notoriously difficult to collect, as people are reluctant to give 
this type of information and are often suspicious about how it will be used. More and more, researchers are using proxy 
variables – variables that are indicative of income levels and socio-economic status – which are easier to measure. These 
include ownership of assets (for example, fridge, television, cellular phone), main source of water, type of toilet, level of 
education and employment status [32]. If Oxfam intends to collect data on income inequality (within its programme), we would 
recommend it use proxy variables.
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It is important to note that measuring inequality will provide a good indication of the existence of disparities, but will not 
identify who is poor or vulnerable. An indicator such as a Gini coefficient will not assist Oxfam in identifying the characteristics 
of the poorest or most vulnerable groups. Data on the characteristics of households would need to be collected alongside the 
income proxy data and analysed separately. As will be apparent from the above, collecting data on inequality is much more 
complex than collecting data on poverty alone. If Oxfam is to collect data on inequality, it will need to do so at baseline and 
then repeat at regular intervals, recognising that inequality may change very slowly over time.

8. Recommendations

We have defined inequality, outlined the major types of inequality and the commonly used measures. We have proposed a 
measure of income inequality in this report and several approaches to measuring inequality. Proposed measures of health and 
gender inequality, as well as measures of inequality appropriate to Oxfam’s livelihoods work, are made in Part 2 of this report.

We believe that Oxfam needs to critically assess the measures proposed in Part 1 and Part 2 of this report and needs to 
decide whether inequality is indeed the external metric which is most relevant to its programme. Measures of inequity and 
vulnerability need to be considered as alternative metrics.
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Appendix 1 (Part 1): Details of household surveys

Statistics South Africa (Stats SA) conducts:
1.	 The General Household Survey (GHS), annually
2.	 The Labour Force Survey (LFS), quarterly.
3.	 The Community Survey (2007)

The Southern Africa Labour and Development Research Unit (SALDRU) based at the University of Cape Town initiated:
The National Income Dynamics Study (NIDS) in 2008. This survey will be repeated every two to three years, keeping track of the 
same individuals and households.

The GHS collects information on:
•	 Demographic factors such as age, race, gender, location etc. 
•	 Economic factors such as income, education, employment
•	 Health
•	 Food security
•	 The household; size of household, type of dwelling, access to water, quality of water and toilet facilities.  

The LFS collects a variety of data on:
•	 Employment
•	 Earnings 
•	 Education of individuals. 

The Community Survey was used to gather demographic and socio-economic data at a municipal level.

The NIDS survey is designed to gather information on:
•	 Income
•	 Consumption
•	 Expenditure
•	 Household structure
•	 Health
•	 Education
•	 Food security
•	 Access to water and electricity.
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1. Introduction

The report entitled The Current Understanding of Inequality in South Africa, which is Part 1 of this document, defined 
inequality, explained the various types of inequality and inequality measures and discussed the present state of inequality  
in South Africa.

Part 2 of this document aims to:
•	 Describe the dimensions of inequality in three of Oxfam’s programming sectors (health, gender and livelihoods) based  
	 on current research in South Africa; and
•	 Propose a set of inequality indicators for health, gender and livelihoods against which the progress of Oxfam’s  
	 programmes can be tracked over time.

The section on livelihoods includes a discussion on food security, which is an important aspect of livelihoods, and an area 
that the Oxfam programme addresses. Initial feedback from Oxfam staff has shown that measuring inequality within its 
programme is not useful. Oxfam wishes to track external measures of inequality over a long time period to detect changes 
over time. With this in mind, this report proposes measures of inequality which are currently being used in South Africa.

As discussed in Part 1, inequality implies variations or differences between individuals or population groups. Inequality can be 
observed because it can be measured. Inequality concerns whether something (for example, income or education) is equally 
distributed between groups. As outlined in Part 1 of this report, the types of inequality discussed are defined as follows:

Economic inequality is inequality in standards of living within a country. These are mainly measured through income and 
wealth inequality.

Gender inequality results when disparities exist between individuals as a result of their gender.

Health inequality refers to differences in health status or access to or utilisation of health care [1] between individuals or 
groups of people.

Income inequality refers to disparities in income or earnings between different population groups.

Intra-household inequality refers to inequality within a particular household.

Social inequality implies differing social class, status or circumstance. These can include voting rights, freedom of speech 
and access to quality housing and other public assets.([2], [3], [4] and [5]).

Participation inequality is the difference in the levels of participation of various groups in activities such as democracy and 
elections ([6] and [7]) and participation in decision-making structures at national, provincial, district and local level.

Wealth inequality refers to inequality in asset ownership, including property, land, financial assets and ownership of publicly 
listed companies.

As mentioned in Part 1, it became clear at the Oxfam staff workshop on 25 September 2012 that health inequality, gender 
inequality, social inequality (specifically, inequalities in access to public assets4) and participation inequality are most 
relevant to Oxfam. As a result this report will focus on these types of inequality.

From discussions with Oxfam staff it became apparent to the researchers that other measures within health, gender and 
livelihoods may be more relevant than inequality measures per se. These concerns were raised with Oxfam prior to starting 
this phase of the project. However, the researchers were briefed to continue to examine inequality measures. In the 
livelihoods section some measures which are not inequality related, but which are regarded as relevant, are presented.

We understand that tracking gender inequality is important to Oxfam, given the programme’s focus on women. In deciding on 
the most appropriate measures from those provided in this report, Oxfam should consider the following questions:

4	 Public assets include formal dwellings, piped water, electricity and flushing toilets.
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1.	 How relevant is geographic inequality to Oxfam? Is it as important as gender inequality, or less so?
2.	 If geographic inequalities are relevant to Oxfam, should inequality be measured at a district or provincial level?  
	 Or by area type? At which level is geographic inequality relevant to Oxfam’s programme?
3.	 What is the purpose of tracking these indicators? How will these indicators be used in the Oxfam programme?  
	 To what end?

To assist in guiding the decision of which measures of inequality to use, this report indicates, where possible, at what level 
the data needed to estimate each measure is available.

2. Inequality in health in South Africa

Discussions with Oxfam staff have shown that health is central to the Oxfam programme in South Africa. The broad definition 
of health used by Oxfam is similar to the view of health in the health economics literature: that health is something which is 
necessary for people to “flourish” [8]. It also matches the generally accepted World Health Organisation (WHO) definition of 
health as “a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity” [9].

Inequality in health refers to inequalities in health status and in health care between groups. Inequality in health leads to  
(or exacerbates) inequality in other spheres as people’s health affects their ability to be productive and to participate in  
other activities.

There are marked inequalities in health in South Africa on a geographic basis. There is persistent geographic variation in 
infant mortality rates and under-five mortality rates ([10] and [12]). HIV prevalence differs between geographic areas ([11] and 
[12]). Antenatal HIV prevalence has been shown to be higher in the most deprived districts, which include: uThukela, Chris 
Hani, Ugu, Sisonke, Greater Sekhukhune, Zululand, Alfred Nzo, O.R. Tambo, uMkhanyakude and uMzinyathi [10].

Health inequalities among children are particularly important as poor health in childhood has lifelong consequences. Health 
and health care inequalities among children are worse than among adults in South Africa because of the concentration of 
children in the rural areas of South Africa and, in particular, in the former homelands [13]. These areas lag behind the rest of 
South Africa in terms of access to quality education, water and sanitation, housing and health care.

Analysis of data from the National Income Dynamics Study (NIDS)5 show that, on average, women, blacks, those with 
greater limitations in activities of daily living, and those with lower education levels were more likely to report worse health. 
Interestingly, those in urban areas were more likely to report poor health. 

