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Foreword by the Minister of Social Development
The Income and Expenditure Survey (IES) conducted every 5 years 
by Statistics South Africa provides detailed data on the economic 
circumstances of a large sample of South African households. This 
exercise seeks to give a glimpse on what South African households 
spend their money on. The last IES shows that one out of every two 
rand spent by South African households goes towards housing and 
food expenditure items. Transport is the second largest expenditure 
group and is estimated 17,1% of total household consumption 
expenditure.

The survey further shows that on average South African households 
spend more on transport, with roughly one out of every six rand spent 
going towards transport costs. The information collected though IES is 
very important as it is used to amongst others, update the Consumer 
Price Index (CPI) basket of goods and services which is used to track 
inflation. What the IES does not reveal is the significant disparities in 
the income and expenditure patterns specially for households with 

persons with disabilities. Persons with disabilities are more likely than not, to have limited educational 
opportunities and by implication, limited opportunities to earn an income.

The nature and severity of the disability, while a major costs on their own, are likely to be compounded 
by other critical necessities such as the additional expenses on transport, personal assistive devices 
and medical expenses, to mention a few. Taken together, these expenses have a profound impact on 
economic independence of persons with disabilities as they affect their quality of life, the ability for 
self-determination and the enjoyment of basic rights. Consequently, persons with disabilities continue 
to experience persistent socio-economic inequalities. With the landmark passing of the United Nations 
Convention on the Rights of Persons with Disabilities, ratifying countries including South Africa, pledged 
to promote the full inclusion of all persons with disabilities in all aspects of national life.

Against this background, this research report was commissioned to assess the factors to be 
considered in reducing the economic vulnerability of persons with disabilities and their households. 
The report presents a snapshot of the elements that we must thoroughly consider in planning, 
budgeting processes and programme implementation to ensure the hidden costs associated with 
disabilities do not become barriers towards inclusion and full participation of persons with disabilities 
in the social and economic life of our society.

The critical knowledge and understanding which this report provides represents the first significant 
step towards removing some of the multiple barriers that impede the impact of our programmes 
aimed at tackling disability and poverty. Our national stand is to benefit a great deal by providing an 
enabling environment, both socially and economically, for the full realisation of the potential of all 
persons with disabilities.

I would like to express my sincere gratitude and appreciation to the many stakeholders and partners 
for their commitment and valuable contribution to this process. I would also like to thank the UN 
Partnership to Promote the Rights of Persons with Disabilities (PRPD) with particular reference 
to the UN Country Team in South Africa for its continued support of our Government as we work 
towards the full implementation of the Convention as well as consolidating our gains in promoting 
and protecting the rights of persons with disabilities in South Africa.

Ms BO Dlamini, MP
Minister of Social Development
Republic of South Africa
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Overview by the Deputy Minister of Social Development

The National Development Plan 2030 calls for accelerated efforts to 
ensure the mainstreaming of disability considerations into all facets 
of planning, service delivery and development interventions aimed at 
fighting unemployment, inequality and poverty, and recognises that 
there is no one-size-fits-all approach.

Whilst legislative reform is a logical outcome of the obligations 
arising from South Africa’s ratification of the UN Convention on the 
Rights of Persons with Disabilities in 2007, allocation of sufficient 
funding through planning and budgeting is equally important.

The cost of exclusion of persons with disabilities by far outweighs 
the cost of inclusion. In addition, exclusion and lack of reasonable 
accommodation and support place an unfair burden on persons with 
disabilities and their families who have to bear the associated costs.

Primary data was obtained for current disability-related out-of-pocket costs associated with key 
life areas such as education, health and employment using expert group discussions that was 
represented by the disability sector.

The disability-related out-of-pocket costs persons with disabilities and their families incur include 
sign language interpreters, additional transport costs, personal assistance and assistive devices. 
There is also the opportunity cost of family members foregoing work opportunities in order to take 
care of a family member, or the lost opportunities as a result of not receiving an education that is 
responsive to the learning needs of a child with a disability.

This is the first phase of the study which has sought to address the key elements of disability- related 
economic vulnerability.

It is envisaged that the information gathered from this pilot study will be used to strengthen social 
reforms that enable equal participation of persons with disabilities in society.

I would like to extend our sincere gratitude to the United Nations and its Agencies, and in particular 
the Partnership to Promote the Rights of Persons with Disabilities Multi-Party Fund for the generous 
technical and financial support we received in developing this study.

Similarly, we wish to thank the National Disability Rights Machinery stakeholders who commented 
on the initial drafts, and in particular the role representative organisations of persons with disabilities 
played in the Expert Group Discussions.

The vision of the Freedom Charter – a South Africa that belongs to all who live in it – will only be 
realised if we take individual and collective responsibility to ensure that persons with disabilities 
contribute equally to and benefit equally from our efforts to reduce inequality, eradicate poverty and 
create decent work.

Hon Hendrietta Bogopane-Zulu, MP
Deputy Minister of Social Development
Republic of South Africa
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Executive summary
South Africa has a progressive Constitution that promotes the right to equality for persons with 
disabilities. As a symbol of its commitment, South Africa ratified the United Nations Convention on the 
Rights of Persons with Disabilities (CRPD) in 2007.

South Africa has passed many progressive laws, such as the Employment Equity Act of 1998, and 
established policies that promote the greater inclusion and equality of persons with disabilities. The 
rights of persons with disabilities, including the right to education, are actively promoted through the 
White Paper on Inclusive Education (2001) and the Integrated National Disability Strategy (2007).

In order to fulfil these obligations, it is necessary to mobilise adequate public resources to ensure 
inclusive service delivery. The allocation of adequate funding through responsive planning and 
budgeting will enable access to socio-economic rights for persons with disabilities. To this end, it will 
reduce economic vulnerability for persons with disabilities.

While South Africa has a number of social security measures in place that protect and promote the 
rights of persons with disabilities, a further understanding of the economic vulnerabilities of persons with 
disabilities and their families on the disability-related costs they incur is required. This is the objective of 
this study, which was jointly supported by the Department of Social Development and the UN Country 
Team within the context of the UN Partnership to Promote the Rights of Persons with Disabilities, which 
seeks to accelerate the implementation of the CRPD in South Africa. 

The lack of reasonable accommodation and support places an unfair burden on persons with 
disabilities and their families, who have to bear the associated costs. It also negatively affects economic 
development by reducing their potential productivity. 

This pilot study is a first attempt to delineate the financial and economic consequences for persons 
with disabilities and their households in South Africa – and, indeed, for any low- and middle-income 
country. It has sought to address the key elements of disability-related economic vulnerability in the 
following way:

• estimate opportunity costs and loss of income 
• estimate out-of-pocket costs related to disability 
• describe economic effects of a disability grant and tax rebates
• identify disability-related costs that are currently borne by households with persons with disabilities 

that should be borne by the state
• determine services to reduce economic vulnerability.

The study examines these factors in relation to the type and degree of disability in key life areas – 
education, employment and health – for adults and children with disabilities. 

The study uses a mixed-method approach of quantitative and qualitative methods of inquiry, and a 
critical review of literature. It uses a theoretical framework of economic vulnerability that considers 
opportunity costs and out-of-pocket costs as well as the buffering effects of social grants, support 
and tax rebates. The study accessed both primary and secondary data in its analyses and scenario 
modelling. 

Persons with disabilities have on average a lower educational status, are less likely to be employed 
and, with few exceptions, their households have less income. This is especially true for persons with 
higher support needs due to their disability and for households with children with disabilities. 

Results reveal high opportunity and out-of-pocket costs for most households with a person with a 
disability. Spending varies depending on disability type, the level of support needs and economic 
status. The cost of transport, caregiver assistance, communication devices and maintenance of 
assistive devices emerged as major driving factors of out-of-pocket costs. These are likely to be an 
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underestimate due an absence of awareness of the more sophisticated devices available to assist 
persons with disabilities. 

Households with persons with high needs for caregiving and support emerged as the most economically 
vulnerable. The pilot study shows that where families cannot meet the costs of reasonable accommodation 
and support, adults and children with disabilities are severely marginalised from participating in 
community activities. This has implications, for example, has implications for access to education to 
children with disabilities where children with disabilities are still disproportionally represented among 
children who are out of school.

Although social security grants reduce the gap of household income between households with 
and without family members with disability, the findings of this study highlight the need to improve 
accessibility, reasonable accommodation and support in specific services. 

As an economic inquiry, this study did not focus on quality of services; it only reports on opportunities 
to reduce current economic vulnerability. 

The study concludes with a number of recommendations for services related to key life areas. These 
consider the reduction of economic vulnerability and not necessarily the general needs of persons with 
disabilities. Key points are as follows: 

• Access to inclusive education should be improved for children with disabilities;
• Caregivers of children with disabilities require interventions and support in order to enable them to 

provide for their families;
• Affordable assistive devices and support hold great potential to reduce economic vulnerability by 

increasing independence; 
• Accessible and affordable transport is a key area that will improve access to key life areas such as 

education, employment and health services;
• Sustainable employment opportunities for persons with disabilities is necessary
• Improved coordination of health services hold additional potential for addressing economic 

vulnerability; 
• Disability grant and tax rebate systems should be reviewed to better target the most economically 

vulnerable in low- and middle-income groups. 

This study is the first attempt at estimating the economic vulnerability of persons with disabilities 
and their households in a low- or middle-income country, while taking opportunity costs and out-of-
pocket cost into consideration. As such, it pilots a research approach and does not claim to be either 
fully representative or exhaustive of all nuances and varieties related to disability. 

The innovations of this study are, however, threefold. Firstly, it pilots an approach to estimate economic 
vulnerability; secondly, it considers opportunity costs and out-of-pocket costs; and thirdly, it considers 
disability type and degree. While this study contributes to innovations in methodology, the availability 
and quality of data it is limiting. Consequently, the results should be regarded as indicative rather than 
definitive and point to further research avenues, which should be considered in the near future. 

As a first of its kind for low- and middle-income countries, this study serves as an international benchmark 
and provides guidance for the budgeting and the implementation of the CRPD in South Africa.
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1. Background

1.1 Purpose of the study
South Africa has a progressive Constitution that promotes the right to equality for persons with 
disabilities. As a symbol of its commitment, South Africa ratified the United Nations (UN) Convention 
on the Rights of Persons with Disabilities (CRPD) in 2007. Apart from equality (Article 5), the 
provisions of the Convention also include economic empowerment (Article 27) and social protection 
(Article 28) of persons with disabilities.

Convention on the Rights of Persons with Disabilities

Article 3 – General principles

The principles of the present Convention shall be:
a. Respect for inherent dignity, individual autonomy including the freedom to make one’s own choices, and 

independence of persons;
b. Non-discrimination;
c. Full and effective participation and inclusion in society;
d. Respect for difference and acceptance of persons with disabilities as part of human diversity and humanity;
e. Equality of opportunity;
f. Accessibility;
g. Equality between men and women;
h. Respect for the evolving capacities of children with disabilities and respect for the right of children with 

disabilities to preserve their identities.

Appropriate budgeting for the implementation of the CRPD should contribute to the effective realisation 
of all human rights for persons with disabilities, and reduce vulnerability, particularly economic 
vulnerability. In order to do so, it is necessary to understand the costs related to disability currently 
borne by persons with disabilities and their families that should be borne by the State. Such costs 
include disability-specific resonable accommodation and support services, and making mainstream 
services accessible to persons with disabilities.

South Africa has passed many progressive laws and established policies that promote the greater 
inclusion and equality of persons with disabilities, for example, the Employment Equity Act (No. 55 of 
1998) and the White Paper on Inclusive Education, 2001.

However, in order to develop an inclusive and CRPD-compliant budget, South Africa needs to better 
understand the current barriers and gaps in service delivery, particularly concerning the economic 
vulnerability of households with adults or children with disabilities. The economic implications of 
disability are diverse and depend on a number of factors. Although some of these factors, such as 
gender and degree of disability, have been described in the literature, the complexities of when and 
how disability affects economic variables such as income and expenses is little understood in middle- 
and low-income countries. Yet this understanding is necessary to efficiently target gaps in service 
delivery and to provide accessibility, accommodation and support where it is needed and will be most 
effective.

This study was undertaken in the context of the cooperation between South Africa and the UN 
Partnership to Promote the Rights of Persons with Disabilities in 2014. The project aimed to accelerate 
the implementation of the CRPD in South Africa.
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More specifically, this study aimed to provide a costing for reasonable accommodation (as defined 
in Appendix 1) and measures intended to remove barriers to participation for persons (including 
children) with disabilities and, in so doing, highlight the coherence – or incoherence – in the supply 
and demand of services.

A first in Africa, this study not only provides significant information to the South African Government, 
it also provides a pilot study and benchmark to advance disability research in Africa and beyond. It 
is an attempt to delineate the diversity of disability and how different types of disability and context 
shape the extent of economic vulnerability. More particularly, it aims to point to a range of services that 
need to be strengthened in order to enhance equity and quality of life for all persons with disabilities 
in a country like South Africa. Most importantly, it points towards those areas where further research 
is needed to address knowledge gaps and identifies the urgently needed development of methods to 
better assess the economic vulnerability of persons with disabilities.

1.2 Economic vulnerability and disability in South Africa
The CRPD (Article 28) emphasises the “right of persons with disabilities to an adequate standard of 
living for themselves and their families, including adequate food, clothing and housing” and recognises 
the need for state parties to ensure that “persons with disabilities, in particular women and girls with 
disabilities and older persons with disabilities, have access to social protection programmes and 
poverty reduction programmes” [1].

It is internationally recognised that disability has negative economic consequences for the individual 
and society at large and that it is closely associated with poverty [2–4]. Banks and Polack argue 
that in order to understand the economic implications of disability, the relationship between poverty 
and disability first has to be understood [5]. It is generally believed that poverty and disability are 
interrelated in a vicious cycle with each reinforcing the other. Poverty and poor access to education, 
healthcare or employment increase the risk of impairment and disability. Limited accommodation of 
disability, on the other hand, may expose persons with disabilities to poverty as they are less likely to 
access education, healthcare and employment [3, 5–10].

In South Africa, persons with disabilities are disproportionately represented among those without 
employment [11] and with high dependency on social grants [12]. Barriers that prevent persons with 
disabilities from improving their livelihoods have been discussed in the literature [3, 4, 9, 10, 12, 13] and 
are related to limited access to services such as healthcare and education; negative attitudes from staff 
and community members; lack of accessibility, support, reasonable accommodation and resources; 
and increased costs related to healthcare, transportation, assistive devices and care [14, 15].

A lack of or insufficient education is often highlighted as a key element and cause of poverty in 
persons with disabilities. After reviewing 13 household surveys in resource-poor settings between 
1992 and 2004, Filmer [8] argues that poverty and disability are related in adulthood and that this 
is associated with a lack of access to education during childhood. His findings also suggest that if 
children with disabilities have access to education (schooling), it reduces the likelihood that they will 
live in poverty as adults [8].

Evidence from South Africa suggests that learners with disabilities are disproportionately represented 
in the groups of children who are out of school or lagging behind their peers in school [8, 16]. Similarly, 
South Africa’s 1997 White Paper on an Integrated National Disability Strategy (INDS) reveals that 
99% of persons with disabilities were unemployed and attributes this factor to a low level of skills due 
to exclusion from education in the previous apartheid system [11].

Since that era, South Africa has actively promoted the rights of persons with disabilities, including the 
right to education, through the INDS, the Employment Equity Act and the White Paper on Inclusive 
Education. Hence, children with disabilities should have access to education, which should in turn 
reduce their risk of future poverty and unemployment.
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However, the few South African studies on disability and education since the apartheid era suggest 
that some learners with disabilities are still lacking access to education. For instance, Fleisch et 
al. revealed that children with disabilities and those who were orphaned or migrants, and those 
living in certain rural settlements, were less likely to attend school [16]. While these findings are of 
concern, the methodology treats children with disabilities as a homogenous group and does not 
provide disability-specific information.

Similarly, a study on an impoverished Gauteng township community, Orange Farm, found that in 
impoverished communities the interrelationship between disability and lack of education might be 
elevated [17]. The study revealed that only 44% of children with disabilities in this township attended 
school at the time of the pilot study [17]. In comparison, the national surveys indicate that 95.7% of 
all children in South Africa are at school [16]. The study at Orange Farm also found that only 26% 
of children in this community who were in need of rehabilitation received such services, with some 
disability groups being more disadvantaged than others [17]. For example, only 28% of children who 
required assistive devices such as glasses or wheelchairs had been issued with these and less 
than half (44%) of the children entitled to a social assistance grant were receiving it [17]. This study 
does not provide information disaggregated by disability type or degree, but it suggests that, more 
frequently than is supposed, children with disabilities lack the necessary support and access to 
rehabilitation and assistive devices that would enable them to go to school.

The exclusion of persons with disabilities must be addressed. Banks and Polack’s recent review 
reveals that the exclusion of persons with disabilities not only generates economic costs to the 
individual and their families, but to society at large [5]. They suggest that the common perception that 
inclusive interventions are not feasible in resource-constrained settings of many low- and/or middle-
income countries (LMIC) is false [5].

Similarly, the 2009 review by the International Labour Organization (ILO) on the price of excluding 
persons with disabilities from the workplace, estimated a 3%–7% loss of gross domestic product 
(GDP) for African countries [2]. For South Africa, the report estimated a 7% loss of GDP [2]. In 2013, 
South Africa’s GDP was estimated at US$350 billion. Therefore, a 7% loss would translate into 
US$24.5 billion. Exclusion of persons with disabilities thus not only incurs costs to them directly, but 
to the country at large.

Increased out-of-pocket costs to households of persons with disabilities are driven through a number of 
different pathways such as increased costs for medical interventions and visits, rehabilitation, assistive 
devices and transport [5]. Who currently carries these costs? What are the economic consequences of 
these costs, especially in resource-poor settings? Are people able to access these services?

In South Africa, it is difficult to estimate the extent of the economic vulnerability of persons with 
disabilities, as it is not understood which group of persons incurs which type of costs when accessing 
services. Nor is there an understanding of the extent and range of services needed to address 
economic vulnerability in order to develop CRPD-compliant national budgets.

Have South Africa’s progressive legislation and social protection programmes shown some impact on 
this economic vulnerability? How do these intersect with different disability types, age and gender?

This report sets out to provide a first estimation of the possible costs related to disability in South 
Africa and how these increase economic vulnerability. It sets out to quantify opportunity costs and 
estimate out-of-pocket costs related to reasonable accommodation that are currently borne by 
households of persons (including children) with disabilities.
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2. Research approach and design

2.1 Objectives
The overall project aimed to reduce the vulnerability of persons with disabilities in South Africa. This 
study more specifically aimed to describe elements of economic vulnerability as related to health, 
education and employment. In particular, the study sought to:

1. Estimate opportunity costs of disability for households with disabled family members.
2. Identify the effect of a disability grant and extent of current tax rebates claimed (or reimbursed) 

for disability-related expenses.
3. Estimate disability-related, out-of-pocket costs currently borne by persons with disabilities and 

their households.
4. Analyse budget allocations and disability-related costs of persons with disabilities when 

accessing education, health and employment services, which are currently borne by households 
with disabled family members, but which should be borne by the state.

5. Determine the types and range of services needed to accommodate adults and children with 
disabilities in South Africa in order to reduce economic vulnerability.

2.2 Theoretical framework of economic vulnerability 
The economic vulnerability of households is generally defined in two main ways, either in terms of 
adverse shocks to welfare or the risk of remaining in or falling into poverty in the future [18]. In this 
study, the economic vulnerability of persons with disabilities is discussed in relation to both increased 
disability-related costs (‘disability shocks’) and in relation to risks of future poverty. 

Poverty is a multidimensional concept determined by, amongst other things, a household’s access to 
health, education and employment [3, 18, 19].

This study focuses on specific dimensions of this vulnerability. It assesses the: 

1. Opportunity costs of loss of current and future income related to disability, for example through 
lack of education or loss of income of the caregiver. 

2. Possible compensating mechanisms (disability grant, tax rebates). 
3. Disability-related costs that are currently borne by households of persons with disabilities (out-

of-pocket costs). 

Figure 1 illustrates the ways in which disability may impact household income in South Africa (and 
hence vulnerability to poverty). Very simply, reduced education of persons with disabilities has a 
strong bearing on the choice of occupation and employment opportunities for persons with disabilities, 
which results in unemployment or employment with lower income. This is based on the theory of 
human capital, which states that investment in education is associated with increased earnings over 
an individual’s lifetime [20, 21], and for which there is good evidence internationally as well as in 
South Africa. Hence, this study paid particular attention to education. 

Those with disabilities who do find employment are likely to earn less, due to the restrictions that 
disability might place on their occupational choice and employer. Both factors potentially impact 
negatively on household income; they are ‘opportunity costs’.

In addition, the income of other household members, particularly the main caregiver, might be 
reduced due to the additional time demands of providing care and assistance to a person with a 
disability in the household. This effect occurs through various mechanisms: 
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1. Reduced education of other household members due to the birth of a child with disabilities or a 
disabling event in the household; 

2. The choice of occupation and employer being limited to those who provide the required level of 
flexibility in working conditions; 

3. Reduced working hours; or 
4. The inability to be employed at all, due to high time demands in the household.

Figure 1 also illustrates that the receipt of the disability grant may increase household income for 
individuals whose income is below a certain level. For those whose income is above the taxable 
threshold, tax rebates can be claimed from the South African Revenue Services (SARS) for disability-
related expenses that fall into a number of predefined categories. These two factors can increase 
household income for households with persons with disabilities. However, these households also 
face potentially higher expenses, or out-of-pocket costs, through spending on assistive devices, 
accommodation and support, and potentially higher healthcare costs. 

It is important to note that the combined effect of all of these factors had not been previously assessed 
in a systematic study in South Africa. This study therefore goes some way to understanding the 
interplay of all these factors and producing an estimate of the likely economic vulnerability of persons 
with disabilities and their households. 

In particular, this study estimates economic vulnerability in the following areas:

• The household income of households with persons with disabilities compared to households 
without persons with disabilities, both including and excluding disability grants.

• The average grant income and, where possible, tax rebate claimed (or reimbursed) from SARS.
• The costs of accommodation and support (including assistive devices) borne by households of 

persons with disabilities.

Lower levels of education 
and income: persons with 
disabilities

Days out of role or lack of 
employment: persons 
with disabilities

Days out of role or lack 
of employment: 
caregiver 

Reduced 
income 
opportunities 
or opportunity 
costs 

Disability-related 
(out-of-pocket) costs for: 
support, accommodation 
and healthcare

Household income Available income

Disability tax 
rebates

Disability and other 
social grants

Figure 1. The financial and economic costs of disability to households in the absence of reasonable support 
and accommodation
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2.3 Methodology
The study used an extensive literature search and a participatory approach in the field. 

An inception workshop was hosted to consult with the South African disability sector and 
representatives from government departments on 9 July 2014 to discuss and finalise the study 
objectives and approach. 

It was agreed that the study would make use of existing literature and data (e.g. the South African 
Census 2011 and General Household Survey [GHS] 2011) where possible, and collect pilot data 
where none was available (e.g. on the cost of accommodation and out-of-pocket costs). For the latter, 
the disability sector identified 12 groups of experts who were familiar with nine particular disability 
types, and who were able to support the researchers to identify costs related to these types of 
disabilities.

The study included children and adults with disabilities. However, because of time constraints and 
the pilot character of this study, it focused its investigation on specific age groups. For children with 
disabilities, the focus was access to basic education and health. The study used the compulsory 
school age as defined in South Africa’s school legislation, which is between 7 and 15 years, for the 
analysis on education [22, 23]. For the analysis on household income, children of 5 and 6 years were 
also included for preschool years. For the analyses of adults with disabilities, there was a focus on 
access to health and employment, and the age group was defined as 15–59 years. In some cases, 
different age groups were used, as indicated.

Age classes used in this study

In accordance with the South African Schools Act of 1996, every child in South Africa should:

attend a school from the first school day of the year in which such learner reaches the age of seven 
years until the last school day of the year in which such learner reaches the age of fifteen years or the 
ninth grade, whichever occurs first.

The age group 7–14 years used in this report, in effect, includes all those children from their seventh birthday up 
to and including the day before their fifteenth birthday. 

Similarly, the age group 15–59 years includes all those from their fifteenth birthday up to and including the day 
before they turn 60 years old. The legal working age in South Africa is 15. At 60, you can claim an old-age grant. 

In reality, however, many children still attend school until they are 18 years old. For other legislative contexts, 
15–21 year-olds could be considered children. Likewise, in reality many adults work for many years beyond 60. 

2.3.1 Concept and measurements of disability 
For the purpose of this study, disability was understood as that described in the CRPD, which 
recognises that “disability is an evolving concept and that disability results from the interaction 
between persons with impairments and attitudinal and environmental barriers that hinder their full 
and effective participation in society on an equal basis with others”. 

Disability was measured by means of the Washington Group’s short set of questions on disability, 
which is used in the Census 2011 and the GHS 2011. This set of questions identifies persons with 
disabilities through a set of six questions, which prompts if a person has ‘difficulties’ with activities 
such as seeing, hearing, walking, concentrating or remembering, communicating and performing 
self-care, even if they use an assistive device such as glasses or a hearing aid. The participant has 
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to indicate for each of these domains if they have some or a lot of difficulties or if they cannot perform 
this activity at all. 

Disability prevalence can be determined in two ways using the Census 2011 and GHS 2011 data. 
The first is a simple method in which all persons who indicated that they had moderate or more 
severe difficulty with at least one activity would be considered as having a disability, even though 
they have an assistive device. The second method is a disability status index as used by Statistics 
South Africa [24]. In this case, a person having some difficulty with two or more activities, or a 
person who has considerable difficulty or is unable to perform any one activity would be considered 
as having a disability. However, the visually impaired might be lost if the disability index is used, or 
over-reporting might occur, or the experiences of persons with severe disabilities might be lost if the 
simple method is used. Therefore, in this study, a slightly different approach was necessary in order 
to capture persons with disabilities and to take account for the different situations of persons with 
mild and severe disabilities. 

Hence, this study refers to two ‘groups’ of disability: 

• The broad group of persons with disabilities includes all those who indicated that they have some 
difficulty with at least one domain or activity. 

• The narrow group of persons with disabilities (also referred to as those with severe disability) 
includes only persons who have severe difficulties or cannot do an activity at all. 

This method allowed the description of costs related to different disability types as well as to different 
degrees. It should be noted that those with severe disabilities are also captured in the broad group 
of persons with disabilities and therefore the two groups are not mutually exclusive. It should also 
be noted that the Washington Group’s set of questions might not be sensitive enough to identify 
people with mental health or other conditions such as epilepsy, autism or albinism. The results may, 
therefore, also be an underestimate of disability.

2.3.2 Measuring economic vulnerability
The opportunity costs of households with persons with disabilities were identified using the South 
African Census 2011 and GHS 2011. Both are national household surveys [24]. They include data on 
disability status, different types of income, educational attainment, school attendance, employment 
and activity status. This data was used to estimate opportunity costs to households with persons with 
disabilities taking disability type and degree, and age (7–14 years for children and 15–59 years for 
working age) into account. This study does not provide any information for households with children 
younger than 7 years, as the Washington Group’s set of questions are not sensitive enough to 
measure disability in this age group.

The analysis of the data included descriptive and bivariate statistics. Previous studies demonstrated 
the link between gender, race, disability and economic status, which are referenced in this report, but 
these analyses are not repeated here.

In order to describe and estimate disability-related out-of-pocket costs, this study collected pilot data 
from 12 expert groups of nine disability types identified in the inception workshop using an economic 
question guide (Figure 2).   

The economic question guide prompted persons with disabilities and their households in the 
identification of disability-related out-of-pocket costs, including those for support, accommodation 
and assistive devices. The guide also directed the expert group discussions in which each group 
identified the costs related to the particular type of disability and, where possible, for different degrees 
of the disability. Interviews were transcribed and analysed using conventional content analysis and 
NVivo data analysis software. The question guide was also adapted as a questionnaire for collecting 
pilot data from individuals in order to verify results from the group discussions. 
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The questionnaire was distributed using respondent-driven sampling with the expert groups, as well 
as the DisabilityRights mailing list. In total, completed questionnaires from 62 carers of children with 
disabilities and 206 adults with disabilities informed the study. Where possible, researchers sampled 
until saturation was reached, i.e. until the same issues and costs emerged. In some groups (such 
as the deaf-blind) saturation was achieved, but others (such as groups of persons with physical 
disabilities and children with disabilities) did not reach saturation in the time frame of the study. The 
group of persons with physical disabilities is very diverse, and costs had to be estimated for specific 
examples of disabilities of different degrees. There was a poor response rate from carers of children 
with disabilities. Furthermore, 17 questionnaires had to be excluded as the ‘children’ with disabilities 
were older than 20 years.

During the expert group discussions, participants worked towards a consensus of the costs 
associated for a person with a particular type and degree of disability. The type and range of these 
costs were identified and estimated, and later verified against the questionnaire data. Price estimates 
were further checked for accuracy from suppliers of assistive devices and accommodation prices 
or, where prices could not be found, from the appropriate disabled people’s organisations (DPOs). 
The data were used to estimate elements of disability-related costs of support, accommodation and 
assistive devices currently borne by households of persons with disabilities. 

The particular focus of this part of the study was to estimate the costs of support and accommodation 
(disability-related out-of-pocket costs) with regard to healthcare, employment and transport, and of 
assistive devices. The study also aimed to estimate the additional costs of accessing education for 
families of children with disabilities.

The results of the study point towards elements of the economic vulnerability of persons with disabilities 
in South Africa, as well as towards gaps in accessibility and the provision of accommodation and 
support that contribute to this economic vulnerability. The results of these costs are not exhaustive 
and only cover key life areas – education, healthcare and employment. 

2.3.3 Modelling disability-related costs
Data from all of these sources were combined in a simple model in Microsoft Excel. A bottom-up 
approach was mostly used to estimate the costs borne by households. Where possible, an ‘ingredients 

Hearing impaired 

Mental health 

Physical disabilities (two groups) 

Deaf-blind 

Visually impaired 

Epilepsy 

Intellectual disability

Children with disabilities (three groups)

Autism

Full sample 
of 12 expert 

group 
discussions

Figure 2. Sampling framework for expert group discussions 
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approach’ was used in which the resources and quantities of each resource used were identified and 
then prices applied to estimate the total cost of that item to the household, which makes the results 
easier to update as prices fluctuate over time. 

For this modelling exercise, the following assumptions were made:

• Persons with disabilities can be grouped into disability and severity types.
• Ongoing costs do not change significantly over the life cycle of persons with disabilities.

The costing study was conducted from the perspective of the household. The study estimated 
capital (once-off) costs as well as ongoing costs on a monthly basis. Capital costs were converted 
to approximate monthly costs over the useful life of the asset. Costs were estimated separately for 
children of compulsory school-going age (7–14 years) and for adults.

The different elements estimated in this study (costs incurred by households with persons with 
disabilities) and income (including social grant income), as reported in the GHS, were combined to 
provide an estimate on the economic and financial cost of disability to households with persons with 
disabilities. 

Although it was intended that the tax rebate information be included in this analysis, the data was 
not available by disability type from SARS. Also, it is unlikely that different disability groups claim 
the same deduction. Furthermore, those that were interviewed in the expert discussion groups were 
mostly represented by the unemployed or those relying on grant income. The spending in these 
groups is very different from the spending by tax-paying persons with disabilities. 

The study identified a number of reports and papers on the range and cost of services needed to 
accommodate disability. In addition, the study collected some exploratory data related to cost drivers of 
reasonable accommodation in special schools and the employment sector using structured interviews 
with an economic questionnaire (Appendix 6). This data only provides examples and is not nationally 
representative. 

Further, limited scenario modelling was performed, based on disability-related out-of-pocket costs 
collected in the pilot study. At the inception meeting, it was agreed that the CRPD and existing 
government policies should be used to guide the question: What should be provided by the state? 
Using this to guide the study, areas where current spending by persons with disabilities is highest 
were identified. The study developed some scenarios to illustrate how monthly costs might decrease 
for people in different disability groups if reasonable accommodation was to be provided by the state. 
This focused largely on the costs of transport and access to healthcare. Examples are presented in 
this report.

Education costs that should be borne by the state were addressed in a different way. Section 4.5 of 
this report describes the cost drivers for special schools and illustrates the additional costs faced by 
schools that accommodate learners with special educational needs (LSEN). 

2.3.4 Limitations 
This pilot study estimates elements of opportunity costs (employment, education, income) and out-
of-pocket costs related to disability and households. It is innovative in several aspects; however, 
it should be noted that there were challenges related to measurement, sampling and fieldwork 
(summarised below), and hence the findings should be viewed as preliminary. At the time of the 
study there was an absence of economic data on disability-related costs to households of persons 
with disabilities. The study had to develop the framework and methodological approach that allowed 
estimating these costs using national household survey and primary data.
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The study makes use of two population-based data sets (Census 2011 and GHS 2011) which 
use the Washington Group’s short set of questions on disability. Although this set of questions is 
internationally recommended, it is not exhaustive and has not been developed for the use of children, 
and it has only been used in recent years. 

The data retrieved from these surveys are not representative for persons with psychosocial and 
intellectual disabilities, or those with specific conditions such as epilepsy or autism. In addition, the 
Census did not include persons with disabilities living in institutions, as the Census only approached 
households [24]. As a result, a significant number of persons with disabilities are not captured and 
the disability prevalence is, therefore, most likely underestimated. 

This study also does not analyse any data for children below the age of 5 years, as the Washington 
Group’s set of questions is not sensitive enough to measure disability in this age group. It was 
also noted that self-care challenges among children between 7 and 10 years may have been over-
reported if caregivers incorrectly identified their children as having self-care difficulties, instead of 
interpreting it as a deviation from a cultural expectation or norm. 

The sample size of the out-of-pocket disability-related data is relatively small and not representative 
for all persons with disabilities in South Africa. This data is related to the current costs of support, 
accommodation and assistive devices. It can therefore only be seen as an indication of actual costs 
that are currently borne by persons with disabilities and their families. The figures are not indicative 
of the cost of meeting current needs. 

