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Abstract

Participation is recognized as an important contribution to implementing the right to health. It features
as a key element of the global movement to achieve universal health coverage. The mobilization of groups
into collective action is central in this. In South Africa, universal health coverage has become a feature of
health policies, with the country’s new National Health Insurance (NHI) scheme in the process of being
established. The NHI is considered an experiment in social solidarity. This paper provides insights into
civil society’s experiences in the pursuit of universal health coverage via the implementation of the NHI.
It explores the interplay of trust, reciprocity, and altruism and how these individual actions can advance
toward solidarity and collective action. Our research shows that the road to universal health coverage
via the rollout of the NHI will be complex. However, opportunities for collective action exist, including
shared learning about human rights, as well as local initiatives within trusted circles. A collective
health commitment is based on trust between the government and citizens. Thus, one of the first steps
in implementing the NHI should focus on rebuilding trust, which could be developed by establishing

platforms for citizen participation.
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Introduction

Participation is recognized as an important con-
tribution to implementing the right to health and
transforming health systems.’ It features as a key
element of the global movement to achieve univer-
sal health coverage, which has itself been framed
as a practical expression of the right to health.? The
Universal Declaration of Human Rights states that
all human beings are born equal in dignity and
rights and that everyone has the right to a standard
of living adequate for the health and well-being
of themselves and their families? In addition, the
International Covenant on Economic, Social and
Cultural Rights and General Comment 14 on the
right to health (which provides further interpreta-
tion of the covenant) recognize the importance of
participation, stating that “the right of individuals
and groups to participate in decision-making pro-
cesses, which may affect their development, must
be an integral component of any policy, program
or strategy developed to discharge governmental
obligations.™

Key to achieving universal health care is a
rights-based approach to health that integrates hu-
man rights norms in health policies and programs
and that includes individual and collective action.’
Such an approach embraces the principles of equi-
ty, equality, dignity, and non-discrimination and
is applied to both the determinants of health and
health care provision.® It means empowering so-
ciety—particularly through awareness of citizens’
right to voice their needs—to hold the government
accountable for the provision of health care’ A
rights-based approach to health acknowledges the
voice of the most vulnerable individuals in society
and provides them with the opportunity to address
human rights violations in health care provision.®

An important component of this rights-
based approach is the mobilization of groups for
collective action to pressure governments to re-
alize the right to health.> Such collective action is
dependent on citizens being aware of their rights
and being willing and able to hold duty bearers
accountable.® A well-known example of collective
action is the Treatment Action Campaign, whose
campaigning, mobilization, and legal strategies ul-

timately led to the achievement of universal access
to antiretroviral therapy for HIV/AIDS in South
Africa. This campaign was driven by a strong civil
society movement that aimed its collective action
at national and international policies, demon-
strating that collective action can thus contribute
to shaping responsive state policies.” Civil society
and community groups can pursue shared objec-
tives for the realization of the right to health that
provide a more powerful base than individual
claims.” Although many view the right to health
as individualistic in nature, Leslie London et al.
(2014) argue that the right to health can actually
be delivered to collectives, for public health policy
interventions apply to communities and groups as
well as individuals.” Rights claims that are framed
collectively will therefore benefit society as a whole.
In this way, solidarity emerges as a key concept.™
Social solidarity emphasizes the interdependence
between individuals in a society, which allows
individuals to feel that they can enhance the lives
of others.” It is a core principle of collective action
and is founded on shared values and beliefs among
different groups in society.” Social solidarity has
been deemed essential to the realization of rights.”

South Africa is a country where evolving so-
cial policy demonstrates the importance of social
solidarity to human rights approaches. Following
decades of colonial rule and apartheid charac-
terized by systematic human rights violations, a
new bill of rights was adopted in 1996 as part of
the country’s new constitution. Section 27 of the
Constitution notes that “[e]Jveryone has the right to
have access to health care services, including repro-
ductive health care, sufficient food and water, and
social security, including, if they are unable to sup-
port themselves and their dependents, appropriate
social assistance.”™® However, despite the promise of
the Constitution and the passing of many years of
democracy, widespread knowledge of the right to
health remains lacking, inequalities in health status
and the distribution of resources persist, and the
practical realization of the right to health remains
a challenge.”