Inequality in health care between groups is related to inequalities in access to health care between different population 
groups (can people use health care when needed?) and differences in usage (do people actually use health care when 
needed?). Access may be related to income and to physical or acceptability barriers to accessing health care. For example, 
those living in informal rural areas have difficulty accessing health care due to the distance to the nearest health care 
facility [1]. Usage is related to access and to a number of other factors: education levels, perceived quality of care, cultural 
understandings of illness, stigma, gender and the manner in which patients have been treated by health care workers in the 
past. All of these factors impact on whether people use health care when needed. In 2008, research showed that blacks and 
coloureds were more likely to go without medical care in the last 12 months than whites or Indians [14].

In South Africa, inequalities in access to health care are closely related to income and employment status. Large health 
care inequalities exist between those who have access to private sector medical care (through medical aids) and those who 
rely on the public sector. Income and access to medical aid are two of the main factors in the decision of whether to access 
health care from the private or public sector ([15] and [16]). Access to medical aid is largely determined by employment 
status. There are still inequalities in health care by race, again largely driven by access to private sector health care as formal 
employment and medical aid membership is predominantly enjoyed by whites, coloureds and Indians. The SA Living Conditions 
Survey 2008/2009 shows that 63.9% of South Africans seek care in the public sector and 36.1% seek care in the private 
sector. The surveys showed 71.9% of blacks; 52.8% of coloureds; 49.4% of Indians and 16.1% of whites sought care in the 
public sector the last time they consulted a health care worker.

5	 Described in Appendix 1 (Part 2).
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Spending on health care per capita in the private sector is much higher than that in the public sector, but the gap has 
narrowed somewhat over time (six times higher in 2005/2006 and 5.4 times higher in 2009/2010) [17]. The proposed National 
Health Insurance (NHI) seeks to address the inequalities between the private and public sector, through: 1) higher spending 
on health care in the public sector, and 2) mechanisms that will allow for everyone to access certain categories of care in the 
private sector.

There are substantial inequalities in health care on a geographic basis, between the provinces, between rural and urban 
areas and between districts [10]. There are differences in the number of hospitals and doctors per 100 000 population 
between provinces [17]. A study has shown that, post-1994, health finances were channelled to those provinces and sites 
that had a higher ability to spend funds rather than a higher need for health care. As a result, provinces and rural sites that 
struggled to spend funds allocated to them, received less funding in subsequent budgets. This situation has worsened the 
geographic disparities in health care that existed pre-1994 ([18] and [19]`26). Intra-provincial inequity6 in spending remains 
a problem. The average per capita non-hospital primary health care expenditure in South Africa was R514 in 2010/2011. Per 
capita spending in the 20% of least deprived districts was R584, but spending in the 20% of most deprived districts was only 
R4047[10]. This points to a continued skewing of spending towards the districts with less need, within the public sector, 
although there has been some reduction in this inequality since 2001 [17]. In 2010/2011, average public health care (PHC) 
expenditure (non-hospital) per capita was R631 in the Western Cape; but only R430 in the Free State and KwaZulu-Natal (KZN) 
[10]. It is hoped that new methods of spending allocation, based on health need, will be implemented in the NHI, although this 
will require much improved data on burden of disease at a district (or even ward) level.

Health and gender inequalities are interlinked in many countries. Potential sources of information on health-seeking 
behaviour, access to health care and utilisation of health care are examined in the section on health care measures. When 
examining inequality in health care utilisation between men and women we need to be clear about whether equal use of 
health care between genders is the desired outcome or whether women have a greater need for health care than men due  
to child-bearing.

A similar question arises when examining geographic inequalities. Is it equitable to allocate health resources equally between 
districts? If we want to achieve equality in health outcomes in South Africa, some inequality of health care between districts 
may be necessary. That is, more may need to be spent on health care in those districts that have the greatest need. Because 
resources are limited, this may mean intentionally prioritising some groups of people. These ethical questions are beyond  
the scope of this review, but they need to be borne in mind when examining statistics and when setting up health care 
inequality indicators.

There are a number of vulnerable groups that may have unequal access to health care: the disabled, non-citizens, and 
possibly the elderly ([20] and [21]). The extent of inequality in these vulnerable groups cannot be assessed in the space 
available here. Comparing health inequalities between such groups also raises some important ethical questions. For 
example, is it equitable to spend the same amount per capita on the elderly and on children? Or should we be prioritising 
spending on children?

2.1 Measures of health and health care inequality

Discussions with Oxfam staff showed that inequality of access and utilisation of health care by location (rural/urban) and 
gender were seen as most important. However, health care is only important in so far as it produces better health. Health care 
should always be seen as secondary to health. The health economics literature is very clear that when examining equality, 
it is inequality of health which is most important [22]. Measuring inequality of access and utilisation of health care should 
always be secondary to measuring inequality in health.

Most interventions to reduce health inequalities lie outside of health care: in better food security, more equal access to 
clean water and adequate sanitation, housing and quality education [13]. Hence, the measures suggested in the sections on 
livelihoods and gender also have relevance to health.

6	 As explained in Part 1 of this report, inequity is concerned with whether the distribution (for example, income or education) is fair. The notion of inequity

	 involves a value judgment. Inequality merely describes whether the distribution is equal or unequal.

7	 Districts were classified according to the Deprivation index, based on 2007 Community Survey data. The use of a different index – the SA Index of Multiple 

	 Deprivation – provides a fairly different ranking. Census 2011 data should allow for a more up-to-date ranking of districts.

8	 Health also has a psycho-social aspect.
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2.1.1 Measures of health inequality

When examining health inequalities it should be remembered that because health has a biological aspect8, it is naturally 
variable. In every society there is a degree of health inequality which cannot be explained and will always exist for reasons 
of genetics, and so on. Inequality in health is generally measured by inequalities in life expectancy or in self-reported health 
between population groups.

Data on self-reported health among adults has been collected as part of several studies in South Africa. It is collected as part 
of NIDS by race group, rural/urban location, income quintile (20% grouping), education level, age and gender. Self-reported 
health data is collected annually in the General Household Survey (GHS) and will be collected annually in the South African 
National Health and Nutrition Examination Survey (SANHANES)9 [23].

Some studies show high correlations between self-reported health and objective health measures, including mortality. There 
is some evidence of lower recognition of poor health in poorer households, with the poor tending to regard only severe ill 
health as such. Household surveys in South Africa in the 1990s found lower levels of poor health in poorer households than in 
richer households [24]. As a result of this phenomenon, current surveys may be underestimating health inequality between 
rich and poor households in South Africa.

For this reason some studies instead suggest using a measure of chronic illness or disability [1]. Limitation in activities 
of daily living as a measure of disability is collected in NIDS and SANHANES. There are many, quite different definitions of 
disability, and a clear decision needs to be taken on which definition to use if health is to be tracked using this measure [17].

Differences in life expectancy at birth is another common measure of health inequality, which definitely needs to be included 
in any examination of health inequality. Trends in life expectancy at birth over time can be analysed by geographic area, 
gender and race to provide an estimate of inequalities in health across these groups. Annually, Statistics South Africa (Stats 
SA) provides a five year moving average life expectancy at birth for males and females [25]. Again, this indicator rests on vital 
registration data and many choose to use modelled 2008 data from the Actuarial Society of South Africa (ASSA) instead.

Internationally, research has examined differences in age at death between population groups [22].