As mentioned earlier, saturation point was not reached in the groups of persons with physical 
disabilities and for children with disabilities. Hence, out-of-pocket costs can only be seen as estimates. 

A further challenge to the study was the relatively short time frame from inception to completion 
(July–September 2014). This included the development of tools, methods, research ethics approval, 
fieldwork, data entry and analysis. In an effort to maximise sampling, respondent-driven sampling via 
DPOs was used. However, membership in these organisations was not necessarily representative of 
all persons with disabilities as those who are financially better off tended not to join DPOs. Indeed, 
several DPOs had great difficulties in reaching persons with disabilities who were employed as well 
as those who lived in rural areas. In order to balance the sample, study participation was also opened 
to South Africa’s DisabilityRights mailing list network. However, the short time frames resulted in 
limited data collection and in-depth analysis of collated data. Hence, this is a preliminary study. 

This study focused on only two age ranges: children between 7 and 15 years and working-age 
adults. Hence, the study does not provide insight into early childhood and people of 65 years and 
older, and although adolescents are included in these two groups, it would be useful to do a separate 
analysis for this age group. The study provides a possible methodological approach to estimate costs 
for other age groups and significant group characteristics such as gender.

Similarly, the additional information on schools for children with disabilities is based on examples and 
experiences in the field and is not representative of all schools for LSEN in South Africa. The data 
only identifies possible cost drivers and cannot generalise costs per school type. While inclusive 
education has been adopted as policy, it was not possible to identify examples of mainstream schools 
that are accommodating learners with different disability types in the time frame provided. Thus, this 
analysis does not provide an estimate of the cost drivers of inclusive education. 

In order to provide a representative picture of cost drivers in services such as special and/or inclusive 
education, a nationally representative study covering all nine provinces (most likely in the form of a 
survey) is needed. Similar to estimating the cost of residential facilities study (Appendix 7), such a 
study needs to be based on agreed minimum standards which were not available at the time of the 
study. An example of the extent of such a study is provided in Appendix 7 – a previously completed 
study on the cost of residential facilities (an 18-month study). 
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3. Persons with disabilities in South Africa

This part of the study was informed by the Census 2011 which used the Washington Group’s short 
set of questions to identify disability. 

As shown in Figure 3, for the broad group of disability – from ‘some difficulty’ to ‘cannot do at all’ 
– the Census 2011 revealed that 5.5 million people or 14.9% of the population between 7 and 65 
years have one or more disabilities. Of these, 1.2 million South Africans or 3.3% of the population 
had severe disabilities. ‘Difficulties with seeing’ were the most common disability type, followed by 
challenges with concentrating (remembering), hearing, walking and self-care. The smallest disability 
group in this survey were those with difficulty in communicating (see Figure 3). 

In addition, a method to estimate disability with both the broad and narrow group was used. If a 
disability index was used, as described in the method section, the disability prevalence would be 
measured at 7.5% of the population [24].

Disability is differently distributed between different age groups, gender and race. In both the broad 
or narrow groups of persons with disabilities, there are disproportionately more girls and women 
with disabilities. For example, the broad disability group comprises 42.3% male and 57.7% female 
compared to the 49.4% male and 50.6% female non-disabled population. 

A report by Statistics South Africa based on the Census 2011 comes to a similar result and highlights 
the intersection of gender, race and disability [23]. This analysis has not been repeated here. However, 
it was found that women and black Africans are more likely to have a disability [24]. 

Disability is also unequally distributed among age groups. Disability is more prevalent amongst those 
between the ages of 7 and 11 years. This spike amongst children is more pronounced in the narrow 
group of severe disabilities. The prevalence of persons with disabilities then rises from the age of 40 
and peaks around 50–70 years of age; most persons with disabilities are found above the age of 40 
(see Figure 4 which reflects distribution, not prevalence, of persons with disabilities). This applies in 
both the broad and narrow groups of disability. 

Disability prevalence in old age is very high. Even when using the disability index, Statistics South 
Africa analysis reveals a disability prevalence of 22.7% for the age group of 65–69 years and 53.2% 
for those 85 years and older [24].
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to be nationally representative
Source: Calculations using data from Census 2011
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Further analysis of the spike of children with disabilities between the ages of 7 and 11 revealed 
that a large number of these children experienced challenges with self-care (see Table 1). As the 
Census 2011 is a self-reported questionnaire, these results need to be validated. It is possible that 
respondents had different expectations with regard to self-care and some may have scored their 
children too low. It is, however, also possible that some children with disabilities take longer to master 
activities that are related to self-care. For instance, children with intellectual disabilities or severe 
physical disabilities could take longer to achieve certain milestones. This would be very relevant 
for schools that cater for these children and has cost implications that are related to, for instance, 
increased need for care and support, hygienic products or medical waste removal. If a school does 
not cater for this increased need for support in self-care at primary school age, the costs would likely 
be diverted to the family, and these children would only be enrolled once they have achieved certain 
milestones, or they will be excluded from schooling. 

Table 1 also shows that a large portion of children with self-care challenges (65% of age group 7–14 
years) did not score on any other disability question and that this proportion is much higher than 
among the adult population (23% of age group 15–59 years). This indicates that a large proportion 
of children of school-going age who are described as having difficulties with self-care are either 
falsely identified (as parents’ perceptions may speak to development and not disability status) or have 
developmental delays which they grow out of later in life. This would explain the lower percentage in 
older children and adults. 

Table 1. Percentage of individuals in different age groups with self-care difficulties who also have another 
disability (or disabilities)

Age group
Disability type 7–14 15–59 60–64
Visual 7.4 38.4 60.7
Hearing 7.2 31.5 38.5
Communicating 14.4 37.0 30.2
Mobility 8.6 50.3 65.9
Remembering 27.9 58.0 63.0
Self-care only 64.3 23.1 8.7

Sample 40,807 28,966 4,416
Population 458,614 342,519 51,076

Source: Calculations using data from Census 2011

0

.005

.01

.015

.02

.025

Ke
rn

el
 D

en
si

ty

10 20 30 40 50 60 70 80 90 100 110

Age

People without disability

People with disability 
(broad definition)

Figure 4. Age distribution of persons (of 7 years and older) with disability (broad group) and without disability 
Source: Calculations using data from Census 2011



| 24 |

The Census data further indicates that households of children with disabilities are more likely to be 
female-headed (56%) than male-headed (44%), are larger in size, and are more likely to be found in 
the second and third income quintiles. This applies to a lesser extent to households of persons with 
disabilities. Tables A2.1a and A2.1b in Appendix 2 provide more detail. 

The difference in household head and size for children with disabilities was observed for both the 
broad and narrow disability groups. However, households that contain children with severe disabilities 
(narrow disability group) were significantly more likely to be in rural areas and less likely to be in the 
highest income quintile than households that contain children from the broad group of disabilities. 
This might indicate that schools in rural areas have to cater more often for children with severe 
disabilities who also come from poorer households. This again will have cost implications for these 
schools in terms of staff, transport and support material.
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4. Disability and economic vulnerability in South Africa

4.1 Current opportunity costs of disability
The data for this part of the study was obtained from the Census 2011 and GHS 2011. As illustrated 
in Figure 1 (page 16), opportunity costs can arise through lack of education, increased burden of 
caregiving and lack of employment opportunities for persons with disabilities and their caregivers. 
These costs may vary for households with adults and children with different disabilities and are 
described below in two different sections.

4.1.1 Opportunity costs for adults with disabilities and their households

4.1.1.1 Education

Education is often identified as a major driving factor of opportunity costs for persons with disabilities. 
Indeed, the Census 2011 shows that persons with disabilities are more likely to have never gone to 
school, are less likely to have completed secondary school or matric, and have on average 1.4 years 
less schooling than persons without disabilities (see Table 2). A similar result was found using the 
GHS data (Table 2). The gap is even greater for persons with severe disabilities, who have only 6.6 
years of schooling compared to persons without such disabilities who have, on average, 9.7 years of 
schooling. As a group, persons with disabilities are disadvantaged because lower education levels 
are associated with less earning potential [20, 21]. 

Table 2. Levels of education attained by adults (individuals aged 15–59 years) with disabilities (broad group) 
and of those without disabilities from two sets of data 

Level of education attained
Census 2011 GHS 2011

With disability (%) Without disability (%) With disability (%) Without disability (%)
No schooling 10.1* 4.5 9.1* 2.8
Primary schooling1 23.4* 13.4 23.0* 15.2
Incomplete secondary2 35.7* 41.4 37.5* 44.9
Matric 20.9* 29.7 18.4* 27.0
Tertiary 10.0* 11.0 12.0* 10.1
Total 100 100 100 100

Mean years of schooling 8.5* 9.9 8.7* 9.9

* 5% significance level
1 Grades 1–7
2 Grades 8–11
Source: Calculations using data from Census 2011 and GHS 2011

4.1.1.2 Employment

The Census 2011 data shows that persons with disabilities are not necessarily less likely to be 
employed. 

Using the broad group of disability and the Census data, 40.1% of persons (aged 15–59 years) 
with disabilities are employed and 40.5% of those without disability are employed.1 Although this 
difference is statistically significant, it indicates rather negligible employment discrimination against 
persons with disabilities and perhaps captures the first successes of South Africa’s labour market 

1 Statistics South Africa (2014), in their Profile of persons with disability in South Africa, reveals an employment rate of 62% for persons 
with disabilities and 63.4% of people without disabilities [24, p. 117]. Different classifications of employment were used in calculations 
for this analysis, which account for the apparent differences in employment rates. 



| 26 |

policies such as the Employment Equity Act. Similar results were found when using the GHS data, 
with 43.5% of persons with disabilities being employed. Yet when using the same data for persons 
with severe disabilities (narrow group), a different picture emerges. For those aged 15–59 years, 
only 29.1% of persons with severe disabilities are employed, while 40.8% of those without severe 
disability are employed. 

It was also found that persons with disabilities who are not employed are more likely to be inactive 
and less likely to be searching for work than persons without disability (both narrow and broad 
groups). In addition, persons with psychosocial and intellectual disabilities are not well identified and 
underestimated, although they may face great discrimination in access to employment. Access to 
employment and the ability to search for employment thus appear to be associated with the degree 
and type of disability.

The Census 2011 data also revealed that living in a household with a person with disability is 
associated with a large decrease in the likelihood of being employed (28.6%, compared to 43.6% of 
those where no household member has a disability). This is pronounced for households with persons 
with severe disabilities (narrow disability group). Furthermore, when a household member has a 
disability, individuals are much more likely to be economically inactive (and slightly more likely to be 
unemployed) than when there is no household member with disability. This suggests that caring for 
a household member with a disability negatively impacts on the employment status of other adults 
in the household. 

Table 3 below illustrates that the employment status of family members who live in a household 
with a person with disability is significantly lower than when in a household without a person with 
disability. Overall, the effect is very similar across types and degree of disability. 

Table 3. Employment status of people (individuals without disability, aged 15–59 years) who live in households 
with adults (aged 15–59 years) with disabilities (broad disability group)

Disability type

Employment status (% of sample) Number of people
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Seeing 44.3 7.4 20.7 27.6 45,309 5,348,944

Hearing 46.2 8.3 19.8 25.6 171,189 2,032,396

Communicating 44.9 8.3 19.8 27.1 149,960 1,772,346

Walking 45.4 7.9 20.0 26.7 202,271 2,398,952

Remembering 46.1 8.6 19.9 25.4 271,768 3,210,041

Self-care 43.9 8.1 20.2 27.8 276,499 3,258,609

No disability 33.9 5.3 17.1 43.6 1,719,568 20,534,189

Source: Calculations using data from Census 2011

4.1.1.3 Household income

In order to understand what disability means for individual and household incomes, data was used 
from the GHS 2011 (Census 2011 does not collect disaggregated income data). 

For individuals in the workplace, the data shows that, on average, a person with a disability (broad 
group) earns R7,337 per month while a person without a disability earns R6,140. This suggests that 
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when persons with disability are able to work, they can earn equal or higher incomes. However, the 
higher income is mainly attributed to the income earned by people with ‘mild difficulties in seeing’. 
More importantly, the average income for a person with a severe disability (narrow group) who is 
working is R4,654 per month, while a person without a severe disability earns R6,255 per month. 

The Statistics South Africa analysis of the Census data [24] reveals a similar picture, with most types of 
disabilities being associated with lower individual income. The analysis of the GHS 2011 in this study, 
which disaggregates income by disability type, shows that people with mild difficulties in seeing earn 
more annually than any other group, including people without disabilities. All groups of other disability 
types earn less than those without disability. Persons with severe disabilities earn considerably less, 
particularly those with communication, walking, remembering and self-care difficulties [24].

The Statistics South Africa analysis also reveals a clear gender dimension, with women being more 
economically disadvantaged [24]. For example, a man with severe difficulties seeing, hearing or walking 
earns on average more than women in general in South Africa. Women with disabilities (except those 
with mild visual impairments) can be considered the most economically vulnerable as they earn less 
than women and men without disabilities, as well as men with any type of disability [24].

This result is mirrored at the household level as illustrated in Table 4 (and Appendix 2, Tables A2.2a 
and b and A2.3a and b). Households with persons with disabilities (broad group) earn on average 
more than households without disabled family members. Again, this is influenced by the higher 
income of households with people with mild difficulties in seeing. These households have higher 
earning and income while most other groups have less income (Appendix 2, Tables A2.2a and b 
and A2.3a and b). Households with persons with severe disabilities earn considerably less than 
households without persons with severe disabilities, i.e. only 59% of the earnings of a household 
without severe disability (Table 4). These households depend considerably more on the disability 
grant as well as other social grants. This may indicate that opportunity cost associated with caring 
for family members with severe disabilities influences household income. 

Table 4. Mean incomes for households with or without persons (aged 15–59 years) with narrow- (severe) or 
broad-group disability 

Income source

Household composition
Broad-group disability Severe disability

With adults with 
disability

Without adults with 
disability

With adults with 
disability

Without adults with 
disability

Earned (R) 6,011.60 5,434.40 3,340.90 5,617.20
Other income (R) 291.80 415.30 274.70 400.10

Disability grant (R) 282.40 54.80 617.30 71.10

Other grants (R) 535.50 497.60 723.20 495.20

Total grants income (R) 817.90 552.40 1,340.50 566.30

Total income (R) 7,121.30 6,402.10 4,956.10 6,583.50

Sample size 4,468 20,474 1,120 23,809

Population size 2,100,845 10,758,650 492,533 12,361,878

Source: Calculations using data from GHS 2011

Of the broad disability group, GHS data reveals that households with people with mobility and memory 
challenges earn considerably less (R3,714 and R3,477 per month, respectively), closely followed 
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by households with people who experience challenges with communicating, self-care or hearing. 
Households with persons with difficulties seeing are also, according to the GHS, the highest-earning 
group compared to all other disability groups. This also applies to people who are blind, only to a 
lesser degree. This advantage appears consistent even after adding in the disability grant and other 
sources of income to examine total income (see also Section 4.2). 

The statistical economical advantage of persons with visual impairments could be related to 
employers’ preference for one disability group over another. However, it is much more likely that it is 
related to people without disabilities who are in higher-paying jobs and develop visual impairments 
later in life. If this is the case, these people and/or their employers would be able to adjust working 
conditions to accommodate a life with disability, which would keep them in potentially higher-earning 
jobs. Indeed, the Census 2011 data shows that visual disabilities increase earlier – from the age of 
40 – than other disabilities (see Figure 5). Hence, the group of persons with ‘difficulties in seeing’ 
includes a large number of people between the ages of 40 and 60 years who, if working, could be 
earning higher salaries on average. 

The group of people with mental health problems and other chronic conditions that have disabling 
effects are difficult to identify within the Census 2011 and GHS 2011. However, this is also the only 
group on which data on lost income has been published in South Africa [25, 26]. Using the South 
African Stress and Health – or SASH – survey, these studies showed that mental health and other 
physical conditions are significantly associated with days ‘out of role’ and lost income through, for 
example, days out of work or daily functioning. 

The SASH survey included 4,351 adults in South Africa and investigated ten conditions – depression, 
anxiety, substance abuse, chronic pain, headaches, arthritis, cardiovascular and respiratory 
conditions, diabetes and digestive disorders.

Mental health disorders led on average to 23.6 days ‘out of role’ while physical disorders led on 
average to 15.5 days ‘out of role’. Depending on employment conditions, this would lead to an 
opportunity cost to the individual or employer. However, some of these costs are most likely shifted 
to the employee, as both sets of days are above the average sick leave days in South Africa. 

A large number of people in South Africa are affected by these conditions (16.1% mental and 
37.6% physical population attributable risk proportion) and a substantial social and economic loss 
is associated with these conditions. Rehabilitation, including mental health intervention, is crucial 
to wellbeing and to decreasing this economic loss, and needs to be included in chronic care 
management. 
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This also applies to other conditions, such as epilepsy. During the expert consultation process, one 
participant explained this in the following way: 

The responsibility to collect medication on a regular basis (usually monthly) often means 
that the person needs to take leave, as many employers do not view this as sick leave. 
In this way, the employee’s leave is easily eroded (an indirect cost which can contribute 
significantly to quality of life). In some cases, people living with epilepsy were told that 
they exceeded their sick leave and that money will now be deducted from their salaries. 

National data on the opportunity costs of these groups is, however, not available. 

4.1.2 Opportunity costs for households with children with disabilities
4.1.2.1 Household income

Families of children with disabilities also incur opportunity costs when parents or caregivers have to 
provide intensive care and support. In fact, the opportunity costs are more pronounced in households 
with children with disabilities compared to families with adults with disabilities (see Table 5). 

Table 5. Mean incomes for households with children (aged 5–14 years) with and without disabilities 

Income source

Household composition
Broad-group disability Severe disability

With children with 
disability

Without children 
with disability

With children with 
disability

Without children 
with disability

Earned income (R) 3,967.10 5,688.50 3,602.40 5,602.40
Other income (R) 239.40 411.00 246.80 400.30

Disability grant (R) 155.90 84.10 212.90 85.70
Other grants (R) 975.00 445.60 1,013.60 475.60
Total grants income (R) 1,130.90 529.70 1,226.50 561.30

Total income (R) 5,337.40 6,629.20 5,075.70 6,564.00

Sample size 2,676 22,417 1,260 23,833
Population size 1,339,163 11,607,177 595,417 12,350,923

Source: Calculations using data from GHS 2011 

Households with children with disabilities (broad group) earn on average only 70% of that of 
households with children with no disabilities. Even after consideration of other incomes, such 
as grants, these households only reach 80% of the income of households with children without 
disabilities. For households with children with severe disabilities (narrow group), this income disparity 
is more pronounced. Such households only earn 64% of the income that households without children 
with such severe disabilities earn, or 77% when total income is considered. Grant income, however, 
clearly assists in narrowing the gap (see Section 4.2). 

The type of disability also influences these associated income losses. Households of children with 
mobility, self-care or communicating challenges (broad group) have the least earned as well as least 
overall income (see Appendix 2, Tables A2.4a and b and A2.5a and b). Using the narrow group of 
households, those with children who have severe deafness are also particularly vulnerable. 

These results question whether the economic situation of these households allows them to cope with 
the disability-related costs of accessing transport, health and education, and whether this economic 



| 30 |

vulnerability could influence the child’s ability to go to school and later lead to future opportunity costs 
for the child and family.

4.1.2.2 Education

The Census 2011 and GHS 2011 data reveals that children with disabilities are more likely to be out 
of school than children without disabilities. Although the data sets estimate that only 9.8% (GHS 
2011) or 13.7% (Census 2011) of children (aged 7–14 years) have disabilities, they make up 32.3% 
(GHS 2011) and 18.8% (Census 2011) of children who are out of school.2 Hence, these children have 
a 1.5 to 3 times greater chance of not attending school compared to children without disabilities (see 
Figure 6 and Table 6). 

Children with self-care difficulties are the largest group of children with disabilities that is out of 
school, followed by children with challenges in remembering and concentrating and those who 
have problems with communicating. Similarly, Statistics South Africa Census 2011 analysis shows 
that children with difficulties in the area of walking and remembering and in particular those with 
severe difficulties, are more likely not to be at school (average of only 69–85% of children with 
severe disabilities). Children with difficulties in hearing and seeing were the disability groups 

2 The discrepancy in the estimates from the two sources may, in part, be a result of different response options provided in the two 
survey instruments.

Children with disabilities

Children out of school aged 7–14

Census 2011 GHS 2011

81% 68%

19% 32%

Figure 6. Out-of-school children of compulsory school age as determined using (a) Census 2011 data and (b) 
GHS 2011 data 
Source: Calculations using data from Census 2011 and GHS 2011

Table 6. Percentage of children with different types of disabilities (broad group) who are of compulsory school-
going age (7–14 years) and out of school

Disability type % of children1

Difficulties seeing 5.3
Difficulties hearing 3.8
Difficulties walking 8.4
Difficulties in self-care 25.1
Difficulties in remembering and/or concentrating 19.9
Difficulties in communication 15.8
All children with disabilities 32.3

1 Weighted to represent population-level statistics. 
Source: Calculations using data from GHS 2011; data separated to account for more than one disability type
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with better access to education (88–96%); however, even among these groups there is room for 
improvement [24].

Among those children out of school, challenges related to self-care are most prevalent, followed by 
those related to remembering and concentrating, and communication. Many of these children have 
multiple disabilities (e.g. problems with self-care and walking). Girls and children living in rural areas 
are also more likely to be among those children with disabilities who are out of school. 

Similarly, the GHS data shows that children of compulsory school-going age with disabilities have 
fewer years at school compared with those of the same age without disabilities, i.e. on average 
1.4 years less schooling for children from the broad group of disabilities and about 2 years less for 
children with severe disabilities.

Additional information can be drawn from a chapter in a national study on the profile of social security 
beneficiaries in 2006 [27] which focuses on households with children with disabilities that receive the 
care-dependency grant (CDG). These children mainly have severe physical and ‘mental’ disabilities. 
The sex composition of the CDG recipients was overwhelmingly (92%) women with 40% of these 
recipients being single [27]. The data shows that for many of these households (75%), the CDG is 
the only source of income and that 81% of them do not earn an income. 

This study also revealed that 38% of children with disabilities whose caregiver receives a CDG 
were not attending school in 2006 [27]. The most common reason given for not attending school 
was ‘the disability’ (85%), followed by ‘having poor health’ (7%) and ‘the distance to attend schools’ 
(6%) [27]. Participants in this study identified ‘transport and money’ as the main facilitators for 
school attendance [27]. Furthermore, only 24% of CDG children with disabilities (age 0–6 years) 
attended a crèche, child-minding group or any other early intervention that could prepare a child 
for school [27].

4.2 The role of tax rebates and grants

4.2.1 Grants
Currently, South Africa attempts to compensate the economic vulnerability of persons with disabilities 
and their households through a variety of interventions such as the black economic empowerment 
(BEE) scorecards, learnerships focusing on young persons with disabilities, tax rebates and various 
social assistance grants. Citizens, permanent residents and refugees with disabilities living in South 
Africa can access a variety of grants depending on their situation, needs and age (Table 7). In 
addition, some participants in the expert groups had the notion that home owners can receive a once-

Table 7. Overview of social assistance grants that persons with disabilities and their households can access in 
South Africa, 2014

Grant type
Amount per 
month (R) Information

Care-dependency grant R830 For a child under the age of 18 years with medical assessment stating the 
child’s severe disability; caregiver must pass the means test

Child-support grant R310 Any parent who passes means test (including spouse)
Disability grant R1,350 Any medically unfit 18–59 year old with assessment, passes the means test 

(including spouse) and is not in a public institution
Foster-child grant R800 Any parent who fosters a child 
Grant-in-aid R280 For those who are receiving a grant and who cannot look after themselves 

and need extra to pay a caregiver 
Older-persons grant R1,350 Any person of 60 years or older who passes the means test (including 

spouse)

Source: South African Social Security Agency (SASSA) [28]
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off support grant of R60,000 to adjust their home environment, if they live in an RDP (Reconstruction 
and Development Programme) home. It was not clear how this grant is accessed.

Currently the disability grant is providing a significant buffer to the income of persons with disabilities 
and their households (see Table 8). Households with persons with sight difficulties had on average a 
higher income than able-bodied households, both before and after taking grants into consideration. 
Households with persons with all other types of disabilities had a lower income before considering 
social grants. This gap was decreased by social grants. 

A similar trend was observed for households with children with disabilities. People with difficulty in 
the area of mobility and memory had the least income and depended more on disability grants. 

Table 8. Mean incomes for households with persons (aged 15–64 years) with different types of disabilities 
(broad group)

Income source

Type of disability
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Income earned (R) 6,407.40 4,817.70 3,713.50 4,122.40 3,477.30 4,761.00 5,570.00
Other income (R) 376.80 288.00 274.40 222.40 235.00 305.30 415.00

Disability grant (R) 171.90 265.80 507.50 373.50 472.30 720.30 50.00
Other grants (R) 579.90 841.60 821.60 988.00 899.00 917.30 450.00
Total grants (R) 751.90 1,107.40 1,329.10 1,361.60 1,371.40 1,637.60 500.00

Total income (R) 7,536.10 6,213.10 5,317.00 5,706.40 5,083.70 6,703.90 6,486.00

Sample size 3,781 1,058 1,102 1,153 1,394 356 18,821
Population size 1,795,458 491,967 500,388 543,928 599,503 178,529 9,976,709

Source: Calculations using data from GHS 2011 

Although not captured in the Census, the GHS 2011 data shows that 0.1% of households in South 
Africa receive the CDG. The grant mainly reaches families of children who have severe intellectual 
(25%), physical (23%) or emotional impairments, or a combination of impairments or illnesses. The 
grant enables 93% of recipients to acquire food and take care of their child themselves [27]. The CDG 
was used mainly for food, although some participants indicated that they also used it for treatment, 
therapy, nappies and special food [27].

Grants in South Africa are currently only accessible to people under a certain income limit. The 
annual income and assets threshold was R831,600 for a single person and R1,663,200 for a married 
person in 2014. The threshold for the CDG is lower, i.e. R151,200 for a single person and R302,400 
for a married couple (see Table 9). 

All other people need to make use of tax rebates in order to claim some of their disability-related 
costs back from their tax payments. The tax threshold (in the 2011/12 tax year) was R59,750. People 
who own valuable assets such as property, but have no or a very low income, are not able to access 
grants. 
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Table 9. Income threshold (excluding assets) for disability-related grants

Grant type
Annual income threshold
Household Individual 

Disability grant R99,840 R49,920 
Care-dependency grant R302,400 R151,200
Grant-in-aid (no information) – –

Source: SASSA [28]

4.2.2. Tax rebates
Persons with disabilities can claim expenses back from SARS. The basic structure of the tax rebate 
for disability-related expenses is found in Section 6(B) of South Africa’s Income Tax Act (No. 58 of 
1962). 

For income tax purposes, disability has been defined as: ‘a moderate to severe limitation of any 
person’s ability to function or perform daily activities as a result of a physical, sensory, communication, 
intellectual or mental impairment’. The limitation must (a) have lasted, or will last, for more than a 
year, and (b) be diagnosed by a duly registered medical practitioner in accordance with criteria 
prescribed by the Commissioner for SARS. 

In conjunction with the medical profession, the Commissioner prescribed diagnostic criteria for 
physical, sensory, communication, intellectual and mental impairments. SARS has a list of allowable, 
disability-related expenses that was compiled with the input of national DPOs and non-government 
organisations (NGOs), and the public at large [29]. The list makes provision for a number and variety 
of expenses. 

The document states that: 

a taxpayer who has or whose spouse or child has a disability in accordance with criteria 
prescribed by the commissioner for SARS will be able to claim qualifying expenses under 
Section 18 of the Act as a deduction from his or her income (inclusive of VAT) in full [30].

This means that SARS will deduct all disability-related expenses from someone’s taxable income 
before calculating the tax that this person needs to pay. In effect, this means that SARS will reimburse 
the taxpayer for a percentage of the disability-related expenses that the taxpayer incurred that year. 
The percentage that SARS will reimburse depends on the income tax bracket in which an individual 
falls, with higher-income earners receiving a greater percentage of actual expenses during the tax 
rebate process. 

In 2012 (reflecting on 2011 expenses), 38,365 taxpayers made use of this tax rebate and claimed 
medical costs related to disability, which translated to R2.1 billion3 [31]. 

No published data could be found on the other category of tax rebates that can be claimed, i.e. non-
medical disability-related expenses. No data could be found outlining disability-related tax rebates 
claimed for different disability types. 

4.3 Estimating disability-related out-of-pocket costs 
A literature review, expert group discussions and the pilot economic questionnaire informed this 
process, which aimed at identifying the range of costs of accommodation, support and assistive 
devices that are currently borne by households of persons with disabilities. 

3 A thousand million (109) is considered a billion in South Africa.
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Summaries of the findings of the expert discussion groups for each of the main disability groups 
identified in the inception workshop can be found in Appendix 3 (Appendices 3a–3i). This data was 
put into the simple Microsoft Excel model described in Section 2.3.3. Appendix 5 provides a summary 
of the results of the model – the total out-of-pocket disability-related costs – for each disability group. 
The data represents pilot data. To ensure representativeness, a national representative economic 
survey should be conducted.

4.3.1 Out-of-pocket costs for adults with disabilities
Drawing on the pilot data and the Microsoft Excel model, this section identifies out-of-pocket 
costs to households of families with adults with disabilities. The costs are divided into a number of 
categories for:

• Assistive devices
• Care and support for daily living
• Accommodation and travel to work
• Healthcare services
• General travel
• Additional costs.

Each category is reported in turn below for different disability types and degrees. It should be noted 
that this is a reflection of the current costs from the study participants and not necessarily a reflection 
of needs. 

4.3.1.1 Out-of-pocket costs for assistive devices

The reported spending on assistive devices was much lower than expected. The group discussions 
revealed a limited awareness of available devices. Hence, the current calculations of costs of assistive 
devices are an underestimate of the need, largely due to this and an apparent reluctance on the part 
of many participants to ‘complain’. Not surprisingly, current spending on assistive devices is much 
higher among those who are employed or who live in households where there is some available 
income to spend on devices. 

Given these limitations, this study revealed that spending on assistive devices is currently highest 
among persons with physical disabilities, those who are deaf-blind, and those who are hard of hearing. 

The cost of assistive devices to enable communication is highest among people who are deaf-blind. 
While few have access to the technology (see description in Appendix 3c), those who do have 
access spend a minimum of R380 and an average of R700 per month. 

People who are hard of hearing can receive basic assistive devices from the clinics. However, many 
people spend money on more sophisticated hearing aids and other devices. For instance, the pilot 
data indicates that hearing aids cost between R7,000 and R30,000 depending on an individual’s 
specific needs (and available income).

There was very little reported spending of assistive devices by people who are deaf, blind, and those 
with psychosocial disability and intellectual disability. Persons with epilepsy, for instance, reported no 
spending on assistive devices. However, this lack of current usage is most likely related to the lack of 
availability or high costs of assistive devices such as seizure-alert dogs, seizure monitors, etc. As a 
representative from the sector reflected: “These assistive devices are imported and thus expensive”. 

Current spending on assistive devices varies tremendously between the different types and degrees 
of disability. People who rely on disability grants generally use the public health sector and the 
devices that are supplied by these services are free of charge. As one participant with physical 
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disability explained: “Those [referring to a set of photographs of assistive devices] are for people who 
use the private health sector. We get wheelchairs only”. 

Participants reported that they incurred costs related to servicing and repairing their own wheelchairs 
and callipers. In discussion with the group of persons with physical disabilities, it was explained that 
replacing tyres and getting repairs at hospitals can take months, and health services often cannot 
supply appropriate interim replacements. There were few reports on spending on any other items.

Previous studies in resource-rich settings have divided persons with disabilities into different degrees 
of severity in order to allocate average cost [32]. While this was possible in this study for some of 
the disability groups, it was not for physical disabilities. This group varies tremendously in spending, 
depending on income, geographic location, disability type and degree. For instance, a paraplegic 
person in an urban area needs a different wheelchair to a person in a rural area. A person who is 
severely quadriplegic needs a much more expensive wheelchair than a person who is paraplegic. A 
person who can walk with some or a lot of difficulty might mainly use a walking aid – if this person does 
not have to cover long distances – which would be much more affordable. Hence, as an alternative 
to reporting the average current spending on assistive devices for highly aggregated degrees of 
physical disability, costs for a basic package of assistive devices for specific examples representing 
severity types of this group should be calculated. (For a full description of the assistive devices for a 
basic package for each case, see Table A.4.1 in Appendix 4.) The range of estimated out-of-pocket 
costs for assistive devices thus varies, depending on the degree of disability and access to public 
healthcare. 

Categories of physical disabilities

Categories of physical disability would be useful in identifying monthly costs to persons with physical disabilities, 
as well as a basic package of assistive devices. Possible categories or levels of support needed for persons with 
different physical disabilities in South Africa could be guided by the Australian model [32], for example:

Category 1: People who have a lot of difficulty walking one kilometre or climbing a flight of stairs, for example, 
people using crutches or callipers and/or a wheelchair at times.

Category 2: People who cannot walk one kilometre at all, for example, paraplegics or mild quadriplegics. 

Category 3: People who cannot walk at all and need a full-time care attendant, for example, those with severe 
cerebral palsy or severe quadriplegics.

4.3.1.2 Out-of-pocket costs for caregiving and support for daily living 

Caregiving and support emerged out of the pilot data as a critical area related to economic vulnerability. 
Most persons with disabilities use unpaid family members for daily assistance. However, when they 
need to travel, many persons with physical disabilities, in particular, reported paying the assistant 
in cash. By contrast, giving gifts to show appreciation was reported as a common practice among 
people who are blind. Among people who are deaf-blind and caregivers of those with intellectual 
disability, there was little reporting of payment or giving gifts. People who have controlled epilepsy, 
those who are partially sighted and those with psychosocial disability (once stabilised) seldom 
require assistance with daily activities outside of the home. Persons with psychosocial disability 
might require assistance with decision-making and managing finances at times (when experiencing 
an episode of mental illness) and require most assistance during initial rehabilitation. 

Participants reported that such rehabilitation is available in the private sector or through NGOs, 
but not through the state, and may involve several years of living in an assisted-living environment. 
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In all groups, participants reflected that the need for assistance increases as severity of disability 
increases.