In South Africa, reforming the health system
has been a priority.*® The pursuance of universal
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health care has become a feature of recent health
policies, particularly in arguments for the intro-
duction of a National Health Insurance (NHI)
scheme, which is currently in the process of be-
ing established.” With the implementation of the
NHI, the South African government aims to move
toward universal health coverage via improved
access to and provision of quality and equitable
health services, which can be seen as a step forward
in achieving the right to health.>> Although the
right to health has been part of the Constitution for
over 20 years, and transformation of the country’s
health system to achieve equity in health was first
mooted in a 1997 white paper, the practical imple-
mentation of steps to achieve equity and universal
access has been uneven and incomplete. Seeking to
fill this gap, a series of NHI green and white papers
have been issued in recent years to accelerate policy
intent.”

To achieve universal health coverage, the NHI
must rely in some measure on people’s willingness
to accept risk- and income-related cross-subsidies,
which renders its implementation an experiment
in social solidarity.** Social solidarity is an import-
ant foundation of equitable health care systems
whereby everyone is willing to pay for health care
according to their means and everyone benefits
according to their needs.” The success of the NHI
depends largely on the willingness of South Afri-
cans to see health care within the framework of
social solidarity, in which health care is treated as
a collective construction rather than an individu-
alist one.> Hence, collective progressive payments
into a NHI fund can be seen as a form of solidarity
and the collective understanding of health en route
toward universal health care. Francesco Paolucci
suggests that health care may be more likely to
attract actions of social solidarity because people
would, for a range of reasons, be willing to pay for
the consumption by others of goods and services
related to health and health care.”

This paper explores the views and experiences
of members of health civil society groups in relation
to social solidarity and collective action. Concepts
closely related to social solidarity are trust, reci-
procity, and altruism.”® Although these concepts

are instituted as individual acts, the outcomes can
contribute to enhancing social solidarity and col-
lective action. Our research aim was to explore the
interplay of trust, reciprocity, and altruism and how
these individual actions can advance solidarity and
collective action within a rights-based framework.
The experiences of civil society participants may
provide insight regarding how to apply the con-
cepts of solidarity and associated individual acts
for collective action to the implementation of the
NHI, so as to advance universal health care as an
expression of the right to health.

Social solidarity and collective action

We adopted a conceptual framework (see Figure 1)
based on Robert Campbell et al. to explore social
solidarity and collective action needed for the imple-
mentation of the NHI.* The framework is divided
into individual actions (concerning actions related
to trust, altruism, and reciprocity) and collective ac-
tions (concerning actions such as social solidarity).
The framework was used as a tool for the exploration
of individual acts in order to reflect on or predict
what could happen in a collective situation, such as
social solidarity in support of the NHI.

Collective action

For the purposes of this paper, collective action
is defined as the behavior and actions of a group
working toward a common goal, which, in this case,
is the achievement of collective health as the practi-
cal utilization of universal health care through the
implementation of the NHI.*

Social solidarity

Solidarity is an element of human association that
emphasizes the cohesive social bond that holds a
group together, which is valued and understood by
all group members. There are different motives for
solidarity. For some, affection and shared norms
and beliefs are motives, while for others, rational
choice and self-interest are drivers.

Individual actions

The concepts of trust, altruism, and reciprocity are
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grouped under individual acts, as they are institut-
ed from an individual standpoint.