Many other health indicators are used internationally and in South Africa. We believe that the indicators discussed below 
are the most appropriate to Oxfam. These indicators can be transformed into simple indicators of health inequality – by 
geographic area, income quintile and (in some cases) gender. Several of these indicators are available from multiple data 
sources. They are:
•	 Infant mortality rate (IMR) 10

•	 Under 5 mortality rate (U5MR) 11

•	 Maternal mortality rate (MMR) – discussed under the gender section
•	 HIV prevalence rate.

The IMR and U5MR are available from several data sources and are regularly summarised by several research organisations 
([12] and [17]). Both will be used to measure health system service delivery in the future [26]. Both these measures and 
the MMR are plagued by data problems. At times quite different estimates emerge from different surveys. Birth and death 
registration data are not seen as adequate to estimate this measure accurately. Some researchers believe that the last 
reliable estimate of IMR was in the 1998 South Africa Demographic and Health Survey (DHS) [12]. Others ([12] and [26]) rely 
on modelled data from ASSA. Still other researchers have used the Community Survey 2007, although it is accepted as 
underestimating IMR and U5MR [11].

IMR is presented by income quintiles (for the poorest 20% and richest 20% of the population) [12]. NIDS data allows the U5MR 
to be presented by income quintiles and by geographic areas. In the future IMR, U5MR and MMR will be estimated from the 
Rapid Mortality Survey. Whether this will allow disaggregation by district, sub-district and income quintile remains to be seen. 
Tracking these indicators will require tracking of all sources of data.

9	 All of these surveys are described in Appendix 1 (Part 2).

10 	 Number of children that die in the first year of life per 1 000 live births.

11 	 Number of children that die before fifth birthday per 1 000 live births.
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Because of the poor quality of death registration, which plagues IMR, MMR, U5MR and life expectancy and burden of disease 
data, the HIV prevalence rate is a good proxy variable for health. Prevalence is more appropriate than incidence as it portrays 
the full burden of new and existing cases of HIV. There is annual surveillance of antenatal HIV prevalence among women 
aged 15 to 49 years [27] and frequent surveillance of prevalence in the general population [28]. The District Health Barometer 
reports antenatal HIV prevalence rates by district, with districts ranked from most deprived to least deprived districts12.

2.1.2 Measures of health care inequalities

Ideally, inequality in health care utilisation should be reported relative to measures of health care need. There is a good 
deal of debate in the literature on how to measure health need. Some authors argue that current health is a good measure 
of health need, and others point out that this ignores the need for preventative health care. Others view health need as the 
potential to benefit from health care [22].

Measuring health need (based on current health) is complex and requires good data on burden of disease, causes of 
mortality and the age-structure of a population in an area. Data on illness levels and burden of disease in South Africa 
is poor, particularly at sub-national level [19]. Reporting of deaths and accuracy of death certificates is worse in more 
deprived districts [10]. Much research is still based on work done in 2000 [29]. Updated burden of disease estimates should 
be available in the next few years. Hopefully, the SANHANES study will provide more accurate estimates of the prevalence 
of cardiovascular disease, hypertension, diabetes, obesity, nutritional deficiencies, diarrhoea in under five year olds and 
disability at provincial level by 2014.

Until newer burden of disease data is released, we would not recommend that Oxfam track health care inequality relative to 
need. We suggest that Oxfam begins by monitoring health inequalities, by gender, by province and type of geographic area; 
by district and income quintile (whichever Oxfam decides is most important for its purposes). When new data on burden of 
diseases is released, the quality of the data at provincial and district level and by income quintile will need to be assessed 
before it can be used to track health need at these levels. Oxfam would have to clearly define its own concept of health need 
and health equity before measuring health care relative to need.

Internationally, inequality in health care utilisation is measured by concentration curves or a concentration index, which is 
based on the concept of the Gini coefficient. The concentration curve reports health care utilisation rates by income or socio-
economic status quintiles (20% groupings) [22]. The advantage of the concentration index is that relative contributions to the 
health inequality can be evaluated mathematically. The disadvantage is that it is difficult to calculate and to interpret.

Instead of using the concentration index approach, we recommend health care utilisation be reported by the richest 20% and 
poorest 20%. While such an approach does not reflect the experience of the whole population (as the concentration index 
does), these statistics are much easier to interpret. The following measures of health care inequality can be calculated by 
income quintile:
•	N umber and proportion of children (or total population) living more than 30 minutes from a health care facility is 
	 estimated annually in the Child Gauge. Similar data could be calculated for the whole population, from the annual GHS.  
	 This data is available at provincial level.
•	 Distance to the nearest health care facility will be provided in SANHANES at the provincial level.

Several aspects of health-seeking and health care utilisation will be provided in SANHANES such as:
•	 Where do respondents usually get health care from or where did they get health care the last time they needed it  
	 and why?
•	 Did respondents receive health care the last time they needed it? Reasons why not.
•	 In the past 12 months, have respondents put off getting the health care they needed?
•	 Frequency of receiving care for specific conditions (such as diabetes, hypertension)13.

There are many available measures of geographic health care inequalities. For any of the measures below, a simple measure 
of inequality is to calculate the ratio between the highest and lowest spending district or province [17]14. Alternatively, 
districts could be ranked from the least to most deprived, as is done in the District Health Barometer. These indicators could 
be compared between the 20% of least deprived and 20% of most deprived districts. The most commonly used measures of 
geographic inequalities in health care are described below.

12	 Census 2011 data may enable more updated rankings of these districts.

13	 The Demographic and Health Survey (DHS) has not been done since 2003. There are concerns with the quality of data collected in the 2003 survey, with many 

	 models still relying on the 1998. It appears that the DHS will be replaced by SANHANES. 

14	 The District Health Barometer estimates this indicator, ranked by the most deprived to least deprived district (socio-economically), which could also be tracked.
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Useable public sector hospital beds per 1 000 (uninsured population) are available annually from 2007, at provincial level [17].

The number of public sector medical practitioners per 100 000 uninsured population are estimated annually by Health 
Systems Trust (from National Department of Health (NDoH) and Stats SA data). This is available nationally and provincially 
from 2007 [17]. The number of private sector medical practitioners per 100 000 people with health insurance can also be 
estimated, to show the contrast in resources between the private and public sector, at provincial level.

The utilisation rate for primary health care is available annually from the NDoH’s District Health Information System (DHIS) [17]. 
A target of 3.5 primary health care visits per person per annum has been set by NDoH for 2010 to 2014. Currently average PHC 
utilisation is 2.5 visits per person per annum. These data are available at a district level and could possibly be disaggregated 
in other ways.

Expenditure per capita on health care is estimated annually at national and provincial level [17]. The most useful measure 
is per capita expenditure on non-hospital primary health care at provincial level [17], which is available from 2008, and 
at a district level [10] since 2001/2002. This indicator shows how much each province and district spends per person  
without medical insurance. It excludes spending on hospitals and on specific programmes (such as HIV, nutrition and  
coroner services).

3. Gender inequality in South Africa

3.1 Dimensions of gender inequality in South Africa

Gender inequality refers both to economic inequality, social inequality and inequality in power between men and women. 
Economic gender inequalities refer to differences in income and employment by gender and to inequality within the 
household ([12] and [30]). Achieving gender equality requires women’s active participation and involvement in decision-
making at all levels, starting in the home and extending to the highest levels of government [31].

The Gender Inequality Index (GII) for South Africa (0.49) is in line with the world average (0.492). South Africa’s GII is similar to 
Brazil and Mexico, but better than its neighbouring countries. South Africa was ranked higher on the GII (94th in the world) than 
the HDI (123rd in the world) in 2011. South Africa is ranked 15th in the world on the Gender Equality Index, which is outlined in 
the next section [32].