If persons with disabilities were to pay family members to accompany them on general travel, to 
healthcare and to work, the total monthly out-of-pocket costs could be as high as R3,663 among 
those with low-functioning autism; R3,041 among those with intellectual disability; R1,863 among 
those who are physically disabled and who use wheelchairs at times; and R1,568 among the deaf-
blind (see Appendix 5, Tables A5.1–A5.9). However, in the disability groups where the cost would be 
highest if a family member were to be paid to assist the person with disabilities (intellectual disability, 
deaf-blindness, low-functioning autism), there is little expectation of payment for services. In these 
groups, there tends to be a main caregiver who is almost always unpaid. 

Participants described the opportunity cost of caregiving as very high in households with a person 
with a severe physical disability such as severe quadriplegia, intellectual disability or who is deaf-
blind, as they require full-time assistance or supervision. One participant – a parent of an adult with 
intellectual disability – explained: “We cannot leave them [adults with intellectual disability] alone at 
home, so they go everywhere we need to go. There is no one I can trust to care for my child”. 

Another option is to employ a full-time carer for a person with severe disabilities. Depending on the 
disability type and severity, such care would cost between R2,500 and R14,000 per month. Because 
this is unaffordable to most households, an unpaid family caregiver usually fulfils this role, leading 
to lost potential income. It is estimated that this opportunity cost is highest for deaf-blind disability 
(R6,000–R14,000 per month), followed by persons with severe physical disabilities (R5,000 per 
month). This finding corresponds with those findings for opportunity costs (reduced income) from the 
GHS 2011 data. 

4.3.1.3 Costs of accommodation in and travel to the workplace

Across disability groups there was agreement that, except for those who were self-employed or for 
those employed in smaller businesses, the costs of reasonable accommodation and assistance 
needed at work should be paid for by the employer (for those persons with disabilities who are 
employed). One participant of the group discussions with blindness suggested that persons with 
disabilities should be prepared to share the cost of accommodation and that it might make them 
more attractive to employers. 

Maybe it is time that we [people who are blind] stopped asking for help all the time. 
Maybe if we were prepared to share the cost with someone who is willing to employ us, 
they would be more happy to employ blind people. 

This, however, is a strong comment and should be interpreted as an indication from sector 
representatives that they are prepared to make their contributions. In general, persons with 
disabilities cannot afford to provide suitable accommodation in the workplace themselves, and need 
support from the employer. People in several group discussions also explained that private-sector 
employers (in general) are only interested in employing independent persons with disabilities and are 
not prepared to pay ‘an extra salary’ for a full-time assistant; such practices were seen more often 
in the public sector. 

Group discussions and interviews regarding psychosocial disability (mental health) revealed that 
accommodation for this disability type can only fall on the employer as it requires flexibility in the work 
environment and making changes to the role or working hours. However, participants explained that 
very little reasonable accommodation is made in the workplace, as most persons with psychosocial 
disabilities are reluctant to disclose their condition and needs for fear of losing their jobs. Similar 
comments were made in other group discussions, with explanations that reasonable accommodation 
in the workplace would need to be accompanied by both more disclosure of individual needs and 
greater sensitisation of employers.
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Thus, with regard to work, the main out-of-pocket costs are related to travel to work. Many persons 
with disabilities travel with an assistant or cannot access public transport; those that do not require 
an assistant might use specialised transport services such as Dial-a-Ride, where they are available. 
Persons with psychosocial disability have little or no additional costs of travel to work, although the 
side effects of medication can make driving difficult, so there is increased reliance on public transport. 
By contrast, those with severe epilepsy are reluctant to use public transport unaccompanied for fear 
of their personal safety should they have a seizure (see the summary on epilepsy in Appendix 3f). 

Based on this information, it is estimated that the monthly additional disability-related spending on 
travel to work is R561–R1,731 for persons with physical disabilities; R509–R1,634 for the deaf-blind; 
R224–R1,237 for those with epilepsy; and R449–R810 for people who are blind. The large range of 
costs is due to the different arrangements for payment of assistants. Some people with disabilities 
pay a daily fee to the assistant who accompanies them to work (R40–R70 was used in this model), 
while an unpaid family member accompanies others.

While employers should cover many of these costs, persons with disabilities continue to face 
extra costs to gain and retain employment. This could be an argument for amending the design 
of graduation for the disability grant so that a part of the disability grant could be received in order 
to cover those costs that employers are not willing to cover or that persons with disabilities do not 
disclose for fear of being excluded.

4.3.1.4 Out-of-pocket costs in accessing healthcare services

Across all disability groups the out-of-pocket costs associated with accessing healthcare services 
were high. This was especially true for those with severe physical disabilities (wheelchair users) due 
to the frequent use of healthcare in this group and inaccessibility of transport. Both the frequency 
of use and the cost of travel to healthcare increased with severity of physical disability. These costs 
were also high among the deaf-blind and those with intellectual disability, epilepsy and those who 
are blind. 

More detail is captured in the tables in Appendix 5 (Tables A5.1–A5.9) where the last two columns 
of each show the average monthly cost of accessing healthcare, i.e. the costs of travel fares to 
healthcare and assistance to access healthcare. These were obtained by multiplying the costs per 
consultation by the estimated number of consultations per year in different disability groups. The costs 
are lowest in those groups where the person with a disability can walk to the clinic, accompanied, 
and/or where there is less frequent use of healthcare.

Across disability groups, the use of assistants to accompany people to healthcare services was 
very high. Interestingly, in almost all groups there is a substantial portion that directly pays for this 
assistance, even though (in most cases) it is a family member who provides the assistance. This was 
the case even among groups that do not generally pay for assistance with daily tasks outside of the 
home, except for persons with psychosocial or deaf-blind disability. Respondents reported paying 
between R100 and R200 per day for assistance to visit health facilities. Those who do not pay the 
assistant directly provide lunch from a vendor or a gift. 

When travelling to the clinic or hospital, the average cost of additional travel fares for the assistant 
(and for assistive devices in the case of those with physical disability) ranges from R9 (moderate 
physical disability, use of crutches or callipers) to approximately R140 (severe physical disability) 
per month. Participants explained that these expenses could be as high as R500 per consultation 
for severe quadriplegics who have no other option but to hire a car and driver for the day. As a 
participant in the group discussion with experts with physical disabilities explained:

People will need an assistant to get to the clinics which can cost R200 a day … if you 
don’t get Dial-a-Ride, you have to use private transport up to R500 … It would be R20 for 
the person and R20 for the assistant with Dial-a-Ride …. 
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In rural areas, these costs are higher because of the longer distances to healthcare services. 
Participants also reported that patient transport vehicles are not accessible; even in Johannesburg 
and Durban, where specialised and accessible transport is available, they do not regularly service 
the hospital routes. 

Use of healthcare was highest in the group of persons with physical disabilities followed by 
psychosocial disability in which almost all are on chronic medication and increased use of dentistry 
is reported. It is estimated that average monthly travel to healthcare facilities is highest amongst 
persons with moderate and severe physical disabilities. People who are deaf-blind and those who 
are deaf emphasised the need for a sign-language interpreter at healthcare consultations; if the 
person with disability was to pay for such an assistant, the cost of accessing healthcare in these 
groups would be exorbitant.

The healthcare services, themselves, were not identified as out-of-pocket costs by participants.

4.3.1.5 Out-of-pocket costs and general travel

In all group discussions, travel emerged as an extra cost for persons with disabilities. Those people 
who need an assistant for their travel, have particularly high costs for general travel, for example, 
persons with severe physical disabilities, those who are deaf-blind and those with severe intellectual 
disabilities or low-functioning autism. 

For some persons with physical disabilities, the need for an assistant depends on what kind of 
assistive device they have been issued. A participant with physical disability explained that assistance 
is always needed when they use a standard wheelchair: 

The light wheelchair is easy to push as compared to [the] standard wheelchair … The 
standard wheelchair is supplied by the Government [and] is very heavy … Ja, you 
definitely need someone to push you … or you buy a light wheelchair which will cost you 
like R8,000 to R10,000. 

Persons with psychosocial disability and people who are deaf reported not needing anyone to 
accompany them when travelling regular routes. Persons with epilepsy need socially safe transport 
that ensures that in case of a seizure they get assistance and do not become victims of crime. This 
means they need private transport, a lift club or an assistant when using public transport (see the 
summary on epilepsy, Appendix 3f). 

It is estimated that the typical person who is deaf-blind currently spends an additional R284 per 
month on general travel costs for fares and an unpaid assistant to accompany them. For those 
with intellectual disability, it will cost about R180 per month with an unpaid assistant. For those with 
physical disabilities, the costs of a single trip are so high (estimated at about R58–R99) that travel, 
other than to the hospital or clinic, is kept to an absolute minimum to contain monthly costs. Their 
current spending is far below needs, as another respondent with physical disability observed:

I would love to just go out and go to the park, but once you have thought about what it 
costs for your transport, and for your assistant and for your wheelchair … you rather 
decide to just stay at home.

For all disability groups, a low number (between 1 and 6) of accompanied, non-healthcare journeys 
per month were assumed in line with information given by respondents, except for those with 
intellectual disability and low-functioning autism who, respondents explained, could not be left alone 
so they travel often with their caregivers (an estimated 20 journeys a month).
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4.3.1.6 Additional costs 

Participants also reported other disability-related costs that are not captured above. For instance, 
there were costs related to maintaining assistive devices such as wheelchairs, and the monthly costs 
of incontinence products. 

The monthly costs of maintaining a wheelchair were reported to largely fall on the person with the 
disability due to dissatisfaction with the time it took for repairs by the public healthcare sector. As a 
result, most people either forgo the maintenance, leading to a shortened lifespan of the wheelchair 
and/or sub-optimal use, or pay these costs themselves. 

Many participants reported receiving their incontinence products from the public healthcare sector. 
However, the monthly costs for those who do not receive their products from the public healthcare 
sector are high. 

Similarly, participants reported high costs for persons with psychosocial disability, which included the 
cost of medication for mental illness, and supplements to reduce the side effects of the medication 
(R103 per month).

4.3.2 Out-of-pocket costs for households with children with disabilities
The 2012 situation analysis of children with disabilities in South Africa [33] emphasised that 
inadequate living conditions are particularly negative for children with disabilities. The report also 
reveals that there is only a limited provision of assistive devices, in particular for children with mobility 
impairments. There is also a shortage of rehabilitation services and trained educators and care 
assistants at school [33]. Therefore, it is necessary to assume that the costs associated with these 
devices and services are currently carried by either the household or a charity, or are not provided 
at all. 

This study attempts to describe these costs from a caregiver’s perspective. It includes the current 
costs as well as a reflection on perceived needs and costs in relation to assistive devices, travel, 
healthcare and rehabilitation, and education. The data is based on three expert group discussions 
and literature, and is validated by questionnaires completed by 62 caregivers. The review of the 
summary in Appendix 3i by experts, provided additional information. 

Total costs to the household under different sets of circumstances related to the type and severity of 
disabilities, were calculated for households with children with disabilities following a similar approach 
to that adopted for adults (Section 4.3.1). Saturation was not reached in researchers’ information 
gathering on children with disabilities, i.e. the same issues and costs did not emerge. Further research 
is needed to refine these estimates and consequently the detailed results are not presented in this 
report. Costs were estimated for the compulsory school-going age of children (ages 7–14 years). 

4.3.2.1 Out-of-pocket costs for assistive devices

In all three expert group discussions on children with disabilities, caregivers reflected on a lack 
of assistive devices, and knowledge thereof, in more disadvantaged communities. While basic 
hearing aids, glasses and wheelchairs were seen as obtainable from public health facilities, other 
assistive devices or therapeutic equipment were perceived as items most caregivers “see only in the 
private sector” and that “standing frames and something like that are too expensive,” as told by a 
representative of children with intellectual disabilities. 

By contrast, information from the questionnaire which covered a broader income spectrum than the 
expert discussion groups revealed extensive spending on assistive devices by caregivers who were 
employed or on medical aid. The financial costs of such devices are usually higher for children than 
for adults, as the devices have to be changed more often as children grow and develop.
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Similarly, a Braille typewriter (Perkins Classic Brailler) would cost approximately R9,500 at 2014 
prices (see Appendix 3i). Children with autism may need access to information technology and 
communication methods with visual prompts. Some caregivers may acquire second-hand technology 
or receive donations. For children from disadvantaged backgrounds, these assistive devices were 
seen as unavailable, as explained by a representative of children with autism: 

They [children with autism] wouldn’t have any assistive devices because they can barely 
afford to eat, unless it was provided by the school, which is very unlikely. These children 
would not have any assistive devices.

In some cases, children did not even access common assistive devices such as wheelchairs, as 
explained by a representative of children with physical disabilities:

Some schools will have wheelchairs if they get donations, but obviously if a child does 
not have a wheelchair from home, she will take that one. There are children who crawl 
most of the time when they are at home because they don’t have wheelchairs. 

Schools, second-hand donations or NGOs are often the source of assistive devices such as computers, 
standing frames, wheelchairs, wheelchair batteries, etc. Discussion groups also questioned the 
appropriateness of these assistive devices and challenges with respect to their maintenance, as 
expressed by a participant:

They don’t give you a replacement battery … they just give you a wheelchair and that’s 
the end of it. They [the clinic staff] don’t even consider whether you will be able to drive 
that wheelchair … You might have a wheelchair, but not [be] able to drive it because 
some of these things are not accessible. 

The costs of home modifications for children with physical disabilities were not included in the analysis 
as there was so much variation in reported spending. For older children (from about the age of 13 
years onwards), the cost of home modifications begins to approach those for adults. 

4.3.2.2 Additional costs for healthcare and rehabilitation

Participants in the expert group discussions also described the additional costs for healthcare and 
rehabilitation. These were related to transport for visits, costs for therapists and the opportunity cost 
of waiting time at health facilities. 

Structural challenges within the healthcare system that necessitate caregivers and their children to 
travel several times to facilities and wait hours there for one issue to be addressed were described 
as major challenges. As a caregiver of a child with intellectual disability explained: 

Maybe they [staff at healthcare facility] say come three times; the first time you have to 
come for the scan and the second time for the results, and when you get there they will 
say: “We have too many sick people,” forgetting that you came all the way. At times, if 
they offer you an ambulance, they are not accessible for wheelchairs. 

Some health conditions also require more frequent visits if medication and rehabilitation need to be 
closely monitored. Again, costs for the consultation and time off work are incurred, as illustrated by 
a caregiver of a child with autism:

They [children with autism] would go to the neuro-development clinic … every six months, 
unless there is an extra problem. Some of the kids are very aggressive. So if they are put 
on medication, the doctor would want to see them regularly.
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Participants reflected that transport costs to healthcare facilities can vary between R50 and R600 
per consultation, depending on whether the child can access public transport, how accessible the 
nearest clinic is, or if a trip to a specialist has to be made. 

More frequent health visits were also reported for rehabilitation and therapy. While children from 
disadvantaged areas were perceived as receiving fewer therapy sessions than those whose families 
were financially better off, they were spending funds (for travel and therapist costs) on two therapy 
sessions per week on average. Some schools were reported as providing therapy sessions, which 
took pressure off caregivers to seek therapy outside school hours. Occupational therapists were 
perceived as being particularly important for rehabilitation, which included an outreach of the 
rehabilitative process into the home environment, as a caregiver of a child with physical disability 
explained:

We need locking desks. You know, the ones that fit onto the wheelchair. We don’t have 
that. That should be designed by the OT [occupational therapist] because we need the 
locking desks so that the child doesn’t fall onto the side and the sitting posture will remain 
the same, because if now this child is not supported she is going to hang and then she 
will be deformed whereas she could be straight. So we need those things. 

Limited rehabilitation staff, appropriate assistive devices, and availability and handling of therapeutic 
equipment (e.g. standing frames) were also identified as causing additional health-related costs to the 
household, but also the health system. A caregiver of a child with physical disability explained that:

Children don’t like it [standing frames]. If a child cries, then they stop using it, but it is very 
important because some of them develop bedsores because of continuously sitting on 
wheelchairs. 

For some households, special food is an additional disability-related cost. Food is an issue for many 
poor families in South Africa. However, some children with disabilities require a special diet or food, 
which increases costs. Providing children with a special diet, for instance a gluten-free diet, or one in 
which only soft foods can be eaten, was reported as being very expensive. 

4.3.2.3 Additional costs for schooling and education

South Africa has an inclusive education policy; however, many participants in this study would prefer 
to send their children to special schools if they were available. 

Questionnaire data revealed that where parents send their children with more severe disabilities to 
mainstream schools, the cost of accommodation often falls on the household. For example, several 
participants reported providing a one-on-one assistant (costing R3,800–R7,000 per month), or 
special seating, or standing frames if the child needs these at school. Some caregivers reported that 
they had borne the cost for structural modifications at the school, for example, for accessible toilets, 
or for an appropriate changing area for their child to be dressed or undressed by a caregiver. 

School fees vary tremendously in South Africa. Participants whose children attended schools 
equipped for LSEN indicated that they pay school fees of between R300 and R650 (per month) 
with costs for boarding of about R660–R1,000 per month. For some families, these fees are higher 
than for the siblings without disability, while for other families, the fees are lower than for the siblings 
without disability. Hence, on average, school fees do not appear to be a major driver of disability-
related costs. 

Most learners with severe physical disabilities need a modified school vehicle to get to school. 
Participants estimated that this transport (subsidised by the government) costs R100–R400 a month 
in an urban area. In a rural area, monthly trips may have to be paid for if the child goes to a boarding 
school. As a caregiver of a child with disability explained:



| 42 |

A lot of the schools are not nearby to where they are living … if they go to a specific 
school they need to be bussed and the bus is arranged by the school. It would vary on 
the school and the distance. It would be something between R200 and R400 a month. 

Transport fees might be higher than for children without disabilities due to the greater distance that 
these children often travel to attend schools that accommodate their needs. Due to their disability, 
some learners need to be accompanied on their travel to school, resulting in additional transport fees 
for the carer. 

Participants also reflected that schools for children with physical, visual and hearing impairments 
are most often located in urban areas. Special schools for children with intellectual disabilities are 
more scattered and often cater for children with different types of disabilities. Hence, some families 
in rural areas sent their children to boarding schools, which incurs additional costs for transport 
and boarding. In general, transport to school is much less problematic and costly than transport to 
healthcare, indicating some level of reasonable accommodation.

Participants also revealed that those with severe intellectual or physical disabilities and those with 
low-functioning autism often do not go to school at all, or remain in day-care centres. Some parents 
also choose to homeschool their children. However, participants reported that there are costs 
associated with this because they “have to buy the syllabus for the exams … about R10,000 for the 
year” as explained by the caregiver of a child with autism. In addition, a family member or tutor has 
to spend time on lessons and preparation. 

Participants explained that children with self-care difficulties often still use nappies or have ‘accidents’. 
Schools were perceived as not having the resources to accommodate these challenges. A caregiver 
of a child with autism explained these interlinkages in detail: 

First of all, crèches don’t want them because, if they are still in nappies, it is more time-
consuming. The ‘potty’ training is difficult because the child cannot communicate when 
it needs to go to the toilet. In disadvantaged areas it is worse because they don’t have a 
toilet or the toilet is kilometres away [exaggeration to make a point] and one has to use 
a bucket. And to get somebody who has sensory or anxiety disorder to use a bucket is 
difficult. Also, explaining and communicating with children who cannot talk is difficult. 
That is why we use the special sequences [picture cards]. If you cannot get them potty-
trained, then even the specialised schools (e.g. autism) don’t want to take children in 
nappies either. So a lot of them don’t go to school and sit at home with their parents. For 
the schools, it is time and convenience. If you have 30 to 40 kids in the class [special 
schools usually have fewer] and you must still change a child’s nappy and they may also 
scream and throw a tantrum, it is a whole episode of extra factors that the teachers don’t 
want to deal with.

4.3.2.4 Additional costs of travel

Similarly to adults with disabilities, caregivers of children with disabilities reflected on high expenses 
related to travel. This applied to regular visits as well as to ad hoc visits, as a caregiver explained: 

If I go from here [township] to Jo’burg I have to pay R500. The person I hire will charge 
me R500 because he will have to wait from 8 a.m. until maybe 4 p.m. in the afternoon, 
and if they have to go back the next day it means another R500. I will end up not going 
for treatment, not because I am lazy, but because I can’t afford it. 

Even where parents make private arrangements with a family member for the transport of their 
children, they are often expected to pay. Payment can be in the form of money or goods (e.g. buying 
food and drinks), as a caregiver of a child with intellectual disability explained:
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If you need to take your child somewhere, you must pay … If that person has to take your 
child to and from school every day, you have to pay her for all those days … It could be 
family, friend or neighbour, but there must be an incentive … because otherwise they will 
say you are using them. For them it is like they are going to work. You must give them at 
least R100. You must give them or else you are risking the life of your poor child. 

Providing transport for older children with physical disabilities was also associated with risk for the 
caregiver and assistant. This again could incur additional health-related costs, as the caregiver of a 
child with physical disability explained:

Yes, it is very risky because even the educators and caregivers are mindful of getting 
the children into the bus [because of the risk of back injuries] and we don’t blame them. 

For some caregivers, subsidised transport such as Dial-a-Ride was accessible, but many reflected 
that they had to use general public transport or private cars. Similar to the additional costs for adults 
with disabilities, those for children were related to the transport of larger assistive devices, such as 
wheelchairs: 

Some drivers make you pay for the whole seat, which can be for three or four people. So 
it depends on the taxi driver. 

4.3.2.5 Other disability-related costs

Caregiving is more expensive for children with disabilities who need 24-hour assistance for self-care, 
communication, mobility, positioning and additional healthcare. Often, care is provided by a family 
member who then cannot work or, alternatively, a care worker is employed at a cost. For children with 
more severe physical disabilities, autism or those who are deaf-blind, the costs would be higher, as a 
specialised carer would be needed (R3,000–R10,000 a month). The parent of a child with intellectual 
disability explained that: 

I cannot work at all. It takes somebody full-time … If I pay somebody, this is regulated by 
the standard for South Africa and that is by government, the union, the rights; I cannot 
pay a person under the amount of R150 a day. People don’t work for R100 anymore.

Caregivers also reflected that they themselves need training and support in order to understand their 
children’s disabilities, identify opportunities and support their children’s development. Home and 
community environment were seen as additional barriers that pose a risk for further health-related 
costs. In particular, the absence of accessible toilets was highlighted in the discussion groups as 
the absence of such toilets poses a risk of accidents, as well as abuse. The caregiver of a child with 
physical disability related:

Your child cannot speak; when the time comes to go to the toilet, he will just grab and be 
able to go to the toilet. If they know that they are safe to go to the toilet, they will be able 
to go there by themselves and also to the bathroom as well. I think we are going to need 
the same things [such as railings] in our bathrooms as well. 

Participants identified similar challenges with respect to the accessibility of community areas such as 
playgrounds, meeting points and parks. Adjusted environments were seen as having huge potential 
for the increased participation and better health of children and adults with disabilities. These could 
potentially reduce healthcare visits and associated out-of-pocket costs. The caregiver of a child with 
physical disability said:

It would be nice to have one area in the location where disabled people will know that, 
“When I go there, that is where I can socialise, and when I get off my wheelchair with 
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someone I can take a walk with my peers,” and all that. You know, creating an environment 
where they can socialise at the park, spending an hour or two just socialising. 

4.4 Overall costs to households with persons with disabilities
Economic vulnerability of households with persons with disabilities is concerned with both the 
estimated opportunity costs of disability (its effect on household income), and the out-of-pocket costs 
related to accommodating disability. 

4.4.1 Households with adults with disabilities
The data on out-of-pocket and opportunity costs were combined to highlight the elements that cause 
economic vulnerability for the different groups of persons with disabilities. In order to better illustrate 
these costs, Table 10 gives costs for the different identified types of disability separately. The table 
does not consider tax rebates, as it was not possible to match tax rebates to people of different 
disability types. 

The use of the Washington Group’s short set of questions on disability in the Census 2011 and GHS 
2011 does not allow for separation of specific disabilities by medical diagnosis. As a result, it was not 
possible to extract information on opportunity costs for those who are deaf-blind or have epilepsy, 
autism or psychosocial disability. 

Table 10 is a first attempt to illustrate economic vulnerability taking into consideration disability-
related costs of opportunity and out-of-pocket costs, and disaggregating these for disability type and 
degree. The table is based on available pilot data and is neither exhaustive nor representative of all 
persons with disabilities in South Africa. However, despite these limitations, it illustrates the variety 
of economic vulnerability depending on disability type and degree. 

Combining the data in this way shows that some groups of persons with disabilities are more likely 
to experience opportunity costs, others are more likely to experience increased out-of-pocket costs 
and some groups experience both. The analysis does not take tax rebates or the home-modification 
grant for persons with physical disabilities into account.

Except for people with mild ‘difficulties seeing’ (or visual impairment), all households with persons 
with disabilities have lower household income than households without a person with a disability. The 
difference is greater for households with persons with severe disabilities. 

Disabilities in remembering and concentrating are associated with slightly more household income 
than those with moderate difficulties in this domain. This is due to the buffering effect of the disability 
grant, which is greater for those with severe difficulties related to memory and concentration. In the 
expert group discussions, people indicated that those with mild intellectual disabilities and memory 
problems are not identified as ‘disabled’ by healthcare staff and therefore do not qualify for the 
disability grant.

The estimated out-of-pocket costs related to employment and health vary widely within disability 
groups. Details on the potential drivers of these costs are provided in Appendix 5 (Tables A5.1–A5.9). 
These are summarised in Table 10 by providing a range of current out-of-pocket costs which cover 
different sets of circumstances faced by particular households, the health sector used and the needs 
of persons with disabilities. These determine if and what a person currently spends on disability 
accommodation and support, as well as increased health-related visits and costs. For example, 
a person who is hard of hearing or deaf might need additional healthcare visits and these may 
translate into additional costs in transport and medical fees. However, if this person has to pay an 
assistant or a sign-language interpreter, these costs increase drastically. Similarly, this applies to 
persons with physical disabilities, where transport and assistance can translate into enormous costs 
of accommodation and support. 
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As saturation in sampling the physical disability group was not achieved, the preliminary results 
on out-of-pocket costs are only available for selected examples of physical disabilities. Preliminary 
estimates show that the disability-related out-of-pocket costs of persons with disabilities range from 
approximately R130 to R2,830 per month where a person who needs an assistant uses an unpaid 
family member. The extent of these costs depends on the specific physical disability and its severity, 
mobility aids used, reliance on daily assistance and available transport modes. 

These preliminary results show that for persons with physical disabilities the costs of travel are 
universally high. The additional costs of travel can be over R1,200 per month. The costs of incontinence 
products can be over R1,000 per month, depending on the products used. There are additional costs 
of accessing healthcare for almost all people in this category. These range from R56 to over R370 
per month. 

Even those relying mainly on unpaid family assistants were shown to spend between R10 and 
approximately R600 per month on occasional family assistance (particularly when travelling outside 
of the home). 

Table 10. Estimated average monthly disability-related direct and economic costs to households with adults 
with different types and degrees of disability

Type and degree of disability
Costs (R)

Out-of-pocket costs Opportunity costs1 Total costs
Sight and hearing

Partially sighted 247–2,809 -1,050* -803*–1,759
Blind 545–4,344 1,290 1,835–5,634
Hard of hearing Potentially high 273 Cannot be calculated
Deaf 155–14,030 2,345 2,752–16,375
Deaf-blind 407–14,703 Small sample size Cannot be calculated

Physical disability2

Needing little assistance ~130 upward 1,169 ~1,300 upwards
Needing assistance sometimes, 
e.g. paraplegic

~700–3,500, possibly 
higher

1,975 ~2,700 upwards

Needing care and assistance most 
of the time, e.g. quadriplegic

~2,300–7,000, possibly 
higher

Not available Cannot be calculated

Intellectual disability
Moderate 221–3,852 1,403 1,624–5,255
Severe Could not collect data 868 Cannot be calculated

Uncontrolled epilepsy 945–4,215 Employment probably 
similar to general 

population for mild and 
moderate epilepsy, 

psychosocial and autism 
conditions3

Cannot be calculated

Autism
High-functioning 197–3,663
Low-functioning 522–3,663

Psychosocial disability 26–4,200

1  Difference in income compared to household with disability (including grants).
2  Saturation was not reached in the groups of persons with physical disabilities; more research is needed to validate these initial 

estimates.
3 No information is available from Census 2011 or GHS 2011.
*  Surplus.
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The equivalent monthly spend on assistive devices can range from approximately R60 to over R550. 
In reality, these costs occur in one lump sum. As they are not amortised over the months or even 
years, they can amount to catastrophically high once-off healthcare spending. 

The preliminary results show that monthly disability-related costs to the household of persons with 
physical disabilities could increase to between approximately R3,450 and R8,160 for persons with 
paraplegia and quadriplegia, respectively, when they make use of a paid assistant. There is some 
indication that these costs could be even higher.

For other disability types, the total estimates of out-of-pocket costs are shown in more detail in Appendix 
5. These tables also illustrate the breakdown of out-of-pocket costs in relation to different scenarios. 

4.4.2 Households with children with disabilities
In assessing the economic vulnerability of households with children with disabilities, it is necessary 
to consider the estimated opportunity costs and their effect on household income, as well as the out-
of-pocket costs related to accommodating disability. In this section an attempt is made to combine 
the data on disability-related out-of-pocket and opportunity costs to highlight which elements drive 
the economic vulnerability of households with children with disabilities. However, the estimates of 
costs were limited by a number of factors, such as:

• Costs were only estimated for children attending school. 
• Many children had multiple disabilities, and so could not be accommodated by the defined 

categories.
• Sample sizes for children with hearing and visual impairments were too small for meaningful 

analysis.
• Saturation was not achieved in the group.

These are initial estimates only, and should be regarded as preliminary; further research on a larger 
and more diverse sample is needed to arrive at more robust costs.

These preliminary results, however, illustrate the diversity of out-of-pocket costs. The costs vary 
depending on the type of disability and its severity, as well as the circumstances. Those who rely 
on public healthcare generally have much lower costs for – and lower use of – assistive devices, 
for example. Cost is also affected by the extent to which accommodation and support at school are 
provided by the household. 

To give an indication of the total cost of the various elements of disability-related out-of-pocket costs 
– and variation in these – they were estimated for a few disability types:

• Mild to moderate difficulties with remembering, concentrating and learning: approximately R435–
R3,000 per month, depending on the set of circumstances.

• Severe difficulties with remembering, concentrating and learning: approximately R1,340–R5,160 
per month, depending on the set of circumstances.

• Different selected examples of physical disability: approximately R970–R3,320 per month where 
an unpaid family assistant is used, or approximately R4,400–R8,040 where the household makes 
use of a paid assistant. 

This preliminary analysis reveals households with children with severe physical disabilities to be 
the most economically vulnerable, essentially because of high out-of-pocket costs. The opportunity 
costs are expected to be particularly high in households whose children are out of school, as the 
school system does not relieve the pressure on family members to provide day care. Although this 
study was not able to assess the costs for children with deaf-blindness, the costs are expected to be 
high for this group of children too. 
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5. Range of services to address disability-related economic vulnerability 

Through the ratification of the CRPD and the Constitution, South Africa is obliged to eliminate 
discrimination on the basis of disability. This includes the promotion of human rights “on an equal 
basis with others … and fundamental freedom in the political, economic, social, cultural, civil or any 
other field” (Article 2, CRPD) [1]. 

This study was carried out to inform efforts to address the economic vulnerability of persons with 
disabilities and their families to allow them to move towards economic equality. Persons with 
disabilities should – to the greatest extent possible – be given the opportunity to live a fulfilled life 
and participate in their community on an equal basis with others. Economic equality is a necessity to 
this vision. However, many households in South Africa of adults or children with disabilities are still 
disproportionately economically disadvantaged. 

A range of services is needed to address this economic vulnerability. This includes disability-specific 
services, as well as mainstream services such as employment, health, transport, education and 
housing. This chapter discusses these services, using the CRPD and the data from this report as 
guiding tools.

5.1 Disability-specific services
Article 28 of the CRPD is related to adequate standards of living and social protection and states: 
“States Parties recognise the right of persons with disabilities to an adequate standard of living for 
themselves and their families” [1]. This includes access to services, social protection and poverty-
reduction programmes, assistance with disability-related expenses, training, counselling, financial 
assistance, respite care and housing [1]. 

The data in this report reveals that a number of social security measures already target the economic 
vulnerability and standard of living of persons with disabilities and their households. For example, the 
disability grant and CDG have a positive impact on the income of these households. The analysis 
also highlights the need to strengthen a number of disability-specific services to address economic 
vulnerability of persons with disabilities in South Africa, particularly those with severe disabilities and 
households who have children with disabilities. Services that need to be strengthened include: 

• Support for caregivers of adults and children with severe disabilities through poverty alleviation 
interventions;

• Social protection schemes, such as the disability grant and tax rebate should be reviewed to better 
address economic vulnerability; 

• Provision of caregiver disability-related training and education;
• Provision of communication technology, in particular to people who are deaf-blind and those with 

autism;
• Increase access to rehabilitation and home-based care.

Caregiving and assistance incur opportunity costs and cause an expense for households of children 
and adults with disabilities. Such costs for persons with severe physical disabilities, low-functioning 
autism and households with children with disabilities emerged as particularly high. Some households 
access the CDG. However, these seem to be few. Caregivers might also need training in order to 
assist persons with disabilities professionally and safely. 

A recurring theme in the group discussions, as well as in the literature, is the inaccessibility of public 
services, unreliability of disability-specific services in certain areas (e.g. transport) and negative 
attitudes from healthcare staff. Some of these healthcare services, institutions and rehabilitation 
centres are government-supported, and complaints about them are sometimes directed at a specific 
service provider and not necessarily at the system. 
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In some countries, personal or individual budgets have been introduced to better enable persons 
with disabilities to make choices and ‘reward’ those service providers who address their needs [34]. 
The term ‘personal budgets’ is defined as “the total amount of money allocated to a service user to 
meet their care and support needs following an assessment” [34]. The authors explain that there is a 
range of personal budget models, all of which have the central idea “to empower individuals to have 
increased levels of choice and control” [34]. Service users can thus determine for themselves which 
services they wish to purchase to meet their needs. The budgets are paid directly to the service 
user or a broker or agency. The benefits of personal budgets include “increased choice, control and 
independence to improve health and wellbeing” [34]. The disadvantage of the system is that “older 
service users and their carers experienced stress as a result of the administrative and bureaucratic 
requirements involved” [34, 38] and that administrative and implementation agencies need to be able 
to support the implementation of personal budgets [34, 38]. The data for this kind of discussion is 
currently not available in South Africa. Nevertheless, personal budgets may be an interesting concept 
to be considered for those persons with disabilities who experience barriers to public services. 

