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ABSTRACT

Background: There is a long history of migration between Zahtwe and South Africa.
In recent years there has been a significant isereathe mix of Zimbabweans migrating
to South Africa in search of better economic opyaties, fleeing political persecution,
to pursue education. Little is known about the pubéalth impact of this migration, the
healthcare needs of the different categories ofrantg, as well as their health-seeking
strategies. The report aimed to explain the patesh health care utilisation of
Zimbabwean migrants in Johannesburg.

Methods: A descriptive exploratory research design wagpgtbin which two methods
were applied. First was the use of existing quatng data from a recently completed
survey (RENEWAL 2008) in which Zimbabwean migranigere the prominent
international migrant group (n=118). Second, foHopv qualitative in-depth interviews
with four respondents, were conducted to exploredetail specific cases where
respondents used a public healthcare facility oerehthey had to make a difficult
decision due to illness in a foreign country.

Results The majority of Zimbabwean migrants do not seekltincare in South Africa
neither do they report “ever falling ill” after arng in the country. Out of 118
respondents only 25 reported an iliness incidemeehech 17 sought help from different
health service providers, 11 of them at a goverrirhealth facility. None of them was
denied on the basis of their legal status. Somiefusers of healthcare services, were
satisfied with the treatment they received.

Conclusiont There is little evidence in the findings to sugpbe hypothesis that legal
status is a deterrent factor among migrants whk seatment at government hospitals.
Instead factors such as proximity of the healthd¢acdity to the respondent’s place of
residence were the more important reasons in chgasicertain healthcare provider.
Also the generally low utilisation tendencies cobkl attributed to the “healthy migrant
hypothesis”. A survey with a larger sample sizeldestablish more diverse patterns of

health care utilisation among Zimbabwean migramtSauth Africa.
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CHAPTER 1: INTRODUCTION

“Health is a state of complete physical, mental andial well-being not merely the
absence of disease or infirmity”
-The World Health Organisation’s definition of hesal

Zimbabwean migration to South Africa has incredsirtmpcome topical, particularly
at the time of researching on this topic (in 2088gn a series of marked events took
place. First was the raid on the Central Metho@ikturch in Johannesburg by the
South African Police. The church is known to be bkomm above one thousand five
hundred migrants mostly of Zimbabwean origin. Seltprithe year witnessed the
callous xenophobic attacks on migrants acrossabatcy which led to the murder of
62 people. Third, living conditions in Zimbabwe begto deteriorate to alarming
levels with the outcome of the March 2008 electiand the one party election re-run
of June 29 of the same year which saw the rulimyp@ANU PF maintain its grip to
power. Since November of that year Zimbabweansesafj from cholera have been
receiving treatment in the South African Musina dsor due to the shortage of
medicines in their country. This situation presdri@ the first time a clear example

of migration occurring for the purposes of accegsiealthcare.

This study set out to explore the factors whichedaine the utilization of public
health facilities in Johannesburg by Zimbabweanramts in South Africa. In so
doing, it set out to describe and also explaindifierent patterns of health-seeking
behaviour in relation to the utilization of healthre services. The study probes the
patterns of health care utilisation of migrantsnirtheir perspective by describing
their situational characteristics (e.g. length tdys age, marital status, ethnicity,
religion, language proficiency, employment etc) aititudinal characteristics (e.g.
perceived health status and acculturation). Indase of Zimbabweans, who have

grown exponentially in number (Landau 2008, Makd@®8) over the past few years

! Preamble to the Constitution of the World Healtiy&hisation as adopted by the International Health
Conference, New York, 19-22 June, 1946, signedodudy 1946 by the representatives of the 61
states (Official Records of the World Health Orgaion, No.2, p.100) and entered into force on 7
April 1948



and are arguably the largest number of migrantSaath Africa, it is important to
explore their utilization of public health care ifdies (especially the hospitals) be it
for emergency, maternity or outpatient treatmeittss worthwhile to understand
whether length of stay, legal status (which mayilingerceived fear of detection),
health status or other financial and non-finantiatriers explain their patterns of

health care services utilization in South Africdas point in time.

The study also considers some of the widely heddvsion trends of health care use
by migrants in South Africa, among which are claittngt migrants migrate in order
to use ‘better-off’ health facilities in South Add and that migrants tend to bring
disease. It also builds upon preceding migratesearch findings (CORMSA 2007;
Migrant Health Forum 2008) which indicate that gn#ficant proportion of African
migrants do not utilise public hospital facilitiss South Africa. Due to the advocacy
nature of that research, the under-utilizationadgital services is largely attributed to
institutional flaws in service delivery. On the ¢t@my the findings of this study show
that Zimbabwean respondents rated the standar@suih African public hospitals as
high and a number of them did not face any diseration in accessing healthcare.
Most of the respondents indicated that they haemnbeen ill during the last twelve
months in South Africa, and amongst those who tedoan illness incidence, they
reported minor ailments. But before we delve ifte tindings, the following section

gives a background to the study.

1.1 Background

There is a long history of migration between Zimlatand South Africa dating from
the pre-colonial times. It is beyond doubt thatsthenigration patterns have been
produced, influenced and shaped by different eviemggighout history from the time
of Mfecane through to the advent of colonialism and the pmeggost-colonial
dispensation. From the 1840s onwards, Zimbabweam® \among some of the
Africans from Southern Africa already coming to Wwan the cane fields of Natal and
the diamond mines of Kimberley (Crush 1995; See Worger 1987, Harries 1994).
There has been significant scholarly attentiontipaarly on the migration patterns
during the colonial period when the major reasamsfigration to South Africa were

linked to labour. Unskilled and semi-skilled Africa from colonial Zimbabwe,



Botswana, Lesotho, Swaziland, Zambia and Malawevedten lured by the Rand into
South Africa (Van Onselen 1982). We learn from drigthow the South African
labour recruitment agency, the Witwatersrand Nalti@eour Association (WENELA)
recruited clandestine labour from Southern Rhodesid the rest of the Southern
African region and was preferred to its rival inuBgern Rhodesia, the Rhodesia
Native Labour Bureau (RNLB). In addition the newemmational migrants sought
work, where they lived and their lifestyles on faems and mines of South Africa. In
the same vein scholars have tried to explain sdntkese aspects of migrants’ lives
in various ways, for instance it was argued thattaaget workers, these labour
migrants would work only until they were able toybthe commodities that they
targeted such as a bicycle, a bed or even to lalisda, particularlyfor single young
men (Crush 2000: 14).

It can be noted however, that Zimbabwean migratmrthe South African mines

during the colonial period and the first decadpadt-1994 South African democracy
was not as significant as that of migrants fromeotheighbouring countries. The
migration of Zimbabwean contract workers to the tBoéfrican gold mines was

smaller than that of neighbouring countries mob#gause colonial Zimbabwe had a
vibrant mining industry and employment opportusitieThe largest number of

workers came from Malawi, Mozambique, Lesotho, Baisa and Swaziland (see
Appendix 1). Other countries that supplied the minéh labour were Tanzania and
Angola as well as Zambia. On the whole it can hatatevely argued that the

migration of Zimbabweans into South Africa duringet pre-2000 period was

relatively low and began to gain momentum with fdikure of the government led by

ZANU PF.

An interesting dimension to the history of labougration to South Africa is that of
the medical impacts of migration. The impact of psafety and its hazards to mine
workers are well-documented (Molapo 1995; Crush519Backard and Coetzee
1995). Added to this were the living conditionstie mine compounds and men’s
hostels that have been linked to the spread ofreaheliseases. Colonial officials
repeatedly expressed concern at the rate of siettese diseases. In some cases
non-infectious diseases were common among migrankexs. Take for example

Molapo (1995) explores the social risk factors thmtde migrant Basotho



mineworkers in South Africa vulnerable to non-infeas chronic diseases such as
cardiovascular diseases. Amongst the greatesthheatiblems indicated by the
mineworkers were issues caused by fear of dyirfgeorg crippled in mine accidents,
particularly rockfalls. Her study also establistiedt most workers who showed signs
of fear abhorred everything connected to mininghsas the underground work,
compound life and (human) labour relations on theen{1995: 89). Amongst the
most common diseases on the mines was Tubercasssresult of poor ventilation
and other causal factors of the disease. Whilshisiry of TB on the mines is not
within the scope of the study it is worthwhile tcemtion that there was a sharp
increase in incidence of TB during the 1970s ebenigh in the previous decade there
had been a decline resulting from improvements asecfinding and treatment
(Packard and Coetzee 1995: 109). Mine medical atig®argued that the rise in TB
was due to four factors, namely; the increasinggannd levels of TB in the areas
from which they drew labour; better case detectitwe; introduction of HIV on the
mines and lastly; the increasing age of their wiorke (Packard and Coetzee 1995:
110).

The second last causal factor of TB is interestiegause studies have shown how the
apartheid regime reacted to the growth of HIV itiftat on the mines. In October
1987 the apartheid state prohibited the immigratanHIV carriers and AIDS
sufferers into the country (Chirwa 1995: 120). édcAme a punishable offence for an
individual or institution to knowingly help an HI@ositive person to enter or stay in
South Africa and all those entering the country Wasrk or study purposes were
supposed to produce an HIV-free certificate issu@dmore than two weeks prior to
their entry. This had an effect on migrant labasiChirwa’s study of Malawian mine
workers in South Africa shows reveals that about ining recruits were repatriated
for being HIV+ in February 1988 and a month latee Chamber of Mines stopped
importing labour from Malawi altogether (1995: 120)South Africa began to
categorise Malawian migrants as a high-risk grong #eir country as a high-

incidence area.

Drawing from these few examples on how migratiod aeralth were linked during
the apartheid era it is evident that colonial artles paid attention to problems

regarding migrants’ health. The debate on migratind health linkages had already



started and as will be shown in this discussiois, ¢bntinues to be a hotly contested
area of enquiry. The section that ensues expkinse of the historical challenges

faced by the South African health system.

1.1.2 The SA health system and challenges of inequality

From 1948 to 1994, racial discrimination agains$tbéck people affected people’s
health in many ways. These included; social coon&iwhich caused ill health; the
segregation of health services; racially biasedjuakspending on health services and
the general failure of professional medical bodsesl civil society to challenge
apartheid health policies. Take for instance thequial spending during the apartheid
era. In 1982 the entire health budget for KwaZuhen a “semi-independent”
Bantustan with more than five million people undee leadership of Mangosuthu
Buthelezi was equivalent to the entire budget &rahnesburg General Hospital, then
a “white only” hospital (Hassim et al 2007: 13).iFHegacy from the apartheid
system continues to bedevil progress in ensuriegdgmmocratic rights to health as
intended by the new South African government of #fecan National Congress
(Hassim et al 2007: 11).

The post-1994 era up to the present therefore hmesged a continuation in the
challenges facing the Department of Health (DoHjer€é are continuing inequalities
and imbalances between the public and private Insalttors e.g. the infant mortality
rate (IMI) among wealthy citizens is 8 deaths p@@.live births and among the poor
it is 64 deaths per 1000 live births (Leatt et @0@&). There is a severe shortage of
doctors, nurses and pharmacists particularly irptheger (and more rural) parts of the
country. The HIV/AIDS pandemic continues to be allgnge for response and
prevention programmes. Aggravating the issue isfailere of the DoH to fulfil its
legal duties and to ensure that the laws and pslitiadopts are in keeping with the
progressive constitution. There has been dissatisfaamong users of the system
complaining about long queues, long waiting tingaff rudeness and problems with
the availability of drugs (Burger 2007).