Trust

Trust is a relational concept that can be instituted
between two individuals or between an individual
and an organization.* A common understanding of
trust is “voluntary action based on expectations of
how others will behave in the future in relation to
yourself.* This concept has been widely recognized
as enhancing cooperation between individuals and
groups and ensuring that economies and nations
thrive Trust and shared values can increase
feelings of self-esteem and security within and be-
tween communities, and they can provide a basis
for achieving collective goals® Trust is important
to a strong health care system, since such a system
requires cooperation and shared values within
society” Trust in someone is based on reputation,

F1GURE 1. Conceptual framework

former experiences, background, culture, and
social class® Trust becomes weaker when social
distance increases, as the expectations of strangers
are unknown.® Trust is higher among friends than
strangers.*°

Altruism

Altruism refers to behavior that reflects an unselfish
desire to live for others.#* Altruism is considered to be
the opposite of selfishness and involves placing what
is good for others above what is good for oneself. It
comprises a moral obligation to sacrifice oneself—
or time, energy, or possessions—for the collective
good.** Pure altruism contains no expectation of
receiving something in return.® Altruistic behavior
is voluntarily and intentionally performed.* Emile
Durkheim argued that altruism and shared values
should lie at the base of social solidarity to avoid
selfish behavior; he argued that individuals should

Altruism

INDIVIDUAL ACTS

Reciprocity

Social solidarity
through collective
action

Collective health

COLLECTIVE ACTS
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consider not only their own interests but also their
duties to the community.# Altruism needs a base of
trust before being instituted.+

Reciprocity

Reciprocity is assistance to an individual or a group
provided by another individual or group under the
assumption that the favor may be returned in the
future.#” The concept differs from altruism in that
reciprocal action comprises expectations of future
rewards, whereas altruism does not have these ex-
pectations.*® Reciprocity is a strong determinant of
behavior and contributes to equal relationships.*
It can produce an obligation to return the favor in
the future, which enhances continued relationship.
An act of an individual in a reciprocal system is a
combination of “short-term altruism” and “long-
term self-interest.”® Reciprocal behavior comprises
a willingness to contribute to the collective good
and to reprimand those who refrain from contrib-
uting’* Reciprocity promotes solidarity and shared
interests by fostering repeated interactions among
community members—hence, a two-way arrow is
placed in the framework in Figure 15* Reciprocity
has been used to explain the continuation of col-
lective action in situations where instant incentives
are absent.”

Methods

We conducted our research in the Western Cape
Province of South Africa from March to July
2012. This province is characterized by substantial
inequalities in income, housing, education, and

TABLE 1. Overview of methods

access to health services.’* Our research was under-
taken as part of the Learning Network for Health
and Human Rights, a collaborative program that,
at the time, involved six civil society organizations
(CSOs) and three universities working toward good
practice in realizing the right to health.> The Learn-
ing Network uses reflective activities to explore how
collective action can identify good practice with
regard to using human rights to advance health
Member organizations include constituency-based
CSOs and service- and advocacy-oriented nongov-
ernmental organizations addressing both health
and the social determinants of health.

We undertook a qualitative mixed-method
exploratory study that relied on five focus groups,
one semi-structured interview, and observations
(see Table 1). Purposive sampling was used to
identify members of the CSOs in the Learning
Network. Through CSO contacts, we arranged
focus groups comprising mixed-gender groups
of 5-12 adults (over 18 years old) per group. The
participants came from historically disadvan-
taged socioeconomic backgrounds. Participants’
informed consent was obtained. The focus groups
were conducted in English, with Afrikaans transla-
tion into English provided during the sessions by a
trained interpreter. All focus groups and interviews
were voice recorded. Transcripts were anonymized,
and pseudonyms are used in this paper. Approval
was obtained from the Human Subjects Research
Ethics Committee in the Health Sciences Faculty,
University of Cape Town (HERC REF:146/2012).

To start each focus group discussion, we used
a vignette from a DVD entitled Law and Freedom

Type Number of participants Sex of participants
Focus group discussion 1 11 All female

Focus group discussion 2 5 3 female, 2 male
Focus group discussion 3 5 All female

Focus group discussion 4 8 6 female, 2 male
Semi-structured interview 1 Male
Observations N/A Mix
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concerning post-apartheid South Africa. In the
excerpt, pensioners who had been denied access to
social security in 1998 by the Eastern Cape govern-
mentin an attempt to root out corruption in pension
claims went to court to seek restoration of their
benefits” One pensioner, Ms. Meltafa, was the first
litigant in this class action against the government.
She was offered a direct settlement by government
officials. Despite her financial distress, she decid-
ed to persist with the claim, reasoning that others
could benefit if the case was successful. Her rights
claim can be understood from a more collective
notion than can most court actions. Participants of
the focus group were asked to reflect on the ideas
generated by the vignette and to share their ideas
on the elements necessary for collective action. The
concepts of trust, reciprocity, and altruism were
discussed separately, and participants were asked
to give examples of these concepts as they relate to
health or collective action.