5.2 Employment sector and income
Article 27 of the CRPD obliges State parties to recognise “the right of persons with disabilities to 
work, on an equal basis with others …” [1]. This includes the obligation to prohibit discrimination 
on the basis of disability, equal opportunities and remuneration, access to technical and vocational 
training, career advancement, etc. It also includes the right to reasonable accommodation [1]. 

South Africa has very strong legislation with regard to employment equity, which also includes 
disability. The data from this research suggests that this legislation may show some initial positive 
results for persons with moderate disabilities since its implementation. However, this report can only 
speculate on the impact of this policy. 

The analysis from the Census 2011 and GHS 2011 data also reveals that persons with severe 
disabilities (narrow group), women with disabilities and household members who care for persons 
with disabilities are less likely to be employed and that their households have significantly less income. 
This may be interlinked with limited education, transport, caregiver support and lack of sensitivity of 
employers who do not understand how to accommodate persons with disabilities in the workplace. 

Sensitisation of employers and support for provision of reasonable accommodation are key to 
successful employment of persons with disabilities. Internationally, as well as in South Africa, a 
number of other interventions have been implemented that can be used to improve the employment 
situation of persons with disabilities. These include: 

• work-related education and training (learnership, back to work) 
• disability management services that assist those with disabilities in getting employment
• employment support services that support the workplace
• social-security grants (disability grant, CDG, income support while looking for work). 

The threshold applied to qualify for the disability grant does not allow for persons with disabilities to 
cope with the costs associated with gaining or retaining a job. A review of the qualification criteria of 
the disability grant should increase the chances of getting employment while progressively reducing 
a person’s reliance on full disability grant, if at all. 

Education and training for employment and disability employment services are discussed below.

5.2.1 Work-related education and training 
A number of organisations organise learnerships for young persons with disabilities. Learnerships 
are placements in the public workplace under the guidance of a training institution. The recipient 
receives vocational training for about a year, work experience and a stipend. The costs for such a 
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learnerships are explained in the box below using an example of a service provider who trains and 
places young persons with disabilities in the workplace in an urban area. 

Example of a learnership

Learnerships offered in this organisation range from domestic services, hygiene and cleaning to business 
administration. The organisation serves young people who are deaf and those with physical and intellectual 
disabilities. 

The learner is placed at a local company for some time – once a week to once a month – but the majority of time 
is spent in vocational training. The organisation conducts an accessibility audit of the company before placement 
and recruits, places and trains the learner; they also provide backup support. 

The placement for a one-year learnership costs a company about R15,000 per learner. In addition the company 
pays a stipend of R2,000 per month to the learner, and an additional R2,000 on completion of the learnership. 
The total cost is approximately R41,000 per learner per year.

Companies support learnerships as part of their BEE strategy. They can claim up to 50% of their costs back 
through their tax return.

Learnerships provide young people with work experience and extra training; larger corporate 
companies are able to support this intervention. One director of an organisation that provides 
learnerships reflected that “smaller companies battle with these costs. However, bigger companies 
are more or less sorted, especially in their head office”. In addition, she revealed that the current 
BEE scorecard encourages companies to support learnerships for persons with disabilities. She also 
reflected that employment after the completion of the learnership is problematic and that currently, 
“Persons with disabilities are just recycled in the system, doing one learnership after the next”. She 
hoped that the new BEE scorecards would change this and encourage employment of persons with 
disabilities beyond learnerships. She also explained, “Persons with disabilities are too scared to 
disclose what reasonable accommodation they need, because they are scared that they are going 
to be turned away because of it”. Hence, employers may not always understand what is required for 
a successful post. 

She also identified challenges for the learnership programme, such as the education level of learners 
with disabilities, and explained that learners with intellectual disabilities, in particular, needed 
additional literacy classes in the form of adult-based education, as many of them come out of school 
with no reading and writing skills. However, these skills were seen as necessary to access the 
National Qualifications Framework Level 1 (NQF 1), equivalent to Grades 4–9. She reflected that 
she “firmly believe[s] that they [learners with intellectual disabilities] have the ability, but have never 
been taught”. 

Transport was also identified as an obstacle, in particular for persons with physical disabilities. The 
participant explained: 

Public transport is not accessible. You have got Dail-a-Ride [specialised transport for 
persons with disabilities]. However, it is not reliable. So we as a company have been 
given a vehicle to transport persons with disabilities [a donation]. Now I have to employ a 
driver and I have to cover the petrol and insurance and it is a big cost and a big challenge 
to me. 
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5.2.2 Disability employment services 
Persons with disabilities might also need support for recruitment and placement in the workplace. 
This can include help while searching for employment, sensitisation of employers, and support to 
provide reasonable accommodation of an employee with disability. 

Resource-rich countries have established social services, such as Australia’s Disability Employment 
Services, that specifically support persons with disability in various aspects of finding employment. 
These include:

• preparing persons with disability for work, including training 
• résumé development, training in interview skills and helping to look for suitable jobs
• support to the employee, co-worker and employer 
• ongoing support in a job, including vocational training [36]. 

These services also include ‘disability management services’ that focus on persons with disabilities, 
illness or injury who need short-term support in the workplace (e.g. set up in a new work environment, 
adjustment of the workplace due to injury, sensitisation of the workplace, etc.). Employment support 
services also provide services for persons with disabilities who need longer term, regular or ongoing 
support in the workplace (from an assistant, for example). 

In South Africa, some of these services are currently provided by DPOs and NGOs. Recommendations 
and standards for reasonable accommodation in the workplace have been well described in several 
documents [38–40]. An assessment of the impact and effect of these policies and interventions 
would provide information on how these services can be made more effective. 

5.3 Healthcare services
Article 25 of the CRPD refers to health and recognises that “persons with disabilities have the right 
to the enjoyment of the highest attainable standard of health without discrimination on the basis of 
disability” [1]. 

This includes access to free or affordable healthcare, disability-specific services and services that 
are close to the person’s living space. 

In all expert group discussions, access to healthcare was an area of concern. Many participants 
indicated that they can access healthcare, medication and to a certain extent assistive devices. 
This mirrors the reports from the provincial health departments, who reveal that “improved access 
to health services has been achieved through a number of strategies, including removal of user fees 
for public primary healthcare (PHC) facilities and of all fees (including hospital fees) for pregnant 
women, children under six years of age and persons with disabilities” [33]. 

However, research into the impact of these free health services reveals that other elements provide 
barriers – shortage of healthcare staff and medication, and lack of accessible and affordable transport 
to the health facilities [41]. Participants in this study explained that long waiting times, repetitive visits, 
transport and lack of integration of services placed financial burdens on them and their families. They 
also revealed that the quality of care and guidance on the appropriateness of assistive devices – and 
then the maintenance of these – is often lacking.

In the light of these challenges, transformation is required to address three main issues. 

Firstly, integration of health-related services to primary care provides a key to improving access to 
services and reducing costs related to repeated visits. Currently South Africa is piloting its integrative 
care guideline programme – Primary Care 101 – which is a practical guideline to equip nurses and 
other clinicians to diagnose and manage common conditions  – including chronic conditions and 
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mental health  – at primary level [37]. How other disability-related conditions could be integrated into 
this programme is a point for discussion. 

Secondly, disability-specific health services – such as maintenance of assistive devices and access 
to rehabilitation – need to be strengthened. This should include the employment of rehabilitation 
professionals. For instance, the KwaZulu-Natal Department of Health’s Strategic Plan (2010–2014) 
highlights that a number of posts for rehabilitation professionals are vacant: 58.8% of occupational 
therapist, 60% of physiotherapist, 63% of psychologist and 58% of social worker positions are vacant 
[33, 42]. Most rehabilitation professionals are employed in the private sector [33], with limited numbers 
in the public sector (see Table 11 below).

Table 11. Numbers of rehabilitation professionals1 in the public health sector per 100,000 people in each of 
South Africa’s provinces, 2013

Province Occupational therapists Physiotherapists Psychologists
Eastern Cape 1.9 2.4 1.1
Free State 3.2 3.6 1.6
Gauteng 2.8 2.3 2.4
KwaZulu-Natal 1.9 3.0 1.2
Limpopo 3.9 3.1 1.8
Mpumalanga 2.2 2.2 0.5
Northern Cape 4.7 6.2 1.2
North West 1.4 2.5 1.2
Western Cape 3.1 3.2 1.9
South Africa 2.6 2.8 2.6

1 No data available on numbers of speech therapists.
Source: Health Systems Trust [43]

Although the training of rehabilitation professionals should be prioritised, other strategies need to 
be implemented in the medium term. South Africa has adopted a community-based rehabilitation 
approach to complement other health and social services [33]. A task-shifting approach similar to 
that of Primary Care 101 could assist outreach to persons with disabilities. In the long term, policy 
changes such as restructuring PHC and the proposed introduction of national health insurance 
hold opportunities to address challenges related to access to healthcare services for children and 
adults with disabilities. The latter also has potential to improve prevention of impairment through 
screening and early intervention in people who are at risk of disability. Rehabilitation professionals 
and representatives from the disability sector need to be included in this reform process to guide 
decision-makers on how best to include disability in this process.

Lastly, transport is a major barrier to healthcare, particularly when specialised services are needed 
and when repeat consultations have to be made. The cost of routine visits to clinics for medication or 
the maintenance of assistive devices could be reduced if transport to clinics were structured around 
the needs of persons with disabilities. This is further discussed in Section 5.4 below.

5.4 Accessible and affordable transport
Article 9 of the CRPD focuses on accessibility and recognises the need: 

to enable persons with disabilities to live independently and participate fully in all aspects 
of life, States Parties shall take appropriate measures to ensure to persons with disabilities 
access, on an equal basis with others, to the physical environment, to transportation … 
both in urban and rural areas. [1] 
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This includes accessible buildings, roads, transport, etc. Transport is a recurring theme in the literature 
as well as in the information collected in this study. It is central to the economic vulnerability of persons 
with disabilities, and many economic and financial challenges could be equalised if persons with 
disabilities were to have access to convenient, accessible and affordable transport. 

Participants perceived projects such as MyCiTi and Gautrain as accessible transport that should be 
extended to other areas. However, these services were not necessarily convenient, nor affordable. 
A representative of persons with physical disabilities explained: 

Accessible transport remains a major barrier for persons with physical disabilities and the 
Gautrain as a luxurious form of transport is not a good example of a form of accessible 
transport for people who have to live on a disability grant. Mainly, people have to rely on 
public taxis, buses and family or community members to take them where they need to 
be, and their transport needs go much further than clinic or hospital visits. 

The participant also highlighted the fact that persons with disabilities have “a right to the same 
freedoms as other people and they should have the freedom of movement to visit friends and 
family, go shopping and visit places for their entertainment”. He further explained that persons with 
disabilities have additional costs mainly because public transport is inaccessible, and so they rely on 
more expensive private transport.

Public transport needs to be transformed. This is likely to be a long-term solution, as it requires 
significant structural changes. In the medium term, other solutions need to be sought. For example, 
a mobility allowance or exemption from toll fees could be considered for people with disabilities 
who cannot use public transport. Such initiatives would enable persons with disabilities to make 
independent decisions about transport, based on what best serves their needs.

5.5 Basic education 
Article 24 of the CRPD focuses on “the right of persons with disabilities to education” [1]. Education 
is one of the South African Government’s top priorities [44, 45]. The right to education is ensured by 
the Bill of Rights in the South African Constitution (Section 29), which states “everybody has the right 
to (a) basic education … and (b) to further education, which the State, through reasonable measures, 
must make progressively available and accessible”. According to the South African Schools Act of 
1996, schooling is compulsory for all South African children between the ages of 7 and 15, or up 
to the completion of Grade 9. The Department of Basic Education’s strategy is to “strengthen weak 
areas in the education system that have been identified as needing support” [44], and their white 
paper on inclusive education promotes the access of education to learners with disabilities. Children 
with disabilities can, therefore, attend mainstream, full-service or special schools. 

The support system for schools in South Africa is diverse. Public schools often receive a government 
subsidy as well as fees from parents. On average, a state-aided school might cost parents R8,000–
R20,000 per year per child. A private school costs about R30,000–R100,000 per year, excluding 
boarding, which could cost an additional R50,000 a year [46]. Brand South Africa explains:

The state funding is organised on a quintile system, in which schools are divided into 
five categories, according to the poverty levels in the areas they serve. Poorer schools 
are given larger state subsidies, and therefore have lower school fees, while wealthier 
schools are given smaller subsidies, and so have higher fees. In the poorest areas of all, 
parents are completely exempt from paying school fees. These ‘no-fee’ schools receive 
all their required funding from government, and made up 55% of all schools – or 43% of 
all learners – in 2011. [46] 

Despite these progressive policies, this study reveals that children with disabilities are still 
disproportionately excluded from education and that this affects some groups of disabilities more 
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than others. Furthermore, a recent situation analysis of children with disabilities highlighted the fact 
that only very few mainstream schools are accessible to them [33]. The report revealed that most 
(98%) schools have no paved access from the gate to the buildings and no appropriate ramps into the 
buildings, and 97% of schools have no appropriate toilets for learners with disabilities [33]. Hence, 
many children with disabilities attend special schools. 

Because of the diverse landscape of schools and fees, it is difficult to judge which costs are shifted to 
the households with children with disabilities and which are borne by the state. However, it is possible 
to describe the cost drivers of special schools.

The analyses of census and survey data revealed that disproportionately high numbers of children 
with severe disabilities – in particular, those with difficulties in the areas of self-care, communication, 
walking and remembering – are out of school. These results were confirmed in researchers’ group 
discussions with caregivers (see Appendix 3i). Participants indicated that schools might be ill 
equipped to cater for these children. They highlighted that care work requires a dedicated assistant in 
the classroom who, in some cases, is paid by the parents. Participants indicated that these children 
are often not at school – they stay at home or are in a day-care centre. The mother of a child with 
intellectual disability explained this in the following way:

They [the children] are not incontinent, but they just wet themselves and because they 
are intellectually impaired they cannot go to special schools … we do not have enough 
carers to look after them.

Schools that cater for learners with disabilities have additional costs, depending on the type of 
disability that they accommodate. Some schools accommodate more than one disability type or 
children with multiple disabilities. While the aim is to provide inclusive education, special schools 
provide valuable information to identify costs to efficiently allocate funds to inclusive education. 
Possible cost drivers for special schools in South Africa are identified in the tables below. Cost 
drivers include those related to staffing (Table 12a), infrastructure and maintenance (Table 12b), and 
specialised classes and equipment (Table 12c). The items required and costs incurred depend on the 
types (and severity) of disabilities the school supports (see Appendix 6). 

Costs are related to support and therapeutic staff, equipment for therapy, structural adjustments and 
learning to use assistive devices to accommodate disability. It is also possible that a school will need 
to employ a permanent driver and maintain a bus (with a wheelchair hoist) when public transport is 
not accessible, especially in rural areas. Increased costs can also be related to the use of personal 
care items – such as additional toilet paper, nappies and incontinence products – and soap, water 
and cleaning products, as learners with some disabilities are more likely to have ‘accidents’ at school, 
or may use nappies. 

Although this report did not focus on early intervention or rehabilitation, these topics were highlighted 
in the literature [33] and group discussions. Participants explained that children with severe disabilities 
might be excluded from school because they need more care and support. For example, a child who 
wears nappies or needs to undergo ‘toilet training’ requires a care attendant who can address these 
issues so the teacher does not have to leave the rest of the class (see Appendix 3i). 

In addition, early intervention through, for example, physiotherapy, occupational therapy, speech 
therapy or sensory integration is essential for the development of children with disabilities and 
their future success at school. These early interventions should take place while the brain is still 
developing. Currently in South Africa, there is a lack of rehabilitation services and therapists outside 
the private sector. 

Alternative models such as community-based rehabilitation, block therapy, task-shifting models, 
or training and support for caregivers have been implemented by different organisations in South 
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Africa. There are, however, no studies available to form an analysis of the costs of these alternative 
service models. 

5.6 Housing and residential accommodation 
Article 19 of the CRPD recognises “the equal right of all persons with disabilities to live in the 
community, with choices equal to others …” [1]. This includes the right to choose their place of 
residence; access to a range of in-home residential and other community support services, including 
personal assistance where necessary; and responsiveness and accessibility of mainstream 
community services. 

In order for persons with disabilities to live independent lives, they need suitable housing. Lack of 
accessible housing can also be a barrier to employment and economic empowerment, particularly in 
a country where transport is not accessible. 

Expert consultations and group discussions revealed that people with physical disabilities, in 
particular, experience challenges with housing. Participants explained that for lower income groups, 
‘accessible housing’ is made available in low-cost (RDP) housing, which often only includes a ramp 
into the house, but for which the rooms are too small and do not provide space for a wheelchair. 
Persons with disabilities are not involved during the planning stages of these housing estates, as one 
participant with physical disability explained: 

Since government [has been] improving infrastructure like building the RDP houses, 
some things are not accessible for us as the disabled. For instance, those RDP toilets 
are not accessible for us disabled people, especially the steps leading to the toilets. 
When I complained about these toilets they said, ‘you can access it’. I also told them, ‘an 
HIV patient who eventually gets worse can have difficulties accessing the toilet, as they 
may get disabled in the end because of the disease’. I continually asked if they can come 
back to modify the toilet for such a person and they said ‘no’. And they also said they 
work on the instructions given. And when the plan for building these toilets was passed, 
the disabled were not considered. The worst part of this is that we are not brought into 
the party when decisions about us are made. 

One of the groups discussed the option of being able to access a government grant for house 
alterations. However, this grant is apparently only available to house owners. For people who 
need accessibility and accommodation in their house, and a full-time care attendant, the housing 
situation is particularly challenging. Although the government’s approach is to integrate and enable 
participation of persons with disabilities within the general society [43], often people ‘choose’ to live 
in residential facilities, because their income does not cover their costs of housing, a care attendant 
and living expenses. 

The national policy on residential facilities for persons with disabilities sets out that these facilities 
need to meet a number of requirements [48], such as to: 

• Enable regular contact with family and reintegration into the community, where possible.
• Establish programmes for supported, assisted and independent living. 
• Ensure services, such as rehabilitation, stimulation, life and social skills programmes, provision of 

assistive devices, reintegration programmes, support services and counselling.
• Establish communication strategies to inform persons with disabilities about the availability of 

residential services.

In 2010, the Department of Social Development conducted a costing exercise for these residential 
facilities over an 18-month period [43, 49]. It is a good example of the magnitude of research needed 
to provide evidence-based economic data, and illustrated that current allocated budgets do not cover 
everything these facilities should provide [49].
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Table 12a. Potential cost drivers for schools accommodating children with disability: Staffing

Staffing considerations Physical disability
Intellectual 

disability
Hearing 

impairment Visual impairment
School
High teacher:learner ratio
Additional assistants
Care attendants
Therapists
Additional cleaners

Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes

Yes
Possible

No
Possible

No

Yes
Possible

No
Possible

No
Hostel
Care attendants
Additional cleaners

If boarding
If boarding

If boarding
If boarding

If boarding
No

If boarding
No

Source: Pilot data from in-depth interviews in special schools in KwaZulu-Natal

Table 12b. Potential cost drivers for schools accommodating children with disability: Infrastructure and 
maintenance

Item Physical disability
Intellectual 

disability
Hearing 

impairment Visual impairment
Structural adaptations
Accessible bathrooms
Railings, etc.
Tactile cues
Sound-adjusted rooms
Emergency systems

Yes
Yes
No
No

Yes

Possible
Possible

No
No
No

No
No
No

Yes
Yes

No
Yes
Yes
No

Yes
Transport
Bus driver
Extra fuel
Wheelchair hoist

Yes
Yes
Yes

Yes
Yes
No

No
No
No

Yes
Yes
No

Hygiene and health
Hygienic articles
Waste removal

Yes
Yes

Yes
Yes

No
No

No
No

Source: Pilot data from in-depth interviews in special schools in KwaZulu-Natal

Table 12c. Potential cost drivers for schools accommodating children with disability: Vocational development 
and specialised equipment

Therapy and equipment Physical disability
Intellectual 

disability
Hearing 

impairment Visual impairment
Vocational development
Specialised courses Yes Yes Yes Yes
Assistant devices
Braille readers and writers
Magnifiers 
Specialised stationery1 
Computers
Software

No
No

Yes
Possible

No

No
No

Possible
Possible

No

No
No
No

Possible
No

Yes
Yes
No

Yes
Yes

Therapy equipment
Speech therapy
Occupational therapy
Physiotherapy

Yes
Yes
Yes

Yes
Yes
Yes

Yes
No
No

No
Possible

No
Specialised books 
Braille
Adapted materials

No
No

No
Yes

No
Yes

Yes
No

1 Pens, slip-proof mats, adapted scissors, etc.
Source: Pilot data from in-depth interviews in special schools in KwaZulu-Natal
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Using 2010 data, the report revealed that 149 residential facilities serve persons with severe 
disabilities in South Africa [49]. Of those, 33 provided data for the study, which was used to assess 
the remaining facilities, pro rata, that had not provided sufficient feedback [49]. The report revealed 
the costs borne by residential facilities, as well as the cost associated with the actual needs of 
facilities (in 2010) [49]. It did not, however, take unserved clients into account. It also revealed that 
the current provision of residential care in these facilities is particularly lacking in human resources 
[43, 49]. See Appendix 7 for more details.

This report has adjusted these prices to 2014 figures using national inflation rates.4 The total cost of 
‘current provision’ of residential accommodation at a national level would be about R360 million per 
annum at 2014 prices. However, the cost of ‘ideal provision’ of residential accommodation would be 
R523.2 million per annum (2014 prices), based on the minimum standards set out by the Department 
of Social Services [48]. 

Since the CRPD, many countries have tried to move away from institutional care and provide care 
within a person’s family and community. This approach is perceived to better enable independent 
living. Costing data for such an approach in South Africa was not available for this report. 

Two approaches, however, are necessary to improve the housing situation. Firstly, persons with 
disabilities – and caregivers of children with disabilities – need to be included in the development and 
design of housing estates as they can provide crucial input into what spaces are needed for people 
with disabilities. Secondly, persons with severe disabilities need better support to enable them to 
make independent choices of living. Personal or individual budgets, a home-alteration grant, etc., 
would be possible options for discussion. 

5.7 Modelling financial and economic costs in key life areas
Here, a first attempt is made to model how accessibility, accommodation and support could potentially 
reduce elements of economic vulnerability related to disability. It builds on the results of out-of-
pocket costs by disability type (Appendix 5), which provide approximate costs of accommodation and 
support in several key areas that are currently borne by households with disabled family members. It 
also draws on information gathered during expert group discussions. Several scenario models were 
run to illustrate the possible savings to such households if the government accommodated these 
costs. 

An analysis such as this can potentially point to those interventions that will relieve the economic 
burden on these households most effectively. An attempt was made to include those scenarios that 
are CRPD compliant. The scenarios included in this report are included for discussion and will be 
developed in more detail in further phases of this research project. 

The analysis illustrates the savings from the service user’s perspective; it does not estimate the 
approximate cost to government if it were to provide these services. As a first of its kind, it is hoped 
it will inspire development in the near future.

This analysis also only reflects on current spending in key life areas and not on the needs or total 
costs of households. There was a focus on transport services and healthcare, as these services 
were shown to be problematic across all disability groups. Potentially, they will also help address 
opportunity costs related to employment and education. 

4 As the largest portion of the cost of the facilities is comprised of salaries and wages, an inflation rate of 7.15% was chosen – an 
average of the consumer price index (6.3%) and wage increase (8%).
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Scenario 1: Extension of currently available and discounted accessible transport to work
Those people with disability who live outside of the areas served by specialised transport – currently, 
the majority – have an average additional cost of about R324 per month to pay an additional fare for 
their assistant and wheelchair.

The savings that people with various disability types would make if the provision of discounted, 
accessible transport to work was extended to all employed persons with disabilities in urban areas 
were estimated (Table A8.1, Appendix 8). The results of this scenario analysis show that most 
disability groups would reduce their out-of-pocket costs. Savings would be highest in those groups 
where there is greatest reliance on assistants for travel – i.e. those with deaf-blindness, blindness, 
uncontrolled epilepsy and paraplegics. 

Scenario 2: Provision of free transport for assistants of persons with disabilities
A different approach to reducing transport costs for persons with disabilities would be to provide 
free transport to assistants when accompanying persons with disabilities. Table A8.2 (Appendix 
8) reports the greatest savings from such a scenario would be those who are employed, as these 
people make greater use of transport services in general. 

A similar pattern to Scenario 1 emerges in which those who use assistants often – those with 
paraplegia, deaf-blindness, uncontrolled epilepsy – would make the greatest savings. 

Scenario 3: Efficient repair and maintenance of wheelchairs and callipers
In the discussion groups, users heavily criticised the quality of service of the repair and maintenance 
of wheelchairs and callipers by the public healthcare sector. If the public healthcare sector were 
to provide a better-quality repair and maintenance service, and achieve quicker turnaround times 
or provide acceptable replacement devices in the interim, households with persons with certain 
physical disabilities would save between R89 and R328 a month, depending on the assistive devices 
used. Table A8.3 (Appendix 8) gives an idea of the costs of maintaining wheelchairs.

Scenario 4: Free provision of incontinence products by hospitals and clinics to the physically 
and intellectually disabled 
The monthly cost of incontinence products is high. Due to the means testing, many persons with 
disabilities currently do not qualify to access them freely, while current tax rebates only reimburse 
a portion of the costs of incontinence products and only benefit those whose wages are above the 
taxable-earnings threshold.

If such products were to be provided free of charge, regardless of income, it would lead to savings of 
between R835 and R1,235 per month. 

Scenario 5: Provision of home modifications and universal design of low-cost housing
In theory, the grant available for the modification of low-cost housing is innovative and generous. The 
analysis suggests that the grant (R60,000) would cover the cost of modifying a bathroom, purchasing 
a hoist and three ‘doorstep’ ramps, which should be sufficient to modify most single-level homes. 
However, research in this study revealed very low awareness of the grant, and those that knew about 
it found the criteria to accessing it prohibitive. Furthermore, the grant is not available to households 
with children with disabilities. 

This analysis suggests that the modifications possible with this grant would only reduce the 
monthly costs of assistive devices of a severe quadriplegic (relying on hospital provision of assistive 
devices and needing a full-time care attendant) by R10–R23 per month. However, it would make an 
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enormous difference to the quality of life of these individuals. These home modifications would also 
greatly reduce back injuries among assistants. This has an economic value in terms of decreased 
hospitalisation and healthcare costs, but is not measured here. 

For mild quadriplegics and all paraplegics who are able to use a modified bathroom, the potential 
direct savings from this grant would be higher (approximately R93–R106 per month); indirect savings 
in terms of reducing caregiver injuries would also be expected. 

This grant has the potential to greatly improve independence. It should, however, be weighed against 
the cost of universal design in providing low-cost housing. This is not an exercise that could be done 
within the scope of this project.

Other ways to reduce healthcare-related out-of-pocket costs 
The delivery of chronic medication and incontinence products to those with disabilities, rather than 
patients having to travel to the clinic to collect them, would be a way to lower the costs of accessing 
healthcare for those with disabilities. While the savings that would be made from this have not been 
modelled, results from this study show the burdening costs of accessing healthcare, in general. 
Authors of this report believe that a delivery service such as this would greatly reduce these routine 
monthly costs.
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6. Conclusions and recommendations

South Africa’s progressive legislation, as well as commitment to accommodate persons with 
disabilities, has already led to the development of social security measures that address economic 
vulnerability of persons with disabilities and their households. However, some households such 
as those with women with disabilities, with persons with severe disabilities and with children with 
disabilities are still disproportionately economically disadvantaged and vulnerable. 

The review of data collected for this analysis leads to some key recommendations in the sectors 
of family support and caregiving, education, employment, healthcare and provision of assistive 
devices, transport, housing, and communication and information. The improvement of accessibility, 
accommodation and support in these sectors will most likely reduce the economic vulnerability of 
persons with disabilities and their households who are currently disproportionately disadvantaged.

1. Access to education for children with disabilities needs to be improved to accommodate not only 
those with difficulties seeing or hearing, but also with self-care, walking, communication and 
concentration or memory difficulties. On the one hand, mainstream schools need to be physically 
accessible and supported to provide information in accessible formats, for example through 
training in sign language interpretation where necessary. On the other hand, schools need to be 
equipped with the human and operational resources to cater for learners with severe disabilities. 
Limited human resources to provide assistance and care of individual learners are barriers to 
these learners, particularly if they experience self-care or severe behavioural challenges such as 
low-functioning autism. Where accessible and affordable transport is lacking, this is an additional 
barrier for children with physical disabilities. As a next step, the Department of Basic Education 
needs to develop and establish a standard of services available for learners with disabilities. 
Costs for these can then be identified and budgeted. Early diagnosis and intervention is also a 
key service needed for the successful school enrolment of these children.

2. Support for caregivers of children with disabilities and those of adults with severe disabilities is 
essential to uplift these households. Support for such households can be provided in the form 
of the CDG or personal assistance schemes. Support is also needed for caregivers who are 
part of the workforce. Such support could include policy reform to improve working conditions 
and working part-time. Caregivers could be accommodated through (a) extending the ‘family 
responsibility leave’ to also include care of family members in acute stages, and (b) sensitising 
employers to the need for flexible working times or arrangements to work from home, etc. A 
review of the allocation of support grants and tax rebates might also improve the economic 
situation of households with persons with disabilities. It should be noted that the loss of a job due 
to issues related to caregiving could amount to disability-based discrimination by association 
under the CRPD. The issue of caregivers is more nuanced and needs the collaboration of several 
government departments in order to develop a feasible strategy. 

3. A key to reducing economic vulnerability is accessible and affordable transport. Existing 
innovations such as the Gautrain and MyCiTi should be extended. Some participants also 
suggested that regular public transport operators (bus and taxi drivers) undergo sensitisation 
training so that persons with mild disabilities could use existing transport more easily with drivers 
who are patient and accommodating to the needs of persons with physical disabilities. For all 
other persons with disabilities, specialised transport needs to be considered as a transitory 
measure while and where accessible transportation is not yet available. State-supported service 
providers could provide this. Costs can be saved through better coordination and pooling of 
transport, particularly transport to work or routine healthcare visits. A mobility allowance and/
or exemption of toll fees could be alternatives for people who cannot access public transport. 
Transport is a developmental issue for resource-poor settings and disability accommodation 
needs to feed into long-term strategies of the Department of Transport. 
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4. Economic vulnerability would be drastically reduced if household income were to increase through 
employment. This particularly applies to women with disabilities, persons with severe disabilities 
and caregivers of adults and children with disabilities. Learnerships provide a suitable way to 
acquire work experience and additional training for young persons with disabilities. Permanent 
employment is, however, still a challenge for most disability groups. Bigger corporations and the 
public sector are well placed to accommodate persons with disabilities. However, the perception 
is that these employers prefer ‘independent’ persons with disabilities, as the cost for a support 
member of staff is not financially feasible. In addition, smaller companies seem to struggle to 
afford providing reasonable accommodation or assistance for persons with disabilities. These 
employers may need a developmental grant or similar support. Furthermore, sensitisation to 
disability in the workplace is a crucial element in improving employment opportunities for persons 
with disabilities; DPOs and NGOs working with persons with disabilities are already providing 
valuable and affordable services to the workplace. Reform of the criteria for the disability grant 
could be explored in order to support gaining and retaining of jobs for persons with disabilities. 
In addition, consideration could be given to caregivers of children with disabilities being given 
special protection under the already existing BEE legislation. The Department of Labour should 
consult others on this to identify feasible strategies to move forward.

5. Provision of accessible transport to healthcare facilities and some basic operational improvements 
could increase access to healthcare and reduce economic vulnerability. In particular, better 
coordination of consultations, reduction of waiting times and trips for medication and incontinence 
articles will reduce the economic vulnerability of households with persons with disabilities. 
Accessibility of health services through sign language interprets which are available on site or 
on demand at no additional cost, for instance, could have major impact. Disability sensitisation 
of healthcare workers is another simple element that could be provided through targeted training. 
For example, a disability help-desk in clinics and hospitals would ensure that the individual needs 
of patients with disabilities are addressed more efficiently. Direct collaboration of such a ‘disability 
desk’ with local DPOs or NGOs might be an approach that will inspire affordable solutions. In 
addition, the current re-engineering of primary healthcare is an opportunity for South Africa to 
include disability services, i.e. increase the number of rehabilitation staff, ensure early diagnosis 
and intervention, and improve accessibility. A disability audit of healthcare services could be the 
first step in the advancement of disability inclusion into primary healthcare, which the Department 
of Health could develop quickly to inform further strategies. 

6. Affordable assistive devices and support hold great potential to reducing economic vulnerability 
because they provide independence to the person with disability and reduce dependency on 
assistants and services. Some groups of persons with disabilities such as people who are 
blind, deaf, blind-deaf or those with autism depend heavily on accessibility of information and 
communication technology. Accessibility needs to be ensured through website access, for 
example, and persons with these types of disabilities need to have the appropriate technology 
and software. In some cases, the cost of this technology needs to be supported through tax 
rebates or a home-adjustment grant. For some groups (e.g. deaf-blind), specialised training is 
also needed in order to use this technology. Additionally, countrywide developmental projects 
such as improving broadband connectivity and providing free Wi-Fi-access areas offer an 
opportunity to reduce the telecommunication and Internet access costs currently paid by this 
group of persons with disabilities. Such initiatives need to include people with communication 
difficulties in the planning process to inform how best such services can be made available to 
them. 