It is important to take note of the challenges bdeced by the public health sector
because due to the worsening political and econanimicate in South Africa, the
sector is increasingly becoming the sole healthpewseider for the poor. In a keynote
address on the challenges affecting the Nationalthl&System, the Chief Executive
Officer of the Human Sciences Research Councilchote
Unfortunately, the results of these policies, ddvof a consensus
approach to addressing the health system challergether
exacerbated inequalities; more people who havecakdid have since
lost it. Consequently, more people than before nely on the public
health system or are forced to use the public heattor because they
cannot afford the cost of medical aid.
Therefore this is a situation which needs intenaentbecause the South African
public health system is increasingly facing dem#ath its local population yet poor

international migrants also need to utilise theesagrvices.

While a move to South Africa would in theory be enéficial to a migrant from a
resource-poor country, the gains are limited ircfica due to several constraints in
healthcare service delivery. For now, the segmtrasfollow will try to situate the
present trends of Zimbabwean migration in Southcafiand implications on health
care as well as a brief note on the Regional NétwarAIDS, Livelihoods and Food
Security (RENEWAL) project which contributed siganéntly to this study.

1.1.3 A Profile of Zimbabwean Migrantsin South Africa

Since 1980 one could argue that there were thrésodgs of migration from
Zimbabwe to South Africa. The immediate post-198fqad witnessed the emigration
of whites who had formally worked in the colonyaedting to South Africa (Sisulu et
al 2007). Secondly the fleeing of Ndebele speakitgic groups from the massacres
of Gukurahundithat were being unleashed by the Mugabe-led govenhinetween
1983 and 1987 (Sisulu et al 2007). This wave ofratign is not easy to document
considering the invisibility of the Ndebele who kagultural and linguistic affinity
with the Zulu of South Africa. Most of these migtamave also obtained citizenship

in the country and remain invisible. Thirdly, Zindlveean professionals began to



leave the country in the late 1990s in smaller gsoto seek greener pastures only to
accelerate in the post-2000 period (Sisulu et a0720554). Simultaneously
Zimbabwean women were increasingly engaging insshmsder trade as a survival
strategy in neighbouring countries (see for examglayama 2000, Muzvidziwa,
Chipemebere 1999, and Pophiwa 2007). Also thisogdehas experienced new
categories of migrants such as refugees, asylurkesgestudents, unaccompanied
minors and skilled workers etc who are forced tgrate due the status quo in
Zimbabwe. An interesting observation has been madarding the migration of
Shona-speaking migrants who did not traditionallignate to South Africa as the
Ndebele:

A few years ago, it was not common to hear Shomagbgpoken in

Johannesburg or any other South African city. Naayadt is rare to

move around without hearing snatches of convemsatio Shona,

especially in restaurants and shopping centresuliset al 2007: 555)
The presence of Shona-speaking migrants can alsesé@ as an indicator of the
diversity of Zimbabwean migration as well as tot@er extent evidence that there has
been an increase in Zimbabweans in South Africa fEble below illustrates these

different categories:

CATEGORY DEFINITION

Refugees who are fleeingndividual persecution, and those who are fleeing
group ‘political’ persecution such as Murambatsvina, etc.

Humanitarian migrants who are fleeing extreme deprivation or starvationtfiemselves or
their families

Economic migrants including highly skilled and unskilled, who areafitaiming to work
in order to support struggling families in Zimbabwe

Traders who move back and forth between SA and diwie regularly to
buy and sell goods
Shoppers who enter SA to shop for food and basidgiand return to

Zimbabwe almost immediately
Borderland residents who move back and forth mtyuivhile remaining in the border

area

Transit migrants who come into South Africa with the intention of wirag on to
another country relatively soon

Unaccompanied who either remain in the border area or move taithan areas

minors

Table 1: Categories of Zimbabwean Migrants in SouttAfrica
Source: FMSP Report (2007)



Some of the categories mentioned above tend tdagveBorder residents may, due to
circumstances decide to go beyond the border latadtihe greater cities in search of
opportunities to become economic migrants. Humsdaita are likely to apply for an

asylum seeker permit. The health care needsafcin group vary.

In principle Zimbabwean migrants, some who havel feeonomic hardships are
ineligible for asylum as they are not fleeing war pmlitical persecution in their
country. With an officially reported inflation ratef 231,000,000% as of July 2008
(whilst the alternate figure could be in the quilidn range); an unstable currency
and other exacerbating factors, life has becomeanalble for the ordinary people in
Zimbabwe (Business Media International 2008). Adttedthis is the collapse of the
public health delivery system in the country whismot only affected by high costs
of treatment, but staff drain (unoccupied positi@re as high as 40%), obsolete
infrastructure and “bare dispensaries” (Zimbabwdependent, 7 March 2008). About
1,700,000 people are living with AIDS in Zimbabvesd life expectancy is lowest in
the world standing at thirty seven for men andtyhiour years for women (Human
Development Report, 2005). At the time of writiftngst paper, cholera has become an
epidemic killing nearly 1700 people in Zimbabwe dratl spread to the border town
of Musina, where a significantly number of Zimbalaws were treated for cholera.
Zimbabwe declared a national health emergency atigetoutbreak but that was after
nearly 560 people had died (The Guardian, 5 Dece2@@8). It is perhaps the bulk
of migrants fleeing poverty and in search of greepastures that come through
unauthorized entry points or legally through visstovisas that end up becoming
undocumented migrants in South Africa. Being undeented, means that these
migrants have limited basic rights to accessingleympent, housing and health in the

host country.

It can be noted that from different studies conddobn Zimbabwean migrants in
South Africa, there have been various categorigsigfants and claims or reasons for
their migration but a significant proportion of thategories are constantly changing
and the claims remain merely as myths. Concerns baen raised on the tendency
by media and state officials to refer to ‘million$ Zimbabweans’ crossing South
African borders and ‘flooding’ the cities everydag this does not seem to be

realistic. Take for instance, ‘demographic gueskiwbas estimated that there are



between one and three million Zimbabweans livin§auth Africa (Forced Migration
Studies Programme and Musina Legal Advice Centf¥ 28). These figures project
a provocative image of a Zimbabwean ‘Human Tsunaswmieeping across South
Africa (FMSP and Musina Legal Advice Centre 200)/:14 essence these figures are
generally cited in an effort to imply that migrant®nstitute a massive and
unwarranted drain on South African public servieesl the notion of migrants as
opportunists is rubbed in with the aid of these ham such that an image of a subtle
invasion of South African territory that needs intia@e and direct response is
created (Vigneswaran 2008: 144).

There are also tendencies to group all Zimbabwesnene category of migrants,
mainly economic migrants. In essence, labellingrtaes economic migrants distorts
the picture of Zimbabwean migrants as a homogegousp yet some have fled the
country for political persecution (as political i@gdts) and others fled social problems
such as domestic violence, among other things. Illiappe@lso opens up the debate on
the recognition of the political and economic diitora of the country as entitling them
to become refugees and hence it has become higiiliicplly charged among
different political parties in South Africa. On oe&treme, the Democratic Alliance
has supported its call for camps by referring tmiZabweans as ‘economic migrants’
whilst on the other, the Department of Home Affdiess supported its rejection for
setting up camps by arguing that none of the Zimigams legitimately qualify for
asylum protection (FMSP and Musina Legal Advice t@22007: 5).

Not only is it political in the sense that Southrié&n political parties have been
debating the Zimbabwean crisis and migration ofcitizens within the Southern
African region, but in some circles the influx ofmibabweans fleeing their country
has been used to support claims that South Africasliation role has failed in
Zimbabwe. It is thus worth acknowledging that thisrbeterogeneity in the nature of
Zimbabweans crossing into South Africa and theysddor a variety of reasons for
example refugees, humanitarian migrants, economigrams, traders, shoppers,
borderland residents, transit migrants and unaceomed minors—a list which is not
exhaustive (FMSP 2007: 7). Thus my study is corexrwith these categories of
migrants and tries to situate the impact that theggation patterns have had on the

health needs of Zimbabwean migrants.



1.1.4 Zimbabwean Migrants and Health Care in South Africa

At one time or other in their life in the country destination (in this case) South
Africa, migrants need to utilise health care faéie@. As Evans has noted that
migration compels the migrant to adjust to a ndestyle which often brings with it a
new set of health risks (Evans 1987). There arerséunfounded claims with regards
to the use of health care facilities in South Adriby Zimbabwean migrants, in
particular. The initial claim refers to Zimbabweasasd other African migrants as
coming to South Africa primarily to seek medicalrecaespecially Antiretroviral
Therapy (ART) which is free in public hospitals.ubh of this is based on anecdotal
evidence and a few media claims. However it appé&ans recent research in
Johannesburg that migrants do not come to Soutic@Afrimarily to seek treatment
in hospitals. In the case of one recent survey withtal number of 449 respondents
revealed that most migrants tested HIV positivey after they had moved to South
Africa (Migration Health Forum 2008). This studyufad that migrants are healthy
upon arrival in South Africa and migrated for reasmther than health; such as
economic hardships and escaping conflict. Theisgmee in South Africa may be the
reason why they end up seeking health care. lusiléy interesting to note that the
majority of international migrants travel from auery of lower HIV prevalence to
South Africa, where there is the highest populatbpeople living with HIV in the
world (Migrant Health Forum 2008: 6).

With reference to the utilisation of health careilfaes by migrants research by the
Migrant Rights Monitoring Programme has shown tless than half of the 1190
respondents in the survey indicated that they seeded health care in South Africa
(cited in the Migrant Health Forum Report 2008: Apdix F). Only 30% of the
respondents in that survey indicated that they dwaat sought health assistance and
their main barriers constituted provider attitudasd unnecessary request for
documentation (are all in contravention of the Depant of Health policy and
directives) (Migrant Health Forum 2008: 6). Alseading from a correlation
between length of stay and chances of having eseded health care (i.e. the longer

you stay in South Africa the more likely you arergeed healthcare) actually proves



that these are not health migrants (Migrant Hed&trum 2008: 6). A recent
discussion held by the South Africa Futures-Zimbedfwtures Forum acknowledged
that the link between this huge Zimbabwean migraémd public health in South

Africa is not adequately understood or accuratelyunented.