We undertook a thematic analysis using in-
ductive and deductive reasoning to identify broad
themes’® We used the conceptual framework
outlined in Figure 1 as a tool for reflection® After
first-order coding, we performed advanced coding,
which facilitated a higher level of abstraction and
a categorization of the data. We summarized the
codes into matrices that clearly displayed the data.

Results and discussion

Individual acts

We analyzed the results in terms of the concepts
of trust, altruism, and reciprocity and how these
concepts evolve from individual approaches to col-
lective actions.

Trust

We explored the notion of trust by asking whether
people can rely on one another. Participants said
that different communities cannot rely on one
another because “people are coming from different
backgrounds” (FDG2, woman 1). Participants de-
fined the notion of community as “the people you
live within a particular area, with its own structures

and group norms” (interview, man L). The main
reason put forward for this lack of trust was the fact
that, nowadays, everyone looks out only for them-
selves. One of the participants (interview, man L)
referred to the fact that strong ties in society used
to come from the action of Ubuntu (a traditional
African worldview in which a person exists because
of and through relationships with other people).*°
However, this feeling has been eroded by modern
urban culture, which encourages individuals to act
for themselves. This lack of trust in others could
pose a threat to cohesive bonds, as, according to
Mark Smith, nations thrive when trust and social
networks are strong.”

A feeling of mistrust in others was a recurrent
theme: “So there is no trust or whatever, you can’t
trust nobody; you can’t trust your husband, you
can’t trust anyone these days ... even me, you can’t
trust your problem to me” (FGD1, woman 8). Ad-
ditionally, a woman mentioned, “I think that many
people in South Africa, and especially now, think
that people are taking advantage of them.” More-
over, participants did not believe that others keep
their promises: “They don’t keep promises, they
just speak,” and “it is all half-truths.” These quo-
tations show that there is a strong feeling of social
distance within communities that is affecting the
solidarity expressed toward others. Social distance
is increased by the memories of apartheid and by
differences in power, status, and wealth. This feel-
ing was underlined by a female participant (FGD4,
woman C) who stated, “Even though Apartheid is
gone, there is [a sense of] I am better than you, I
am living in a better community, so why should I
help you?”

Similar to Christine Binzel and Dietmar
Fehr’s findings, we found that trust was lower
among strangers: “The time when not anyone could
come this way, to this country, there is no drugs.
With only South Africans, we have no idea for
the drugs. The time when we had freedom, every
people could come here, and now there is so many
drugs” (FGD1, woman 8). These comments imply
that illicit drug use is the fault of foreign nationals
entering post-apartheid South Africa in an uncon-
trolled manner, a sentiment not uncommon among
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socioeconomically disadvantaged communities in
South Africa.®

The government in particular—including state
institutions and political spaces in general—was
seen as untrustworthy: “People lost hope, people
haven’t got confidence in the government anymore.
Our people say no to politics, our people don’t want
politics” (FGD1, woman 3). According to partici-
pants, promises of jobs, a good health system, and
education are not delivered. Corruption was men-
tioned as an important factor for this lack of trust.
Furthermore, trust inspired by the installation of
a democratic post-apartheid government has faded
away “because we fought for this freedom. And we
used to trust them. I think the main problem is also
[that] the system is very much [home] to the crimi-
nals now” (FGD1, woman 6).

Individuals’ lack of trust in one another,
in strangers, and in the government may reduce
their willingness to unite in collective action, as
people may not feel empowered enough to assert
their rights or trust that their claims will be taken
seriously. Furthermore, it may affect individuals’
willingness to go beyond their small group of kin
and act on behalf of the greater good. Applying this
panorama to the implementation of the NHI, it can
be argued that a solid base is missing, for trust is
the first step toward social solidarity and collective
action. If people do not trust that their contribution
to the NHI will benefit themselves and others, it
may be hard to foster a willingness to pay.