7. Lastly, as a matter of principle, persons with disabilities should be included in the design of 
key developments such as housing and transport. This will most likely provide innovative and 
affordable solutions on how to integrate persons with disabilities and, in so doing, reduce their 
economic vulnerability. Disability mainstreaming by all government departments is a key strategy 
to achieving this goal. 
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In addition, the review process of this study has revealed that there is very little economic and 
financial data available on the cost of disability-related services. Hence, research into the economics 
of disability needs to be supported and prioritised. This includes a twin-track approach: 

• Mainstream research in key areas such as health, education, transport and housing needs to 
include and report on disability; and 

• Disability research needs to include economic evaluations and costing of services that are specific 
to the disability sector. 

There are a number of projects that should follow this pilot study. The methodological approach 
needs to be further developed, for example. Furthermore, the study produced an overwhelming 
amount of data that could not be processed in the short project time. It is recommended that a 
series of shorter articles be commissioned, which focus on elements of economic vulnerability and 
provide more detailed reflection on specific disability groups. This work should be coordinated in 
collaboration with the respective expert groups. 
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7. International benchmarking and further research

As increasingly more countries sign the CRPD, ‘disability-inclusive development’ begins to matter. 
While legislative reform is an obligation arising from the CRPD, efficient resource allocation is equally 
important and will determine the success of the reforms instilled by the CRPD. Understanding 
economic vulnerability caused by disability-related costs – through loss of opportunity, and to 
accommodate and support – is one way to identify where reasonable support is most needed and 
potentially will be most effective. This particularly applies to resource-poor settings such as those 
in LMIC, which need to allocate scarce resources effectively. There is, however, little robust data on 
this economic vulnerability in these settings. Literature in this area most often focuses on the links 
between poverty and disability. For LMIC there is, however, some evidence of the opportunity costs 
of disability, but little robust evidence on out-of-pocket costs [5].

It is widely assumed that disability and poverty are closely linked, with the one issue exacerbating 
the other and that this is particularly true for LMIC [4, 6,15]. However, the literature review by Groce 
et al. (2011) revealed that there is a “current lack of strong evidence on the links between disability, 
poverty and health in LMIC upon which to build global policy and programming” [4].

The authors argue that the available data and research does not “withstand critical review” and that 
the substantial links between disability and poverty are “more complex and nuanced” than currently 
anticipated. 

Mitra et al. (2012) have, however, since investigated the economic status of persons with disabilities 
in 15 developing countries providing a robust analysis of available population-based data sets in 
these countries [3]. The study used a multidimensional measure of poverty – including employment, 
education and health – and mainly identifies what could also be referred to as ‘opportunity costs’. It 
revealed that in most LMIC, disability is significantly associated with a lack of employment, education 
and access to health, and that this association is stronger in middle-income countries and depended 
on disability types and deprivations. Mitra et al. suggest that policies to improve the socio-economic 
status of persons with disabilities need to consider the needs and types of deprivations in the 
individual countries and groups of persons with disabilities [3]. This study highlights the need for 
more specific data that goes beyond the description of persons with disabilities as a single group [3].

This pilot study is a first attempt to provide a more in-depth and nuanced description of this economic 
vulnerability, taking disability type and degree into consideration. It goes beyond any previous study 
in LMIC and discusses opportunity and out-of-pocket costs in order to better understand economic 
vulnerability.

Addressing economic vulnerability will, in the long-term, mean providing services that reasonably 
accommodate and support persons with disability, including accessible services and environments, 
and equal economic opportunities [1]. In this context, discussions around public resources and budget 
allocations arise: it is necessary to understand the vulnerability of individuals and their households, 
as well as the costs and gains of inclusion [2, 5]. 

It is often assumed that disability accommodation is too costly and unaffordable for LIMC. However, 
two recent studies have highlighted that this equally applies to ‘doing nothing’ [2, 5]. 

The first study conducted by Buckup and the ILO estimated that South Africa loses 7% of its GDP 
through productivity losses from excluding persons with disabilities from the workplace [2]. However, 
the study treats persons with disabilities as a single group, regardless of disability type. It disaggregates 
degree of disability, assuming that persons with more severe disabilities are less productive. This 
assumption does not hold critical review as productivity depends not only on severity of impairment, 
but also on work placement, disability type and available accommodation and support. Again, the 
pilot study discusses how to consider the diversity of persons with disabilities and the complexity and 
nuances associated with this. 
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The second study conducted by Banks and Polack discussed the economic costs of exclusion and 
gains of inclusion of persons with disabilities in LMIC [5]. Similar to Mitra et al. [3], the study focused 
on three key life areas – education, health and employment – and identified different pathways of 
the economic impact from exclusion and inclusion by reviewing international literature. This review 
highlighted that from an economic perspective, exclusion of persons with disabilities not only creates 
“a significant economic burden for individuals and their families, but also … substantial costs to 
societies at large” [5]. The study provided evidence of pathways of exclusion and lower economic 
growth through:

• Lower earnings and labour productivity linked to lower education of persons with disabilities.
• Lower income and earnings through exclusion from the labour market. 
• Lower productivity and contribution to GDP by persons with disabilities. 
• Loss of tax revenue and higher spending on social assistance and medical costs. 

The review also provided evidence of inclusion that led to higher productivity of persons with disabilities 
through better health when receiving appropriate assistive devices and health services; increase 
in wage return with every year of education; and gain in household earning through rehabilitation 
interventions [5]. While the study provided a robust review of existing evidence to support the theorised 
disability–poverty cycle, it also revealed “further empirical research is urgently needed to understand 
the extent, magnitude and scope of exclusion costs and the impact of inclusive interventions” [5]. 

The lack of accessibility, accommodation and support to enable productivity thus contributes to the 
economic vulnerability of households with persons (including children) with disabilities. The review 
also reveals that most available studies in LMIC focus on opportunity costs – reporting on income, 
wealth, productivity, revenue or employment –and only a few on health-related out-of-pocket costs. 
None focuses on other out-of-pocket costs. In addition, because of data limitations, the review is 
not able to tell us how disability type, degree and context influence the economic vulnerability. For 
this, more in-depth and country-specific studies are needed that disaggregate for the variety and 
nuancing of disability in LMIC. 

This study tried to fill this gap. It also added an estimate of current out-of-pocket costs associated 
with accommodation and support that should be carried by the state in the form of reasonable 
accommodation and services. 

Until recently, such a research undertaking might have been almost impossible as funding was not 
provided, political commitments were not given and disability inclusion in mainstream research was not 
on the agenda in most LMIC. This, however, has changed in recent years as more governments and 
development agencies are engaging with the CRPD and disability-inclusive development. Countries 
like South Africa are in the process of domesticating their obligations arising from the CRPD, have 
moved towards including more advanced disability measures into their national surveillance systems, 
and have started a process towards inclusive and CRPD-compliant budgeting.

It is in this context that this study was requested and made possible. As a first in LMIC, it is a benchmark 
that takes advantage of the opportunities arising from South Africa’s commitments to the CRPD. For 
instance, the inclusion of more sophisticated disability measures in national data sets allowed the 
researchers to provide a representative estimate of opportunity costs taking disability type and degree 
into consideration. Race and gender have been considered in previous studies [e.g. 24]. 

South Africa is also in the process of consulting persons with disabilities and their representative 
organisations as part of the process of CRPD implementation. This allowed the researchers to 
follow a participatory approach and close collaboration with government and representatives from 
the disability sector when estimating the out-of-pocket costs. The study had to develop a method 
to estimate these out-of-pocket costs which suited the short time frame of this study. It is the first 
study in a country of low- and/or middle-income that estimates the economic vulnerability through 
opportunity costs and out-of-pocket costs, while taking disability type, degree and economic context 
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into account. It therefore needs to be seen as a benchmark and pilot study that identifies challenges, 
opportunities and the need for further research. Results from the study can be used to discuss the 
variety and nuances of disability in other LMIC. Furthermore, they can be used to identify the most 
effective ways of accommodating and providing support for those persons with disabilities who are 
most economically vulnerable in South Africa. It provides a starting point for discussions around 
effective resource allocation when developing disability-inclusive and CRPD-compliant budgets in 
South Africa. The estimations of out-of-pocket costs, however, cannot be seen as representative; 
more research is needed. 

Results from this study point to a number of crucial areas that require further research. Five areas of 
research, in particular, are recommended and described below:

1. Assessing the costs associated with more types of disabilities and conditions.
2. Expanding sampling to determine cost drivers specific to different types of disabilities.
3. Conducting a national disability survey.
4. Conducting studies to estimate the costs of implementing key minimum standard services.
5. Assessing and guiding government budgeting and spending on disability.

7.1 Expanding to more types of disabilities and conditions
The study only covers certain disability groups which were chosen in collaboration with the disability 
sector during the inception workshop. Opportunity costs could only be estimated for those who could 
be identified through the Washington Group’s short set of questions on disability. The out-of-pocket 
costs were only calculated for seven groups of persons with disabilities, and roughly estimated for 
children with disabilities. Hence, a number of disability groups or health conditions were not assessed 
in this study, for example, albinism, neurological disorders, attention deficit hyperactivity disorder, 
dyslexia and any multiple disability other than deaf-blindness. 

Each health condition, impairment or disability type comes with its own challenges and needs differ 
from person to person. Internationally, this challenge has sometimes been addressed with disability- 
or condition-specific studies. In LMIC most health condition-specific evidence is available on mental 
health and, to a lesser degree, on visual impairment and physical disabilities [5]. In South Africa there 
is one such study from Lund et al. which shows that depression and anxiety disorders result in lost 
earnings of US$4,798 per adult per year5 and a significant number of days out of role [25, 26]. Lund 
et al. do not, however, estimate out-of-pocket costs [25]. For other health conditions or disabilities, 
there are no studies available. 

More comprehensive studies can be found in resource-rich settings and these could inform research 
in LMIC. For instance, Cerebral Palsy Australia provided a detailed report on The Economic Impact of 
Cerebral Palsy in Australia in 2007 [50]. The report provides evidence on the prevalence of cerebral 
palsy in Australia, other associated health risks, health-related costs, productivity losses, carer costs, 
costs of aids and home modifications and more [50]. Such studies provide methodological guidelines 
for assessing specific health conditions in more detail, and provide a comparison of cost drivers in 
different contexts. For example, transport appears only as a minor cost in the Australian study, while 
in this South African study, transport appeared as a major cost driver for people of all disability types 
and related to all key life areas. 

7.2 More representative sampling
The sampling in this study did not reach saturation for persons with physical disabilities and children 
with disabilities. The group of persons with physical disabilities includes a diverse set of health 
conditions and severities. Again, disability-specific studies would be useful to provide a better 

5 R51,092 per adult per year, at August 2014 exchange rate.
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understanding of cost drivers for specific disability types and health conditions. This, however, could 
be restricted by resource constraints.

Caudrey and Dissinger describe a different approach that focuses on converting the variety of disability 
needs into groups of people with different levels of health support needs [32]. Such an approach 
highlights that not all persons with disabilities have high health or support needs and that these needs 
can be distinguished on different levels of care and support (three levels in their Australian case). Such 
an approach is useful for planning and budgeting interventions for each level [32].

This pilot study has provided a suggestion of possible categories or levels of support needed for 
persons with different physical disabilities in South Africa (guided by the Australian model [32]). 
These categories could be used to identify monthly costs to persons with physical disabilities, as 
well as a basic package of assistive devices. Ideally, a nationally representative survey (with a much 
larger sample) should be conducted; this would, however, be an expensive process. The current 
study should at least be extended to allow the researchers to reach saturation in the group of persons 
with physical disabilities and households with children with disabilities. 

7.3 National disability-related survey
The methods and tools for the assessment of the out-of-pocket costs have only been piloted and 
need to be developed further. The pilot study used expert group discussions and pilot data collected 
through an economic questionnaire. This was a useful method to provide estimates within the short 
time frame of the study, and would be appropriate for a more localised investigation. However, in 
order to provide estimates that are nationally representative, a disability-specific survey with an 
economic questionnaire would be more suitable. The piloted questionnaire used in this study could 
be used as a guiding tool. It would, however, need to be reviewed by an expert panel, and validated 
and adjusted for ease of use. This would then hold the potential to identify drivers of financial costs 
of disability, as well as gaps in reasonable accommodation of people with disability, and support and 
assistive devices for disability.

7.4 Estimating the costs of implementing minimum standards
This pilot study only identifies cost drivers for selected services; it does not include a comprehensive 
estimation of costs that would provide reasonable accommodation, support and assistive devices 
by the state. Costing studies for key education, health and support services (such as transport 
and communication) are urgently needed. These would inform the feasibility and effectiveness of 
disability-related services. 

Currently, comprehensive costing data is available from one such study on residential facilities in 
South Africa [43, 45, see Appendix 7]. This study estimated the costs of implementing published 
minimum standards for this service [48] as well as the actual costs of services in 2010, as currently 
implemented by each facility. Similar studies are possible in other sectors, for example, special or 
inclusive education. 

The aims of such research would be twofold: firstly, to identify minimum standards for each service 
(e.g. school type), and secondly, the costing tool used in this study should be further developed and 
implemented across a large sample of schools – including special schools, full-service schools and 
schools that have integrated LSEN successfully – to identify and quantify the costs of providing these 
services (costs to the state for each school type and costs to families of learners with disabilities). 
Such a study should examine both fixed and variable costs and should be flexible enough to take the 
scale of economies into account. 

The comparable study on residential facilities took 18 months to complete; a similar time frame and 
similar resources would be required for studies in other sectors.
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7.5 Budgeting and spending for disability
This pilot study does not examine current government spending on disability to identify gaps in 
data reporting, budgeting and spending. Internationally two studies have attempted to quantify this 
spending in India and the Philippines; they both revealed a spending of less than 1% of the GDP [51, 
52]. Considering that 15% of the population worldwide has one or more disability, this seems to be 
insufficient. 

In South Africa, a similar study should be conducted that assesses budgeting and actual spending on 
disability. For such an analysis to be carried out, it is essential that disability-related budgeting and 
spending within each government department is accurately detailed. 

Scenario analyses should also be developed to provide initial estimates of what it would cost the state 
to close some of the key gaps in CRPD-compliant services in healthcare, education and transport. 
These would inform CRPD-compliant budgeting at the national level in South Africa and could be 
used to help develop a CRPD-compliant, cost-budget model for the country. 
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Appendix 1. Defining universal design and reasonable accommodation

The United Nations Convention on the Rights of Persons with Disabilities (CRPD) acknowledges 
disability as resulting “from the intersection between persons with impairments and attitudinal and 
environmental barriers that hinder their full and effective participation in society on an equal basis 
with others” [A1.1]. In order to address disability, the CRPD therefore formulates two key concepts: 
universal design and reasonable accommodation.

Universal design is understood as designing “products, environments, programmes and services so 
that they are usable by all people, to the greatest extent possible, without the need for adaptation 
or specialized design” [A1.1]. Wide doors in schools and clinics, accessible toilets and bathrooms or 
providing mobile clinics in tents are examples of such universal design.

Universal design is closely linked to the idea of ‘accessibility’. The South African Department of Public 
Service and Administration (DPSA) produced a handbook on reasonable accommodation, which 
states that this “may not exclude assistive devices for particular groups of persons with disabilities 
where this is needed” [A1.2].

Reasonable accommodation means “necessary and appropriate modification and adjustments 
not imposing a disproportionate or undue burden, where needed in a particular case, to ensure to 
persons with disabilities the enjoyment or exercise on an equal basis with others …” [A1.1]. Adding 
a ramp to an existing structure, or providing information in Braille, simplified or sign language, are 
examples of such adaptations.

Reasonable accommodation can include a number of forms, for example: 

• Accessibility of services and the workplace (structural, visual prompts, lighting)
• Workstation and service modifications
• Reallocation of crucial services to the ground floor
• Evacuation procedures
• Accessibility of information 
• Alternative communication 
• Sensitisation of workforce, school environment, etc. 
• Work schedule or school time adjustments (e.G. Exam time, sick leave)
• Adjustments of duties in the workplace
• Assistance from another person or an animal
• Space for assistant dogs
• Assistance with transport
• Accessible official transport.

Reasonable accommodation can be differentiated from assistant devices, which “… are those items 
of equipment required to meet the physical needs of a person with disability” [A1.2]. These include 
hearing aids, glasses and mobility aids such as canes and wheelchairs.

References
A1.1. United Nations, UN Convention on the Rights of Persons with Disabilities, UN, 2008.

A1.2. Department of Public Service and Administration, Handbook on Reasonable 
Accommodation for People with Disabilities in the Public Service. DPSA, Pretoria, 2007.
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Appendix 2. General demographic and socio-economic indicators 
(Census 2011), and household income (GHS 2011) related to persons 
with disabilities

Important notes on the tables in this appendix:
All statistics presented here are calculated from the Census 2011 or GHS 2011, as indicated.

The data have been weighted to be nationally representative.

For each group, the following values are given:

mean
(standard error)

range

Quintiles
Quintiles are a statistical value of a data set that represents 20% of a given population. They 
are presented in Tables A2.1a and A21b, below. Here, they are used to group the population 
by average household income.

The poorest quintile consists of households with incomes less than R155 per household 
member per month; the second, third and fourth quintiles have household incomes of R155–
R377, R377–R754 and R754–R2,262 per member per month, respectively. Households in the 
wealthiest quintile have incomes of more than R2,262 per member per month. (All Rand values 
are at 2011 prices.)
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Table A2.1a. Demographic and socio-economic descriptive statistics for adults (aged 15–65 years, inclusive) 
(with and without disability) and their households

Variable

Broad disability group Narrow disability group
Persons with 

disability
Persons without 

disability
Persons with 

disability
Persons without 

disability
Male (%) 42.3 49.4 44.1 48.5

(0.1) (0.0) (0.2) (0.0)
42.161–42.461 49.370–49.504 43.765–44.434 48.412–48.537

Female (%) 57.7 50.6 55.9 51.5
(0.1) (0.0) (0.2) (0.0)

57.539–57.839 50.496–50.630 55.566–56.235 51.463–51.588
African (%) 79.8 78.5 82.7 78.6

(0.1) (0.0) (0.1) (0.0)
79.716–79.963 78.438–78.550 82.473–82.992 78.538–78.642

Coloured (%) 8.4 9.3 8.9 9.2
(0.0) (0.0) (0.1) (0.0)

8.332–8.502 9.260–9.338 8.674–9.063 9.136–9.209
Indian (%) 3.1 2.7 2.3 2.8

(0.0) (0.0) (0.1) (0.0)
3.007–3.111 2.685–2.729 2.173–2.374 2.748–2.789

White (%) 8.7 9.5 6.1 9.5
(0.0) (0.0) (0.1) (0.0)

8.596–8.772 9.460–9.540 5.957–6.294 9.431–9.506
Age (years) 42.9 32.5 43.0 33.8

(0.0) (0.0) (0.1) (0.0)
42.898–42.984 32.494–32.528 42.873–43.071 33.829–33.862

Female-headed 
households (%)

44.1 40.1 47.7 40.5
(0.1) (0.0) (0.2) (0.0)

43.905–44.205 40.074–40.205 47.399–48.072 40.468–40.591
Male-headed households 
(%)

55.1 58.5 51.3 58.2
(0.1) (0.0) (0.2) (0.0)

54.951–55.251 58.461–58.593 50.972–51.645 58.145–58.268
Urban households (%) 64.9 66.4 59.3 66.4

(0.1) (0.0) (0.2) (0.0)
64.785–65.075 66.379–66.506 58.989–59.653 66.369–66.488

Household size (number 
of people)

4.3 4.6 4.6 4.5
(0.0) (0.0) (0.0) (0.0)

4.297–4.312 4.561–4.568 4.595–4.629 4.518–4.524
Poorest quintile1 (%) 19.0 19.8 18.5 19.7

(0.1) (0.0) (0.1) (0.0)
18.887–19.123 19.727–19.833 18.247–18.768 19.635–19.734

Quintile 2 (%) 18.0 17.9 21.3 17.8
(0.1) (0.0) (0.1) (0.0)

17.882–18.112 17.887–17.989 21.053–21.602 17.796–17.891
Quintile 3 (%) 19.8 17.0 23.6 17.3

(0.1) (0.0) (0.1) (0.0)
19.663–19.903 16.969–17.070 23.345–23.916 17.213–17.307

Quintile 4 (%) 22.3 20.8 21.9 21.0
(0.1) (0.0) (0.1) (0.0)

22.137–22.389 20.736–20.845 21.589–22.148 20.950–21.052
Wealthiest quintile (%) 18.1 21.0 11.8 20.8

(0.1) (0.0) (0.1) (0.0)
18.009–18.244 20.937–21.046 11.550–11.987 20.771–20.873

Sample size 426,237 2,171,176 85,832 2,490,783
Population size 5,009,674 25,829,470 1,006,825 29,586,707

Source: Calculations using data from Census 2011
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Table A2.1b. Demographic statistics of child(ren) (age 7–14) (with and without disability) and descriptive 
statistics for households with child(ren) with and without disability 

Variable

Broad disability group Narrow disability group
Households with 

CWD1
Households without 

CWD
Households with 

CWD
Households without 

CWD
African (%) 89.3 78.5 88.5 78.9

(0.1) (0.0) (0.2) (0.0)
89.096–89.572 78.412–78.566 88.080–88.929 78.798–78.949

Coloured (%) 6.6 7.4 8.2 7.3
(0.1) (0.0) (0.2) (0.0)

6.427–6.811 7.339–7.437 7.822–8.552 7.287–7.382
Indian (%) 1.2 2.5 1.0 2.4

(0.0) (0.0) (0.1) (0.0)
1.141–1.309 2.448–2.505 0.845–1.106 2.410–2.466

White (%) 2.8 11.6 2.3 11.4
(0.1) (0.0) (0.1) (0.0)

2.693–2.951 11.586–11.708 2.130–2.536 11.295–11.413
Female-headed 
households (%)

56.2 40.4 56.0 41.0
(0.2) (0.0) (0.3) (0.0)

55.871–56.624 40.338–40.522 55.342–56.640 40.885–41.066
Male-headed households 
(%)

43.5 59.5 43.7 58.9
(0.2) (0.0) (0.3) (0.0)

43.149–43.901 59.372–59.556 43.059–44.356 58.826–59.006
Urban households (%) 50.6 68.5 48.2 67.9

(0.2) (0.0) (0.3) (0.0)
50.180–50.939 68.417–68.592 47.532–48.838 67.846–68.019

Household size (number 
of people)

5.5 3.1 5.7 3.2
(0.0) (0.0) (0.0) (0.0)

5.447–5.479 3.132–3.140 5.651–5.708 3.208–3.215
Poorest quintile (%) 20.4 22.3 20.0 22.2

(0.2) (0.0) (0.3) (0.0)
20.045–20.658 22.204–22.362 19.447–20.494 22.145–22.300

Quintile 2 (%) 31.9 13.2 33.3 13.8
(0.2) (0.0) (0.3) (0.0)

31.564–32.269 13.160–13.283 32.650–33.879 13.775–13.898
Quintile 3 (%) 23.9 15.2 24.8 15.5

(0.2) (0.0) (0.3) (0.0)
23.596–24.244 15.171–15.303 24.250–25.381 15.454–15.584

Quintile 4 (%) 14.6 25.8 14.0 25.4
(0.1) (0.0) (0.2) (0.0)

14.283–14.819 25.697–25.865 13.577–14.485 25.325–25.489
Wealthiest quintile (%) 9.3 23.5 7.9 23.0

(0.1) (0.0) (0.2) (0.0)
9.039–9.483 23.397–23.557 7.564–8.274 22.937–23.093

Sample size 67 171 1,119,117 22,671 1,163,589
Population size 726,861 13,626,734 244,627 14,108,597

1 CWD = child(ren) with disability
Source: Calculations using data from Census 2011
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Income of households with adults with different types of disabilities 
Table A2.2a. Mean income (in Rands) of households with and without adults (15–65 years) with and without 
seeing, hearing and mobility disability (broad disability group)

Income type 
Disability type

No disabilitySeeing Hearing Mobility 
Earned 6,407.4 4,817.7 3,713.5 5,570.5

(324.8) (677.6) (739.6) (138.3)
5,770.789–7,043.941 3,489.562–6,145.787 2,263.968–5,163.075 5,299.460–5,841.511

Other income 376.8 288.0 274.4 415.3
(38.0) (51.4) (51.0) (19.7)

302.387–451.273 187.190–388.819 174.394–374.381 376.688–453.822
Disability grant 171.9 265.8 507.5 50.1

(9.4) (21.6) (25.4) (2.1)
153.586–190.265 223.452–308.130 457.771–557.178 46.048–54.090

Other grants 579.9 841.6 821.6 450.5
(15.8) (41.6) (33.9) (6.4)

548.965–610.927 760.137–923.128 755.159–888.016 437.993–462.955
Total grants 751.9 1,107.4 1,329.1 500.5

(19.2) (47.7) (43.2) (6.9)
714.145–789.598 1,014.020–1,200.827 1,244.427–1,413.697 486.982–514.104

Total household income 7,536.1 6,213.1 5,317.0 6,486.3
(321.0) (667.4) (739.2) (138.2)

6,906.98–8,165.149 4,905.014–7,521.192 3,868.204–6,765.738 6,215.454–6,757.114

Sample size 3,781 1,058 1,102 18,821
Population size 1,795,458 491,967 500,388 9,976,709

Source: Calculations using data from GHS 2011

Table A2.2b. Mean income (in Rands) of households with adults (15–65 years) with and without self-care, 
memory or concentration and communication disability (broad disability group)

Income type 

Disability type

No disabilitySelf-care
Memory or 

concentration Communication
Earned 4,122.4 3,477.3 4,761.0 5,570.5

(728.5) (363.5) (1,072.9) (138.3)
2,694.639–5,550.195 2,764.861–4,189.763 2,658.178–6,863.747 5,299.460–5,841.511

Other income 222.4 235.0 305.3 415.3
(19.8) (24.0) (63.8) (19.7)

183.610–261.244 187.919–282.111 180.229–430.326 376.688–453.822
Disability grant 373.5 472.3 720.3 50.1

(25.3) (24.7) (60.0) (2.1)
323.956–423.115 423.945–520.745 602.802–837.847 46.048–54.090

Other grants 988.0 899.0 917.3 450.5
(33.7) (32.4) (64.7) (6.4)

921.970–1,054.102 835.462–962.559 790.579–1,044.028 437.993–462.955
Total grants 1,361.6 1,371.4 1,637.6 500.5

(42.6) (41.7) (94.3) (6.9)
1,278.094–1,445.049 1,289.596–1,453.114 1,452.835–1,822.421 486.982–514.104

Total household income 5,706.4 5,083.7 6,703.9 6,486.3
(721.3) (350.1) (1,030.1) (138.2)

4,292.588–7,120.243  4,397.408–5,769.955 4,684.907–8,722.829 6,215.454–6,757.114

Sample size 1,153 1,394 356 18,821
Population size 543,928 599,503 178,529 9,976,709

Source: Calculations using data from GHS 2011
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Table A2.3a. Mean income (in Rands) of households with and without adults (15–65 years) with and without 
seeing, hearing and mobility disability (narrow disability group)

Income type 
Disability type

No disabilitySeeing Hearing Mobility 
Earned 3,924.8 2,552.9 2,603.0 5.6638

(409.7) (555.1) (551.5) (128.0)
3,121.853–4,727.692 1,464.922–3,640.802 1,522.036–3,684.029 5,412.942–5,914.705

Other income 287.6 230.3 344.2 402.0
(59.7) (57.8) (107.4) (17.2)

170.618–404.523 116.914–343.651 133.673–554.694 368.270–435.755
Disability grant 288.2 561.3 692.5 67.6

(27.4) (79.8) (44.1) (2.2)
234.436–341.913 404.965–717.714 606.119–778.813 63.284–71.990

Other grants 695.7 797.0 871.3 480.1
(44.3) (68.8) (51.5) (56.0)

608.874–782.596 662.127–931.867 770.331–972.256 468.352–491.862
Total grants 983.9 1,358.3 1,563.8 547.7

(52.6) (108.0) (67.2) (6.0)
880.830–1,086.989 1,146.692–1,569.981 1,432.089–1,695.431 534.739–560.749

Total household income 5,196.3 4,141.5 4,511.0 6,613.6
(415.6) (546.8) (537.3) (127.8)

4,381.594–6,010.911 3,069.762–5,213.200 3,457.818–5,564.133 6,363.164–6,863.995

Sample size 519 209 467 23,136
Population size 226,456 85,692 210,863 12,063,752

Source: Calculations using data from GHS 2011

Table A2.3b. Mean income (in Rands) of households with adults (15–65 years) with and without self-care, 
memory or concentration and communication disability (narrow disability group)

Income type 

Type of disability

No disabilitySelf-care
Memory or 

concentration Communication
Earned 3,316.8 3,638.1 4,710.3 5.663,8

(517.6) (779.6) (1,419.0) (128.0)
2,302.345–4,331.283 2,110.095–5,166.058 1,929.148–7,491.539 5,412.942–5,914.705

Other income 263.7 251.2 300.2 402.0
(32.7) (41.4) (73.7) (17.2)

199.621–327.726 170.114–332.209 155.814–444.547 368.270–435.755
Disability grant 511.2 733.2 1,065.9 67.6

(43.4) (50.0) (97.6) (2.2)
426.078–596.283 635.158–831.331 874.697–1,257.105 63.284–71.990

Other grants 1,081.0 995.9 1,025.1 480.1
(47.7) (52.7) (87.0) (56.0)

987.430–1,174.536 892.578–1,099.306 854.614–1,195.629 468.352–491.862
Total grants 1,592.2 1,729.2 2,091.0 547.7

(64.7) (79.7) (138.1) (6.0)
1,465.263–1,719.064 1,572.959 - 1,885.415 1,820.346–2,361.699 534.739–560.749

Total household income 5,172.7 5,618.4 7,101.5 6,613.6
(495.7) (737.1) (1,374.8) (127.8)

4,201.102–6,144.201 4,173.736–7,063.114 4,406.925–9,796.167 6,363.164–6,863.995

Sample 564 494 166 23,136
Population 255,546 216,550 82,816 12,063,752

Source: Calculations using data from GHS 2011
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Income of households with children with different types of disabilities 

Table A2.4a. Mean monthly income (in Rand) of households with children (5–14 years) with and without 
difficulties seeing, hearing and walking (broad disability group)

Income type 
Seeing Hearing Walking

No difficulties Difficulties No difficulties Difficulties No difficulties Difficulties
Earned 4,891.9 5,520.5 4,702.1 5,517.5 3,199.2 5,527.9

(539.2) (122.7) (1,851.8) (121.0) (461.0) (121.9)
3,835.104–
5,948.705

5,280.010–
5,760.977

1,072.609–
8,331.626

5,280.301–
5,754.757

2,295.63–
4,102.771

5,288.941–
5,766.760

Other income 246.4 395.6 301.9 394.0 241.5 394.4
(35.5) (16.5) (97.1) (16.3) (57.5) (16.3)

176.788–
316.053

363.369–
427.866

111.441–
492.267

362.041–
426.022

128.846–
354.247

362.401–
426.370

Disability grant 132.7 90.9 216.3 90.4 426.5 89.0
(28.1) (2.5) (54.4) (2.5) (86.4) (2.4)

77.540–
187.871

85.962–95.739 109.713–
322.838

85.579–95.271 257.273–
595.802

84.242–93.700

Other grants 813.2 495.3 1,190.8 494.3 1,132.7 495.6
(50.6) (5.9) (111.8) (5.8) (79.4) (5.9)

714.056–
912.329

483.727–
506.880

971.602–
1,409.975

482.916–
505.745

976.973–
1,288.413

484.067–
507.088

Total grants 945.9 586.2 1,407.1 584.8 1,559.2 584.5
(57.5) (6.7) (123.9) (6.6) (119.9) (6.6)

833.231–
1,058.564

572.964–
599.343

1,164.317–
1,649.811

571.731–
597.779

1,324.145–
1,794.316

571.520–
597.577

Total 
household 
income

6,084.2 6,502.3 6,411.0 6,496.3 5,000.0 6,506.8
(515.4) (122.4) (1,815.6) (120.7) (436.7) (121.6)

5,074.104–
7,094.341

6,262.361–
6,742.167

2,852.474–
9,969.598

6,259.662–
6,732.970

4,144.046–
5,855.910

6,268.476–
6,745.093

Sample size 384 24,709 222 24,871 204 24,890
Population size 207,198 12,739,141 112,658 12,833,681 97,675 12,849,020

Source: Calculations using data from GHS 2011
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Table A2.4b. Mean monthly income (in Rand) of households with children (5–14 years) with and without 
difficulties with self-care, remembering or concentrating and communicating (broad disability group)

Income type
Self-care Remembering or concentrating Communicating

Difficulties No difficulties Difficulties No difficulties Difficulties No difficulties
Earned 3,702.8 5,664.3 4,387.9 5,531.1 2,845.3 5,541.1

(299.4) (128.7) (634.1) (122.7) (330.0) (122.3)
3,115.975–
4,289.578

5,412.006–
5,916.619 

3,145.009–
5,630.803

5,290.577–
5,771.632

2,198.529–
3,492.038

5,301.278–
5,780.838 

Other income 232.5 406.9 235.7 396.2 235.5 395.1
(16.8) (17.5) (32.1) (16.5) (37.8) (16.4)

199.461–
265.457

372.605–
441.261 

172.853–
298.572

363.834–
428.475

161.463–
309.571

362.945–
427.163 

Disability grant 158.8 85.8 293.0 87.8 389.9 88.1
(12.9) (2.5) (41.0) (2.4) (62.9) (2.4)

133.559–
183.987

80.942–90.631 212.632–
373.386

83.047–92.512 266.543–
513.177

83.364–92.781 

Other grants 1,007.4 457.2 1,001.0 491.1 1,023.1 494.3
(25.4) (5.9) (53.5) (5.9) (72.5) (5.9)

957.575–
1,057.208

445.695–
468.662

896.076–
1,105.855

479.590–
502.606

880.945–
1,165.281

482.848–
505.847

Total grants 1,166.2 543.0 1,294.0 578.9 1,413.0 582.4
(29.6) (6.7) (69.4) (6.6) (101.6) (6.6)