1.2 Scope of the project

This report explores aspects of health care utiimaby African migrants in South
Africa, particularly focusing on Zimbabweans. liefr to establish the patterns of
health care use by exploring the determinant faaddwutilization among this group of
migrants. The fact that less than half of the mitgain the Migrants Rights
Monitoring Project indicated that they ever needexhlth care warrants further
investigation into the trends of health care wiian among migrants. This is in the
light of advocacy research which focuses on inwstital flaws (from a rights
perspective) as major determinants of health calieation by migrants. This present
study therefore tries to probe the patterns oftheadre utilization of migrants from
their perspective by explaining their situationblracteristics (e.g. length of stay,
age, marital status, ethnicity, religion, languameficiency, employment etc) and
attitudinal characteristics (e.g. perceived healgiatus and acculturation).
Nevertheless, Zimbabweans, who have increased lyapidnumbers among the
forced migrants population in South Africa durin@08, it is interesting to explore
their utilisation of public health care facilitiesspecially the hospitals be it for
emergency, maternity or outpatient treatment. Itviathwhile to explore whether
length of stay, legal status (which may instil géved fear of detection), health status
or other financial and non-financial barriers expl#heir patterns of health care
services utilisation in South Africa. Perhaps Zitmvaan migrants return home to
seek medical care. However, some studies have shioatnZimbabweans ranked
health care problems the least among their griemstists (Landau 2008, Makina
2008).

% The South Africa-Futures-Zimbabwe Futures Forurs tviasted by the University of the
Witwatersrand on 31 October 2008.



1. 2.1 The Research Question

The main research question and sub-questions doH@ss:
1. What factors determine the utilization of publicatie facilities by Zimbabwean
migrants in Johannesburg?
a) What socio-economic and legal factors influenceutiézation of health care
services by Zimbabweans in South Africa?
b) What are the actual experiences of Zimbabwean migraho have tried to
access health care in public hospitals?
c) Do Zimbabweans living in Johannesburg have altermagources of health

care and how do they use them?

The study hypothesised that Zimbabwean migrantstiepéarly undocumented—are
most likely to avoid utilising public hospitals wheseeking treatment and use
alternative sources of health care. So the assamjsithat for the most part when
confronted with legal barriers, hospitals are olikgly to be one of the available
options since migrants could draw on private health (depending on affordability),

traditional health care, and also their links witme.

1.2.2 The RENEWAL Project

The Regional Network on AIDS, Livelihoods and Fddecurity (RENEWAL) study
facilitated by the International Food Policy Reskamstitute (IFPRI) is a regional
“network-of-networks” in five countries of Sub-Saha Africa® Taking a livelihoods
approach, RENEWAL situates the determinants andaatspof HIV and AIDS and
the responses to the disease within the framewoikpeople’'s lives (IFPRI,
RENEWAL Summary, 2006). Among its major objectivese that is of interest to

my study seeks to:

3 RENEWAL is currently active in five ‘hub’ countrigdalawi, Uganda, Zambia, South Africa and
Kenya) and comprises national networks of food autfition-relevant organisations (public, private
and nongovernmental), together with partners in@Hhd public healthwivw.ifpri.org/renewal

* The other objectives are as follows: (1) Demonstititat household level rural food production
contributes to the food budget of urban househthidsugh urban-rural linkages; (2) Examine the role
of rural-urban migration and rural-urban linkagésha household level in magnifying or ameliorating
the impacts of AIDS on urban household food segu(B) Quantify the role that urban agriculture
plays in meeting the food gap of urban househaldd, the extent to which AIDS influences this; (5)



1) Assess the policy environment’s role in hinderimgontributing to the urban

food security of households (urbanization, economméalth —including AIDS

- and education)
The South African case study of RENEWAL was undemaby the University of the
Witwatersrand Forced Migration Studies Programme ld@wise set out to explore
the linkages between HIV, migration and urban feedurity (see RENEWAL, South
African Report 2008). The survey looked at threeugs of respondents (n=489)
namely, internal South African migrants, internatibAfrican migrants and a control
group of South Africans who had always been livimglohannesburg—the research
site. Due to the sampling of the project it turoed that the dominant African migrant
group was of Zimbabwean nationality (n=118). TheEabwean migrant group is of
interest and the findings provide quantitative datathis study. This study draws
from the RENEWAL study by analysing the health-segkbehaviour patterns and
patterns of health care services utilisation by lAimvean migrants in Johannesburg

who participated in the survey.

1.2 Structure of the report

The report is structured into six chapters. Theenirchapter introduces the report by
providing a background to Zimbabwe-South Africa ratgppn patterns, a profile of
Zimbabwean migrants and their health care nee@®uth Africa and then it explains
the scope of the study. The second chapter reviee/diterature on migration and
health as well as health-seeking behaviour. Theesarapter discusses the theoretical
models that will be used to interpret the findilngshe report. Chapter three describes
the methodological approach that was used in therte The fourth chapter presents
the findings, whilst a discussion of the findingscarried out in the fifth chapter. This

is followed by a concluding chapter, which sumghgwhole report.

Identify policy and programming implications of tfiadings in the context of the triple challenge of
migration, AIDS and food insecurity; (6) Identifygblems and challenges that are specific to orphans
and vulnerable children as a critical element afiety within the regional context of migration, AAD
and food security



CHAPTER 2: LITERATURE REVIEW

Not all problems associated with migration becometation health problems.’
- Roux and van Tonder (2006)

2.1 Introduction

This chapter reviews the literature on migrant’altiteneeds, issues of health services
utilisations and overall access to health care. tMat this literature has mainly
focussed on the migration health aspects of migraotn the South who migrate to
the North, but of late some studies have begunotument South-South migration
health aspects. As in the latter sense, the presaty contributes to the literature on
south-south migration health issues by studyingutlesation of healthcare services
by Zimbabwean migrants in South Africa. The chajieo discusses the theoretical
framework adopted in the study. The study is infednbby several models of health-

seeking behaviour that will provide a lens throwdfich to interpret the findings.

2.2 Migration and Health

The health dimension of migratory movements is béng ever more prominent in
response to the large and increasing number of Ipeafho are travelling

geographical, cultural and ecological boundariesaoregular basis in a variety of
capacities (Carballo cited in Roux and Tender 2086yording to Besseling (cited in
Roux and Tender 2006: 120) migration health refertiealth issues, conditions and
risks related to mobile populations and to the wawhich they affect ‘migrants, their
families and communities, the population of ...orjgiand the [population] of

destination... A number of variables is considered in migrantltfe such as physical
health, functional health, psychological healthaltteseeking behaviour, and the
accessibility and inaccessibility of health careoR and van Tonder 2006:121).
Traditional bio-medical approaches dealing with raign and health have focused

on the recognition, identification and managemenspecific diseases, illnesses or



health concerns in mobile populations at the time glace of arrival (Gushulak et al
2006). The underlying principles of such approacaes the desire to protect the
recipient population by exclusionary policies diegt at the migrants or travellers
(Gushulak et al 2006).

Migration has been viewed as the ‘structure thasea migrants to fall ill' but rarely

considered as having positive outcomes such asmpevement of migrants’ health

status. Evans (1987) argues that migrants tenchte two characteristics that can
greatly affect the demand for health services etdhbal level—they tend to be young
and they tend to cluster in small geographic aréhat they are young implies that
they will demand a different set of health servitiesn the population at large. This
will be felt mostly in the elevated demand for egercy services, internal medicine,
dentistry, obstetrics, gynaecology, and paediatridsat they are geographically
clustered implies that the medical capabilitiesta health care infrastructure could

be greatly stressed in the areas that migrantda¢Bvans 1987).

The relationship between migration and health cancbnceptualised as follows;
firstly, health can be either a positive or a negatondition for migration. Labour
migrants, for instance, need to be healthy to im@rdeir probability of successfully
selling their only commaodity, their labour. On tbiher hand, some individuals might
elect to migrate in order to access health sentitaisare not available at their home
place. An individuals’ poor health can however,edetr prevent him or her from
moving (Roux and van Tonder 2006). A migrant's teadtatus can also be a
consequence of migration. Migratory movements caretfar-reaching effects in the

health of individual migrants during the receptjgrase.

The table below adapted from Gushulak and McPhef2006) summarises the

relationship between migration and health in défgrphases of mobility.



Occurrence

Examples Consequence at destinatic

Pre-departure existing medical
condition

Health impacts during
migration

Health impacts arising after
arrival

Health consequences of return
travel

-prevalence of endemic disease Arriving population displays health

-level of development indicators of origin:
-access to care » Differing incidence &
-availability of care prevalence of illness

» Differences in awareness of &
use of healthcare services:

* Preventive

*  Promotional

» Diagnostic

* Therapeutic

-trauma (physical-psychosocial)

-deprivation Some populations display greater
-violence prevalence of iliness resulting from
-exposure torture, trauma, abuse & exposure
-injury » Refugees
» Refugees claimants or asylum
seekers

» Trafficked/smuggled migrants

administrative/legal limits

-poverty Awareness of & use of healthcare
-language culture services in migrant populations may
-occupational risks be limited by immigration status,

poverty, language & culture
Working conditions may be
associated with health risks:

* Migrant agricultural labour
* Commercial sex workers

* lllegal workers

» Trafficked migrants

Health environments at origin

may have changed Populations making return journeys
-health systems improvements otto place of origin (particularly
declines children born at new destination)

Children born to foreign-born ~ may be at increased risk of disease or
parents have no exposure to riskglness:
present at origin “Visiting friends & relative”

travellers

-Locally born children of foreign-

born parents

Table 2: The impact of different health environmens and the phases of population mobility

Source: Gushulak and MacPherson (2006)

As indicated in the table above, upon arrival miggaare exposed to several

conditions that exacerbate their health status asditions. Not only is there a

possibility for deterioration in health status loigrants may fail to seek healthcare



treatment as they did in the pre-migration phasabse of barriers that may be posed
in the host community such as legal status andlityp$ty host service providers. Due
to economic hardships in the host country, migramy face difficulties in accessing
quality healthcare due to affordability constraiatsd also deprivation to accessing
essential social services could lead to determmaiti their health standards. It would
be interesting in the light of these theoreticalumsptions to explore the factors that
influence the manner in which Zimbabwean migraetskshealthcare treatment, the

experiences they face, in South Africa etc.

Of importance is the link between HIV/AIDS and naion. There are several case
studies of migration and HIV/AIDS in Southern Afiboth by academics and policy
makers (Veary 2008; Lurie et al 2006; Crush et0l32 Kahn et al, 2003). Migration
is tied to the rapid spread and high prevalenceI®AIDS in the following ways:
migrant communities are socially and economicalfrgmalised and have high rates
of infection; migrant social and sexual networkskemahem more vulnerable to
infection; migration encourages high-risk sexuahaaour. In terms of prevention,
migrants tend to be left out of HIV/AIDS intervemi programmes due to their
settlement patterns, which often find them in inaf settlements or in rural areas
(mining/agriculture) that are difficult to accessdm not have health facilities (Landau
2008: 184). Added to this mobile populations, wire #ortunate to access Anti-
Retroviral Treatment (ART) may experience challenge adhering to treatment,
which could contribute to the spread of multi-dregistance strains (Ibid: 186). Lurie
argues that “Although little work has been done agidhose populations the
dynamics of HIV/STI spread among refugees is likelyoe quite different from that

of urban male migrants living in single sex hos{eg05: 304).