Women tend to participate less in the paid labour market compared to men in South Africa as in most other countries ([33] and 
[34]). That is, fewer women than men in South Africa are actively looking for employment or are employed [34]. There are still 
sharp disparities in wages by race, gender, location and union status [33]. Women’s wages tend to be lower than men’s as 
women tend to be over-represented in low-skilled, low paying jobs. Within this category of low to semi-skilled occupations, 
women generally earn less than men, even when working in similar roles [34]. Women tend to participate in unpaid (and 
frequently unrecognised) labour in the household (child care, housework and caring for the sick) and within the community 
(care work and volunteer work) because of the gender norms that exist.

As was outlined in Part 1, female headed households in South Africa tend to fare worse than male headed households in 
terms of access to financial assets, and access to public assets and services [3]. Public assets include:
•	 Access to formal dwelling	
•	 Piped water
•	 Electricity for cooking
•	 Electricity for lighting
•	 Chemical or flush toilets
•	 Transport
•	 Communications15.

In addition, female headed households rely more heavily on remittances (money sent home by migrant workers), pensions and 
grants than salaries or wages. More than one third of all female headed households rely on the above as their main source of 
income, compared with 17.7% for male headed households [34].

15	 This information is largely available in the national household surveys, particularly the GHS and NIDS. District level and enumerator level data for most of 

	 these public assets should be available from Census 2011.

27



Women are also affected by inequality within the household. Women tend to have less ‘say’ in household decision-making 
such as how money is spent. In addition, women tend to give up their own consumption in favour of children or other 
household members [35]. As a result, within poor households, women tend to be worse off. Even within households that 
would not be classified as poor16, women may not receive an equal share of resources, may have poorer access to services 
and to opportunities [36] and may have less decision-making power.

Women‘s participation in decisions being made in their own households is widely accepted as a universal indicator of 
women‘s empowerment. Low levels of joint decision-making are indicative of gender inequality. The extent of joint decision-
making within the household can be difficult to measure. It often requires qualitative research, which is not easily useable as 
an indicator. Such research should aim to determine the extent of joint decision-making within the household and also the 
type of decisions that are made jointly.

Intimate partner violence (IPV) is seen as a good indicator of gender inequality. IPV has been defined to include physical and 
sexual violence, threats of violence, and psychological, emotional and financial abuse [37]. Where there are high levels of 
gender inequality this is likely to play itself out in some form of IPV. IPV in a past 12 month period is generally considered a 
better indicator of gender inequality than rape or gender-based violence (GBV), which could be perpetrated by a stranger or 
by an intimate partner as it reflects inequalities within relationships rather than levels of violence within society and is widely 
measured in surveys17.

While low levels of reporting of IPV and GBV make it difficult to ascertain prevalence accurately, several studies show high 
rates of IPV in South Africa. A 2001 study of three South African provinces found that 19% to 27% of women reported IPV [38]. 
A nationally representative study found a 19% lifetime prevalence of victimisation among female respondents [39] and a 
study on physical violence among South African men found that 27.5% reported perpetration in their current or most recent 
partnership [40]. Over half of female homicide victims are killed by their intimate partners [41]. In a 2001 study by Jewkes et al 
[38], of 1 229 South African men aged between 18 and 49 in three districts in Eastern Cape and KZN, 29.6% of men disclosed 
rape perpetration; 5.2% (63/1208) had raped in the past year and 30.7% of men who had ever had a partner disclosed they  
had been physically violent towards an intimate partner on more than one occasion. The GBV Indicators Research conducted 
by Gender Links in South Africa (four provinces), Mauritius and Botswana established that at least one in four women 
(Mauritius) and up to two in three women (Botswana) have experienced GBV at some time in their life [42]. The predominant 
form of GBV experienced by women and perpetrated by men in the three countries was IPV. Sixty percent of women in 
Botswana, 51% of women in Gauteng, 44% of women in Western Cape, 29% of women in KZN and 23% of women in Mauritius 
reported experiencing IPV in their lifetime. Because studies differ in the populations they cover, it is difficult to track 
changes in IPV over time.

In any setting it is important to assess gender inequality in education and access to health care. In South Africa, there is 
little evidence of education inequality by gender, as measured by national senior certificate pass rates and enrollment or in 
levels of functional literacy among younger women ([43] and [44]). Failure rate was slightly higher for females (33.5%) than for 
males (30.7%) nationally, and across most provinces. The difference in pass rates between boys and girls is greater in maths 
and physical science. This is despite high levels of female enrollment in these subjects at Grade 12 level [43]. This suggests 
that there may be some inequality within the education system. However, it would need to be explored further before making 
definitive comments. Women aged between 20 and 39 are less likely to be functionally illiterate than their male peers 
(6,5% compared to 8,6%) [44]. A recent study by the World Bank concluded that gender plays a role in inequality in only one 
education indicator – the rate of completing primary education by age 13 to 15 years [33].

As gender equality requires women’s active participation at all levels [31], any assessment of gender equality must address 
the issue of participation inequality. Participation inequality includes participation in democratic activities, voter participation 
and also participation in community decision-making structures, such as ward councils or traditional structures. While an 
earlier study found that male voter participation is substantially higher than female participation [7], a survey of the 2009 
elections18 found similar levels of voting among female and male respondents [45]. Available voter registration data is often 
not disaggregated by gender. However, research has shown that women constituted the majority of those registered to vote 
in the 2011 elections [42].

Participation equality also includes women’s political representation at national, provincial and municipal level. According to 
the 2012 Southern African Development Community (SADC) Gender Protocol Barometer, women made up 42.3% of the national 
parliament in 2012. Following the 2011 elections, the proportion of women in local government dropped from 40% to 38% [42].

16	 As explained in Part 1 of this report, poverty can be defined absolutely – with someone defined as poor if they fall below a defined “poverty line” – or relatively 

	 – with someone defined as poor if their income falls below a relative poverty line, which is set equal to a certain percentage of the average national income.

17	 Personal communication with HEARD Gender Programme Manager, Samantha Willan.

18	 Afrobarometer results rely on self-reporting of voter behaviour in the 2009 elections and could be subject to respondent bias. This may be problematic if 

	 women are more likely than men to provide the answers they feel the interviewer wants to hear.
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These statistics point to the conclusion that, in terms of political participation, there does not seem to be much inequality 
between men and women in South Africa. However, we do not have data on participation in traditional structures and it is 
likely that women’s participation in these structures would be limited. Traditional structures tend to be very patriarchal 
systems. They have significant political and community power, particularly in rural South Africa.

In many countries, gender inequality has a legal dimension. Women are afforded different land rights and different rights in 
terms of inheritance. In South Africa this is not the case. While there are differences in women’s inheritance rights under 
customary law, we have not addressed these here due to space constraints.

Overall, gender equality in South Africa appears to be good, in terms of education, voter participation and political 
representation by women. Women’s access to social grants appears to be good, according to data from the Department of 
Social Development (2009). Women’s economic inequality continues. High levels of IPV indicate that gender inequality is still 
a challenge in South Africa. More in-depth analysis of women’s participation in community-level decision-making is needed, 
especially as concerns traditional structures. Data on levels of joint decision-making could not be analysed in the time 
permitted for this initial research. This question requires more analysis, as it may be an area of remaining gender inequality in 
South Africa. Unlike global trends, South Africa has seen an increase in MMR recent years. This needs to be closely monitored.