1,108.191–
1,224.138

529.910–
556.020

1,157.936–
1,430.014

565.850–
591.904

1,213.776–
1,612.170

569.422–
595.419

Total 
household 
income

5,101.4 6,614.2 5,917.6 6,506.1 4,493.8 6,518.5
(293.1) (128.5) (621.4) (122.4) (319.1) (122.0)

4,526.876–
5,675.923

6,362.317–
6,866.105

4,699.656–
7,135.530

6,266.194–
6,746.079

3,868.419–
5,119.127

6,279.349–
6,757.715

Sample size 2,069 23,025 493 24,601 288 24,806
Population size 1,016,645 11,930,049 235,811 12,710,884 147,804 12,798,891

Source: Calculations using data from GHS 2011
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Table A2.5a. Mean monthly income (in Rand) of households with children (5–14 years) with and without 
difficulties seeing, hearing and walking (narrow disability group)

Income type
Seeing Hearing Walking

Difficulties No difficulties Difficulties No difficulties Difficulties No difficulties 
Earned 4,242.7 5,513.0 3,659.1 5,513.2 4,080.9 5,515.1

(1,149.2) (121.3) (1,279.4) (121.2) (854.9) (121.4)
1,990.180–
6,495.168

5,275.297–
5,750.665

1,151.555–
6,166.676

5,275.577–
5,750.723

2,405.177–
5,756.544

5,277.122–
5,753.060

Other income 238.2 393.5 379.0 393.3 263.0 393.7
(72.3) (16.2) (120.3) (16.2) (96.3) (16.3)

96.442–
379.881

361.722–
425.360

143.155–
614.847

361.449–
425.052

74.199–
451.871

361.814–
425.526

Disability 
grant

175.8 91.4 185.0 91.4 776.1 89.2
(65.7) (2.5) (73.2) (2.5) (171.9) (2.4)

47.076–
304.440

86.454–96.247 41.477–
328.502

86.487–96.279 439.200–
1,112.937

84.490–93.940

Other grants 897.9 499.6 963.9 499.7 987.5 498.7
(124.5) (5.9) (194.2) (5.9) (100.4) (5.9)

653.925–
1,141.966

488.061–
511.122

583.182–
1,344.637

488.186–
511.235

790.672–
1,184.255

487.217–
510.275

Total grants 1,073.7 590.9 1,148.9 591.1 1,763.5 588.0
(154.0) (6.7) (232.0) (6.7) (222.9) (6.7)

771.880–
1,375.527

577.802–
604.084

694.162–
1,603.636

577.958–
604.229

1,326.660- 
2,200.397

574.923–
600.999

Total 
household 
income

5,554.5 6,497.5 5,187.0 6,497.5 6,107.4 6,496.7
(1,119.1) (120.9) (1,093.0) (120.9) (795.4) (121.1)

3,361.18–
7,747.888

6,260.406–
6,734.523

3,044.773–
7,329.258

6,260.542–
6,734.446

4,548.400–
7,666.451

6,259.360–
6,734.079

Sample size 52 25,041 40 25,053 85 25,009
Population size 25,965 12,920,375 18,972 12,927,368 43,406 12,903,288

Source: Calculations using data from GHS 2011
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A2.5b. Mean monthly income (in Rand) of households with children (5–14 years) with and without difficulties 
with self-care, remembering or concentrating and communicating (narrow disability group)

Income type
Self-Care Remembering or concentrating Communicating

Difficulties No difficulties Difficulties No difficulties Difficulties No difficulties
Earned 3,435.8 5,596.2 4,060.3 5,519.7 3,175.5 5,521.8

(336.4) (125.2) (882.9) (121.7) (579.9) (121.6)
2,776.397–
4,095.107

5,350.756–
5,841.554

2,329.816–
5,790.826

5,281.156– 
5,758.181

2,038.831– 
4,312.119

5,283.485– 
5,760.120

Other income 244.3 399.4 298.0 393.8 337.5 393.5
(20.7) (16.8) (68.2) (16.3) (73.2) (16.3)

203.716–
284.935

366.376–
432.416

164.388–
431.571

361.900–
425.798

193.958–
480.971

361.603–
425.412

Disability grant 206.9 86.7 563.6 88.5 655.1 88.7
(21.7) (2.4) (99.3) (2.4) (109.9) (2.4)

164.275–
249.474

81.978–91.508 368.897–
758.337

83.747–93.176 439.807–
870.456

83.984–93.490

Other grants 1,029.9 478.5 964.4 497.4 999.4 497.9
(32.0) (5.9) (76.1) (5.9) (116.2) (5.9)

967.218–
1,092.628

466.869–
490.061

815.212–
1,113.500

485.840–
508.922

771.648–
1,227.074

486.413–
509.432

Total grants 1,236.8 565.2 1,528.0 585.8 1,654.5 586.7
(39.9) (6.7) (137.8) (6.7) (187.3) (6.6)

1,158.540–
1,315.052

552.080–
578.335

1,257.929–
1,798.018

572.799–
598.886

1,287.356–
2,021.629

573.645–
599.674

Total 
household 
income

4,916.9 6,560.8 5,886.3 6,499.4 5,167.4 6,502.0
(328.6) (124.9) (830.1) (121.4) (555.5) (121.3)

4,272.880–
5,560.865

6,315.900–
6,805.618

4,259.228–
7,513.320

6,261.442–
6,737.278

4,078.639–
6,256.224

6,264.258–
6,739.680

Sample size 1,094 24,000 173 24,921 121 24,973
Population size 514,612 12,432,082 83,273 12,863,422 63,566 12,883,128

Source: Calculations using data from GHS 2011
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Appendix 3. Summary of costs of accommodation and support for 
persons with different types of disabilities (August 2014, South Africa)

Appendix 3a: Costs for persons who are blind or partially sighted

Assistive devices
Participants in the expert group discussion on people who are blind identified canes as being the 
main assistive devices. The first cane is provided by a disabled people’s organisation (DPO) or 
clinics, but replacement canes need to be supplied by the user. Replacement canes are, however, 
freely available from the Department of Health (DoH) in rural areas.

In urban areas, people who are blind are increasingly using modern cell phones with audio functionality 
to replace the functions of ‘talking’ watches and alarms. In addition, they are also reported to be 
paying for railings in their homes. These trends are less apparent in rural areas. 

The analysis shows the total cost of assistive devices that is currently borne by people who are 
blind to be around R3,025 in urban areas and R370 in rural areas. These last 2–15 years making 
the equivalent current monthly spending on devices R34 in urban areas, and far less in rural areas.

People who are partially sighted make use of various assistive devices – canes, magnifiers and 
glasses. Glasses are available free of charge or at very low prices through the DoH and DPOs 
(between R130 and R300 was reported). Out-of-pocket expenses are higher for those whose sight 
is deteriorating rapidly, as they need to replace glasses and magnifiers more frequently. According 
to estimates, the total cost of assistive devices for the visually impaired is currently between R1,820 
and R2,020 in urban areas and between R480 and R680 in rural areas, but it could be much higher 
where people choose to buy spectacles from optometrists rather than using those provided by DPOs 
or the DoH. The cost of assistive devices and frequent healthcare visits is relatively high for the 
partially sighted, particularly if their sight is rapidly deteriorating.

Assistants
The need for and current spending on an assistant varies depending on the independence of the 
individual and – linked to this – on how long the person has been blind and whether he or she has 
received rehabilitation. In general, people who are blind can be relatively independent in their own 
homes and only require assistance when going out and in new environments. While most people 
in this group make use of family assistance, there appears to be a range of practices ‘to reward’ 
those who provide assistance. Younger respondents reported that cash was expected in return for 
assistance (about R150 per day), even from immediate family members, while older ones reported 
that a meal, a gift or the purchase of an item for someone who accompanies them to the shops is 
common practice. Participants reported using a number of assistants rather than one dedicated 
assistant. In rural areas too, participants estimated that about one in eight people who are blind pay 
for assistance from family or community members. 

Some participants also have cost-sharing practices, for example, where a person does the shopping 
for a number of people with disabilities for a small fee. However, participants also felt that some 
people take advantage of more vulnerable individuals who are blind by charging exorbitant fees for 
their assistance. 

It is estimated that the cost of assistance for people who are partially sighted is relatively low.



| 81 |

Healthcare visits
People who are blind reported that there were few special adjustments at the clinic or hospital to 
accommodate their needs, beyond writing ‘BLIND’ on the outside of their files. The onus is placed on 
the blind person to bring an assistant to help them make use of public sector healthcare. Again, there 
were a variety of reported practices regarding the payment of these assistants, with some paying up 
to R150 for a family assistant. 

Additional transport costs in accessing healthcare apply. The disability-related additional costs of 
travel to healthcare services are approximately R11 per month (as many blind people walk to the 
clinic, with an assistant). The additional cost of assistance for healthcare can be estimated between 
R57 and R206, depending on the payment arrangements.

Some people who are blind have additional healthcare needs and make more regular use of healthcare 
services than the general population. As mentioned above, the number of healthcare visits for rapidly 
deteriorating vision of the partially sighted is particularly high. Table A3a.1 shows an estimate of the 
minimum additional use of healthcare by those with visual impairments and those who are blind.

Table A3a.1 Additional disability-related healthcare consultations for the blind and partially sighted

Blind Partially sighted
Clinic visits per month (medication collection) 1 1
Ophthalmologist or other specialist consultations per year (hospital) 2 2
Optometrist consultations per year 0 2

Transport
Most people who are blind rely on public transport (or on a friend or family member to provide a 
lift). People in this group may bear additional transport costs for their assistant or guide dog. It is 
estimated that on average a person who is blind is currently spending an additional R164 on general 
travel costs (in addition to those for healthcare visits). 

In discussion, it was pointed out that people who are blind do not necessarily have higher transport 
costs when accessing the workplace. For instance, in Durban this group can make use of specialised 
transport services (Sukuma bus and Dial-a-Ride), which offer discounted travel. These accessible 
transport options allow the person to travel without an assistant as the bus driver knows his passengers, 
the conductor informs passengers of the next stop and there is someone to help passengers to cross 
the road when they alight, etc. 

Services such as these minimise travel costs for people who are blind. However, most live outside 
their service areas and incur an average additional travel cost of about R324 per month. There are 
no regular specialised travel services in rural areas and blind people pay an additional fare for their 
assistant.

Accommodation at work
Costs related to reasonable accommodation at work are usually borne by the employer, except if 
the person is self-employed. Reasonable accommodation can include a computer equipped with a 
Braille reader or a BrailleNote Apex reader. The computer software needed with these computers 
can now be downloaded free of charge and is being increasingly used by the blind community. 
Training in this technology is needed, and is often provided by NGOs. The cost of these equates to 
between R417 and R133 per month (using NVDA software) over the life of the technology (5 years) 
for a blind employee – depending on the technology adopted – and R58 per month for a partially 
sighted employee.
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However, the group felt that small companies could not pay for reasonable accommodation even 
though this would earn them BEE (black economic empowerment) points. In the expert group 
discussion the idea of paying for reasonable accommodation in the workplace by the person with 
disabilities was considered. Some representatives felt that if people were willing to contribute to the 
cost of it, they might be accepted more readily in the workplace. 

Range of services needed in the future
Access to technologies and training on the use of these technologies is essential for this group. This 
training is currently provided by DPOs, but the quality and coverage of such training with regard to 
needs has not been documented. 

The expert group discussions revealed high use of subsidised specialised transport, which greatly 
reduced costs, but that it only reaches a small proportion of people. It needs to be expanded to 
reach those in outlying areas. Furthermore, it is specific for the workplace and there are no regular 
specialised travel services to clinics and healthcare services in urban areas.

Table A3a.2 Overview of perceived disability-related costs for the blind and partially sighted in South Africa, 2014

Costs
CommentsBlind Partially sighted

Assistive devices and assistants
Folding cane R340 Free from DoH In urban areas, first cane only is available free 

of charge 
‘Talking’ cell phone From R1,000 R1,000 This technology is available only on newer cell 

phones
Railings R300 per metre n/a Fully installed
Glasses n/a R130 upwards Last 2–3 years, depending on rate of sight 

deterioration 
‘Tested’ magnifier n/a R300–R1,000 Price depends on types of lens and light source
Liquid levels R180 R180
Money template Not reported R40
Audiobooks Free Free
Computer with a Braille 
reader or BrailleNote Apex 
reader

R20,000–R30,000 R2,000
R200–R1,500

Useful life of 5 years; large computer monitor 
keyboard with large keys for the partially blind

Work assistant (monthly) R8,000 n/a Only required at times, if blind (depends on 
work); usually not required for partially blind 

Railings on stairs and in 
key areas

R300 per metre R300 per metre Fully installed

Travel
Specialised service Free Free No additional cost if using specialised travel 

service
Ordinary service Double fare n/a If working from home, only occasional travel 

costs
Driver R7,000 per month R7,000 per month
Healthcare services
Assistant Range of costs 

R0–R150 per day
n/a Usually assistant is a family member

Travel to clinic Double fare n/a For assistant or for guide dog, depending on 
travel 
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Appendix 3b: Costs for persons who are deaf and hard of hearing 
A discussion proved difficult with this expert group, so participants were assisted in completing the 
questionnaire. The costs they bear and their perceptions around these are summarised in Table A3b.1. 

For those who are deaf, the main costs incurred are those for transport and an assistant for 
communication. Those who are hard of hearing can face high costs for assistive devices, particularly if 
standard hearing aids are not appropriate for their condition, but they require less assistance in general. 

Assistive devices
Deaf participants identified only two assistive devices: SMS bundles for cell phones and the 
modification of vehicles. There was generally low awareness of the assistive devices that are 
available to the deaf. The general consensus was that sign language was the only accommodation 
needed for deaf people – in healthcare and in employment. Modification to vehicles to allow safer 
driving was mentioned as being needed, although currently not in use. Those hard of hearing used 
a variety of assistive devices. 

Based on questionnaire data, the estimated cost of assistive devices for the deaf was R30 per month. 
The cost for assistive devices for the hard of hearing was higher and depended on individual needs.

This group made less use of assistants in the home and in everyday life than most of the other 
disability groups interrogated in this study. People who are deaf do not need much assistance in the 
home. Family assistants were used on occasion for activities in the community. Most deaf people 
reported needing an assistant when going to the clinic or hospital. By contrast to other groups, few 
people reported paying family assistants to accompany them on healthcare visits. 

Full-time assistants are not needed in the work environment either, if basic sign language can be 
taught to the person’s immediate colleagues, and if changes can be made to the way information is 
communicated in a work environment. Most deaf people require an assistant only when travelling for 
work and when attending meetings. Thus a sign-language interpreter can be shared between two 
or – at most – three deaf colleagues, depending on the nature of the work, although scheduling can 
be difficult.

Transport
Deaf people have less difficulty with transport than other disability groups as their mobility is not 
impaired. No use of specialised transport was reported in this group, nor is it desired. In the analysis 
it was assumed that only 20% of deaf people require an assistant to accompany them to work, as 
this involves travelling regular routes. As a result, the additional costs of travel are low (R57). Where 
assistants are used for travel to work, few are paid. 

Similarly, the additional costs of travel fares to the clinic or hospital are low as many deaf people can 
walk to clinics, which are on average two kilometres from peoples’ homes in urban areas. However, if 
they do take transport, they are often accompanied by an assistant, which doubles the transport cost.

Taxis and buses are generally accessible, although problems are experienced at times. 

Deaf people can go to work independently. It is just the communication barrier that 
prevents them from going freely. For example: even to say that they are getting off [the 
bus] is difficult.

The problem is when the routes change. The driver asks all the passengers if he can 
change his route on that day [for whatever reason] and the deaf person does not hear. 



| 84 |

Only later do you realise that the route has changed and then you have to get off and 
catch another taxi and it takes long and you pay double fares.

Healthcare visits
Questionnaire data reflect that the frequency of healthcare facility visits is not much higher than in the 
general population. This may not be representative, as most respondents were in their late twenties 
or early thirties. Few reported having monthly checkups or monthly collection of medication. 

When deaf people do make use of healthcare facilities, however, their costs are higher as there is 
an expectation that unpaid family assistants will be provided with lunch from a vendor, and additional 
transport fares need to be paid for the assistant. On average, deaf people are spending between 
R37 and R88 on additional costs of accessing healthcare. These costs are relatively low due to 
the infrequent need for healthcare consultations in this group. This direct cost, however, does not 
take the opportunity cost of the assistants’ time into account (which is difficult to value and was not 
required for this exercise). 

Importantly, if the deaf person was to use a sign-language interpreter to assist them at the healthcare 
facility, the additional cost per visit could be between R900 and R1,200 per consultation, depending 
on the number of hours. 

Range of services needed in the future
The absence of work opportunities and the high unemployment rate among deaf people and the 
opportunity costs of caregiver time when accompanying the deaf person to the clinic and hospital 

Table A3b.1. Overview of perceived costs for people with hearing difficulties in South Africa, 2014

Item Deaf Hard of hearing
Daily functioning and care
Main assistant devices: SMS bundle for cell 
phone or BIS for Blackberry

R60 per month (for data bundle) R60 per month

Skype Free Free
Hearing aid n/a Free from clinic or R7,000–

R30,000
Strobe-light doorbell R150–R1,500 R150–R1,500
Webcam and personal computer for SASL 
translation

R5,000–R15,000

Workplace
Assistant: sign-language interpreter R470–R550 per hour or R2,000–

R2,200 per day; generally provided 
by the employer unless self-
employed

It depends on individual, but not all 
the time, if at all

Travel to work No additional costs No additional costs
Healthcare
Healthcare visits Same as general population Same as general population
Assistant per consultation Usually an unpaid family member 

assists; if a professional sign-
language interpreter is required, 
then R245–R300 per hour

Unpaid family assistant for those 
with a lot of difficulty with hearing

Travel to healthcare consultations Double the fare Able to travel independently
Other
Hearing aid batteries n/a R30 (every two weeks)
Cleaning and repair of hearing aid n/a R1,500–R2,000
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appear to be the biggest challenge in this group, rather than the high direct costs associated with 
disability. 

Transport challenges experienced by deaf people could be greatly reduced by ensuring that all 
buses are equipped with functional ‘buzzers’ to allow the deaf person to alert the driver that they are 
getting off at the next stop. In taxis, however, this would be more difficult to regulate.

The most critical need identified was for sign-language interpreters to be stationed at healthcare 
facilities, which would enable deaf people to access healthcare independently. This would require 
careful planning by the Department of Health as sign-language interpretation is expensive. One 
possible solution could be employing deaf healthcare workers who, besides sign-language 
interpretation responsibilities, could provide training in sign language to immediate colleagues. 
Alternatively, one sign-language interpreter could be rotated between a number of clinics, and deaf 
patients scheduled to attend the clinics at particular times.

Appendix 3c: Costs for persons who are deaf-blind 
People who are deaf-blind in South Africa have increased costs related to transport, day-to-day 
assistance and communication. The participants in this group revealed that communication 
technology – such as computer and Internet access – is essential for deaf-blind people to enable 
them to communicate with the world. As one deaf-blind participant communicated:

Deaf-blind people need technology. In South Africa deaf-blind people are way behind. 
You get an institute like this [name] and they give support, but for those who stay at home 
they cannot really do much. They cannot afford technology, they cannot afford transport, 
they cannot afford assistance so they just ending up sitting at home doing absolutely 
nothing. They become very hopeless and their life does not progress at all. And they 
become isolated, their mind does not get stimulated so their mind ‘rots’. They are also 
often not involved in any activities whatsoever. 

Overview of costs
Table A3c.1 provides an overview of the costs for persons who are deaf-blind.

The computers needed for communication range in price and they need to be equipped with a Braille 
reader which costs between R20,000 and R30,000. An alternative is a BrailleNote Apex reader for 
about R8,000. The computer software needed for these computers can now be freely downloaded 
and is being increasingly used by the blind and deaf-blind community. Training in this technology is 
needed and is often provided by NGOs. Increased costs for Internet or cell phones also need to be 
considered, as the deaf-blind rely on them for communication. These technologies are unaffordable 
to most with costs that equate to approximately R700 per month over their five-year expected lifespan.

A person who is deaf-blind needs a full-time assistant who is a highly qualified sign-language 
interpreter for day-to-day activities. Depending on sign-language skill level, a full-time assistant 
would cost between R6,000 and R14,000 a month, which most people cannot afford. Consequently, 
a relative usually performs these tasks which incur opportunity costs for the family. The group did 
not report having to pay them for this – either in cash or gifts – as many other groups in the study 
did. This is probably because a dedicated caregiver (who is a close relative) provides most of the 
assistance.
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For a clinic or hospital consultation, people who are deaf-blind need to be accompanied by an 
assistant who is a fluent sign-language interpreter and who knows them well. This is most likely to 
be a relative as most people cannot afford the cost of a sign-language interpreter on a regular basis. 

People who are deaf-blind need to make more regular use of healthcare services than the general 
population (see Table A3c.2).

Public transport always involves a double fare. Additional costs of travel to work are estimated at 
R509 per month if using regular transport and R180 if using specialised transport. 

Self-employed deaf-blind people are bearing costs of reasonable accommodation for employment of 
between R7,000 and R14,000 for sign-language interpretation and/or a driver, as well as the costs of 
the technology described above.

Table A3c.1. Overview of perceived disability-related costs for people who are deaf-blind in South Africa, 2014

Item Costs Comments
Daily communication and care
Computer (varies with needs) R8,000 – R32,000 Computer with screen, Braille or APICS Blind 

reader needs replacement every 5 years 
Computer software NVDA R0–R6,000 NVDA available free of charge; costs incurred 

for alternative software 
Internet access and/or cell phone R600 –
Assistant (family member) R0 Opportunity cost 
Assistant (full-time, paid) R6,000–R14,000 per month Full-time; depending on skills level
Sign-language interpreter R2,200 per day As required
Driver R7,000 per month Full-time
Work
Assistant R6,000–R14,000 per month The amount of time depends on work; this 

can be a different person to the permanent 
assistant at home

Work accommodation Braille reader (see costs above) Should be covered by employer 
Travel work Double fare or R7,000 per month 

(permanent driver)
If working from home, no costs

Healthcare services
Health visits Regular visits or more Extra cost only when co-morbidities or some 

sensory function present
Assistant Yes (see values above) Usually this is a relative who has to take time 

off work for a day
Travel to clinic Double fare –

Table A3c.2. Additional disability-related healthcare visits for people who are deaf-blind

Number of visits
Clinic visits per month (medication collection) 1
Optometrist or ophthalmologist visits per year 2
Audiologist or hospital audiology visits per year 2

Range of services needed in the future 
The participants reported that a number of people who are deaf and blind access the disability grant 
of R1,360. Deaf-blind adults need assistance with their daily lives, transport and communication. 
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There was uncertainty as to whether households could also access the care-dependency grant 
(CDG). Financial support for assistance is, however, crucial considering that a relative would most 
likely have to stay at home and not be able to work at all. 

Access to technology and communication, as well as training on the use of it, is essential for this 
group and needs to be provided. The participants highlighted the need for institutes for young people 
and adults to provide education on how to use information technology. 

I would like to see an institute that helps deaf-blind people to do things with their lives … 
With good technology we can open the world for deaf-blind people, for example, there is 
a specifically designed laptop for deaf-blind people. They can access Facebook where 
they can interact with other people and have a support group. 

Support for mobility is also needed, as most people who are deaf-blind cannot use public transport 
alone; they also cannot walk alone. For example, when using public transport, the assistant could be 
allowed to travel free of charge. 

Table A3c.3. Estimated additional current spending (in Rands) for deaf-blind people under different sets of 
conditions (per month)
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Unemployed
Unpaid family assistant; no 
assistive devices

407.49 0 0 284.31 0 0 68.33 54.85

Unpaid family assistant; 
BrailleNote Apex reader, 
cell phone, Internet

860.82 453.33 0 284.31 0 0 68.33 54.85

Occasionally paid family 
assistant

1,568.32 703.33 0 614.31 0 0 195.83 54.85

Paid assistant; no SLI skills 3,610.82 703.33 2500 284.31 0 0 68.33 54.85
Paid assistant with SLI 
skills and driver’s licence

Min: 
7,703

703.33 7,000 0 0 0 0 0.00

Max: 
14,703

703.33 14,000 0 0 0 0 0

Employed
Unpaid family assistant 1,619.43 703.33 0 284.31 0 508.61 68.33 54.85
Paid family assistant 2,951.93 453.33 0 614.31 0 1,633.61 195.83 54.85
Paid family assistant; 
specialised transport

2,285 453.33 0 614.31 0 967.24 195.83 54.85

Self-employed
Full-time paid assistant Min: 

7,453
Min: 

453.33
Min: 

7,000.00
0.00 0 0.00 0.00 0.00

Max: 
14,453

Max: 
453.33

Max: 
14,000

0.00 0 0.00 0.00 0.00

Notes: The costs associated with paid family assistants are only captured as an additional cost associated with general travel and with 
accessing healthcare.

 Additional costs of travel (in general) are based on six journeys per month, in line with participants’ very limited travel due to 
unaffordability.

 SLI = sign-language interpreting
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Analysis shows that the provision of accessible, free transport to clinics and hospitals would mean 
that only 70% of the deaf-blind would need an assistant to accompany the person to healthcare and 
this would lead to savings of between R69 and R94 per person per month.

Estimates of the overall typical additional costs for the deaf-blind are summarised in Table A3c.3.

Appendix 3d: Costs for psychosocial disability 
The out-of-pocket costs of reasonable accommodation and assistance for those with psychosocial 
disability (also termed mental health or mental illness) from the expert group discussion were relatively 
low. They mainly related to rehabilitation, medication and supplements to reduce the side effects of 
medication for mental illness. 

The opportunity costs of psychosocial disability are, however, high (see Section 4.1.1). Costs borne 
by the participants, as reported in the discussion group are summarised in Table A3d.1. 

Table A3d.1 Perceived disability-related costs for people with psychosocial disability in South Africa, 2014

Item Costs
Daily care and support
Cell phone reminders R0, but people do require a cell phone
Assistant Few require assistance once stabilised on medication
Rehabilitation (cost per month) R870–R15,000 (for a period of 1–8 years)
Work
Assistant or trained supervisor Modified work environment and sensitised supervisor is needed to minimise stress
Travel to work n/a
Healthcare services
Health visits More frequent use of healthcare
Assistant per consultation Mostly unpaid family or friends
Travel Two fares
Other health-related costs R100 per month on medication and supplements to treat side effects of medication; 

costs of formula for mothers (breastfeeding is not possible whilst on medication)

Assistance 
People with psychosocial disabilities do not use or require assistive devices, beyond the use of 
cell phone reminders, but do require assistance with decision-making and managing finances 
when experiencing an episode of mental illness. Those who have co-morbidities, such as severe 
epilepsy, require more assistance than others. Once stabilised through treatment (and rehabilitated 
or reintegrated into society), people with psychosocial disabilities have little need for assistance in 
their daily lives. 

Many people need rehabilitation following initial diagnosis or relapse of illness. Such rehabilitation is 
available in the private sector or through NGOs and not through the state, and may involve several 
years of staying in an assisted-living environment. Most people return to their families once stabilised 
on medication and receive unpaid family assistance, when necessary. 
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Transport
People with psychosocial disability have less difficulty with transport than some other disability 
groups, as their mobility is not impaired. No use of specialised transport was reported in this group. 
In the analysis, it was assumed that 25% of people with psychosocial disability require an assistant 
to accompany them in general travel. An assistant is not required when travelling regular routes – 
for example, to work. As a result, there are no additional costs of travel to work, and low additional 
costs of travel in general. The side effects of medication make driving difficult, so there is increased 
reliance on public transport. Among those who are working there is increased reliance on drivers, or 
work opportunities are limited to those who do not require their own transport.

Healthcare
Most people with psychosocial disability reported needing an assistant when going to the clinic 
or hospital. The consensus was that, unlike other disability groups, there was little expectation of 
‘donations’ (lunch or a gift) to unpaid family assistants in exchange for once-off assistance and it was 
thus assumed to be ‘nil’ in the analysis. 

The additional costs of travel fares to the clinic or hospital are also low, as many people with 
psychosocial disability walk to the clinic (clinics are on average two kilometres from peoples’ homes 
in urban areas) and taxis are generally accessible. On average, the analysis (based on data from the 
consensus discussions) shows that people are spending an additional R12 per month on travel to the 
healthcare facility (for their assistant).

Use of healthcare is higher in this group than in many other disability groups as almost all of those 
diagnosed with mental health conditions are on chronic medication. In addition, there will be periods 
of extended hospitalisation during episodes of mental illness and increased use of dentistry is as a 
result of the side effects of medication. 

Table A3d.2. Additional disability-related healthcare visits for people with psychosocial disability

Number of visits
Clinic visits per month (medication collection) 1
Dentist consultations per year 3
Specialist consultations per year minimum of 2

Opportunity costs and reasonable accommodation at work
The opportunity costs of psychosocial disability are high and largely involve lost work opportunities. 
The consensus in the group discussion was that an episode of mental illness usually results in 
a person losing their job, if they are employed. Once stabilised on medication, many people are 
capable of returning to work. However, the side effects of medication limit work opportunities. People 
are often unable to drive or operate heavy machinery and a common side effect of medication is the 
inability to wake up early enough to get to work at the normal starting hour. Work hours will often 
need to be adjusted (or reduced), which many employers are not prepared to do. 

A very structured, calm working environment is needed with quiet workspaces and limited distractions 
in order to reduce stress and prevent relapse. A slower pace of work and working on one task at a 
time is required by some. This limits the work opportunities available to someone with psychosocial 
disability. Many resort to self-employment in which they can determine their own work environment 
and hours, but this can lead to reduced earnings. 

Very few reasonable accommodations are made in the workplace, as most people do not disclose 
their disability because it is believed that disclosure will lead to losing one’s job. 
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Range of services needed
The biggest challenge in this group appears to be increased awareness among employers for the 
accommodation of psychosocial disability. Stigma appears to be the greatest barrier to employment. 

Literature also shows that many mental health illnesses are not identified and, even if they are, 
not enough mental health services are available. Research shows that there are too few mental 
healthcare service providers in South Africa to meet the treatment needs. 

There is a need for state-sponsored (low-cost) rehabilitation centres for those with psychosocial 
disability, as most rely on disability grants for income and cannot afford rehabilitation in private 
sector centres. Furthermore, mental health needs to be mainstreamed into primary care. Currently, 
Primary Care 101 is being piloted in South Africa, which integrates mental health into primary care 
[A3d.1]. The pilot project also shows how mental health interventions for depression (one of the 
most prevalent mental health conditions) can be provided using a task-shifting model [A3d.2, A3d.3]. 
These interventions need to be evaluated on a larger scale (e.g. current Cobalt trial) and support for 
upscaling also needs to be found.

Table A3d.3. Estimated additional current spending (in Rands) for psychosocial disability under different sets 
of conditions (per month)

Condition Total

Assistant 
for daily 

living
General 

travel
Accommodation 

at work

Assistant 
to access 

healthcare

Travel to 
healthcare 

facilities Other
Unemployed; unpaid family 
assistant

26.02 0.00 13.94 0 0.00 12.08 102.51

Unemployed; occasionally 
using a paid assistant

149.17 0.00 13.94 0 123.15 12.08 102.51

Employed; unpaid family 
assistant

26.02 0.00 13.94 No direct costs; 
high opportunity 

costs

0.00 12.08 102.51

Employed; living in a private 
rehabilitation facility

896.02 870.00 13.94 No direct costs; 
high opportunity 

costs

0.00 12.08 102.51

Self-employed; working from 
home, part-time paid assistant 
or driver

1,512.08 0.00 0.00 1,500.00 0.00 12.08 102.51
4,200.00 0.00 0 4,200.00 0.00 0.00 102.51

Savings through provision of 
free specialised transport to 
hospital and/or clinic

Min: 
-12.08

Max: 
-76.90

Note: The savings per month through provision of free specialised transport to the clinic assumes that the provision of this transport 
reduces the need (from 70% to 50%) for assistance when going to the clinic. It does not reduce the assistance needed when 
travelling to the hospital.
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Appendix 3e: Costs for people with autism 
People with autism can be separated into two main groups: those with low- and those with high-
functioning autism. The severity of the condition determines the costs related to it, which are mainly 
associated with assistant devices and caregiver support. 

People with high-functioning autism are as able to contribute to the labour force as any other person, 
and might only require extra health visits and reasonable accommodation in the workplace. People 
with low-functioning autism often need a full-time caregiver. Carers of people with autism, however, 
need to be qualified or have experience with autism (if they are not relatives) and are therefore often 
more expensive than general support or care staff, costing between R3,000 and R6,000 per month. 
If families cannot afford these fees, a relative usually has to stay at home and fulfil this function. 

The participants reported that people with autism who are high-functioning can usually live a 
relatively ‘normal’ life. Supervisors at the workplace, however, need to be sensitised and the required 
communication technology provided, such as a computer and software that are more expensive. 
This is, however, more likely to be covered by the employer. 

People with low-functioning autism experience greater challenges and often do not manage to 
integrate into the regular workplace; some attend a day-activity centre for about R500 per month. 
They can access the disability grant of R1,360 per month. Participants explained that people with 
autism might incur increased healthcare-related costs if they have to visit health facilities frequently, 
for example, for medication or psychological services (see Table A3e.2), and if they need a caregiver 
to accompany them. 

Table A3e.1. Overview of perceived disability-related costs for people with autism in South Africa, 2014

Item High-functioning autism Low-functioning autism
Daily care and support (per month)
Assistant or care attendant n/a R3,000–R6,000 
Work
Assistant (per month) n/a As above
Accommodation R2,000–R6,000 computer, with good 

graphics design
R500 per month protective day-activity centre

Travel n/a Double fare
Health services
Health visits n/a Increased visits 
Assistant n/a R35–R60 an hour, with an average visit of 

four hours 
Travel clinic n/a Double fare

Table A3e.2. Additional disability-related healthcare visits for people with autism

Number of visits
Clinic visits per month (medication collection) 1
Health practitioner visits per year 2

Range of services needed
People with high-functioning autism need support for increased health-related costs, such as 
medication and clinic visits, and for information technology. If the employer does not carry these 
costs, they should be considered in the tax rebate process. 
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People with low-functioning autism experience additional costs if a full-time caregiver is needed. This 
includes the direct or opportunity costs of the caregiver, as well as the extra transport costs to clinics 
or other health facilities. As people in this group do not often participate in the regular workplace, 
protective workshops or day-activity centres seem to be a useful alternative. In some urban areas, 
such centres do exist. In rural areas, people with low-functioning autism usually stay at home. 