Research has also shown that border towns have-i\giprevalence mostly because
these are areas where truck drivers encounterestabhl populations, and are less
exposed to AIDS intervention programmes (CrusH 8087; see also Wilson 2000a,
Wilson et al 2000; IOM). Some studies illustratattinigrant domestic workers are
also vulnerable to increased HIV infection as altesf their gender, migrancy, social
isolation, poverty, low levels of education, ladkazcess to health-care services and
lack of power at work and possibly at home (Dinatl @eberdy 2007; see also
IOM/CARE 2003, IOM/UNAIDS 2003). Refugees and Im&ity Displaced Persons



are also especially vulnerable to HIV infection.eTtable below summarises the
major empirical studies conducted on Migration &id/AIDS in Africa as at 2005.

Location, year Population Main Findings

(Authors)

South Africa, 2003 Migrant men & their partners, & Migrant men 2.4 x more likely to be infected
(Lurie et al.) non-migrant men & their partners with HIV than non-migrant men; high rates of

HIV discordance among couples; women the
infected partner in 30% of discordant couples
South Africa, 2003 Migrant & non-migrant women HIV prevalence among migrant women was

(Zuma et al) near a South African mining town 46%; migrant women were 1.6 times more
likely to be HIV-infected than non-migrant
women

Uganda, 1995 Rural Ugandan residents &People who moved within last 3 years were 3

(Nunn et al) migrants times more likely to be HIV infected than those
who had residence for 10 years.

Senegal, 199 Seasonal migrants in rural ar HIV spread mostly first to men who becal

(Pison et al) infected during seasonal migration, then to

their rural partners when they returned
South Africa, 199 Rural KwaZuli-Natal residents ¢ HIV 3 times more likely among those who F

(Abdool Karim et migrants recently changed their place of residence

al)

South Africa, 1991 Urban male mine workers Migration disrupts famlife and creates a
(Jochelson et al) market for prostitution in mining towns
Zimbabwe, 1990  Urban male factory workers HIV+ men more likelylige apart from their
(Bassett et al) wives and to have multiple sex partners

Table 3: Summary of the major African studies on Mgration and HIV/AIDS
Source: Lurie (2005)

Lurie (2005: 298) concludes that migration, or dafian movement has played a
critical role in the spread of HIV throughout Scerth Africa, but relatively few
studies have attempted to understand the underlyiagesses in detail or develop

ways to reduce the spread of infection among mtgrand their partners.

2.3 Migrants and utilisation of healthcare services

2.3.1 Literature on experiences of migrantsin developed countries

There are several scholarly works on migrants’ thealeeds, health services
utilizations and overall access to healthcare. Qulk of this literature focuses on the
medical experiences of undocumented migrants in UWhéed States and other
developed countries (Teller 1973; Nickel 1986; \Whisand Rosenberg 2003; Correa-
Velez 2005; Ross et al 2006; De Luca 2008). Thiskwwas mostly been concerned



with addressing problems associated with an exahasy policy towards migrants’
access to non-emergency healthcare. For exampleugih the Federal Welfare
Reform Act of 1996, the Governor of California tfiensuccessfully to enact a law
that would cut off expenditure on prenatal careuedocumented migrants (Menjivar
2002). Another example is that of Spain, whereritjet of the immigrant population
to health and healthcare is regulated by a seaws$ Idealing with immigration and
naturalisation: healthcare is guaranteed for miaois pregnant women, persons with
a medical emergency, and immigrants registered witir local census bureau
(Buron et al 2008). Grove and Zwi (2006) concurt ttieere have been inadequate
responses by developed countries to the healtrsrea@fugees and forced migrants.
Undocumented migrants have also been excluded tlerstate’s list of marginalized
populations who are entitled to subsidized headite dacilities (PICUM 2007). The
debates on exclusion of migrants in healthcaresschave also come under criticism
because in order to ensure the wellbeing of ciizbere is need to make sure that the
health of migrants is considered especially in fight against diseases such as
HIV/AIDS (Smith 2001).

Other studies show how the ‘hidden’ migrants findy# of accessing healthcare of
some sort especially migrant women who rely onrthetworks with families back

home or through “ties that heal” (Menjivar 2002he¥ also show how these groups
circumvent issues pertaining to health insuranakaso the flip side of an apparent
fear of detection and deportation by accessingtihesle (Chavez et al 1992; Yebei
2000). Some findings have shown that immigrantsléneloped countries such as
Spain overcome certain barriers by using the enmnesgdepartment to access health

specialities in preference to other routes (Burtoal 2008).

2.3.2 Literature on experiences of migrantsin South Africa

What scholars on healthcare issues of migrantseireldped countries say, shows
some differences from the situation in South Afnighere the Bill of Rights and

Refugees Act (1998) provide for health care acoéssigrants to medical treatment



including non-emergency needs especially of refsgael asylum seekers. Article 27
of the South African Constitution on “Health cafeod, water and social security”
reads:
1. Everyone has the right to have access to:

a. Health care services, including reproductive hecdtfe;

b. Sufficient food and water; and

c. Social security, including, if they are unable tgpgort themselves and

their dependants, appropriate social assistance.
2. The state must take reasonable legislative and atbasures, within its available
resources, to achieve the progressive realisafieach of these rights.

3. No one may be refused emergency medical treatment.

Most of the work has therefore ‘naturally’ looketdtlae flaws in providing healthcare
to undocumented migrants. Amongst the difficultieat Somalis have experienced in
accessing health care in South Africa are issuasing to the inhospitable treatment
by hospital staff which in most cases has beenbatéd to xenophobia (Pursell
2005). Other work precisely of advocacy in natuas lgone further to look at the
shortcomings of the programme on antiretrovirahtireent (ART) for undocumented
migrants in South Africa mostly because there anbiguities in the rights of these
people to access such treatment (CORMSA 2007; fgsd works illustrate the
practical problems of health access obtaining engtiound which differ from what is
provided by the law, for example, health persomistriminating against migrants on
the basis of language barriers or ignorance ofgesurights and also xenophobia.
Therefore if it is not the state’s conscious eftordeny migrants access to healthcare
especially in public hospitals that constitutesrieas to healthcare for migrants in
South Africa, then perhaps there is need to loabtlzr factors as they are explained

by scholars.

The forced migration literature views institutiorfllws as major obstacles to access
to social services in general and health care inticopdar. For example the
incompetence of the Department of Home Affairs agisteringbona fiderefugees
and asylum seekers means a denial of legal protetdr this vulnerable group and
equally a denial to state services (Landau 2008)sTn a case where a refugee needs

ART the situation is complicated if the registratifor that individual takes long



because the permit is a pre-requisite for accedstagment. Resultantly non-citizens
or migrants face challenges in accessing ART inphklic sector in South Africa
(Veary 2008). The attitude of hospital staff iscalgn important obstacle to the
accessing of not just treatment but quality treatreess some studies have shown
(Pursell 2005; Landau 2007).

The living conditions of migrants in South Africaeaargued to be potential causal
factors for the deterioration in their health ssatBingh (2005) notes that not only do
new arrivals (both domestic and international) mfiige in over-crowded residential
units, but they also have little access to pubdalth facilities even though they are
constitutionally entitled to them. She further sigata from the Agincourt field site,
which shows that factors associated with being tdeseformer-refugee appear to
produce an inequitable burden of child mortalitg da lack of legal status and social
and economic barriers, which have negative consemse such as poor access to
health and social services, as well as indirectitieg consequences, such as social
discrimination and marginalisation (Kahn et aleditin Singh 2005: 26)Pursell
(2005; 11) argues that the risk factors that conité wmigration to South Africa
provide strong motivation for forced migrants todreabled to claim and receive the
right to healthcare provided by the Refugee Ace @hites:

...the transient nature of migration as well as thet fthat forced

migrants may have recently left countries wherdat@®ervices were

disrupted, and so where little or no health cars asailable, makes

migrants susceptible to compromised immunity...faneigigrants in

South Africa are self-settled and live among SdAfticans. Living in

close proximity to anyone who lives in a deteriomgt urban

environment and often unfavourable socio-econonsieditions is a

health risk (Pursell 2005; 11).
However, migration in some cases has improved tledl-being and health of
migrants. Health is often improved for women fromop countries who move to
regions where they may be able to manage theitlitierand sexual reproductive
health (The Lancet 2006: 1039).

Roux and van Tonder (2006) discuss findings of Sleath African Migration and

Health Survey, which aimed at providing a reasonabimprehensive picture of the



interrelationship between migration and health out8 Africa, and examines the
different health outcomes by migration status a agethe factors that affect migrant
health. Their study shows that it is unclear witd¢ mccess to healthcare facilities in
the proposed area of destination plays in attrgatimgrants to particular areas, or to
understand what role health information plays imgnation decision-making. What
was clear is that less than % a percent moved poowe their access to social and
public (including health) services. Less than 60R4nigrants obtained information
before moving regarding health and public servindbe destination areas. However,
the two scholars argue that migrants who make plé@mned moves e.g. accepting a
job transfer or assignment, exploring better ecanpnaccommodation and
educational opportunities, or when attracted tdifestyle a destination area seems to
offer, show that they are more likely to obtainsutformation before moving (Roux
and van Tonder 2006: 142). Refugees had the lakstihbod of obtaining
information regarding health and public service®medeparture.

In sum, this section has outlined the state ofameon migration and health in
general, and issues of access, discrimination, atiggr’health linkages as well as
experiences of migrants in South Africa in parulThese studies provide the
premise upon which this study sets off and triegdntribute to the existing gaps,
especially the need for more studies concerned watlth-south migration health
issues. However, the study is not only informed simaped by the works cited in the
literature review but it also applies some theosdtimodels on health-seeking

behaviour.

2.4 Factors influencing healthcare utilisation by ngrants

2.4.1 Socio-economic and legal factors

There are several socio-economic and legal fadtas influence the utilisation of
healthcare services by migrants in the host courtrythe literature significant
attention has been given to barriers that migréads in accessing health care. These
barriers are argued to explain why migrants resortcertain forms of medical

treatment or why they underutilize formal chann8atrriers to healthcare access fall



in two categories namely, financial and non-finahd&arriers. Guendelman (1985)
argues that poverty, fear of deportation, discration, language difficulties, lack of
insurance coverage have been identified as batoeashieving access to the health
system by Mexican immigrants. These barriers alspear to explain why those
adults who enter the medical system use a varietyealth settings which are not
limited to hospital care. Treatment of non-acukees seems to be sought in clinics
and to a lesser extent in private physicians' e#icChavez (cited by Guendelman
1985) has noted that women especially prefer dibiecause they often offer sliding
fee scales which can be paid in cash or in instaisneSelf-medication, using over-
the-counter drugs, has been frequently reporteMéyican females. Several studies
show that undocumented immigrants are as equalbhg go better at meeting their
financial obligations than other indigents. Theteafprefer to pay cash since it avoids
guestions on their status. Despite this track gcdmerican health agencies, and
hospitals in particular, often complain of a finehcdrain caused by treating the

undocumented migrants (Guendelman 1985; 494-495).

Some studies have discussed issues relating targodation or legality status as a
barrier of access to healthcare among undocumeniggnts. Moore (1986) asks a
pertinent question on how legal status affectautidocumented immigrant's access to
health care. He argues that due to the wide vaoktgws and regulations that affect
the undocumented population, as well as the palijicensitive nature of the issues,
there is much misinformation and lack of communaramong and between health-
care providers and patients on the rights of thdooamented to health care. To this
matter he concludes “thus the undocumented pasaffers from both real and

imagined legal uncertainty” (1986: 66). Marshallagt(2005: 917) have shown that
migration status is a factor that contributes te thulnerability of some Latino

immigrants, especially the undocumented in the adhiBtates who experience legal
difficulties due to lack of documentation, whichaynmake it difficult for them to

find jobs and achieve economic stability.