Altruism

We explored the concept of altruism by asking
participants if they would help someone without
expecting a favor in return. Some said that doing
favors arises from care for others: “You must do
it out of your heart, not to expect anything back
from that person” (FGD4, man E). The participants
provided an example of altruism in which a com-
munity helped a woman whose house burned down
by providing her with clothes and food. This exam-
ple prompted several reactions: “My opinion is that
it does not always happen like that in our commu-
nities. But if our community or our people could
do the same thing ... it would help a lot for people

who are being treated out of their rights” (FGD2,
woman 1). The respondent thus both dismissed the
example as representing what happens in reality but
also acknowledged that it should happen because
solidarity is important for realizing human rights.

Although participants shared a positive view
on altruism, they agreed that this was not the norm
and that most people just look out for themselves.
One example they offered was that of elected local
ward counselors who use their political power to
provide favors to family members instead of help-
ing the community. As one participant explained,
only a small number of people do things to benefit
the whole community: “It would be people that are
passionate about the community, that are passion-
ate about whichever group or community they are
helping ... but very few [are]” (FGD2, woman 5). A
similar opinion was voiced by another participant:
“There are people that [do things for the commu-
nity]. But there are others that will do something
for you, but then you are on the owe-list” (FGD3,
woman C). An “owe-list” implies that the person
performing the favor will eventually ask for a set-
tlement of the “debts” when convenient, which is
similar to reciprocity.

Participants’ comments showed that they felt
they owed something to the community but did not
have enough resources or power to make a differ-
ence. They recognized the importance of enabling
others to claim their rights, as in the video vignette.
After watching the video, one woman said, “You
can stand up for other people. Because they don’t
know what is going on” (FGD1, woman 6). Sharing
knowledge about human rights, health claims, and
institutions was mentioned by participants as a
simple option that does not require many resources.
This represents an opportunity in which altruism
can lead toward social solidarity, as shared learning
is often a first step toward collective action.®* How-
ever, participants believed that people are generally
unwilling to sacrifice money for others since most
people have their own financial problems to worry
about. Instead, people want to receive something
in return, as this quotation illustrates: “Maybe if
they give money away for the sake of giving, there
must always be what is the purpose of this money,
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what am I getting out of this at the end of the day”
(FGD3, woman C).

The evidence gathered through our research
confirms the relationship between trust and altru-
ism in the framework outlined in Figure 1. Similar
to the concept of trust, altruism is unlikely to be
established between strangers or with individuals
outside one’s community. Community members
are more likely to be altruistic when it comes to
their fellow members: “In a big society, people are
more likely to look out for themselves but within
family circles they tend to look after each other”
(interview, man L). It can be argued that there is a
small possibility that solidarity will arise from al-
truism. However, this will occur only within small
communities where a strong base of trust is present.
This collective action is unlikely to involve material
or financial goods but rather intangible goods such
as advice or shared learning.

Reciprocity

We explored the concept of reciprocity by exam-
ining participants’ willingness to return favors,
as well as their reasons for this willingness or lack
thereof. Participants described exchanging favors
as “a way of getting in another one’s good book”
(FGD3, woman C) and as a means “to be favored
yourself” (FGD3, woman N). Their responses
suggested that self-interest is an important driver
for favors: “You might have something extra that
you might not need now and you can translate it
into something that you might benefit from later”
(interview, man L). Another participant mentioned
that doing good is easier when one knows that the
result is positive: “It’s almost like the effort equals
the benefit” (FDG2, woman 3).

Although Aafke Komter has suggested that
self-interest can be a motive for solidarity, it be-
came clear from our research that self-interest must
be accompanied by feelings of affection and trust
in order for this to be true.® Self-interest alone may
not persuade more advantaged individuals to con-
tribute to an NHI scheme knowing that the needs
of the less advantaged are larger than their own
benefits. Jane Goudge et al. argue that in cases such

as this, solidarity becomes less of a motivation for
decisions than self-interest.®® However, if self-inter-
est is combined with feelings of trust or altruism, it
may become a driver toward collective action.