Innovative ideas need to be developed on how to integrate people with low-functioning autism into 
work or community activities. This could include support or activity groups. Very little is known in 
rural areas about suitable approaches for this group of people. Baseline research is needed. 

Furthermore, participants highlighted that many people with low-functioning autism (particularly in 
rural areas) did not have or had delayed access to education because of developmental delays 
related to self-care. This points to the need for early intervention using established tools for children 
with autism, for example, a picture toilet-training tool or various mid-tech devices that are available 
for this purpose.

Teacher and caregiver training and education are also needed. Support groups could be a possible 
entry point. 

Appendix 3f: Costs for people with epilepsy 
People with epilepsy incur costs mainly related to increased healthcare-related visits and, to a smaller 
extent, caregiver support and transport. 

Healthcare
In general, medication for epilepsy is covered by health insurance or public health services. Participants 
indicated that many of them receive their medication free of charge, but that they need to collect this 
medication from the clinic or pharmacy once a month, which often means a separate trip to the clinic, 
thus incurring extra costs in time and travel. These costs are exacerbated by inadequacies of the 
system, as participants explained: 

It is also very time-consuming as public healthcare facilities are often characterised by 
long queues and unavoidable delays. In addition, people with epilepsy (especially in 
rural areas) rely on primary healthcare clinics or facilities for their medication and can be 
confronted by lack of stock necessitating a second or even third trip to the clinic. Some 
people just get told – especially in the rural areas – if the clinic or hospital does not have 
the medication, that they must buy it themselves. The person getting a disability grant 
ends up spending R400–R600 on the medication as they do not want their seizures to 
increase.

Participants also explained that they might have to use emergency services frequently – between 
one and five times a year if a person’s epilepsy is not completely under control by the medication. In 
such cases, either private transport or an ambulance has to be used. One respondent explained that 
an ambulance can be very expensive; his family tries not to use it anymore as they had been invoiced 
about R3,000 for its last use. (It was not clear whether this was a private ambulance.)

General travel
People with epilepsy should be able to travel on their own and use public transport. However, in some 
cases epilepsy is not well controlled, and people might not feel comfortable using public transport 
and certainly should not drive a car. One sector representative highlighted the risk that can be 
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associated with the use of public transport by a person with epilepsy: “During a seizure (which can 
easily happen ‘unannounced’), the person is unaware of his/her surroundings and often falls victim 
to assault, robbery and even rape!” Hence, a person with epilepsy may depend heavily on other 
people to provide transport or travel with them as an assistant, both of which incur costs. In this 
regard, e-tolls were highlighted as an additional barrier for people with epilepsy. In addition, their own 
transport association is not exempt from paying them. 

Work-related costs
People with epilepsy predominantly require trained supervisors; adjustments to health and safety 
considerations, and to the workstation (e.g. computer screen or cushions); support from staff; and the 
availability of a suitable restroom in case of a seizure. The employer usually carries the costs associated with 
these. Participants highlighted the challenges of employers’ attitudes and their lack of understanding, 
in particular with respect to sick leave: 

The responsibility to collect medication on a regular basis (usually monthly) often means 
that the person needs to take leave, as many employers do not view this as sick leave. 
In this way, the employee’s leave is easily eroded (an indirect cost, which can contribute 
significantly to quality of life). In some cases (from online counselling), people living with 
epilepsy were also told that they exceeded their sick leave and that money will now be 
deducted from their salaries.

Table A3f.1. Overview of perceived costs for people with epilepsy in South Africa, 2014

Item Costs Comments
Daily care and support
Assistant n/a Only needed in case of a seizure
Work
Trained supervisor n/a Should only be an additional cost for training supervisor
Work accommodation, restroom, 
adjusted computer screen or lighting

n/a Should be covered by employer; only applicable if self-
employed

Travel to work Can be higher When epilepsy is not well controlled, people do not dare to 
take unaccompanied public transport 

Health services
Health visits Increased 

visits 
Need to pick up medication at least once a month and may 
have emergency and/or extra health-professional visits

Medication R400–R600 If not covered by clinics, or stock runs out
Assistant R200 per day At times; usually a relative who takes time off work for one day 

per visit
Regular travel Double fare At times, for assistant
Emergency R450–R3,000 Private vehicle cheaper 

Table A3f.2. Additional disability-related healthcare visits for people with epilepsy

Number of visits
Clinic visits per month (medication collection) 1
Health practitioner visits per year 2
Emergency visits per year 1–5
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Range of services needed
Participants reported that a number of people with epilepsy make use of the disability grant of R1,360. 
However, one representative highlighted that: 

Access to disability grants varies from province to province. It is especially difficult for a 
person with epilepsy to obtain approval for a disability grant in the Eastern Cape as many 
medical practitioners do not view this as a disability. 

The participant explained that they have highlighted this with both the Department of Social 
Development and the South African Social Security Agency (SASSA) in order to motivate for staff 
training and sensitisation.

Many people with epilepsy can be employed, provided their needs are accommodated. These 
reasonable accommodation needs are very well described in Epilepsy South Africa’s guidelines 
for reasonable accommodation [A3f.1]. In severe cases, ‘sheltered employment’ might be needed. 
In other cases a learnership provides a good entry point to obtain some work experience before 
entering the general labour market. Sensitisation and training of staff seem to be the main needs to 
provide reasonable accommodation for people with epilepsy. 

Some people with epilepsy might also need support with transport if their seizures are not well 
controlled. Mobility support could, for instance, be provided in the form of free travel for an assistant, 
e-toll exemption, etc. 

References
A3f.1. Epilepsy South Africa, Reasonable Accommodation Guidelines: An instructional guide to 

reasonable accommodation for people with epilepsy. Epilepsy South Africa, Cape Town, 
2012.

Appendix 3g: Costs for people with physical disabilities 
People with physical disabilities are a diverse group for which out-of-pocket expenses are very 
difficult to generalise. For the purpose of this study, three severity categories have been used as 
examples (only) to identify possible cost differences:

1. People who have a great deal of difficulty walking (e.g. mild cerebral palsy); 
2. People who cannot walk at all (e.g. paraplegia or mild quadriplegia); and 
3. People who cannot walk, have severe physical challenges and need a full-time care attendant 

for up to 24 hours a day (e.g. severe cerebral palsy, severe quadriplegia). 

The costs will vary widely between these three categories. The participants identified various cost 
factors, which are summarised in Table A3g.1. 

The main costs are associated with assistive devices, transport and caregiver support. 

Assistive devices and caregivers
In resource-poor groups, very few devices were identified so the costs related to the needs of this 
group are probably much higher than this study could identify. Participants reflected that some people 
access assistive devices, such as crutches and standard wheelchairs, through clinics. However, this 
does not seem to reach everybody adequately as there were numerous people without or with the 
wrong size wheelchair. 
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Anticipated costs for assistive devices for people with the most extreme degree of physical disability 
are exceptionally high, as they need to be individualised for their specific needs. This group also has 
high costs for care attendants. One respondent, for instance, explained “severe quadriplegics may 
not survive the day without a care attendant”. 

For most households, the cost of two rotating care attendants is too high and family members carry 
out this function at the expense of being employed. Without proper equipment and training, lifting a 
person with disability also carries the risk of long-term injury (e.g. back injuries). 

Additional transport costs
While people with Category 1 disability have low additional transport costs, people in Categories 
2 and 3 have significant additional costs. A few transport networks are accessible to people with 
physical disabilities – such as Gauteng’s Gautrain and Rea Vaya buses, Cape Town’s MyCiTi and 
MAN buses, and the Durban’s Sukuma buses. Most areas, however, have only minibus ‘taxis’. 

A wheelchair user can access public transport, but needs space for the wheelchair and possibly 
for an assistant as well. This means he/she will be charged three fares. In addition, drivers of public 
transport were described as ‘impatient’. An alternative is Dial-a-Ride, which would be much cheaper, 
and was seen as affordable and an excellent alternative. However, some participants also described 
it as unreliable or difficult to get on the Dial-a-Ride list. Ad hoc travel was described as expensive or 
impossible. 

The problem with the public transport is that people don’t want to use it because the 
drivers of the buses and taxis have no patience. A person like [name, Type 1] take some 
time to get into the taxi, it is not easy for [x] to get up this step. This includes the taxis, 
buses and trains. 

Healthcare costs
Additional costs are also incurred on healthcare consultations. People with physical disabilities are 
very likely to have more frequent visits to health facilities for check-ups, collection of medicine and 
incontinence products, and to address complications such as pressure sores or other health issues 
(e.g. diabetes, kidney complications). Many would use an assistant for such visits, which increase the 
costs of each healthcare visit. Some groups reduced costs for the regular collection of medications 
and incontinence products by using one person to collect these routine items for several people at the 
same time. 

For all other visits, people in Category 2 might need to pay two or three fares (for a wheelchair and 
an assistant), while people in Category 3 need special transport. The cost of Dial-a-Ride is high in 
the case of ad hoc travel, as they do not offer regular transport to any of the clinics or hospitals. In an 
emergency, Dial-a-Ride cannot be used; costs then might be extremely high. 
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Table A3g.1. Overview of perceived costs for people with physical disabilities in South Africa, 2014

Item
Severity categories1

1 2 3 
Daily functioning and care
Wheelchair (5 years) Yes; sometimes provided 

by clinic
Yes; sometimes provided 
by clinic

Yes; high costs for 
sophisticated wheelchair 

Wheelchair cushion Yes Yes Yes; special cushion
Grab rails in bathroom Yes Yes No
Lifter or hoist No No Yes
Home adjustments For example, railings on 

stairs, ramps into house
Costs vary Costs vary; can be a great 

expense
Personal devices: mouth mouse 
and splint

No Yes Yes

Assistant Required per trip or per 
day

Required per trip or per 
day

Person needs at least 
two full-time assistants 
to rotate (often a family 
member)

Work
Assistant per month No Assistant may be needed 

for specific tasks
Person needs at least 
two full-time assistants 
to rotate (often a family 
member)

Work accommodation (general 
accessibility provided by work)

Yes Yes Yes

Extra wheelchair No No Might require a reclining 
wheelchair

Personal computing devices: 
mouse splint

No Yes Yes 

Travel to work
Disability disk once-off

Maybe special transport 2–3 fares or special 
transport – cheapest 
options would be Dial-a-
Ride 

Only special transport can 
be used

Disability disk (every 3 years; 
KwaZulu-Natal)

Yes Yes –

Healthcare services
Number of healthcare 
consultations 

Regular (more if co-
morbidities)

More frequent health visits Many more healthcare 
consultations

Assistant Required per trip Required per trip Required
Travel clinic visits Regular 3 x fare Special transport required
Emergency visit No Special transport required Special transport required

1 Severity categories:
1 = People who have a great deal of difficulty walking. 
2 = People who cannot walk at all (e.g. paraplegic or mild quadriplegics).
3 = People who cannot walk at all, need a full care attendant for 24 hours a day (e.g. severe quadriplegics).

Table A3g.2. Estimated numbers of additional healthcare visits for four cases of physical disability

Person using 
crutches or 

callipers 

Paraplegic 
(spinal-cord 

injury)

Independent, 
moderate 

quadriplegic
Severe 

quadriplegic 
Clinic visits per month (incontinence 
products/medication collection)

Depends on co-
morbidity

1 1 1

Specialist consultations per year 4 4 4 4
Physiotherapy consultations ? ? ? ?
Consultations to general hospital doctor 
per year

4 4 4 4
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Range of services needed
People with physical disabilities can access the disability grant of R1,360. Some families can also 
access the care-dependency grant (CDG) of R810. Participants also indicated that home owners can 
also access a grant of R60,000 to adjust their home environment and claim the costs back through 
a tax rebate; these people, however, would have to be earning a taxable income.  

In general, people with physical disabilities need to cover costs for assistive devices, transport 
and caregivers. Current structures of access assistive devices need to be improved. In some 
cases, people might need support in identifying their needs and adjusting devices to their physical 
requirements. Community caregivers need to be equipped with knowledge to assist with this. The 
number of rehabilitation professionals and services also need to be increased. 

South Africa already has some innovative networks providing accessible transport. These initiatives 
need to be scaled up. In the interim, a mobility allowance might provide a solution for people who 
cannot access public transport. Such an allowance needs to consider the actual travel costs, as well 
as additional costs such as the acquisition of a ‘disability disk’ for cars, the driver’s time and toll fees. 

People with severe physical disabilities, such as severe quadriplegics, have very high needs for care 
attendants. Ideally, persons with such severe disabilities should get the education and support that 
would enable them to earn an income and live an independent life. However, for many this is not the 
case and their lives depend on being able to afford the costs of having a carer, and therefore they 
opt to live in institutions or communal villages. Participants explained that in this case they do not 
receive the disability grant, but their needs are taken care of by the institutions (at the expense of 
their independence), which is for many their only option. 

Appendix 3h: Costs for people with intellectual disability 
Caregivers of adults with moderate intellectual disability were engaged in an expert group discussion. 
They revealed that households with a person with intellectual disability have high opportunity costs, 
due to the large burden of unpaid family caregiving and supervision. The additional direct costs to 
such households are largely in the form of additional transport costs, as a person with moderate or 
severe intellectual disability can seldom travel alone. 

Participants explained that many people with moderate intellectual disability do not receive disability 
grants, as doctors do not view their challenges as a disability. This increases the economic vulnerability 
of these households. 

Respondents reported little use of assistive devices – only ‘talking’ watches on cell phones and 
‘educational toys’. 

Grants are more readily obtained for those with severe rather than moderate intellectual disability. 
Home modifications up to R60,000 would be funded by the state in very specific circumstances for 
people with severe intellectual disabilities.

Caregiving
The need for caregiving and supervision varies tremendously. Many people with moderate intellectual 
disability require continuous supervision, and as one participant explained, they “cannot be left alone 
safely”. The need for supervision increases with severity of disability and depends on co-morbidities, 
such as epilepsy. All persons with intellectual disability require assistance with decision-making 
and budgeting, and almost all are supervised by an immediate family member, usually a parent, 
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grandparent or sibling if the parents are deceased. Generally there is one dedicated assistant, who 
knows how to care appropriately for the person with intellectual disability. As one caregiver explained: 

If I had to send my daughter to a shop, she won’t be able to buy clothing for herself, 
because she does not know how to budget, how to count monetary value and things like 
that. Even if she has to go to a place she is familiar with, she needs assistance. I have 
to take her there and back, and regarding some duties that need to be done at home like 
cooking and everything, it is very difficult to leave her to do things independently, and 
also she would not be able to fill out documents. 

There is little to no direct spending on caregiving, but the opportunity costs are very high. The 
caregiver cannot work, other than for small amounts of ad hoc work that can be done from home 
whilst supervising the person with disability.

Travel
Most people with intellectual disability rely on public transport. It is estimated that typically a 
household with a person with intellectual disability is currently spending an additional R186 per 
month on general disability-related travel costs (fares only). The practice of paying an assistant to 
accompany the person is not the norm within this disability group, as one really has to know the 
person well. A caregiver of a child with intellectual disability described her situation:

You have to take the child wherever you go. That becomes a problem because if you 
have to go to funerals you have to take your child with you and people will say your child 
is naughty and all that. At times you don’t go to such events because your child will 
be troublesome. In fact you become antisocial because most people will just sensitise 
[sensationalise] the situation. I also just want to highlight the issue of transport – that it 
depends on the speciality or the care that your child needs. 

Healthcare
Households with a person with intellectual disability bear additional transport costs when accessing 
healthcare, as they have to pay an additional fare for the assistant. This amounts to approximately 
R10 per month. 

Caregivers reported that there were no special adjustments at the clinic or hospital to accommodate 
the needs of those with intellectual disability. There were reports that if a person with moderate 
intellectual disability goes to the clinic or hospital alone, they would not get attended to or are not 
understood by the healthcare workers. Again, there were no reports of payment of family assistants. 
Several respondents mentioned that the person with disability would refuse to go with anyone but 
their main caregiver.

The frequency of healthcare consultations in this group might be slightly higher than the general 
population (Table A3h.2). 

Workplace
Costs related to reasonable accommodation at work are unlikely to be borne by people with an 
intellectual disability. Employment might be found in family businesses. In such cases, the cost of 
accommodation (largely relating to the costs of supervision) would fall on the household. These 
costs could not be estimated in this study. 
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The additional cost of travel to work would vary from R248 to R810 per month. The larger amount 
is in the case of a paid assistant to accompany the person to work, and is unlikely to be a typical 
practice. 

Table A3h.1. Overview of perceived monthly disability-related out-of-pocket costs for people with intellectual 
disability in South Africa, 2014

Item Costs Comments
Daily care and support
Assistant Unpaid Needs vary, but most require almost full-time 

supervision
Work
Accommodations at work Accurate estimates could 

not be obtained 
Travel to work One additional fare Many don’t appear to know about discounts 

for SASSA grant recipients on municipal 
buses

Health services
Health visits Increased visits See Table A3h.2
Assistant Usually unpaid Usually provided by the main caregiver 
Travel to healthcare facility One additional fare Always accompanied

Table A3h.2. Additional disability-related healthcare consultations for those with intellectual disabilities

Estimated of number visits
Clinic visits per month 1
Hospital consultations per year 1

Range of services needed
Increased employment opportunities for people with intellectual disabilities are key. Learnership, 
sheltered employment and disability employment assistance services need to be strengthened. 

Increased travel costs were reported as the largest direct costs associated with this type of disability. 
These costs could be reduced in a number of ways: 

• A system whereby the assistant travels at a reduced rate (or free) when accompanying the person 
with intellectual disability. Free transport for the assistant could reduce the household’s out-of-
pocket costs by between R180 and R438 per month.

• The provision of free transport to the healthcare facility for people with intellectual disability and 
their assistant would lead to savings of R9,60 per month.

• The extension of specialised transport services – such as Sukuma or Dial-a-Ride – to those with 
intellectual disabilities could lead to savings of between R167 and R729 per month.

By far the greatest costs to these households are the opportunity costs for the caregiver. Disability 
grants need to be made more accessible to this group of people, while the care-dependency grant 
(CDG) could be used as a buffer for the caregiver. However, if people with intellectual disability find 
safe spaces in the work environment, this would free at least part of the caregivers’ time, which would 
enable them to earn an income. 
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Appendix 3i: Costs for children with disabilities 
Households of children with disabilities incur a number of costs related to assistive devices, caregiver 
support, schooling and travel. 

In the discussion groups, caregivers from resource-poor backgrounds were not aware of available 
assistive devices beyond wheelchairs, crutches and blind canes and consequently provided very low 
estimates of their needs. Furthermore, saturation was not reached for this part of the study; it was 
only possible to scratch the surface and identify some of the major cost factors. 

Assistive devices
Different disability types are associated with different types of costs. For instance, children who are 
deaf or who have intellectual disabilities may not need assistive devices. However, children with 
hearing or visual impairments, those who are blind and those with physical impairments do need 
assistive devices. 

Assistive devices such as standard wheelchairs are provided free of charge from the clinic. Some 
software is made freely available via the Internet; for example, since January 2014 Microsoft Office’s 
(2010 or later) screen-reading software for people with visual impairments has been available free of 
charge [A3i.1]. However, should the child need a Brailler, the family would have to purchase it  [A3i.1]. 

Wheelchairs need to be replaced more frequently for children than for adults, as children are still 
growing. If a child needs a specialised wheelchair, the expenses are often carried by the family or 
medical aid (if available). There is a wide range of prices in paediatric wheelchairs depending on 
individual needs. 

Children with autism might need access to information technology and communication methods with 
visual prompts. Some people use second-hand computers or receive donations. 

Some children with disabilities require a special diet or food, which might increase costs to the family. 

Providing care
Young children with disabilities need a dedicated caregiver, like any other child, but the caregiving 
needs of a child with a disability do not necessarily decrease as the child gets older. Children 
with severe disabilities might need a full-time caregiver as they need assistance with self-care, 
communication, mobility, positioning and additional healthcare. Often care is provided by a family 
member who then cannot work. Care workers come at an additional cost, which depends on the type 
and severity of the child’s disability. A caregiver might just be required for a day from time to time. 
However, for children who have more severe physical disabilities, autism or those who are deaf-blind, 
a specialised care worker would be needed – probably on a full-time basis.. Parents mostly provide 
the care, as one of a child with intellectual disability explained: 

I cannot work at all. It takes somebody full-time … if I pay somebody this is regulated by 
the standard for South Africa and that is by government, the union, the rights. I cannot 
pay a person under the amount of R150 a day. People don’t work for R100 anymore. 

Schooling
Most children with disabilities in this study attend schools. However, participants revealed that those 
with severe intellectual or physical disabilities and those with low-functioning autism often do not go 
to school at all, or remain in day-care centres. Participants explained that these children often have 
delayed development of self-care skills and use nappies. Schools were perceived as not having 
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the resources to accommodate incontinence. One participant – the facilitator of an early childhood 
intervention centre and mother of a child with autism – explained these inter-linkages in detail: 

First of all, crèches don’t want them … if they are still in nappies, because it is more time 
consuming. The potty-training is difficult because the child cannot communicate when it 
needs to go to the toilet. In disadvantaged areas it is worse because they don’t have a 
toilet or the toilet is kilometres away [exaggerated, to make a point] and one has to use 
a bucket. And to get somebody who has sensory or anxiety disorder to use a bucket is 
difficult. Also explaining and communicating with children who cannot talk is difficult. 
That is why we use the special sequences [picture cards]. If you cannot get them potty-
trained then even the specialised schools (e.g. autism) … don’t want to take children in 
nappies either. So a lot of them don’t go to school and sit at home with their parents. For 
the schools, it is time and convenience. If you have 30 to 40 kids in the class [special 
schools, however, have less] and you must still change a child’s nappy and they may also 
scream and throw a tantrum, it is a whole episode of extra factors that the teachers don’t 
want to deal with. 

The data shows that in order to deal with these issues in the school setting some parents pay extra 
for a full-time assistant for their child (see Appendix 6 for examples of special schools). 

South Africa has an inclusive education policy. However, many parents would prefer to send their 
children with disabilities to special schools if they were available. Questionnaire data revealed that 
where parents send their children to mainstream schools, the costs of reasonable accommodation 
fall largely on the family. For example, the family might be expected to provide a one-on-one assistant 
for their child and special seating or standing frames if the child needs these. Alternatively, some 
caregivers opt for homeschooling. The homeschooling curriculum, however, also comes at an out-of-
pocket cost and a family member or tutor has to spend time on lessons and preparation. 

Schools for children with physical, visual and hearing impairments are mostly located in urban areas. 
Schools for children with intellectual disabilities are more scattered and often cater for children with 
different types of disabilities. Hence, a number of children with disabilities from rural areas are sent 
to boarding schools. 

School fees vary widely in South Africa. Schools for learners with special needs (LSEN) have higher 
costs, and so school fees are likely to be higher than for mainstream schools. 

Most learners with severe disabilities need to use a modified school vehicle to get to school, incurring 
extra costs even in an urban area. In a rural area, monthly trips might have to be paid if the child 
goes to a boarding school, with the cost depending on the distance. Some LSEN schools do not have 
modified vehicles. 

Transport
Apart from transport to school (above), transport is required to attend healthcare consultations, 
including therapy. Transport to healthcare facilities can also carry extra expenses depending on 
whether the child can access public transport, if the nearest clinic is accessible or if a trip to a 
specialist has to be made. 

People from poor communities only identified trips to the clinic or to pick up medication. Some 
parents of children with intellectual and physical disabilities reported receiving one 20-minute therapy 
session per month at the central hospital. However, most children with disabilities need various 
therapeutic interventions, such as speech therapy, physiotherapy and occupational therapy. Based 
on participant comments, it is assumed that one therapy session per month is essential to boost 
development, and to prepare and keep children with disabilities successfully in school. The travel 
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Table A3i.1. Example of perceived costs for children with selected disabilities in South Africa, 2014

Item Deafness Blindness Severe physical impairment 
Intellectual 
impairment 

Daily functioning and care 
Main assistive 
devices 

Learning of a 
sign language; 
hearing aids (either 
free from clinic, 
otherwise out-of-
pocket cost)

Cane; Braille reader 
(school expense); 
audio books (free) 

Standard wheelchair every 
second year (sometimes 
provided by clinic; cost 
depends on whether it is 
standard, lightweight or 
motorised); walker; standing 
frame; range of costs for home 
adjustment 

Educational toys; 
special lessons 

Assistant (paid 
caregiver, if one is 
used) 

Yes Yes Yes Yes 

Hygiene (e.g. 
nappies) 

No No Yes Yes

Special food or diet No No Difficult to estimate Difficult to estimate 
School-related costs (monthly) 
Assistant No No Possible if child has self-

care developmental delays 
or requires frequent re-
positioning 

Possible in 
combination with 
autism 

Accommodation 
and support

Yes, school Yes, school Yes, school Yes, school

School bus per 
month

Yes Yes Double fare for wheelchair Double fare for 
wheelchair

School fees per 
month

Depends on school Depends on school Depends on school Depends on school

Boarding fees per 
month

Yes, if rural Yes, if rural Yes, if rural Maybe, if rural 

Healthcare services
Health visits Regular Regular (increased 

if optometrist 
necessary)

Increased Regular (increased 
in combination)

Assistant per trip or 
per day

Unpaid family 
caregiver

Unpaid family 
caregiver

Unpaid family caregiver Unpaid family 
caregiver

Table A3i.2. Additional possible disability-related healthcare visits for children with severe disabilities

Deafness Blindness Physical impairment
Intellectual 
Impairment

Clinic visits per month for 
incontinence products 

None None 1, if using nappies 1, if using nappies

Clinic visits per month for 
medication 

Differs depending 
on health of child

Differs depending 
on health of child

1 1, if there are other 
co-morbidities

Specialist consultations per 
year 

2 2 2 2

Therapy sessions per month 1 1 1 1
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costs for attending therapy vary widely, depending on the child’s disability, age and location of the 
provided therapy (sometimes only at a centralised venue, which makes it prohibitive). 

One participant revealed that patient-transport vehicles serving their areas are not able to transport 
older children in motorised wheelchairs.

Furthermore, these visits take the caregiver’s time, as the mother of a child with physical disability 
illustrated: 

You would lose income … if you go with the child to an appointment it is much easier, but 
if you take the child without an appointment it takes you most of the day from 7 o’clock 
to 4 o’clock. … For instance, if you have an appointment with a public clinic or hospital, 
you must go there early … 7 o’clock, and then you must go through all their procedures. 
There, by 3.30 or 3.45 you get out, because you must go to the room, you must see the 
doctor, you must go to the waiting room, you must go to the prep room, etc., etc. So that 
whole time is taken from the parent. 

Range of services needed
Currently, households of children with mild to moderate disabilities can only access the same child-
support grant of R310, as any other household. Households of children with severe disabilities can 
also access the care-dependency grant (CDG) of R830, if the caregiver earns less than a certain 
income. These are mainly households with “children with physical and mental disabilities” [A3i.2]. 

From the discussions with expert groups, caregiver support, accessible transport to schools, hospitals 
and clinics, and access to education seem to be the most critically needed services. Healthcare 
services for children with disabilities are fairly centralised, while transport to hospitals appeared to 
be critical because it is prohibitively expensive in some cases. 

In order to reduce excessive waiting times (and thereby costs), dramatic operational changes are 
needed in the clinic and hospital appointment systems. Patient behaviour such as non-compliance 
with scheduled appointments that have been made, and transport to hospitals also need attention. 
A system of triage in which prioritisation is given to children with disabilities, rather than the current 
system of ‘first come, first served’, and/or providing transport in the late morning are two steps that 
would help minimise the costs to caregivers.  

In addition, in order to enable successful schooling, early intervention and access to rehabilitation 
services is crucial. Children with severe disabilities, those in rural areas and those with self-care 
problems, in particular, need more accessible education. A number of children are perceived as 
‘not ready’ for school as their self-care needs are too high. In many cases, this would have been 
prevented with early intervention, parenting support and therapy. Where this is unavoidable, schools 
need extra support in the form of caregivers, nappies and incontinence products, changing facilities, 
medical waste removal and special food so that they can accommodate these learners. Teachers 
and assistants also need to be trained on how to educate these children and to use established tools 
and methods.

References
A3i.1. South African National Council for the Blind [SANCB], Living with Sight Loss, SANCB, 

<http://www.sancb.org.za/categories/living-sight-loss/assistive-devices-and-technology>, 
accessed August, 2014. 

A3i.2. De Koker, C., L. de Waal and J. Vorster, A Profile of Social Security Beneficiaries in South 
Africa, Vol. 3, University of Stellenbosch, Stellenbosch, 2006.



| 104 |

Appendix 4. Support – assistive devices, tools and funds for adults – 
with examples of different types and severity of physical disability

Table A4.1. Assistance that makes up the basic package of support offered by the State to adults with 
physical disability

Category Devices, tools and support provided
Using crutches or callipers to assist with walking; relies 
on public healthcare to provide these devices

•	 Crutches	and	callipers	freely	provided	by	clinic
•	 An	average	cost	for	installing	grab-rails	in	the	bathroom	
and	commode	

•	 Incontinence	products	freely	provided	by	clinic
•	 Railing	installation	on	both	sides	of	a	staircase	at	home	(up	
to	10	metres	in	length)	

•	 Small	doorstep	ramp
Using	a	wheelchair,	at	times,	for	mobility;	does	not	rely	
on public healthcare provision

•	 A	standard	wheelchair	
•	 An	average	cost	for	installing	grab-rails	in	the	bathroom	
and	commode	

•	 Incontinence	products	freely	provided	by	clinic
•	 Railing	installation	on	both	sides	of	a	staircase	at	home	(up	
to	10	metres	in	length)	

•	 Small	doorstep	ramp
•	 Costs	of	a	wheelchair	cushion,	lap	strap,	wheelchair	
servicing,	replacement	tyres	and	tubes	

Paraplegic	(using	a	wheelchair	as	main	mobility	
device);	relies	on	public	healthcare	provision;	able	to	
access	home-modification	grant	

•	 Costs	of	wheelchair	cushion,	lap	strap,	wheelchair	
servicing,	replacement	tyres	and	tubes

•	 Cost	of	gloves	
Paraplegic	(using	a	lightweight	wheelchair	as	main	
mobility	device);	does	not	rely	on	public	healthcare	
provision;	unable	to	access	home-modification	grant

•	 Cost	of	a	lightweight	wheelchair
•	 An	average	cost	for	installing	grab-rails	in	the	bathroom,	
commode	and	modified	bathroom,	and	incontinence	
products	(paid	by	self)

•	 Incontinence	products	paid	by	self
•	 Small	doorstep	ramp
•	 Costs	of	wheelchair	cushion,	lap	strap,	wheelchair	
servicing,	replacement	tyres	and	tubes	

•	 Cost	of	gloves	
Independent,	moderate	quadriplegic	using	a	motorised	
wheelchair	and	own	modified	vehicle

•	 Cost	of	motorised	wheelchair
•	 Replacement	batteries	for	wheelchair	every	second	year
•	 Modification	to	vehicle
•	 Either	fully	accessible	bathroom	or	grab-rails	in	bathroom	
or	commode	in	bathroom

•	 Two	doorstep	ramps	in	home
Severe	quadriplegic;	relies	on	public	healthcare	
provision	of	assistive	devices;	able	to	access	home-
modification	grant

•	 Home	modifications	and	mobility	devices	
•	 Hoist

Severe	quadriplegic;	relies	on	public	healthcare	
provision	of	assistive	devices;	unable	to	access	home-
modification	grant

•	 Mobility	devices
•	 Three	doorstep	ramps
•	 Hoist	

Severe	quadriplegic;	does	not	rely	on	public	healthcare	
provision	of	assistive	devices;	not	able	to	access	
home-modification	grant

•	 Motorised	wheelchair
•	 Mouth	mouse
•	 Hoist
•	 Three	doorstep	ramps
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Appendix 5. Estimated disability-related out-of-pocket costs for persons 
with disability in South Africa, August 2014

Out-of-pocket costs for a person who is blind

Table A5.1. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for a typical person who is blind

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; current use of transport

546 34 0 449 0 52 11

Unemployed; using an occasionally 
paid family assistant; current use of 
transport

1,043 34 0 810 0 188 11

Employed; using an unpaid family 
assistant; current use of transport

794 34 0 449 248 52 11

Employed; using a paid family 
assistant; regular transport

1,853 34 0 810 810 188 11

Employed; using a paid family 
assistant; specialised transport to work

1,075 34 0 810 32 188 11

Unemployed; using a paid assistant 
(basic caregiver)

2,534 34 2,500 0 0 0 0

Unemployed; using a paid assistant 
(part-time driver)

4,344 34 4,310 0 0 0 0

1 Includes fares and cost of assistant
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.

Out-of-pocket costs for a person who is partially sighted

Table A5.2. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for a typical person who is 
partially sighted

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; current use of transport

247 39 0 153 0 46 9

Unemployed; using an occasionally 
paid family assistant; current use of 
transport

477 39 0 270 0 159 9

Employed; using an unpaid family 
assistant; current use of transport

279 39 0 153 32 46 9

Employed; using a paid family 
assistant; regular transport

734 39 0 270 257 159 9

Employed; using a paid family 
assistant; specialised transport to work

490 39 0 270 13 159 9

Unemployed; using a paid assistant 
(basic caregiver)

2,809 39 2,500 270 0 0 0

Unemployed; using a paid assistant 
(part-time driver)

39 39 0 0 0 0 0

1 Includes fares and cost of assistant
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.
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Out-of-pocket costs for a person who is deaf

Table A5.3. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for a typical person who is deaf

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; no assistive devices; no 
specialised transport

125 0 0 88 0 31 6

Unemployed; using an unpaid family 
assistant; no specialised transport

155 30 0 88 0 31 6

Unemployed; using an occasionally 
paid family assistant; no specialised 
transport

280 30 0 163 0 81 6

Employed; using an unpaid family 
assistant; no specialised transport

212 30 0 88 57 31 6

Employed; using a paid family 
assistant; no specialised transport

562 30 0 163 282 81 6

Employed; using a paid family 
assistant; specialised transport 

280 30 0 163 0 81 6

Unemployed; using a paid assistant 
(sign-language skills, driver’s licence): 
min.