Related to the issue of legality status is theeefiear of deportation which makes
undocumented migrants remain hidden from accegshigig basic rights to health as
provided for by the law. It is argued that undocuated migrants experience the same

barriers as documented migrants and non-migranésdiven country but they have



one difference in that undocumented migrants egpeg one additional problem—*a

sometimes crippling fear of deportation” (Moore €989. In a nutshell McGuire and

Georges sum up that as a “source of prolonged sstresdocumentedness can
exacerbate health risks because of other variahlels as affordability, accessibility,

acceptability, knowledge, cultural views and praesi and willingness to seek care
(2003; 190).

Young, et al. cited by Evans (1987) provide a wider cultuparspective to the
problems of providing health care to immigrant pagions. The barriers to health
care were largely language related. It is also mgmd to note that migrants bring
their own explanatory models to explain diseaseatitbdes towards practices such
as testing, which could negatively affect inteni@mtprogrammes. In Molapo’s study
of Basotho migrants, she describes the culturallaggbions and perceptions of
illness, disease and well-being as they are urmtmgby the workers. For example,
blood is viewed as the source of life and if onesinot have “healthy blood” they are
constantly sick and will eventually die. As suclinidal withdrawal of blood for
testing is a sensitive issue and creates suspiti@ “blood may become
contaminated while it is in the laboratory and ttkas in turn will make them sick”
(Molapo 1995: 97).

2.4.2 Models of health-seeking behaviour

There are several models of health-seeking behattat can be used to understand
and contextualise the factors that influence healdne services utilisation by

migrants. One such model is the health care uiibsanodel adapted from Andersen.

(@) The Health Care Utilisation Modellhe socio-behavioural or Andersen Model
(cited by Hausmann-Muela et al 2003) groups ingiclsequence three categories of
factors (predisposing, enabling and need factorsjchv can influence health

behaviour. Initially the model was developed toestigate the use of biomedical
health services but has been adopted in the praffimgher health care sectors such
as traditional medicine and domestic treatment® diagram below illustrates the

model:



Predisposin | | Enabling || Need factors .| HEALTH
g factors factors "|  SERVICE
USE

Figure 1: The Health Care Utilisation Model
Source: Hausmann-Muela et al 2003: 14)

Examples of predisposing factors include: age, gendeligion, global health
assessment, prior experiences with iliness, foedatation, general attitudes towards
health services, knowledge about the illness etell@et al cited by Hausmann-
Muela et al 2003: 12). Enabling factors incorparateilability of services, financial
resources to purchase services, health insurance&l :ietwork support etc. Need
factors comprise, perception of severity; total bemof sick days for a reported
illness; total number of days in bed; days missednfwork or school; help from
outside for caring etc. Another group of factorsuldobe the actual treatment actions
such as home remedies (herbal or pharmaceutipala)macy, over the counter drugs
from shops, injectionists, traditional healersyaté medical facilities, public health

services etc. (Hausmann-Muela et al 2003: 13).

In a sense this model specifically looks at treatinselection in both material and
structural factors, which are barely taken intosideration in the psychology models.
Weller et al (cited in Hausmann et al 2003) emd®akits particular use for working
with statistical data on actual cases. In additmthe predisposing factors, referring
to the structure of the health care system anéhkgo a country’s social and political
macro-system. This is a valuable extension astg pmphasis on the link of health-
seeking behaviour with structural levels within aamo-political and economic
context. However, the model has been critiquedfitting the ‘need factors’ which
are central for understanding health-seeking belaviWeller et al cited in
Hausmann 2003: 13).

Kroeger 1983 went on to elaborate the Andersen hMogd@roposing the following

framework:



Interrelated explanatory variables, all of whick affected by perceived morbidity;

= An individual’s traits or disposing factors: agexsmarital status, status in the
household, household size, ethnic group, degreeubbfiral adaptation, formal
education, occupation, assets (land, livestockh,cascome), social network
interactions.

= Characteristics of the disorder and their percepthronic or acute, severe or
trivial, aetiological model, expected benefits aeatment (modern versus
traditional), psychosomatic versus somatic disader

= Characteristics of the service (health serviceesydtactors and enabling factors):
accessibility, appeal (opinions and attitudes taolwatraditional and modern
healers), quality, acceptability, communicatiorstso

The interaction of these factors guide the eleatibhealth care resources (dependent

variables).
Predisposing Traditional
factors Healer
- Characteristics Choice of Modern
Perceived and health » Healer
Morbidity perception of care
the resource
disorder
Characteristics Self treatment
of the service, ar ho treat-
enabling factors ment

Figure 2: Kroeger's Model 1983
Source: Hausmann-Muela et al 2003: 14)

(b) The political economy of health approad®oncerned with the macro societal
determinants impacting health, the political ecoyoof health approach (PEHA)
places its attention on the economic and politalctures lying at the base of social
production of morbidity or the rate of disease deeice in population group. Morgan
(cited by Nunez 2008) defines the PEHA as a “mamalytic, critical, and historical
perspective for analyzing disease distribution bhedlth services under a variety of
economic systems, with particular emphasis on tieets of stratified social, political

and economic relations within world economic systeifihe expansion of the



capitalist system is recognised by the PEHA asntlost significant, transcending
contemporary process and increasingly shaping esiaping social life. Moreover
macro-economic transformations create economicsanihl exclusion of large social
groups, manifested in their marginal access to @owim and social resources,

security, housing and health (in Nunez 2008: 44).

In Nunez (2008)’ study, the economic migration eflian workers into Chile is a
consequence of the expansion of capitalism andethergence of new forms of
labour such as labour provided by transnationalramig workers. Such workers’
increasing vulnerability is the result of the weaikg of the laws and structures that
protect workers well-being (e.g. labour legislatiencial security provision) and now
labour-flexible schemes in time with the changiregds of the capitalist system for
expansion. These factors have increased the pewiauk/economic conditions of
migrant workers and ultimately impact upon theialtle (Nunez 2008: 45). However,
PEHA has shortcomings when related to anthropodbgaoalysis. Its emphasis on
societal macro forces has resulted in a tendencgejpersonalise the subject matter
and the content of medical anthropology by focugsom the analysis of social
systems and things, and by neglecting the partictila subjective context of iliness,
suffering and healing as lived events and expee&nthis is equally interesting in
the case of Zimbabwean migrants who flee econoraiddhips in their country to
seek better economic opportunities in South Afrisecause their biggest asset as
alluded to in the migration health segment in thapter, are their healthy bodies that
enable them to work. This theoretical assertiontesia the arguments that migrants

come to South Africa to access better off healéhsarvices.

2.5 Conclusion

It is upon this framework that this study will diss the findings presented in the
study and attempt to answer the research quedtiashave been mentioned in the
introductory chapter. The following chapter willmalelve into a discussion of the

methodology used in the study.



CHAPTER 3: METHODOLOGY

3.0 Introduction

This chapter discusses the methodology that wad tseexplore the patterns of
healthcare services utilisation by Zimbabwean mmitgrdiving in South Africa. By its
nature as a Masters Research report, the studynal scale. It involved the
systematic collection and presentation of dataite @ clear picture of a particular
situation and in this situation, health care sawiatilization by a particular migrant

group in South Africa.

3.1 Research Design

The study’s main objective was to explore the fectohich determine the utilization
of public health facilities by Zimbabwean migramsJohannesburg. In so doing, it
sought to describe and also explain the differettepns of behaviour in relation to
the utilization of health care services. The redeadesign is an exploratory
descriptive study of the utilisation of health caegvices by Zimbabwean migrants in
South Africa. Two data gathering techniques weredus the study namely, the
analysis of secondary quantitative data from a esureonducted by the Forced
Migration Studies Programme (RENEWAL) and an inttlefollow up qualitative

study of four Zimbabwean migrants who had recertitheseeking experiences in

Johannesburg South Africa.

3.2 Secondary Data Analysis

The RENEWAL'’s central primary data collection tdol the multi-site study was a

guantitative household survey. This was modifiedtfe Johannesburg context. The
survey was conducted across a range of housing typdohannesburg. So it was
divided into two areas: (1) urban formal areashefdense inner-city and (2) an urban

informal settlement. A total of 487 household syrgeiestionnaires were completed



and are used in the analysis. This provided inféionaon 1,533 individuals. The
table below illustrates the distribution acrossfthe suburbs:

Table 4: Distribution of respondents according to sburb

Surburb No. of Respondents
Sol Plaatjies 195
Berea 101
Hillbrow 90
Jeppestown 101
Total 487

The three inner-city suburbs shown in Table 5 abeegee purposively selected from
the inner-city; basing on prior knowledge of prexdcstudies by the Forced Migration
Studies Programme which established that these ewheeas that cross-border
migrants live. In the selection of the survey sisuover-studied suburbs such as
Yeoville that are known to have a large cross-bord@rant population were not
selected. Copies of all Statistics South Africaa{StSA) ‘Enumerator Areas’ (EAS)
for each of the three suburbs were sourced foptiposes of selecting research sites
for the study. Stats SA uses EAs in the censu®02 ZVearey et al 2008: 54). Use of
the Stats SA EAs enabled comparisons to be madensus data and the EAs were
developed to each contained a similar number ofllchge of up to 300. Three EAs
were randomly selected from each suburb. This wag dy printing all EAs for each
suburb and blindly selecting three per suburb. 4ua¢ number of households were

selected from each building or block within the EA.

In areas with high density such as Hillorow andeéBeinformation on the number of
flats per building were obtained in advance bydfiedsearchers who approached the
caretakers or owners of the flat. Doing this endbhee sampling of households to be
appropriately weighted depending on building skz&. example in apartment blocks,
households would be evenly distributed across elels. The sampling frame
involved selection of the first house in the nontést corner of each cluster as the
starting point. For the second household the fielther moved clockwise in the
cluster and selected the third house. For each 3Ahouseholds were selected
(Vearey et al 2008).



The survey comprised both cross-border and intemigirant households in the
sample population. In addition, a group of Southc&in respondents who reported to
have ‘always lived in Johannesburg’ were included ¢domparative purposes. It
turned out that 65% (n=292) of respondents werermal migrants, 25% (n=146) of
respondents were international migrants and 10%4nhef respondents had always
lived in Johannesburg. Of interest to the presemtyswas the fact that, unexpectedly
out of 146 international migrants, Zimbabwean migreespondents numbered 118
(80.8%). The data from the survey therefore pravidévasis for analysing healthcare

utilisation patterns of Zimbabwean migrants whdipgrated.

The survey made it possible to quantify the distidn of certain variables in the
study population. For example in this case, usimg Zimbabwean sub group of
respondents, it was possible to quantify the nuntbeespondents who stated that
their income or legal status prohibits them fronlizibg health care services. A
survey can also reveal interesting associationsvdset variables, for instance
between seeking treatment at a hospital and secioesnic status, gender and
education (Patton 1990).