3.2 Measures of gender inequality

In this section we outline a number of possible measures of gender inequality and give details of where this data is available, 
including where it is published and at what level (national, provincial or district) the data is available. A number of composite 
indices of gender inequality are used internationally. We begin this section by reviewing some of these.

The Gender Inequality Index (GII) is based on various socio-economic factors and is a figure between 0 and 1, where 0 
indicates that men and women are completely equal [46]. The GII is a composite index made up of the following aspects:
•	 Reproductive health,
•	 Empowerment and
•	 Labour force participation rate of women.

Reproductive health is measured by the maternal mortality ratio and the teenage pregnancy rate. The empowerment 
dimension is measured by the share of parliamentary seats held by each sex and by secondary and tertiary education 
attainment levels [46]. The GII replaces the Gender Empowerment Index and Gender Development Index, as well as the HDI, as 
a measure of gender inequality.

The GII has some limitations. It excludes measures of participation at the local government level and elsewhere in community, 
public life and traditional structures. This limits its usefulness to Oxfam. In South Africa the index is probably biased 
upwards by the high level of female representation in national parliament. The GII does not include information on incomes, 
employment and unpaid work by women [46]. The index has been criticised for not including data on time use. Many women 
have the additional burden of caregiving and housekeeping, which cuts into leisure and studying time and increases stress 
and exhaustion. The index also does not capture asset ownership or IPV due to limited availability of data in these areas [46].

The Gender Equity Index (GEI) was introduced in 2004 to measure inequities by measuring women’s relative economic activity, 
education and empowerment in 157 countries. The GEI includes three dimensions:
•	 Economic activity (gender gaps in income, % of economically active women19)
•	 Empowerment (% of women in technical positions, % of women in management and government positions, % of women in  
	 parliament, % of women in ministerial level positions)
•	 Education (literacy rate, enrollment rate in primary, secondary and tertiary education).

The index’s range of values is from 0 to 100, with lower values indicating greater inequity and higher values greater equity 
[32]. The index is an average of the inequalities in the three dimensions. Disaggregated scores for each of the three 
dimensions are also available.

The GEI is designed to measure the degree of gender equity in different countries without any connection to the average level 
of socio-economic development of the population. The GEI addresses empowerment and economic activity more broadly than 
the GII. As a result of its broader approach the GEI is preferable to the GII for Oxfam’s purpose. Other composite indices include 
the Global Gender Gap Index, the Women’s Economic Opportunity Index and the African Gender Status Index.

19	 Excluding the agriculture sector.
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The United Nations (UN) Commission on Information and Accountability for Women’s and Children’s Health recently proposed a 
composite women’s health index which would include:
1.	 MMR
2.	 Met need for contraception (% of 15 to 49 year old women in a relationship who have met their need for family planning)
3.	 Prevention of Mother to Child Transmission (PMTCT) for HIV-positive pregnant women and anti retroviral therapy (ART) for  
	 women eligible for treatment
4.	 Skilled attendant at birth
5.	 Antenatal care (ANC) coverage
6.	 Postnatal care for mothers and babies.

There has been criticism that this focuses on reproductive health indicators alone, while neglecting other aspects of 
women’s health [47].

Composite indices are useful as they provide a single metric, which can be easily compared across countries. The 
disadvantage is that they are only available at national level and that the composite index can hide weaknesses in one 
particular area and/or geographic variances within the country. For Oxfam, it may be more useful to track each of the 
components of these indices.

Most elements of these composite indices are available in South Africa. We will start by discussing the health components. 
Women’s health inequality can be measured in the same way as health inequalities for the general population: by measuring 
inequalities in life expectancy, self-reported health, measures of disability and HIV prevalence.

We agree that measures of health and health care inequalities faced by women should not focus solely on pregnancy and 
childbirth. However, the MMR remains a useful indicator of gender inequality as -- everything else being equal – in a society 
with high levels of gender equality, resources should be channelled into good antenatal and perinatal care for mother and 
child. The population MMR is available from several sources [17]. Data problems are similar to those experienced in infant 
mortality rates and under-five mortality rates. Because of the large discrepancies by source, all sources of MMR data would 
need to be monitored by Oxfam. When analysing trends in MMR one needs to be mindful of the broader context of a weak and 
overburdened health system in South Africa. MMR reflects on gender inequality and the quality of the health care system in 
general and is heavily influenced by the high HIV prevalence rate. HIV related infections were the largest single cause of MMR 
in health care institutions in South Africa from 2008 to 2011 [48]. In turn, womens’ increased risk of HIV infection is both a 
cause and consequence of gender inequality.

Utilisation of women’s health care has been suggested as a measure of gender inequality for the same reasons as MMR. 
Statistics of births assisted by trained health personnel are available for 2008 [17]. The antenatal care coverage rate and 
delivery rate in facility has been collected in the DHIS at district level from 2009 onwards [17]. Coverage of postnatal care for 
mothers and babies is available. Indicators of PMTCT coverage are available at district level [10]. Some of the measures of 
inequality of health care utilisation suggested in the health section can be estimated for women. For example: proportion of 
women living more than 30 minutes from a health care facility. Health utilisation data collected in NIDS and SANHANES can be 
analysed by gender.

The extent of joint decision-making: although this often requires qualitative research, there is some data available at a 
national level. SANHANES is collecting data on who makes decisions about how much is spent on food within the household. 
This data is currently available from the NIDS at the national and provincial level.

Data is available on citizen participation in public activities and also on voter participation [45]. Afrobarometer has collected 
information from large, nationally representative samples of citizens since 1991. Data is available by gender, urban/rural 
location and province. Data of interest to Oxfam include:
•	 Whether the respondent is an official leader, active member or inactive member of any community organisation
•	 The likelihood of attending a community meeting (in the past year)
•	 The likelihood of getting together with others to raise an issue (in the past year)
•	 The likelihood of contacting a government department to raise an issue (in the past year)
•	 The likelihood of contacting the media (TV, radio or newspaper) to complain (in the past year)
•	 How often the respondent has contacted a local government councillor, member of parliament, government agency  
	 official or political party official in the past year.
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Data on women’s representation on ward councils is in the public domain, and should be available, although we could not 
locate it within the timeframe for this research project. Women’s representation on and participation in tribal councils is very 
important. This data could not be located. However, given the male-dominated nature of these councils, and their authority in 
many communities, this is a critical area to consider. Women’s participation in traditional structures could be gathered with 
qualitative research.

Gender wage gaps and income inequality between men and women are good indicators of changes in gender inequality. 
This data is available in household surveys and Census 2011. Data can be tracked on:
•	 Overall difference in earnings between men and women
•	 Occupation-specific differences in earnings between men and women
•	 Earnings differences between men and women for the same educational attainment level
•	 Household income in female-headed households compared to male-headed
•	 Labour Force Participation Rates for women.

Women’s access to public goods, compared to men or to the total population, is an important indicator of inequality. This 
information is largely available in the national household surveys, particularly the GHS, and in Census 2011 and is available by 
gender and for female-headed households.

Available indicators of women’s empowerment include:
•	 Percentage of women in technical positions and managerial positions. This data on women’s occupations is available 
	 in household surveys and in Census 2011, as well as in employment equity data (although this will be limited  
	 to larger businesses)
•	N umber of women in top political leadership positions is reported annually by Gender Links
•	 Data on overall educational attainment is available, by gender, in all of the household surveys and Census 2011. Overall 
	 educational attainment is the best indicator of gender inequalities in education
•	R epresentation of women in municipal government is available, annually, in the SADC Gender Protocol Barometer.