Receiving a favor leaves one feeling obliged
to return it, which enhances a bond between indi-
viduals and provides a feeling of a collective goal:
“What you benefit at the end of the day, you have
to make sure that you are ploughing back for other
people who are poor ... more than you ... Even [if]
you do not pay back by money, then you do some
other things in the other community” (FGD2, man
4). One of the participants added that time plays a
role: “You might help somebody now, but you might
need to wait for a long time to get the benefits”
(interview, man L). An example illustrating this is
when families save money to send their children
to university, expecting that these children, after
graduating, will be able to support the whole fami-
ly. Contributions to the NHI could be framed on a
similar note: you might not need benefits today, but
you might need them later in case of sickness.

Participants revealed a strong distinction
between a willingness to reciprocate within trust-
ed circles and a willingness to reciprocate with
strangers outside one’s community. Reciprocal acts
or bonds were found to be more established with-
in families and groups of close friends. Marshall
Sahlins distinguishes generalized from balanced
reciprocity by describing generalized reciprocity as
instituted between individuals who are kin and who
feel a weak obligation to reciprocate in a short time
frame.” Meanwhile, balanced reciprocity requires
the direct and immediate exchange of a favor of
the same value. The results from our focus groups
suggest that relationships based on balanced reci-
procity are present. However, for such reciprocity
to be established, a base of trust is needed.®® If trust
is missing, the willingness to reciprocate favors
diminishes, as can be seen in this quotation: “I'm
sorry to say to you, if it is somebody who was in
the government. I can’t make any favor for him,
because they did not make any favor for us” (FGD1,
woman 11).
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Collective action and social solidarity

According to Durkheim, interdependence between
individuals forms the basis of social solidarity.®
Along these lines, our focus groups aimed to iden-
tify examples of social bonds and shared values.
Participants acknowledged the importance of
collective action: “If we can work together, all of
us, South Africa would be beautiful. Nobody gets
crime, nobody can sleep in the street, nobody can
smoke the Dagga [marijuana] and taking the tik
[methamphetamine]” (FGD1, woman 1). One ex-
ample of social solidarity recounted by participants
was a case of patients’ rights violations in which
a health clinic had different queues for HIV and
tuberculosis patients, which exposed HIV/AIDS
patients to stigma. Community members took the
issue to the clinic manager, after which the queues
were merged and the signs removed. Relating the
case of Ms. Meltafa to contributions to the NHI,
one could argue that the aspect of solidarity lies in
the contribution to the collective, as can be seen in
the health clinic case, and the benefit from added
protection via the NHI. In Ms. Meltafa’s case, she
contributed her time and resources, and she risked
losing the government grant. A contribution to the
NHI could be seen as a similar act for the larger
society. However, participants lamented that ex-
amples of solidarity actions are not common in
practice: “Solidarity is lacking very, very much”
(FGD2, woman 2).

Participants described collective action as a
commitment to society as a whole, like that of Ms.
Meltafa, who did not accept the settlement and
instead continued to fight so that everyone could
benefit. They considered collective action important
but difficult to achieve, as noted by one participant:
“It is about collective action at the end of the day,
but how do you get people to realize that collective
action would work?” (FGD2, woman 2). Participants
argued that collective action can be undermined
by individualism: “There are people that do things
to help the community as a whole. But that is also
a struggle, because ... there is always one that is
turning away” (FGD3, woman C). Another partici-

pant stated, “It depends on how bad they want the
situation to change. So people will stay united for a
special purpose, and then when it is fulfilled, they
disperse” (FGD2, woman 3). Given that contribu-
tions to the NHI will be continuous, this lack of
long-term commitment may be problematic.