The survey results were grouped together and asdhlylsrough statistical package
software JMP 5.1. It is important to note that sivece the researcher was concerned
with the dimension of Zimbabwean respondents, thayais was based mainly on
extracting relevant data to address the researestigus of the report. This software
proved to be a useful tool in establishing the dptee statistics on patterns of
healthcare utilisation, and important informationsmcio-demographic characteristics
of the respondents, among other things as theteteta Zimbabwean respondents. In

some cases comparisons were made with data ongrthgrs of respondents.

3.3 In-depth Interviews

In order to get in-depth explanations and expegsraf the respondents, four depth
interviews were conducted by the author. The opwleé responses allowed the
researcher to understand the world as seen by d@Bpomdents. Moreover the

researcher managed to capture the points of viewrespondents “without



predetermining those points of view through priglestion of questionnaire
categories” as in the quantitative survey (Patt®®0] 24). The open-ended questions
solicited answers that were overlooked by the dogegestions especially the third
research question which sought to establish theaheixperiences of migrants who
had tried to access health care. The open-endedtigue were also essential
generally in trying to establish the experiences hbufth undocumented and
documented migrants who utilize healthcare senacesthe alternatives they have at

their disposal.

The recruitment of in-depth interview participantas done through opportunistic and
snowball techniques, by first identifying Zimbabwsealikely to have significant
experience of seeking healthcare treatment at thdtican hospital or other service
provider and asking for referral to other Zimbabweaigrants known to the

respondents who were in similar situations.

Code Age Gender Education Occupation Marital Legality Status
Status
IDI1 33 Male High school Self-employed Widower Undocumented
IDI2 28 Female Diploma Accounts Clerk Married Undocumented
IDI3 37 Male High school drop  Self-employed Livingwith ~ SAID
out partner
IDI4 24 Female Nursing Waitress Married Asylum
Diploma

Table 5: Socio-demographic characteristics of reciited Zimbabwean respondents (qualitative)

NB: IDI is code for in-depth interview

The open-ended questionnaire was developed inghedf the crucial question areas
to be addressed. It was basically a schedule aletinpe questions. Due to time
limitations, only one attempt was made to fieldt tiks The final questionnaire is

attached in appendix 2.

Data analysis was done through selective coding drguping responses,
conceptualizing them, categorically labelling thenentifying their properties and

establishing relationships between them. Thesescodge created by using themes



from the research questions and the list of codewrm upon closer scrutiny of field
notes. Coding is necessary because it ensuresr @asieval and organization of
chunks of text in order to categorize it accordiogertain themes (Welman, Kruger
and Mitchell 2001; 214). Direct quotations from theerviews are essential for
revealing respondents’ depth of emotion, the wagy thave organized their world,
their thoughts about what is happening, their €epees, and their perceptions
(Patton 1990; 24). Hence some direct quotationisbsikited verbatim in the report in
order to illustrate respondents’ experiences. Quwd £xample is a box which narrates

a story about a respondent’s experiences.

3. 4 Ethical Issues

Considering the sensitivity of this topic which tbeause fear of moral judgement or
shame to the respondent, the researcher compliéd twe ethics requirements
involved. Ethical approval for the RENEWAL study svaobtained from the
University of the Witwatersrand Medical Researchhie&® Committee (protocol
number: M071125, 2008). The author was given peionsto use the data from the

Principal Investigators of the RENEWAL study fomdemic purposes.

Although none of the respondents of the qualitaindepth study raised questions
which | could not address immediately, | was predaio make appropriate referrals
to guide the respondent especially to relevanticerproviders. Since some of the
respondents interviewed in the study are in thenttguillegally’ | took precautions
to ensure that confidence among them was gainedttatdthere were no risks of
exposing them. To warrant that the research didcaase participants any form of
harm (moral, physical, emotional), careful stepgewtaken in the guidelines for
interviews and questionnaire design to minimizeeptél discomfort to informants. |
devoted a period of time before the interview toim and explain the purpose of the
research and then to seek consent of the resp@dBEmtir names, addresses, and
phone numbers were not recorded on the interviegspomse to ensure their
anonymity. In line with research ethics, the reskar ensured that only the
population selected for the study were those torwlioe research question applied

(Wassenaar 2008; 8). The interview with femalgoesients was conducted in a



suitable atmosphere, on the balcony of her resglanadhe open where passers-by or
neighbours might not become suspicious of the reeea Her husband gave prior

consent but he was unwilling to participate.

In sum the chapter has demonstrated how the résragathered the data used in the
writing of this report. It has outlined the resémdesign, data collection techniques
and ethical issues that were involved. The chatiiat ensues will present the

findings.



CHAPTER 4: FINDINGS

4.1 Introduction

This chapter presents the findings from the RENEWAuantitative survey,
particularly the healthcare services utilisatiotgras of Zimbabwean migrants who
participated in the survey. It basically comprisesub sample from the data that have
been extracted from the RENEWAL data which lookédngernal South African
migrants, international migrants and South Africambo have always lived in
Johannesburg. The findings of the in-depth intevsiefiled gaps from the
RENEWAL data. Bearing in mind the research questitime data is presented under
the following sub-headings; socio-demographic ottarsstics of respondents, factors
influencing the utilization of health care servieex®l their experiences with accessing
healthcare. The chapter tries to answer these m@presearch questions, while an
attempt is made to interpret the findings withire ttheoretical framework of the

research report.

4. 2 Socio-demographic characteristics of responden

In the RENEWAL household survey, a total of 489iwdblals were interviewed,
providing information on 1533 individuals. Forty rpent of households were
interviewed in the informal settlement (Sol Pla)i and sixty percent from three
suburbs of the innercity (Berea, Hillorow and Jegppen). The survey respondents
were stratified into one of three migratory cateégmir (1) South African internal
migrants (n=292, 60%); (2) cross-border migrants1@6, 30%); and (3) a control
group of South Africans who have always lived ilhaonesburg (n=44, 10%). Of the
146 cross-border migrants 118 (80.8%) of them war&imbabwean nationality
(55.1% male and 44.9% females). The table belomwshthe distribution of the

Zimbabwean migrants among the three suburbs studied



SURBURB FREQUENCY PERCENTAGE
Sol Plaatjies 9 8
Berea 43 36
Hillbrow 55 47
Jeppestown 11 9
Total 118 100

Table 6: Place of residence of Zimbabweans in Soutkfrica

Table 7 above shows that the majority of Zimbabweespondents came from
Hillborow (55; 46.6 %) and Berea (43; 36.44%). Thlasquite understandable in the
light of other research findings such as the Wit Survey showed that migrants
tend to live in the inner-city areas of Johannegb(see Jacobsen and Landau 2003).
However, since it was beyond the scope of the stitdyas not enquired as to why
most of the Zimbabwean migrants particularly fromatibeleland provinces of
Zimbabwe constitute a significant proportion ofgesdents who live in Hillorow and
Berea. As a result of random sampling, it turnetitbat the majority of international

migrant respondents were Zimbabweans, whom wegellafrom Matabeleland.

The ages of Zimbabwean respondents varied betw@emd 78 years, of which the
majority fell within the young adult age groupsiadicated in Figure 3 below. Only
three respondents out of the 118 are above fifaysyef age, of which one is 78 years
old. More than half of the respondents are betwafeand 30 years old. This is quite
an interesting scenario because international migréend to be of a certain age
group, mostly young people. This can also be cduédised in the light of studies
that have tried to examine the profile of Zimbabweaigrants in South Africa. One
such study by Landau (2008) reasoned that wherortes to the Zimbabwean
population of an estimated 12.3 million people, wb@.6 million constitute the
economically active population (16-64 years) of ehB.6 million are young adult
males. Thus one could concur that it is perhapslatier group who are likely to
migrate from Zimbabwe in search of opportunitiearidau 2008: 9). A diagram

showing their age groups is illustrated in the feg8 below:

5 The survey was conducted in Berea, Bertrams, iBembout Valley, Fordsburg, Mayfair,
Rosettenville and Yeoville.
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Figure 3: Age distribution of respondents

In terms of areas of origin within Zimbabwe, mos$ttlee respondents are likely to

come from Matabeleland namely; Bulawayo, Plumtréyanda, Tsholotsho,

Esigodhini and Nkayi. By inference with their ared®rigin they are also most likely

to be of Ndebele origin.
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The presence of more Zimbabwean respondents fromabddieland than any other
areas of Zimbabwe could be attributed to severetbfa, based on the researcher’s
assumptions and inference; Matabeleland has bemparatively marginalised in
terms of development and employment creation oppidrés even during the time
the Zimbabwean economy was performing well; alse ttend of migration as
indicated in the background section, had alreadguberesulting from the
Gurukurahundi persecutions in the 1980s. Howevesdhare limited explanations
when one tries to understand which one constittlieslarger population in South
Africa between the two ethnic groups from ZimbabW®Bet if one infers to what is
known generally about the way migrants tend tsteluand settle in certain areas and
then their kith and kin who migrate later also caimgoin them, then maybe this can
explain why their dominance in Hillorow and Berd2erhaps in other areas of
Johannesburg and South Africa at large, Shona-speakigrants would tend to

dominate in higher numbers, where their predecessaitled upon arrival.

Another important aspect in appreciating the sol@mographic characteristics of the
respondents interviewed in the survey is their tlengf stay in South Africa. The
overall assessment is that the respondents terdbd fairly recent arrivals having
lived between O and 3 years in South Africa. Oviéy percent (62 out of 118) had
lived in South Africa for less than three yearsd atmost all (102 out of 118) had
lived in South Africa for less than ten years. Oahe respondent has lived for over

fourteen years.
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Figure 5: Length of stay



The length of stay is an important variable becatiggays a significant role in
determining the (non)usage of healthcare faciliieshe status of a migrant’'s health
after arriving in the host country. An understardaf its implications on the results

will be unpacked later in the discussion.

4.3 Factors influencing the utilization of health are services

There are several factors that impact on healtheditesation by migrants and
therefore this report categorises each of the fadtothe light of the existing findings.
As has been highlighted earlier in the report, éhare situational and attitudinal
variables associated with health utilisation paelSituational variables comprise;
length of residence, household size, age, maritdlis, gender, education in home
country and South Africa, religion, language pneficy/problems, income,
employment and medical assistance, among othetgudibal variables consist of
perceived health status, acculturation and perdesadf-sufficiency. However, the
guantitative data do not include all of these \adgs. Some of them have already
been discussed in the preceding segment and $usiségment | explore the health
status of respondents, their illness episodes#dinacidences and nature of illness,
whether they sought treatment, and their choiceheélthcare service provider

drawing on the variables available.
(i) Self-reported health-status

One of the determinant factors of healthcare atils is health status. Thus the
respondents were asked to indicate their self-teddrealth status at the time. A large
proportion of the 118 reported their health statulse good (74 %) and very good (10
%). A few (14%) reported average health statusev®¥o described their health status
as poor. It can be noted however that considettirag tespondents were asked to
report on the health-seeking behaviour of other breams of the household, there is
potential for bias since people do not often decldweir health problems, even to
members of the same household.
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Figure 6: Self-reported Health Status

However, a reasonably large number (58%) did ngaga themselves in any health-

conscious activities to maintain their health, theppened to be just healthy.