A measure of the prevalence of IPV in the last 12 months is critical as an indicator. However, this data is not routinely 
collected and is difficult to ascertain from current crime and GBV statistics. Statistics20 often cover physical and sexual 
assault, but do not disaggregate GBV into other forms such as femicide21, marital rape, emotional and economic violence [42]. 
The South African Police Service has a category for rape or attempted rape of wife by own husband which helps to ascertain 
marital rape from the domestic violence data, but does not identify other forms of IPV [42]. Tracking the Gauteng GBV Indicator 
may be useful once it is released. Tracking IPV prevalence would require regular review of the literature. An increasing number 
of studies is expected in this field.

Changes in gender norms can be indicative of changes in gender inequality, as norms drive inequality. A number of studies 
measure changing attitudes to gender norms and these could be routinely reviewed. One example is the Afrobarometer, which 
asks respondents to rate their agreement with statements such as:
•	 Men make better political leaders than women
•	 Women should have the same chance of being elected to political office as men
•	 Women should have equal rights and receive the same treatment
•	 Women have always been subject to traditional laws and customs and should remain so
•	 If funding for schooling is limited, a boy should receive education in school before a girl.

We do not recommend that Oxfam use women’s access to social grants as a measure of gender inequality, due to concerns 
about the quality of data and because the appropriate split between men and women in old age pensions is difficult to 
establish22 [49]. Prevalence of teenage pregnancy is often used as an indicator of gender inequality. We do not recommend 
that it is used by Oxfam due to some serious concerns about the quality of this data.

20	 From police, non-governmental organisations, health and counselling services.

21	 The murder of a woman by her intimate partner.

22	 Women become eligible at a slightly younger age than men, are more likely to be eligible since they are less likely to have private employer-based 

	 pensions and have a longer life expectancy than men.

31



4. Inequality, livelihoods and food security

The high levels of income inequality and other non-economic inequalities in South Africa has played a role in creating a large 
sector of the population that have limited livelihoods and are vulnerable to food insecurity. Livelihoods are impacted by 
income but also by gender inequality, health inequality and social inequality (mainly inequalities of access to resources). The 
various forms of inequality impact on livelihoods in a complex and, at times, indirect way. Before discussing inequality as it 
relates to livelihoods in South Africa, we have defined the various concepts that will be covered.

‘Livelihoods’ is a broad concept that focuses on access to, and the use and sustainability of, various resources. A ‘livelihood 
system’ consists of the capabilities, resources and activities required for a means of living [50]. Resources refer to human 
capital, physical capital, natural capital, social capital and financial capital commonly known as the five capitals [50]. The 
way in which a household combines these resources and activities is referred to as a ‘livelihood strategy’ [50]. A ‘livelihood 
system’ is deemed to be sustainable when it has the ability to handle any shocks or stresses and is able to recover, in a way 
that it can maintain or enhance its capabilities (now and in the future) while not undermining the natural resource base [50]. 
A livelihood system is applicable to all population groups. However, poorer (largely rural) individuals or households tend to 
be the focus of livelihoods research. This is because they have poorer access to resources and are generally classified as 
vulnerable. This implies that in order to address livelihoods, one must acknowledge vulnerability.

Vulnerability refers to the exposure and sensitivity to livelihood shocks and indicates the likelihood of an adverse reaction to 
various risks or to a disastrous event [51].

Food security is one aspect of ‘livelihoods’ and is strongly linked to vulnerability. The South African Constitution identifies 
food security as a right for all citizens. The Integrated Food Security Strategy for South Africa defines food security as the 
“physical, social and economic access to sufficient, safe and nutritious food by all South Africans at all times to meet their 
dietary and food preferences for an active and healthy life” [52].

4.1 Income inequality and livelihoods

Income inequality is important for livelihoods. Income itself is a resource (which forms part of financial capital). Income also 
facilitates access to the other four capitals outlined below. Income inequality, its relevance and extent in South Africa and 
the various measures of income inequality were discussed in detail in Part 1 of this report.

As mentioned previously, resources refer to the five capitals which are outlined below:
•	 Financial capital includes income, any form of savings (in cash or liquid assets), access to credit (informally or formally) 
	 and any state transfers (grants) [53].
•	 Human capital concerns anything that improves the productive capacity of an individual such as education, 
	 work experience and health status ([54], [55] and [56].
•	 Physical capital includes any tangible assets such as agricultural equipment, infrastructure (roads, buildings and 
	 shelter) or services (water and sanitation, energy and technology or communications). It also includes activities such  
	 as transportation [53].
•	 Natural capital refers to the availability of natural resources such as land, water, forests, marine resources, air quality, 
	 erosion protection and biodiversity [53].
•	 Social capital deals with the community and their (formal and informal) interactions in the social and political environment 
	 [57]. ‘Bonding’ social capital has to do with the close relationships between family and friends and ‘bridging’ social capital  
	 refers to the more distant relationships and can include links to formal external institutions. This could be membership to  
	 a church or stokvel or could even mean that a member of the family or community has some kind of link to government  
	 [57] or to a potential employer.

The most appropriate way of measuring income inequality is to rank individuals according to their income23, then divide 
the population into five equal groups (quintiles) ranging from the richest 20% to the poorest 20% of the population. A large 
difference in income between the richest and poorest 20% of the population is evidence of a high degree of inequality. Income 
data available from household surveys and Census 2011, allow income inequality specific to rural areas, and specifically 
in informal rural settlements and formal rural areas. We believe that income inequalities in these populations may be more 
relevant to Oxfam than overall income inequality. Household survey data also allows income inequality to be assessed by 
province. Income inequality at district level or in an enumeration area should be calculable from Census 2011 data.

23	 As estimated in the various household surveys described in Appendix 1 (Part 2).
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The relationship between income inequality and food security is an indirect one. Historically high levels of income inequality 
have contributed to the problem of food security in South Africa. Income inequality may be a measure of future vulnerability 
to food security at national level. But measuring current income inequality will not illustrate the extent of food insecurity. 
Measures of income levels among specific groups are more relevant to food security than measures of income inequality.  
It is the income of a particular household, rather than the distribution of income in the country, that affects food security 
within that household. Poorer households tend to be more vulnerable to food insecurity as they have limited disposable 
income for food [58].

However, measuring income levels alone will not predict food security. Amongst the poor, having access to income does 
not automatically imply food security. Income is an input to food security, but how this income is used is also important. 
Food security is determined by individual or household decisions of how much to spend on food, what foods to purchase 
and methods of food preparation. It is also impacted by food availability. Food availability, in turn, is determined by how well 
markets for food and food products function (in an economic sense), the adequacy of local and regional agricultural supply, 
and food chain issues, such as storage. Income poverty may not always determine food insecurity since some households are 
able grow their own food, work for food, or have a social system that provides food.

The most appropriate way of measuring income inequality is to rank individuals according to their income24, then divide 
the population into five equal groups (quintiles) ranging from the richest 20% to the poorest 20% of the population.  
A large difference in income between the richest and poorest 20% of the population is evidence of a high degree of  
inequality. Income data available from household surveys and Census 2011, allow income inequality specific to rural areas, 
and specifically in informal rural settlements and formal rural areas. We believe that income inequalities in these populations 
may be more relevant to Oxfam than overall income inequality. Household survey data also allows income inequality to  
be assessed by province. Income inequality at district level or in an enumeration area should be calculable from Census  
2011 data.