Solidarity is a shared recognition of a common
good that holds a group together’® Nevertheless,
participants saw South African society not as a
group with common goals and shared values but
rather as a divided society: “We’ve got a divided
community that is a fact and that is the truth”
(FGD4, woman M). South Africa needs a new feel-
ing of “mutual compassion” that will bring people
together”” Chuma Himonga extends this by noting
that the concept of Ubuntu could serve this role, as
its attributes such as interdependence and commu-
nity orientation possess the ability to advance the
right to health.”>

An opportunity for collective action could be
thought to be represented by voting in elections
for local political leaders. However, participants
dismissed this form of representative democracy as
a meaningful channel for realizing rights claims,
feeling that their vote was unlikely to make a dif-
ference. Moreover, they expressed being afraid of
claiming their rights in government institutions
since they feared they might be shouted at or sent
away. One participant who is a social worker in-
dicated that people are aware of their rights and
empowered to claim them but are discouraged
from doing so: “They don’t see any action so they
just see that as something that’s put on the wall to
look pretty” (FGD2, woman 5). Furthermore, par-
ticipants suggested that people are passive about
claiming their rights: “So it’s almost like they are
sitting back, thinking, I have my rights. So one day
it will come to me” (FGD2, woman 2). Addition-
ally, it was mentioned that “civil society is not an
accepted place to be in nowadays as collectively
organized meetings are seen as trouble making”
(interview, man L). Maria Stuttaford et al. outline
the importance of ensuring that spaces where
people can go to claim their rights are acceptable
and appropriate”? If this is not the case, people may
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shy away from expressing their needs. Ways for
communities to influence decision making in the
NHI will be critical if collective action is expected
to help generate social solidarity for the NHI.
Participants mentioned various ideas re-
garding the necessary elements for engaging in
collective action. One idea was that community
members should engage in government institutions
and serve on boards responsible for decision mak-
ing. Another idea was that shared learning was
important for the collective, since communities ex-
perience similar issues: “We need to network with
others, we need to invite them to come and maybe
strengthen us, to empower us” (FGD4, woman M).
We recognize that this study did not include
the voices of the economically wealthier. For future
research efforts, it would be important to explore
the social solidarity and collective action frame-
work with diverse populations in order to offer
broader insights into how health goals related to
universal health care can be reconciled with rights
claims to health in a future NHI in South Africa.

Conclusion

Our research findings suggest that the road to
achieving the right to health and universal health
care via the implementation of the NHI will be
complex. We applied a framework linking social
solidarity and collective action to participants’
views in order to predict if and how social solidari-
ty could both contribute to and be generated in the
establishment and implementation of the NHI. Our
findings suggest that collective action and solidari-
ty are valued but are considered to function only in
the context of small-scale trusted circles. The key
question remains how this solidarity and collective
action can be expanded for NHI implementation.
Experiences from the Learning Network for Health
and Human Rights provide insights regarding
opportunities for collective action by showing that
small-scale individual acts such as shared learning
about health and human rights or local initiatives
can work toward the collective good.

The exploration of reciprocity showed a key
opportunity for collective action by acknowledging

self-interest as a driver. User payments to the NHI
can be framed as individual acts toward collective
health, and the expectation of benefits for oneself
can form a basis for collective action if combined
with the existence of altruism and certainty of
future rewards. This relates to the willingness to
cross-subsidize those who are worse oft or sicker
than oneself’* For such willingness to exist, trust
in the return on “investment,” in case one falls ill,
needs to be present.

Our findings also point to certain areas that
require strengthening in order for the NHI to suc-
ceed. A basis of trust should be established between
the government and South African society. Given
our findings and those of other studies showing that
the public’s trust in the South African government
is low, a first step in the implementation of the NHI
should focus on rebuilding trust”s Part of this effort
could include the establishment of platforms for
collective action and citizen participation’® There
should be a shared recognition and acceptance of
the importance of civil society action and collective
action between the government and communities.
However, there are concerns about the exclusion
of civil society in the establishment of the NHI.””
The NHI could be an opportunity to strengthen
bonds between the state and citizens given that it
builds on the willingness of citizens to pay for the
worse off”® However, the creation of a progressive
financing system in and of itself does not guarantee
this willingness. If the government can reestablish
a basis of trust and acceptance among civil society,
there might be an opportunity for South Africans
to benefit from the solidarity and collective health
that the NHI envisages.
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