Activity Count %
Nothing 68 58
Eat well 20 17
Exercise 13 11
Go to doctor for check ug 10 9
Don't stress 3 3
Pray 2 2
Other 1 1
Total 117 100

Table 7: What do you do to keep yourself healthy?

Eating well was considered to also be an imponteay to keep healthy by at least
17% of the respondents and only 9% actually goht doctor for check-ups.
Exercising is relatively important for 11% of thespondents whilst at least two of the

respondents pray to God for good health.

(ii) Iness Episode:

Respondents were asked to recall any illness episaithin the past twelve months
or more. The target for the survey was to probéhé&rthose respondents who had
been ill within the past twelve month period. Adarnumber out of the total

respondents (118 Zimbabweans) had not experierickdess or illness in the said



period. Only a small proportion reported themselsgsany members of their
household to have had an illness experience wilt@rpast twelve or more months.

Level Count Prob
%

This week

This montt

Last month

Two months ago

3-6 months ago

7-12 months ag

More than 12 months a

I am never sick/no-one in this household is evek si
A member of this household is sick all the time 1 1
Other 1 1
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Total 11€ 10C

Table 8: Reported illness episodes

Out of the 118 respondents only 41 reported aeshnepisode in the last twelve or
more months. The majority, 76 (64.4%) reported thay had never been sick at all.
This is the same situation for the overall respente this question whereby the
majority 265 (55%) reported that they had nevernbdlenor had anyone in their
current household within the past twelve or morenths. Only 1 % of the
Zimbabwean migrants admitted that a member of theséhold was sick all the time.
In addition one respondent or member of the houdetas ill at the time of the
interview and another 1% reported sickness betvgssen to twelve months ago.
This study was concerned with those people who theeh ill in the last twelve
months i.e. 25. Therefore part of the results fodow are based on that smaller

subset of respondents.

It was also important to ask all the respondenét @ny time they ever suffered from
illnesses such as tuberculosis. Thus among theomdspts asked if any of the
respondents had suffered tuberculosis in theitidife, the majority 117 out of 118

said no.

There are different types of ilinesses reportedragrtbe twenty-five respondents who

had been ill in the last twelve months. The tal@d®Ww illustrates these:



lliness Male Female Frequency Percentage
0,

1.Coughin 1 2 3 1/02
2.Flu 2 2 4 16
4 Diarrhoea 0 1 1 4

5. Weakness 3 1 4 16
6. Emergenc 1 1 2 8
11. Body pains 1 0 1 4
12. Cervicallvagina 0 2 2 8
13. Dental 1 0 1 4
16. Injury 2 0 2 8
17. Other 1 4 5 20
Total 13 12 25 100

Table 9: Nature of healthcare problem

The major illnesses reported by the respondents w@&unghing (12%), flu (16%), and

weakness (16%) and others (20%) unspecified.

In terms of seeking remedy the majority, 17 out26f(68%) sought help for their

illnesses while the remaining 8 (32%) did not s&ektment, care or advice from a

healthcare service provider.

68.0

17

32.0

1

2

Note: 1=Yes and 2=No

Figure 7: Did they seek treatment?

Among the eight who did not consult a healthcaneise provider, five of them

already had medicine with them; one consulted ativel, the other did nothing and

another was provided medicine by the employer:

Level

Count




Consulted a relativ 1

| already had medicine 5
Employer provided medicine 1
Nothing 1
Total 8

Table 10: Did not consult a healthcare service prager

The decision to seek treatment for an illness éspaling to the literature, largely
determined by ‘need factors’ such as those mendidne the Weller et al 1997
healthcare utilisation model (cited by Hausmann-e al 2003), which argues that
the patient or ill person is likely to considerithgerception of severity, total number
of sick days for the reported illness, total numbkdays in bed, days missed from
work or school, help from outside for caring, amastger things. Although these
factors were not probed in detail among the respotsd] there is an indication that
among the 17 who sought treatment, probably a laugpeber considered their ‘levels
of need’ for treatment. Added to this the treatnmeiions of the remaining eight also
point out to their perceptions of severity or needthe one hand, and also to their

preferences on treatment action on the other.

(iii) Choice of service provider:

In most cases respondents indicated their choideealthcare service provider and
this was mostly the facility in closest proximity their dwelling.

Government healthcare facilities were relativelyppar as the first place of

consultation among the respondents who sought help:

Frequency Percent
%

Government Clinic 5 29
Government Hospital 6 35
Private Clinic 3 18
Private Doctor 2 12
Pharmacy 1 6
Other 0 0
Total 17 100%

Table 11: Which place did you go first to seek medal advice?



The reasons for the selection of facility wereilatited to nearness of the health
facility to the respondent’s place of residence.lyOone respondent chose the

healthcare facility because “it treats anyone réigas of their nationality”.

Reasons for choosing facility Frequency Percentage
%

It is nearest 8 53.3

Good services/friendly 2 13.3

Referred by friend/family/neighbour 3 20

Will treat even if not South African 1 6.6

Other 1 6.6

Total 15 100%

Table 12: Reasons for choosing healthcare facility

Despite legal status not being reflected as a reaspacting on choice of facility,
one of the respondents in the in-depth intervieaxsdver, blames her legal status for
limiting her choices of healthcare service:

If only we had the right papers, my husband anduld/ have been

contributing towards medical aid. That way we wobhle gone to a

decent private care hospital like we always didkdamme. | felt much

degraded having to go to a public hospital wheres ifree and the

nurses treat you badly. A friend of ours referradta a public clinic

where | delivered our baby. It was such a nastyesgpce, if my

husband had not offered transport to one of themwis at the clinic

on that night, | would have faced birth complicato No one was

there to induce me and | was getting restlesskoua (IDI 2, Female

Zimbabwean, 2009)
From the survey data it appears from the small &artigat migrants are able to
negotiate and easily access health care servie¢sath owned by the government.
Also the migrants’ actions concur with the expléovad of the Kroeger model which
argues among other things that the characterisfiaghe service (or health system
factors and enabling factors) influence one to streltment or to choose that
particular service. In this case, from the survayadthe nearness of the healthcare
facility, quality of service and the fact that thespital does not discriminate against

non-nationals are important factors indicated angtudy.



4.4 Experiences with accessing healthcare

The questions asked in the survey probed the diifeexperiences that respondents
and members of their household faced in trying doeas healthcare services. This
included asking them about their mode of transpmrget to the hospital or clinic;
whether they were denied or granted treatment;ngskiem about the quality of

treatment; and how much they paid if they were dskepay etc.

The respondents were asked to rate the standdirdtdiealthcare facility which they
had first consulted. Most of the responses indisatesfaction with standards of the

facilities as indicated in the figure below:

Level Count Percentage
%
Average 5 29
Good 10 59
Very Good 2 12
Total 17 100

Table 13: Standard rating of 1st health service praeider consulted

Added to this standard rating, almost all respotal@6 out of 17 indicated that they
received the treatment that they wanted. They veatsfied by the quality of
treatment they received. The only respondent wHho tfee treatment was not
satisfactory indicated that this was due to thertslge of medicine within the
healthcare facility and did nothing to rectify tkguation. However, in one of the
gualitative interviews, a respondent stated that ihrses were ‘rough’ when they

were dressing her wound, hurling insults at her:

First they refused to treat me after | explaineat thhad been stabbed
during a scuffle with thieves who stole my cellpboifrrom then on,

the nurse who was attending to me began to puitlyigny bandage

unnecessarily and uttering some harsh words indSéth a nurse also
by training | could tell that this nurse was jusfirig to “fix me”,

because | was speaking English to them. Part ovasegrateful that at



least | was not denied treatment outright, but &warting with the
way | was being treated. Back home patients usatstocomplain that
we treated them badly, but | think they have nelveen to South
African hospitals, we treated them better. (IDlehfale Zimbabwean,
January 2009).

In this case the respondent received treatmensieitfelt insulted even though she

says that she was grateful that the nurses tréated

Regarding transport, the majority of the responsleid not have to drive or catch a
bus to a healthcare centre. As shown in the taddeh the nearness of the healthcare
centre made it possible for the majority of pasemd walk, whilst others used

different modes of transport:

Mode Count
Walked 11
Bus 1
Metred taxi 1
Train 1
| got a ride with someone 1
Ambulance 1
Other -
Total 16

Table 14: Mode of transport to healthcare centre

Regarding hospital fee charges, those who weredaskpay for hospital fees are no

less likely to be much more than those who recefreltreatment (yes=8 and no=9).

Among those who were treated at the different healie centres, a slightly higher
number needed medication (yes=9 and no=7). Outasfet nine patients, five of them
obtained their medication from a clinic, while tb#her four obtained their medicine
from the hospital—all of which are government ingions. Among the nine, only
two of them were asked to pay for the medicatiogiwen the two respondents who
paid for healthcare one of them paid R350 and thergaid R600. The willingness

of the Zimbabwean migrants in the survey to chdosatment is also explained by



the health-seeking behaviour models. The AndersedeW (cited by Hausmann-
Muela et al 2003: 13) lists some of the treatmetibas that can be selected such as
home remedies (herbal or pharmaceuticals), pharn@aeyr the counter drugs from
shops, injectionists, traditional healers, privateedical facilities, public health
services etc.

4.5 Alternative Sources of healthcare

Generally speaking, the majority of the 118 Zimbabw migrants interviewed in this
study indicate that they do not have healthcaresplar safety nets in the event of
illness. They said they would not know what to #toseems their being in South
Africa strongly depends on being healthy and in ekent of poor health they face
uncertainties:

Don't know

69

Both/it depends
27

Go home to their families

Stay here

Figure 8: What do people here do if they get sick?

As it stands, the number of migrants who alreadyeh@ans of returning home in the
event of illness (13) is not as significant as thado have no idea what they would
do (69). Perhaps the 27, who stated that it dependsircumstances, meant they
would weigh the seriousness of the disease so mske a decision on going back or
staying in South Africa. In the event that theyided to stay in South Africa, most of
the respondents (n=36) would expect to be takee «d by members of their

household residing here in South Africa:



Don't know

Friends

Members of their household

36

Figure 9: Who could take care of them in South Afrta?

The assumption that the respondents would be tedenof by household members in
South Africa when they fall ill shows that as asfiresort, depending on the iliness
severity, respondents would prefer to stay in So#ftica until their situation

declines.

The response to the question of returning homédénelvent of chronic illness was
overwhelming as most respondents 68% indicatedthiegt would not stay in South
Africa. The link between health and the ability waork was ascertained in this
guestion as the responses showed that migrantstodetihealthy in order to stay in

the country.

Response Count Percentage
%

Stay 38 32.48

Go home 79 67.52

Total 117 100

Table 15: If you were sick & unable to work what waild you do?

An interesting dimension to the link between migmatand health indicated in the
responses was that very few of the respondentshmsted a visitor from home who

came to seek healthcare treatment:



No

115 No

Yes

3 == [~ yeg

Figure 10: Ever hosted a sick relative from home?
Very few of the migrants hosted a sick relative nfrchome mostly because
Johannesburg is a place of work and therefore ea where the healthy come and

work to support their families back home (yes=3 aod115).