The relationship between income inequality and food security is an indirect one. Historically high levels of income inequality 
have contributed to the problem of food security in South Africa. Income inequality may be a measure of future vulnerability 
to food security at national level. But measuring current income inequality will not illustrate the extent of food insecurity. 
Measures of income levels among specific groups are more relevant to food security than measures of income inequality.  
It is the income of a particular household, rather than the distribution of income in the country, that affects food security  
within that household. Poorer households tend to be more vulnerable to food insecurity as they have limited disposable 
income for food [58].

However, measuring income levels alone will not predict food security. Amongst the poor, having access to income does 
not automatically imply food security. Income is an input to food security, but how this income is used is also important. 
Food security is determined by individual or household decisions of how much to spend on food, what foods to purchase 
and methods of food preparation. It is also impacted by food availability. Food availability, in turn, is determined by how well 
markets for food and food products function (in an economic sense), the adequacy of local and regional agricultural supply, 
and food chain issues, such as storage. Income poverty may not always determine food insecurity since some households are 
able grow their own food, work for food, or have a social system that provides food.

Measures of food security need to examine dietary diversity, nutrient intake and access to resources rather than just the 
ability to spend on food [59]. These additional direct measures of food security are outlined in section 4.3.

4.2 Inequality of access and livelihoods

When one examines inequality in the context of livelihoods, it is important to examine income inequality and inequality of 
access to the five capitals outlined in section 4.1. In South Africa income inequality, education inequality, and health and 
gender inequality cause large inequalities in the access to the five capitals. Participation inequality may impact on levels of 
social capital. Poor access to the five capitals causes vulnerability in livelihoods.

Measures of inequality can be applied to determine the extent of the variation in access to the five capitals between the rich 
and the poor or between those living in informal (tribal) rural areas and those in more formal rural areas. Inequality of access 
can be assessed by gender in rural areas given that women in rural areas are identified as more vulnerable.

24	 As estimated in the various household surveys described in Appendix 1 (Part 2).
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In this section, we outline how inequality measures could be used to track inequalities in:
•	 Human capital
•	 Physical capital
•	 Natural capital
•	 Social capital
•	 Financial capital

Human capital
Assessing inequality in education and health would provide some indication of inequalities in human capital. As discussed in 
the gender section, levels of educational attainment are the most relevant measure of inequality in education. As discussed 
in Part 1 of this report, inequality in the quality of education received can be measured by pupil-teacher ratios, matric pass 
rates and subjects pass rates. This data is available from the Department of Basic Education (DBE) and is collected annually at 
district, provincial and national levels, and by gender.

Measures of inequality in health and health care are discussed in section 2.2 and would be appropriate for measuring 
inequality in human capital.

Physical capital
Inequality in access to physical capital can be measured by comparing the richest 20% with the poorest 20%.  
This can be applied to various resources or ‘public assets’ and to various population groups. These are tracked in household 
surveys and include:
1.	 Access to formal dwelling
2.	 Main water source (piped water)
3.	 Electricity for cooking
4.	 Electricity for lighting
5.	 Chemical or flush toilets
6.	 Transport
7.	 Communications

The same measures have been recommended as measures of gender inequality.

Social capital
Social capital is largely unobservable and difficult to measure. Social capital functions in highly variable and unpredictable 
ways in different settings and cultures. Accepted measures of social capital include:
•	 Membership of any social group (NIDS, Afrobarometer)25

•	 Communications between individuals and households 
•	 Reciprocal behavior such as lending and borrowing 
•	 The number of parents to the number of children (GHS, NIDS, LFS)

While some of these are measured in broader surveys, they are usually measured with dedicated social capital orientated 
surveys. Disparities in these measures could be assessed to give some indication of inequality in social capital between 
income quintiles or race groups.

Natural capital
Inequality measures can be used to track some aspects of access to natural capital. There is enormous variation in access to 
natural capital between households or between communities. For rural communities, one might look at the degree of access 
to cultivable farm land, irrigation water, and measures of rainfall, soil quality, drainage, disease prevalence among livestock, 
slope and extreme events (drought, flood), among others26. There are large differences in the level of dependence on natural 
resources for livelihood between population groups. While inequality measures could assess differences in access to  
natural capital, this measure would need to be coupled with a measure of levels of dependence on natural capital for 
livelihoods. It would be more relevant to identify those people who are dependent on natural resources for their livelihood 
and who have poor access to natural capital given the areas in which they live, than to track inequality of access to natural 
capital at a population level. That is, measuring vulnerability in the area of natural capital may be more relevant than 
measuring inequality.

25	 Potential sources of the data are given in brackets.

26	 Personal communication with HEARD Senior Researcher, Alison Misselhorn.
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Financial capital
Financial capital is largely addressed through measures of income and income inequality. Tracking inequality of access 
to formal and informal credit may be useful, although this is largely determined by income levels and asset (financial and 
property) ownership.

The five capitals discussed above have an impact on whether or not someone is food insecure. For example, a combination 
of a lack of physical, financial and natural capital would imply vulnerability to food insecurity. This is because individuals may 
not have sufficient access to income, water, agricultural equipment or land. Human capital is also an important consideration 
in the context of food security. Food security affects nutrition outcomes, which then impacts on people’s health status and 
their ability to access education. A lack of education and poor health influences the productivity of individuals, which can 
limit their income possibilities. At the same time, better income and human capital provide opportunities for individuals to 
improve their food security ([51] and [59]). “The choice, preparation and intake of food is influenced not only by food access 
and availability, but also by education, culture, food preparation and food preferences. It necessitates access to clean water, 
and is also highly influenced by access to refrigeration, sanitation and other resources” [51].

Food usage may be impacted by gender inequality and intra-household inequality. Intra-household inequality and inequality 
between female and male headed households tend to cause women and children to be more vulnerable [58]. As a result, 
the adequacy and diversity of diet may differ quite substantially between household members. Food security needs to be 
assessed on an individual – rather than a household – level.

The livelihoods and food security literature emphasises that communities need more than just access to the five capitals 
to build a livelihood or be food secure. Their ‘livelihood system’ (which includes food security) also involves how they use 
these capitals, and if they use them in a sustainable way. Showing that there is unequal access to the five capitals between 
population groups does not highlight how people are actually using the resources available to them. That is, a group may have 
good access to all five capitals, but may be using these capitals inefficiently or unsustainably and may then remain vulnerable.

In addition to the measures proposed above, evaluating inequality in the following indicators may be useful. These indicators 
have been used previously as indicators of household livelihood strategies [57]. Inequality in these indicators could be 
assessed by comparing the richest and poorest 20% of the population or by comparing those living in informal (tribal) rural 
areas to those living in more formal rural areas.

•	 Gender of household head (LFS, GHS, NIDS)27

•	 Family size (LFS, GHS, NIDS)
•	 Crop volume (NIDS)
•	 Crop diversity (NIDS)
•	 Availability of assets like fridges (NIDS)
•	 Household decision-making (NIDS).

4.3 Measures of food security

While tracking inequality and access to resources may show potential vulnerability to food security, tracking input and 
outcome measures of food security is even more important. While there is a wide variety of these measures, some of the most 
commonly used and most appropriate are outlined in this section. Input measures of food security are largely covered within 
the measures of inequality of access to physical capital, but also include ownership of certain goods (fridge/freezer to keep 
food preserved).