6,030 30 6,000 0 0 0 0

Unemployed; using a paid assistant 
(sign-language skills, driver’s licence): 
max.

14,030 30 14,000 0 0 0 0

1 Includes fares and cost of assistant.
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.
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Out-of-pocket costs for a person who is deaf-blind

Table A5.4. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for a typical person who is deaf-blind

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; no assistive devices; no 
specialised transport

407 0 0 284 0 68 55

Unemployed; using an unpaid family 
assistant; BrailleNote Apex reader; 
cell phone; Internet; no specialised 
transport

860 453 0 284 0 68 55

Unemployed; using an occasionally 
paid family assistant; no specialised 
transport

1,568 703 0 614 0 196 55

Employed; using an unpaid family 
assistant; no specialised transport

1,619 703 0 284 509 68 55

Employed; using a paid family 
assistant; no specialised transport

2,952 453 0 614 1,634 196 55

Employed; using a paid family 
assistant; specialised transport 

2,285 453 0 614 967 196 55

Unemployed; using a paid assistant 
(basic with no interpretation skills)

3,610 703 2,500 284 0 68 55

Unemployed; using a paid assistant 
(interpretation skills, driver’s licence): 
min.

7,703 703 7,000 0 0 0 0

Unemployed; using a paid assistant 
(interpretation skills, driver’s licence): 
max.

14,703 703 14,000 0 0 0 0

1 Includes fares and cost of assistant.
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.
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Out-of-pocket costs for a person with moderate intellectual disability

Table A5.5. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for a typical person with moderate 
intellectual disability

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; current use of transport

276 42 0 180 0 46 10

Unemployed; using an occasionally 
paid family assistant; current use of 
transport

3,220 42 0 3,000 0 169 10

Employed; using an unpaid family 
assistant; current use of transport

524 42 0 180 248 46 10

Employed; using a paid family 
assistant; regular transport

3,030 42 0 3,000 810 169 10

Employed; using a paid family 
assistant; specialised transport to work 

3,301 42 0 3,000 81 169 10

1 Includes fares and cost of assistant.
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.

Out-of-pocket costs for a person with psychosocial disability

Table A5.6. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for a typical person with 
psychosocial disability

Situation of person with 
disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

OtherAssistant Travel
Unemployed; using an 
unpaid family assistant

128 0 0 14 0 0 12 103

Unemployed; using an 
occasionally paid family 
assistant

251 0 0 14 0 123 12 103

Employed; using an unpaid 
family assistant

128 0 0 14 0 0 12 103

Employed; using a paid 
family assistant

251 0 0 14 0 123 12 103

Employed; living in an non-
government rehabilitation 
facility 

998 0 870 14 0 0 12 103

1 Includes fares and cost of assistant.
Notes: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.
 ‘Other’ is mainly the cost of supplements and medications to lessen the side effects of medication.
 R870 is the monthly cost of living in non-government rehabilitation facility (price obtained from expert discussion group in 

Gauteng); private sector rehabilitation facilities are much more expensive.
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Out-of-pocket costs for a person with high-functioning autism

Table A5.7. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for an average person with high-
functioning autism

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; current use of transport

197 0 0 133 0 40 24

Unemployed; using an occasionally 
paid family assistant; current use of 
transport

765 0 0 583 0 158 24

Employed; using an unpaid family 
assistant; current use of transport

202 0 0 133 5 40 24

Employed; using a paid family 
assistant; regular transport

792 0 0 583 27 158 24

Employed; using a paid family 
assistant; specialised transport to work 

765 0 0 583 0 158 24

Unemployed; using a paid assistant 
(basic caregiver): min

3,024 0 3,000 0 0 0 24

1 Includes fares and cost of assistant.
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.

Out-of-pocket costs for a person with low-functioning autism

Table A5.8. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for an average person with low-
functioning autism

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; current use of transport

522 0 0 444 0 48 30

Unemployed; using an occasionally 
paid family assistant; current use of 
transport

3,664 0 0 3,444 0 190 30

Employed; using an unpaid family 
assistant; current use of transport

307 0 0 0 229 48 30

Employed; using a paid family 
assistant; regular transport

1,518 0 0 0 1,298 190 30

Employed; using a paid family 
assistant; specialised transport to work 

220 0 0 0 0 190 30

Unemployed; using a paid assistant 
(basic caregiver): min.

3,000 0 3,000 0 0 0 0

1 Includes fares and cost of assistant.
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.
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Out-of-pocket costs for a person with uncontrolled epilepsy (not photosensitive)

Table A5.9. Additional monthly out-of-pocket costs (in Rands at 2014 prices) for an average person with 
uncontrolled epilepsy (not photosensitive)

Situation of person with disability

Costs (R)

Total
Assistive 
devices

Assistant 
(daily 
living)

General 
travel1

Travel to 
work1

 Accessing 
healthcare

Assistant Travel
Unemployed; using an unpaid family 
assistant; current use of transport

945 15 0 799 0 98 33

Unemployed; using an occasionally 
paid family assistant; current use of 
transport

1,052 15 0 799 0 205 33

Employed; using an unpaid family 
assistant; current use of transport

1,169 15 0 799 224 98 33

Employed; using a paid family 
assistant; regular transport

2,289 15 0 799 1,237 205 33

Employed; using a paid family 
assistant; specialised transport to work 

1,052 15 0 799 0 205 33

Unemployed; using a paid assistant 
(basic caregiver): min.

2,548 15 2,500 0 0 0 33

Unemployed; using a paid assistant 
(part-time driver): max.

4,215 15 4,200 0 0 0 0

1 Includes fares and cost of assistant.
Note: Costs of reasonable accommodation and support at work are not included here, as the employer would cover these.
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Appendix 6. Summaries of in-depth interviews in special schools in 
KwaZulu-Natal

Appendix 6a. Example School A – physical and visual impairments 
This school caters for 293 learners with disabilities, which include mild, moderate and severe levels 
of visual, hearing and physical impairment, including neurological impairments and cerebral palsy. 

It is a fee-paying school. Although researchers highlighted confidentiality, the Principal stated that 
the school could not disclose the size of the subsidy that they receive from the Department of Basic 
Education (DBE). 

Staffing
The school employs additional staff to assist with the care and education of its learners. 

There are four DBE-paid nurses at the school, as well as a pharmacist. Learners collect their 
medications from the pharmacist, who also stocks a variety of over-the-counter medications for 
regular ailments, such as headaches, flu, etc., which are managed by the nurses, as well as learners’ 
prescription medications. In cases where learners need medication that is not available at the school 
pharmacy, they are advised to go to the hospital or doctor. 

In addition, there are three physiotherapists, three occupational therapists and two speech therapists 
employed at the school. The DBE pays their salaries. 

For psychological and/or supportive and assessment services, there is one DBE-paid psychologist 
and one psychology intern based at the school; the psychology intern is paid by the governing body 
and earns R5,000 per month. 

The school has eight teachers’ assistants paid by the governing body and a few others (number 
unknown to interviewee) paid by the DBE. 

There were no facilitators at the school for learners who require one-on-one care due to the severity 
of their impairment. 

The DBE-paid Head of the Braille Unit at the school is responsible for the translation of new textbooks 
into Braille, as well as translation of the learners’ work from Braille. 

The school employs five drivers – two of which are paid by the DBE and three by the school’s 
governing body (betweeen R4,000 and R5,000 per month). There is also one DBE security guard 
(R6,000 per month). 

Trainers for pre-vocational learners at the school cater for learners with moderate intellectual disability 
and are partially subsidised by donations. 

Volunteers teach the learners to swim.

There is a hostel facility at the school with ‘many’ staff employed, as described by one interviewee. 
They are not covered by government allocation, but instead by hostel fees paid by the parents of the 
learners. 

An overview of the staff profile is given in Table A6a.1.
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Table A6a.1. Overview of staff profile, School A

School staff Number Paid by
Teacher 36 34 by government; 2 by school’s governing body
Teachers’ assistant 8 School’s governing body (+ few government-paid)
Facilitator None
Nurse 4 Government
Pharmacist 1 Government
Physiotherapist 3 Government
Occupational therapist 3 Government
Speech therapist 2 Government
Psychologist 1 (+1 intern) Government; intern paid by school’s governing body
Hostel staff ‘Many’ Hostel fees from parents
Head of Braille 1 Government
Driver 5 2 government; 3 school governing body
Security guard 1 Government

Specialised structures and equipment
The school has devices for toilet assistance (extended-handle wipers for those who battle with wiping 
after toileting, made by the occupational therapist), raised toilet seats, grab-rails in the bathrooms, 
disabled toilets, disabled showers, reach tools, additional cleaning materials, nappies and a nappy 
disposal service. Steiner Services collects used nappies once a week; the service is covered by 
the government subsidy. All of these are considered an additional cost to the costs of mainstream 
schools and are paid for by government allocation, except for the nappies, which parents provide for 
their children. 

These self-care and hygiene additional resources cater for the learners with physical disabilities. 

Government funding also covers special writing equipment, such as the ‘Dolphin Pen’. The DBE also 
provides high-level support for the school in respect to Braillers (~R25,000 each), JAWS programme, 
Braille paper, a Braille printer, magnifiers, telescopic lenses, computer head pointers and files for 
Braille worksheets. These cater for learners with visual impairments and all are considered an 
additional cost by the staff members interviewed. The big-key computer keyboard is an additional 
cost to the school, which is covered by donations. 

For learners with physical disabilities the school has Dycem slip-proof mats, keyboard stands, 
adapted scissors, read-or-write stands, height-adjustable benches, computers, specialised computer 
software, such as the Dragon NaturallySpeaking computer programme, and the DBT (dialectical 
behaviour therapy) certification licence. All of these items are paid for by the DBE. 

The main swimming pool is equipped with parallel bars (partially funded by donations); water analysis 
is carried out weekly because of incontinence. Government allocates R18,000 for swimming pool 
maintenance per year. The DBE also subsidises heating for the therapy pool and equipment for 
speech and occupational therapy. The school has two buses and six minibuses for transporting 
learners, which are equipped with wheelchair hoists. Fuel for the buses is covered by government 
subsidy; R317,000 was spent on fuel in 2013. It was unclear whether the wheelchair hoists were paid 
for by donations or high-level support. 

In 2013, R320,000 was spent on water and electricity in the hostel. These hostel expenses, as well 
as food, meat and milk provisions are paid by the school’s governing body. 

Other additional costs for this special school include ramps, railings, non-slip mats on ramps 
and additional safety signage. Approximately R100,000 per year is funded for additional support 
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through the high-level support funding from government. It does not, however, cover the costs of 
large adjustments or upgrading of structures, for example, the new classrooms built in 2013 to 
accommodate autistic children; donations and fundraising are necessary to supplement this, as well 
as making playgrounds suitable for physically disabled learners. 

The bursar could not explain exactly how high-level support works – whether it depends on the 
number of learners with specific disabilities in a particular year, or whether the same amount of high-
level support funding is given based on an estimate of what type of learners are accommodated at 
the school. 

The government allocation does cover many of these expenses, but it is not sufficient. Approximately 
50% of the school’s funding is from the governing body (i.e. school fees from parents). The school, 
however, runs at a deficit, even with school fees collected, and it relies heavily on fundraising.

Appendix 6b: Example School B – intellectual, hearing and physical 
impairments 
This school caters for learners with severe hearing impairment, moderate physical disability and 
moderate and severe intellectual disability. The principal left out some details, including those 
concerning funds. 

Staffing
The school employs one nurse who caters to all types of disability at the school and is paid by the 
Department of Basic Education (DBE). There are 16 hostel staff members employed at the school, 
also paid by the DBE. The school employs five teachers’ assistants, two speech therapists and 
occupational therapists (number unknown) who are paid by the DBE. The school does not, however, 
have a psychologist or a psychology intern, a person heading a Braille unit, physiotherapists or 
volunteers. There are also drivers (number unknown) who are also paid by the DBE. 

Table A6b.1. Overview of staff profile, School B

School staff Number Paid by
Teacher Missing Missing
Teachers’ assistant 5 Government 
Facilitator None
Nurse 1 Government
Physiotherapist None
Occupational therapist Available; number not indicated Not indicated
Speech therapist 2 Government
Psychologist None
Hostel staff 16 Missing
Head of Braille None
Driver Available; number not indicated Not indicated
Security guard Missing Missing

Specialised structures and equipment
Compared to mainstream schools, this school incurs additional costs to accommodate its learners 
with disabilities. These costs include wheelchairs, hearing aids, audio equipment, adapted furniture, 
disabled toilets, ramps and therapy rooms. These costs are partly subsidised by the government, 
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which caters for learners with hearing impairments, physical and intellectual disability, in general. The 
school makes use of speech visualisers for deaf learners and frequency modulator (FM) systems; 
neither, however, is covered by government allocation. 

Cleaning materials, toilet paper and wipes were identified as an increased cost and were perceived to 
be covered by government allocation. Personal care products, nappies, nappy disposal, reach tools 
for toileting, raised toilet seats, grab-rails (in bathrooms) and general reach tools are all available at 
the school, but are not funded by the DBE. They were classified as an additional cost. 

The school has special writing equipment for learners, which is an additional cost not covered by 
government funding. Other additional materials with costs include adapted scissors and height-
adjustable benches. 

The school has a computer lab, which is not funded by the DBE, although the computer programmes 
(unspecified) are. 

The school has a swimming pool funded by the government. Water analysis, parallel bars, and 
occupational therapy equipment, however, are additional costs that are not funded by the DBE. 

The school has a bus with a wheelchair hoist; the hoist and fuel are both funded by government. In 
addition, government funds electricity, water, food, meat and milk provisions for the hostel, as well as 
security and maintenance and hand railings at the school. Additional safety signage was paid for by 
the school and is classified as an additional cost. 

Appendix 6c: Example School X – deaf or hard of hearing
This special urban school caters for learners who are profoundly deaf and/or hearing impaired, 
and for learners with moderate and severe physical disability, and moderate intellectual disability. 
The school is assisted financially by the Department of Basic Education (DBE) but relies heavily on 
private funding. The school offers weekly boarding (Monday–Friday) for learners whose families live 
far away. 

Staffing 
The school employs 17 teachers, 13 of whom are paid by the DBE and 4 paid by the school’s 
governing body. The school employs a number of additional staff, all of whom are paid by the DBE, 
to cater for the children’s needs. These include a nurse (earning R20,000 gross per month), hostel 
staff or house parents) (each earning R11,000 per month each), an audiologist (earning R20,000 
per month), a security guard (earning R8,177 per month), nine teachers’ assistants and a speech 
therapist (earning R17,500 per month). The school also employs the bus driver. 

There is no psychologist or psychology intern, Braille unit, occupational therapist or physiotherapy 
assistants. There is one volunteer at the school. 

The principal believes that the nurse and audiologist at the school earn less than those employed 
by the Department of Health. She cited this as a possible reason why the speech therapist, who 
was previously employed, left last year. In addition to the nine teachers’ assistants employed by the 
school, there are five privately paid facilitators at the school, specifically for the children with autism. 
The parents of these children pay for this assistance out of their own pockets. 

The school is allocated R981,986 per year for salaries for professional and support staff. To this, the 
school adds another R214,660 through fundraising. 
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Table A6c.1. Overview of staff profile, School X

School staff Number Paid by
Teacher 17 13 by government, 4 by school’s governing body
Teachers’ assistant 9 Government 
Facilitator 5 Specifically for autistic children; the parents of 

these children pay for this assistance 
Nurse 1 Government
Physiotherapist None
Occupational therapist None
Speech therapist 1 Government 
Psychologist None
Hostel staff 6 house parents and 11 support staff 

(cleaners, laundry and kitchen staff)
Government 

Head of Braille None
Driver 1 School governing body
Security guard 1 Government 
Audiologist 1 Government 

Specialised structures and equipment
The school receives a subsidy from government for overall school running costs (cleaning materials, 
toilet paper, personal care products, lights and water, photocopy paper, food, etc.). Personal care 
products and toilet paper is provided by the school for boarders and orphans. The amount received 
in 2014 was R649,310, which is not enough to cover all the additional expenses; it requires an 
additional R531,138 which is sought through fundraising. 

No learners at the school were identified as using ‘nappies’ and so there is no need for a nappy 
disposal mechanism. There are no reach tools for toileting, raised toilet seats, grab-rails (in 
bathrooms), disabled toilets, or disabled showers. 

Principal X noted that although the subsidy from government does not cover all the school’s running 
costs, the DBE gave the school an extra R200,000 towards the education of the autistic learners, 
specifically, and another R200,000 for skills and vocational development. 

The school has a well-resourced audiology centre, which has a soundproof booth and equipment to 
test hearing. Learners receive their hearing aids either from their parents or local hospitals. However, 
the school raises funds for additional hearing aids (R15,000 each per ear) and batteries (R5 each), 
which last about a week. The school also buys ear moulds for the learners; these cost R150 each 
per ear and have to be changed once a year for older learners and twice a year for younger ones. 
The school also makes use of frequency modulator (FM) systems, which are bought with funds that 
the school raises. The FM system is attached to the hearing aid and the teacher wears a transmitter. 
The system blocks out other noises and amplifies the teacher’s voice. These items cost R15,000 per 
learner per ear; the school raised R800,000 towards buying this FM system in 2014.

The school has a computer laboratory equipped with 30 computers, which were bought by the 
school. Regular computer programmes such as Microsoft Office are used at this school. The school 
does not have computer head pointers, keyboard stands or computer stands or tables. They have 
no special safety signage and use interactive white boards in the hostel, for example, as used in 
mainstream schools. 

As the school does not have therapy equipment it does not incur expenses related to a pool, such as 
parallel bars, water analysis and therapy pool heating. The interviewee was not sure what equipment 
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the speech therapist uses. The school’s occupational therapy department, however, is well equipped 
for developing balance, movement, core strength, etc. 

The DBE provided the school with a bus, which it uses to provide a daily service to surrounding 
areas for day scholars. The school pays for fuel, licence renewal and servicing. The school also has 
another 40-seater bus that was donated by the National Lottery. Each bus has a wheelchair hoist. 

There are no adjusted or upgraded structures such as ramps, railings, markings, non-slip surfaces 
and additional safety signage at the school as there is no need for them. 

The principal added that she wished government would allocate more money to special schools. She 
said that the situation for accommodating learners with special needs is not good; she explained that 
schools that are accommodating about 300 learners, have 200 on the waiting list.

Appendix 6d: Example School Y – intellectual disabilities
School Y is classified as a ‘severe mental health public school’ (SMH). It is situated in Durban and 
caters for learners with intellectual disability. The school traditionally caters for learners with severe 
intellectual impairments, but now also has learners with moderate impairment. There is no boarding 
facility at the school. The school’s speech therapist was interviewed. 

Staffing 
The school employs 16 teachers’ assistants, one occupational therapist, one speech therapist, six 
drivers, four cleaners, one chef and two security guards as additional staff. All of the above are paid 
by the DBE and cater to all types of disability at the school. 

Table A6d.1. Overview of staff profile, School Y

School staff Number Paid by
Teacher 48 Government 
Teachers’ assistant 16 Government 
Facilitator None n/a
Nurse None n/a
Physiotherapist None n/a
Occupational therapist 1 Government
Speech therapist 1 Government
Psychologist None n/a
Hostel staff No hostel facility n/a
Head of Braille None n/a
Driver 6 Government
Security guard 2 Government
Cleaner 4 Government
Chef 1 Government

Specialised structures and equipment
Cleaning materials, toilet paper and wipes, and personal care products were identified as additional 
costs partially subsidised by government. The school makes up the balance of the costs through 
fundraising. There is no supply of nappies or any nappy disposal mechanism at the school, as only 
one learner in the entire school uses nappies, which he/she his/her supplies. There is a bathroom 
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at the school should a learner have an ‘accident’. The interviewee was not sure if there were grab-
rails in the bathroom, and reported that there are no reach tools for toileting, raised toilet seats or a 
disabled shower. The school has regular toilets, which would be found in mainstream schools, and 
nursery toilets. 

Another additional cost incurred by the school as a result of catering for children with special needs 
is for special writing equipment, which is also partially subsidised by government. There are no 
Braillers, Braille paper, Braille printer, files for Braille worksheets, magnifiers, telescopic lenses, 
Dycem slip-proof mats, adapted scissors, read-or-write stands or height-adjustable benches.

The school has a computer laboratory with 15 computers, which is used by learners on a rotational 
basis. It is similar to those found in mainstream schools and has no big-key computer keyboards, 
computer head-pointers, keyboard stands or specialised computer programmes. The learners use 
regular programmes, such as Microsoft Office. The computer stands in the laboratory were donated 
and are no different to those found in mainstream schools. All computer expenses are partially 
subsidised by the DBE and cater for all types of disability at the school.

The school has a regular swimming pool with no parallel bars, water analysis or therapy or heating 
system. The school has occupational therapy equipment. This is an additional cost in comparison to 
mainstream schools and the equipment caters for all types of disability.

The school also owns a bus. Fuel is partially subsidised by government. There is no wheelchair 
hoist for the bus, as it is not needed. In terms of adjustment of or upgrading of structures, there are 
no ramps at the school. There are railings; normal ones, which would also be found at mainstream 
schools and which were paid for by the DBE. There is safety signage at the school; the same safety 
signage found in mainstream schools. 

Appendix 6e: Example School Z – learning disabilities
This is a special school in an urban area that caters for learners with learning difficulties who need 
moderate levels of support and who are unable to achieve their potential in a mainstream classroom. 
It is a fee-paying school with no boarding facility. 

Staffing
There are a total of 56 staff members at the school. Eighteen are paid by the Department of Basic 
Education (DBE) and 38 by the school. The school does not have a nurse, psychologist or psychology 
intern. It has no Braille unit or facilitators. 

There are six teachers’ assistants employed by the school who each earn between R5,000 and 
R6,000 per month; they are not covered by government allocation. There are three occupational 
therapists and four speech therapists at the school, who each earn R27,000 per month. Only two of 
the three occupational therapists are covered by government allocation; the school’s governing body 
pays the third. All the speech therapists are paid by the DBE. There are no physiotherapists and 
physiotherapy interns at the school; there are also no volunteers. 

The school employs a driver who is paid by the DBE. The principal was not sure how much the driver 
earned, but estimated it to be between R6,000 and R7,000 per month. The school also employs 
five cleaners and a gardener. Four cleaners are paid by the DBE (between R6,000 and R8,000 per 
month) and one is paid by the school’s governing body (between R4,000 and R6,000 per month). 
The gardener is paid by the school’s governing body (between R4,000 and R6,000 per month). 
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Table A6e.1. Overview of staff profile, School Z

School staff Number Paid by
Teacher 56 18 by government; 38 by school’s governing body
Teachers’ assistant 6 School’s governing body
Facilitator None
Nurse None
Physiotherapist None
Occupational therapist 3 2 by government; 1 by school’s governing body
Speech therapist 4 Government 
Psychologist None
Hostel staff No hostel facility
Head of Braille None
Driver 1 Government 
Security guard 1 Government
Cleaner 5  4 by government; 1 by school’s governing body 
Gardener 1 School’s governing body

Specialised structures and equipment
The government allocates R1.1 million to the school annually, covering 50 different budget categories. 
Cleaning materials for the year cost R20,000, which is higher than that for mainstream schools. 

Learners are asked to bring a set of 12 rolls of toilet paper per term, which are stored in the storeroom 
and used by the learners throughout the term. No learners at the school wear nappies, so there is 
no need for a nappy disposal system. Staff members remove the trash that is generated. There are 
no reach tools for toileting, raised toilet seats, grab-rails (bathrooms), disabled toilets or a disabled 
shower. 

There are 18 computers in the school’s computer lab. The school receives a small budget (R20,000) 
for the laboratory from the DBE, which the principal feels is not enough as learners need to use special 
computer software to cater for their disabilities. The school uses a variety of computer programmes, 
such as Readers are Leaders, Magic Mathematics, etc., but there are no computer head-pointers, 
keyboard stands big-key keyboards or computer stands or tables. 

In terms of therapy equipment and expenses, the school spends R35,000 per year for swimming 
pool maintenance. The pool has no parallel bars, water analysis or therapy pool for heating. 

The speech therapy and occupational therapy centres, the principal explained, “are on their own”. 
Each centre received R1 million on which to build over the few years preceding the interview; both 
are therefore very well resourced. The occupational therapy centre, for instance, has ladders, pools, 
balls, climbing tunnels, etc. 

The school has one 60-seater bus that was provided by the DBE; it does not have a wheelchair hoist. 
Fuel is covered by government allocation. 

R1.5 million has been spent upgrading infrastructure (ramps, railings, etc.) over the preceding five 
years. Parents and the school funded this upgrade. There is additional safety signage at the school 
about regular safety, no drug use, fire, etc. The school spends R20,000 per year on such items. 

As an additional comment, the principal emphasised that the biggest challenge his school experiences 
is related to human resources.
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Appendix 7. Cost of residential facilities for persons with severe disability

A breakdown of the major cost categories for residential facilities, as identified by Graham Muller 
Associates, is shown in the table below [A7.1]. It identifies the costs contributing toward the ‘ideal 
provision’ of a single residential facility with 100 residents. The cost categories are split into ‘operational 
costs’ and ‘human resource costs’. 

The Graham Muller Associates’ report reveals that the human resource costs (i.e. salaries and 
wages) are almost four times greater than operational costs [A7.1]. The total cost of ‘ideal provision’ 
for a residential facility accommodating 100 residents is R5,847,905 (using 2010 figures that have 
been inflated to 2014 prices). This equates to R4,873 per resident per month, on average. The cost 
of ‘ideal provision’ in rural facilities would be higher – R7,876 per resident per month.

Table A7.1. Breakdown of ‘ideal’ cost per facility with 100 residents into major cost categories, as estimated in 
previous research (and inflated to 2014 Rands) 

‘Ideal’ cost categories
Amount (Rand)

Operational  Human resources
Educational and awareness programmes 31,619 112,695
Advocacy programmes 11,308 84,799
Social protection programmes 8,453 20,614
Care and support services 41,205 290,214
Family preservation 17,560 67,158
Engagement 1,609 52,877
Assessment 5,443 100,983
Individual development plans 2,631 29,463
Safety 123,373 21,917
Rights 6,929 95,160
Complaints and grievance procedures 4,388 29,854
Physical care and environment 271,714 157,104
Equipment and maintenance 27,469 17,520
Normalisation/privacy and confidentiality 13,310 164,306
Emotional and social care 8,588 47,326
Healthcare 46,148 818,637
Access to legal procedures 8,967 11,925
Care plan 632 10,354
Education 9,899 35,688
Disengagement and transitional planning 1,473 39,096
Therapeutic programmes 5,494 357,020
Management 50,052 371,332
Administration 481,878 521,645
Community work services 113 4,185
Other services 122,375 1,083,402
Total 1,302,630 4,545,275

Graham Muller and Associates also assessed the current spending on residential facilities [A7.1]. 
A breakdown of the major cost categories contributing towards the ‘current provision’ (i.e. what is 
actually being provided) of a single residential facility with 100 residents is shown below (Table 
A7.2). Currently, human resource costs and operational costs are not vastly different from each 
other. The total cost of the ‘current provision’ for a residential facility accommodating 100 residents 
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is R3,082,961 (using 2010 figures that have been inflated to 2014 prices). This is far lower than the 
‘ideal costs’ and equates to current spending of R2,5691 per resident per month. 

Their report also reveals that current spending per facility differs substantially across the provinces 
and between rural and urban facilities [A7.1]. The costs of ‘current provision’ range from R813 to 
R9,576 per client per month in urban facilities, and from R1,020 to R7,259 per client per month in 
rural facilities. 

The comparison of ‘ideal provision’ costs and ‘current provision’ costs indicates that there is currently 
a substantial underspending on human resources. The report also reveals that within operational 
costs, there is substantial underspending (by 94%) on safety. The figures also suggest that facilities 
currently spend more on equipment and maintenance than is necessary to achieve the minimum 
standards. In particular, there is substantial underspending on human resources in the areas of 
engagement (by 90%); disengagement and transitional planning (by 88%); therapeutic programmes 
(by 85%); normalisation/privacy and confidentiality (by 85%); assessment (by 84%); rights (by 
83%); management (by 81%); care and support services (by 79%); and healthcare (by 79%). The 
underspending on these functions suggests that, in 2010, residential facilities were fulfilling a 
narrower function to that envisaged by the Department of Social Development in their minimum 
standards document [A7.2].

It should be noted that the report only used data based on clients currently served by residential 
facilities [A7.1]. It estimated that in 2010, 29 more residential facilities were needed in the country 
(serving 1,465 disabled persons that require residential facilities).

Table A7.2. Breakdown of ‘ideal’ costs per facility with 100 residents into major cost categories, as estimated in 
previous research (and inflated to 2014 prices) 

‘Current’ cost categories
Amount (Rand)

Operational  Human resources
Educational and awareness programmes 45,550 65,277
Advocacy programmes 28,342 96,047
Social protection programmes 10,858 13,733
Care and support services 80,898 60,568
Family preservation 29,323 34,942
Engagement 2,502 5,011
Assessment 8,950 16,303
Individual development plans 3,890 25,564
Safety 7,257 10,786
Rights 11,513 16,172
Complaints and grievance procedures 5,752 15,785
Physical care and environment 268,804 131,060
Equipment and maintenance 55,841 9,254
Normalisation/privacy and confidentiality 16,199 24,496
Emotional and social care 30,199 48,547
Healthcare 76,445 174,395
Access to legal procedures 1,638 7,491
Care plan 727 12,971

1 According to the team from Graham Muller Associates responsible for the collection of data in their costing report, the collection 
of data from many of the residential facilities was made difficult by poor financial record-keeping, missing records and inefficient 
systems [A7.1]. Despite these difficulties, these results are fit to be used for further study (according to a representative at the 
Department of Social Development). The costing report compiled by Graham Muller Associates was developed over a period of 18 
months.
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‘Current’ cost categories
Amount (Rand)

Operational  Human resources
Education 23,631 30,473
Disengagement and transitional planning 5,615 6,852
Therapeutic programmes 28,226 53,690
Management 60,777 69,568
Administration 439,973 520,357
Community work services 58 361
Other services 130,349 259,941
Total 1,373,317 1,709,644

References
A7.1. Graham Muller Associates, Final Comprehensive Costing Report: Costing of the Policy on 

Disability, Project No. SD12/2007, Department of Social Development, Pretoria, 2010, pp. 
118–129.

A7.2. Department of Social Development, Minimum Standards on Residential Facilities for 
Persons with Disabilities, in ISN No. 978-0-62-37899-3, RP 117/2008, 2008.
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Appendix 8. Results of scenario analyses

Scenario 1: Extension of currently available and discounted accessible transport to work

Table A8.1. Monthly savings (in Rand at 2014 prices) for a typical employed person with disability from the 
extension of existing discounted, accessible transport for travel to work

Disability group
Monthly saving (R)

With unpaid assistant With paid assistant 
Blind 237.82 777.82
Partially sighted 30.13 243.88
Deaf 56.64 281.64
Deaf-blind 328.87 666.37
Intellectually disabled (moderate) 166.70 729.20
Psychosocial disability 0.00 0.00
Uncontrolled epilepsy1 224.42 1,236.92
Controlled epilepsy 0 0
High-functioning autism 5 27
Low-functioning autism 229 1,298
Paraplegic2 (spinal-cord injury; using lightweight wheelchair 
mainly for mobility)

Approx. 440 Approx. 1,015

Quadriplegic2 (moderately independent; using a motorised 
wheelchair)

Approx. 365 Approx. 1,125

1  There should be no need for someone with uncontrolled epilepsy to have an assistant if accessible, disability-inclusive transport is 
provided.

2  This scenario analysis is only possible for two examples of physical disability as these two examples were the only examples 
where the assumption was made that the person was employed and reliant on public transport. The estimates for these examples 
of physical disability should be treated with caution, as saturation was not reached in this group. Further research may suggest 
somewhat different results.

Scenario 2: Provision of free transport for assistants of persons with disabilities

Table A8.2. Monthly savings (in Rand at 2014 prices) for persons of each disability type from the provision of 
free transport for their assistants 

Disability group
Monthly saving (R)

Unemployed Employed
Blind 56 303 
Partially sighted 26 58
Deaf 70 76
Deaf-blind 219 728
Intellectually disabled (moderate) 190 437
Psychosocial disability 26 n/a
Uncontrolled epilepsy1 832 1056
Controlled epilepsy 162 n/a
High-functioning autism 474 703

Notes: This analysis relies on the assumed mix of public and private transport and walking, which was based on results of previous 
research, expert user group discussions and on assumptions.

 The mix of transport use was assumed not to change following the introduction of such a policy.
 Results could not be estimated for persons with physical disability due to saturation not being reached in this group. 
 No results are reported for those with severe intellectual disability as no caregivers self-reported their dependents as severely 

intellectually disabled.
	 There	was	insufficient	response	from	people	who	are	hard	of	hearing	to	estimate	the	saving	for	that	group.
 Those who have high-functioning autism or psychosocial disability, but who are employed, are unlikely to need an assistant. 

Costs have thus not been reported for these groups of people.
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Preliminary repair and maintenance costs for wheelchairs 

Table A8.3. Preliminary costs for maintenance of wheelchairs for people with physical disabilities

Frequency of 
maintenance (years) Cost per item (R)

Servicing
Manual wheelchair 1 400
Motorised wheelchair 1 1,000
Tyre replacement (set of two)
Manual wheelchair 0.5 160
Lightweight manual wheelchair 0.5 160
Motorised wheelchair 0.5 160
Off-road tyres for manual or lightweight wheelchair 2 200
Tube replacement (one)
Manual wheelchair 0.3 50
Lightweight manual wheelchair 0.2 50
Motorised wheelchair 0.25 50
Replacement batteries (set of two)
Motorised wheelchair 1.5 2,000

Source: QuadPara Association of South Africa
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