Measures of food security assess the availability of food, access to food, the use of food and the stability of the food 
[51]. Both quantity and quality of food should be tracked at an individual and household level. The most common outcome 
measures are:
1.	 Adequacy of daily energy intake (calories 2 000kcal/day) (National Food Consumption Survey (NFCS) 1999, NFCS-Fortified  
	 Baseline (NFCS-FB) 2005 and SANHANES)28

2.	 Anthropometric measures (NIDS, NFCS 1999, NFCS-FB 2005 and SANHANES)
3.	 Food consumption and dietary diversity (NIDS expenditure on food – total and by food type)
4.	 Agricultural activities – for income or subsistence (LFS, GHS, NIDS and SANHANES)
5.	 The hunger scale – a series of questions to assess vulnerability to food insecurity (GHS, NIDS, Oxfam nutrition survey,  
	 possibly SANHANES).

27	 Potential sources of data are given in brackets.

28	 Potential data sources are given in brackets.
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These measures cannot be used to predict who will become food insecure; only who is already food insecure and therefore 
likely to be food insecure in the future. These are not inequality measures per se, but they should be used to show who or how 
many people are food insecure. We would argue that it is more important to show who and how many people are food insecure 
than to show that there is a great disparity in food security between rich and poor (which is all that a measure of inequality in 
food security would show).

5. Conclusions

South Africa suffers from large inequalities in health and health care. We have recommended that Oxfam keeps its focus on 
inequalities in health and addresses inequalities in health care as secondary. As health has many determinants outside of 
the health care sector, it is important to track gender and social inequalities at the same time as health inequalities. We have 
recommended that Oxfam tracks health inequalities, without reference to health need. However, when better data on health 
need becomes available this question should be revisited. At this point, Oxfam should give some serious consideration to the 
question of whether health inequality or health inequity is more applicable. If Oxfam decides health inequity is more relevant, 
it should clearly define its concept of health equity and health need.

A detailed analysis of SANHANES and NIDS data on health-seeking, health care access and health care utilisation is needed 
to address these areas in more depth. Analysis of life expectancy between different population groups is also needed. Oxfam 
should assess whether geographic inequalities, inequalities between public and private sector, gender inequalities or income 
inequalities in health are most critical to the organisation, as each of these entails tracking different indicators.

South Africa performs very well on a number of the gender inequality measures presented. In selecting indicators of gender 
inequality, we believe that Oxfam should focus on those aspects of gender inequality where South Africa appears to be 
lagging. These include prevalence of IPV in the last 12 months, the MMR, and income inequality of women and female headed 
households. More in-depth analysis is needed with regard to levels of joint decision-making and levels of participation among 
women at community level.

We believe that tracking inequality as it relates to livelihoods is less useful than tracking inequality in health and gender. 
We suggest that identifying the population groups with the poorest access to the five capitals will show which groups are 
most vulnerable. This may be more relevant to Oxfam than tracking inequality in human capital, physical capital and financial 
capital. The indicators described in the section above could be used to measure access to each of the five capitals. Small 
level analysis of access to these capitals from the various household surveys (where possible) and/or Census 2011 may be 
more relevant to Oxfam Australia’s work in South Africa than tracking inequality per se. This type of analysis would be similar 
to work done by Alison Misselhorn for Oxfam in 2008.

In estimating geographic inequality, we suggest measuring inequality at the district level or between area types (urban – 
formal, urban – informal, peri-urban, tribal settlements and farming areas). Some studies have shown that merely looking at 
urban/rural differences hides some inequality [12]. As the Oxfam programme operates at the local level, tracking local level 
inequality would be ideal, but there is little data available.

There are a number of overlaps between the indicators suggested in the sections on health, gender and livelihoods. For 
example, inequality in access to public assets, health and health care inequality measures, the MMR and inequality in 
educational attainment. It may be useful, as a starting point, for Oxfam to begin to track these variables.

6. Recommendations

This report has briefly examined inequality in the areas of health, gender and livelihoods in South Africa. This study was 
designed as the first stage of a three year process to identify measures against which Oxfam can measure its programme in 
South Africa. We have outlined a number of relevant measures of inequality for three of the Oxfam focus areas. We have made 
some recommendations about which measures may be more appropriate. However, before making final recommendations 
regarding the most appropriate measures of inequality, we need more information about how the measures will be used. The 
way in which the measures will be used will determine which indicators are recommended. We understand that Oxfam plans 
to use a small number of selected inequality measures against which to measure its programme. We understand that these 
measures will not be used to evaluate the programme or the work of partners, as such. We recommend that, as a next step, 
Oxfam clearly defines the details of how these measures will be used to gauge its programme. Oxfam should also clearly 
define the purpose of using inequality as an external measure.

36



Within livelihoods, it is important for Oxfam to consider whether measuring inequality is appropriate or whether measuring 
vulnerability would be more useful.

We suggest that Oxfam reviews the recommended measures of inequality within health and gender and decides whether 
these measures will suit its purposes. As we mentioned in Part 1 and in the staff workshop, inequality cannot identify who is 
vulnerable or most in need of intervention. As Oxfam works at the local level, inequality may not be the appropriate measure 
for tracking social change over time. Inequality measures changes in distribution at population level – be it by gender or 
between geographic areas. As such it is unlikely to be sensitive enough to measure social change for Oxfam’s purposes. 
It is certainly more useful to track inequality, than to track average access to resources, average health and health care 
utilisation. However, Oxfam needs to decide whether to measure inequality in these variables or whether to track these 
variables in population groups identified as poor or as the most vulnerable. Oxfam has the potential to change the living 
conditions of the poor and vulnerable, through its programme, but has little power to change inequality – which must involve 
redistribution from rich to poor.
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Appendix 1 (Part 2): Brief description of household surveys

Survey Sample Size Conducted by Frequency Level of Data
Latest  

Publication

Labour Force  
Survey (LFS)

30 000 
households 
(dwellings)

Statistics South 
Africa (Stats SA)

Bi-Annual  
(2000 – 2007) 

Quarterly  
(2008 – 2012)

National and 
provincial

3rd Quarter 2012 
(released 1 

November 2012)

General Household  
Survey (GHS)

30 000 
households 
(dwellings)

Statistics South 
Africa (Stats SA)

Annually
National and 

provincial

GHS 2011 
(released May 

2012)

National Income  
Dynamics Survey 
(NIDS)

7 300  
households

Southern Africa 
Labour and 

Development 
Research Unit 

(SALDRU)

Every 2 years
National and 

provincial
Wave 2  

released 2012

South African  
National Health  
and Nutrition  
Examination Survey  
(SANHANES)

10 000 
households

MRC and HSRC in 
conjunction with 

NDoH
Annual

National and 
provincial

First publication 
due in 2013/2014

39



credits
Title 	 Occasional Paper 4
	 Inequality in South Africa: A Two Part Document on the Current Understanding & Dimensions of 
	 Inequality in Health, Gender and Livelihoods
 
Published 	 June 2014 by Oxfam Australia
 
Authors 	 Nicola Deghaye, Tamlyn McKenzie and Petronella Chirawu from Health Economics and 
	 HIV and AIDS Research Division (HEARD)
 
Editor &  
Executive Summary	 Cheryl Goodenough
 
Proofreader 	 Eva Jackson
 
Design	 LUMO design & illustration (www.lumo.co.za)
 
Copyright 	 Oxfam gives permission for excerpts from this book to be photocopied or reproduced provided that 
	 the source is clearly and properly acknowledged.
 
Disclaimer 	 The views in this publication are those of the respective authors and do not necessarily represent 
	 those of Oxfam or any funding agency.
 
Contact Details 	 Oxfam
	 Suite 1, Strathway Building
	 Strathmore Park,
	 305 Musgrave Road, Berea,
	 Durban, 4001 
	 South Africa
	 Tel: +27 (0) 31 201 0865
	 infosouthafrica@oxfam.org.au
	
	 www.oxfam.org.au

40