The issue of returning home when chronically ill swexplored in one of the
gualitative interviews that were held as a follogv#o the findings of the survey. In
Box 1 below is an account of a respondent, Marshiatl had to return home in order
to leave his spouse at home in the care of hetivetabecause of her ill-health but

unfortunately she passed away on the way to Zimbabw



Box 1:Returning home when sick

Marshall and his wife Mucha* came to South Africa October 2004 in search
employment. Marshall had acquired motor vehicleandépg skills from his father and hg
been working in Zimbabwe as an unqualified mechémiceven years. His wife Mucha w

a hairdresser. They lived on the East Rand in Ggamiupon arrival in South Africa. For the

couple employment was difficult to find, but atseéor Mucha she easily found opportunit
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to work on a part-time basis in hair salons. Durthg evenings she would work on I

little or no success, at one time he had a threetimcontract to work for a garage but a
the contract he was underpaid for no apparent neddarshall left the garage as a disgrun
man and often drowned his sorrows in alcohol. Senths after their arrival in South Afric
the couple had become undocumented because tlsspgrgs had expired. For Marshall t
was equally a challenge because he could not spaalSouth African languages as his w

clients’ hair to supplement her income. Her hushgmeht much of his time job hunting W;}h

did and he could not easily walk around Johannesbur Germiston to search for

employment. This added to his frustrations with geleking and even though his wife kept
encouraging him he says he had learnt to accepththavould never find employment
South Africa and that his wife had become the bréader. This last feeling complicate

relations between the couple because Marshall coatdmake financial decisions in the

home, especially for luxuries such as alcohol. biefessed that much of the time when th
argued it was because he had pinched his wife’sssnonly to buy a drink. His wife woul
fume at his drinking habits which were a straintioa family’s meagre income. They had
support their child whom they had left in Zimbabwe.

Three years later in 2007 life went on for Marslaaltl his wife until one day she complain
of a headache. Marshall claims that his wife hadags suffered headaches more |
migraines but had never been sick enough to bedmdeaidden. At the time when Much
complained about severe headaches the couple diénwisage it was a sign of troub
Gradually Mucha began to deteriorate and this pgsetllems for the couple in terms
income generation and basic living conditions. MHrkad to start seriously searching
employment but he had to also take care of hiswitdk He learnt from his friends that ev{
though they were undocumented they could seek thealte from the public hospital

er
led
a
nis
ife

on
n
d

ey
il
to

ed
ke
a

Germsiton which was more affordable. The hospitakimg staff were accommodating and

all they had to produce was Mucha'’s passport desipé expired visa.

Sadly after one and half months in hospital, thet@oadvised Marshall to take his wife hor

because her conditioned had deteriorated to suatxi@mt that she could not speak or ¢

Marshall had to consider a number of factors reggrdaking his wife home. He had
decide the possibility of continuing to live in SblAfrica with his wife whilst she was in

terminally ill state, where no one else but himselfild take care of her. This was a decidi

in which Marshall had to also consider the feelinfsis wife’s family who would be angr
with him in the event that their daughter died is ¢tare, hundreds of miles away. He hag
make cultural considerations as well. So he matBngements with his family to take ba
his wife to her maternal home in Zimbabwe. For Matkthis was the longest journey ever
Zimbabwe, taking his terminally ill wife home, espaly considering that he was losing h
Mucha passed away on the Zimbabwean side befoyecth#d get to her home.

(IDI 1 Male Zimbabwean, December 200

*Not their real names




The experience described above is not an isolatgddnt as the notion of returning
home for healthcare or for burial is a phenomer@t ts common amongst many
African (see also Singh 2005) migrants. Anecdotast@&oo on similar accounts of
relatives and friends residing in South Africa wiave had to combine their financial
resources in order to take home the body of a deceeelative. However, another
respondent explained that as an extended famiigingsin South Africa they agreed
to bury a long gone relativemichon?) who had strayed away and broken
communication. He says no one was prepared to husie tinances to foot the
repatriation bill of such a relative and so custioad to be broken in that case (IDI 3
Male Zimbabwean January 2009). Only one relativet(rar to the deceased) came
from Zimbabwe to attend the funeral and in the warstithe respondent “it was such
a shame burying our auntie like we were buryinguaimal...just the five of us were
present because the rest couldn’t come from Zimkak{DI3 Male Zimbabwean
January 2009). As a result of migration customargctices of funerals among

Africans are slowly beginning to erode.

Nevertheless the custom of returning home has a&wssen a characteristic of
African internal migrants who return from the cityien they become unable to work
and have to be taken care of by relatives or familthe deceased are buried in their
rural village and not in the city cemeteries. Thisstom continues to prevail in an
international migratory setting and as shown indbeount Marshall had to make an
informed decision of returning home to his in-laecause it would have had serious
implications in the event that his wife had diedSauth Africa. In the RENEWAL

survey respondents were asked where they would tikebe buried and an

overwhelming number (114 out of 118) of Zimbabweaspondents indicated that
they would like to be buried in their home counti/hen the same analysis was run
on the location of burial preferences of South &n internal migrants, the areas
most preferred were Eastern Cape and KwaZulu-Natalaces of burial compared to
Gauteng. The chapter that follows will make anmfteto discuss the meanings of

these findings.

® A muchonican be defined as a person who has gone awaywtmydong time and does not maintain
any links with home either through letter-writingsending messages or gifts home, basically anyone
who cuts ties while in the city or across the borttethe sense aghachonisvho go to Johannesburg
they are calledlaJoni



CHAPTER 5: DISCUSSION

5.1 Introduction

The study hypothesised that Zimbabwean migrantstiepéarly undocumented—are
most likely to avoid utilizing public hospitals wheseeking treatment and use
alternative sources of health care. So the assamjsithat for the most part when
confronted with legal barriers, hospitals are olikgly to be one of the available
options since migrants could draw on private healta (depending on affordability),
traditional health care, and also their links whtbme. However, to a greater extent
the hypothesis was challenged by the findings tfmdlified, in a number of ways.
Only with a few qualifications does the data supptire hypothesis in that
respondents maintain a transnational health-sedkajertory in which they either go
home to recuperate or to die. But in most casedglbhse shown the data available did
not fully support the hypothesis. The discusstuat follows reflects the findings in
relation to the objectives of the study.

5.2 Socio-demographic characteristics of respondesnt

Regarding the study population, the findings inticn interesting trend or pattern of
accommodation among Zimbabwean migrants in theramyeof Johannesburg. The
suburbs involved in the research were found in RENEWAL study to have a
greater number of Ndebele speaking people thanStttna speaking. Within the
home country, Zimbabwe the Shona are numericatyelathan the Ndebele and the
recent growth in numbers of Zimbabweans in SouthicAfindicate that perhaps the
Shona speaking people have begun to migrate irtegreaambers into South Africa.
Only two respondents originated from Harare and shme is true for other areas

outside Matabeleland where Ndebele is spoken.

Apart from ethnicity, an important aspect to nob®wt the study population is the
gender dimension in which the respondents are unheaplit (55% male and 45%
females). However, the analyses showed very lgdader differences in illnesses

experienced (males=13 and females=12). Only two evomecorded health-seeking



behaviour for medical conditions of peculiarity women such as cervical/vaginal
infections. In most cases women tended to reporerhealth-seeking strategies than
males since the health of the family is traditibpahe responsibility of women.

Perhaps in this study since very few household® leéndren this could explain the

lower rates of help-seeking.

5.2 Factors influencing the utilization of health are services

Health status:
The excellent health status of the Zimbabwean migrainterviewed in the

RENEWAL survey possesses interesting linkages wtirories of “selective
migration” or the healthy migrant hypothesis. Théseories argue that immigrants
tend to be a healthy and resilient group of peopl#ing and able to respond to the
myriad possible health hazards of migration. Beedahey are more willing or able to
risk change, migrants respond more successfulthgochallenges of adaptation (Im
and Yang 2006). According to Newbold (2005) recergrants are more likely to
rank their health high and they are most likelh&we chronic conditions or disability,
attributed to the fact that those in good health raore likely to immigrate. This is
especially relevant to the bulk of the 118 Zimbahweespondents who are mostly
prime-aged and they come to South Africa in seafdbetter opportunities they have

also been in South Africa only for a while i.e.ddkan three years.

However, despite the popularity of the healthy mmrhypothesis among numerous
studies as a plausible explanation for the healtbti@e of newly arrived migrants,

Rubalcava et al (2008) argue that none of thes@geacientific evidence to support
the hypothesis. They argue so because, among fattters, scholars tend examine
the health status of migrants after they have etémtto another country rather than
prior to migrating (Rubalcava et al 2008: 78). hikee this study examines the health
of Zimbabweans after arrival in South Africa andtBe healthy migrant effect may

not provide a plausible explanation for the goodltiestatus of Zimbabweans.



Reported illnesses:

This is the most pertinent issue to the study beeatiis central to the research
guestion as well as the hypothesis. The finding the majority, 76 (64%) reported
never having been sick, reversed the perceivedrgssn of the study that issues of
health are of high importance to Zimbabwean migrantgeneral. The assumption
was that Zimbabwean migrants were more likely ekdeealthcare because they were
coming from an area of poor healthcare faciliteasd that the migratory phase could
negatively impact their health as well as theirtpogratory living conditions in
Johannesburg. A possible explanation for the smalumber of respondents who
reported ever falling sick could be that, issuesheélth are likely to be the least
mentioned problems among Zimbabwean migrants. Tihding concurs with the
findings on Zimbabwean migrants which indicate thealthcare is ranked the lowest
in order of priority of their needs (Landau 2008akiha 2008). In Makina (2008)’s
study the only healthcare related problem that idastified as a pressing need by
Zimbabwean respondents was HIV counselling. It vased sixth after refugee status,
business, work permit, employment, and UN assistaAnother study by Landau
(2008) found that when NGOs working with immigranieere asked to name
Zimbabweans’ key needs, the two they mentioned mese ‘documentation’ and
‘accommodation’, closely followed by ‘employmeri&ood’ was fourth, with ‘access
to health care’, ‘protection from police harassmeatd ‘public xenophobia’ tied in
fifth place, followed by ‘access to schooling’ (ldau 2008:10).

However, the anticipated priority given to the ssof health as a priority is that
perhaps what needs to be considered is the wayichvhealth is understood by the
respondents. When one takes into consideration,ddfmition of health that is

provided by the World Health Organisation, quotédha beginning of the research
report, the absence of disease does not mean nsgase healthy. Their health
comprises achieving their different needs, whictumm gives them peace of mind and

the opportunity to choose how they take deal witina disease, should this arise.

The present study also found differences betweerb@bwean migrants’ health needs
differed from those of other migrants, the Somaignants. Somali migrants who
were studied by Pursell (2005) had health needsatteatypical of their culture. For

example, due to the general practice of femaleunigision the majority of the



women were most likely to undergo caesarean sewtigam giving birth and not have
a natural birth. The Somali women in the study usedgynaecology and obstetrics
department more than any other department. (Puz6éb: 35). This does not mean

that other international migrants or South Africaiesnot undergo caesarean section.

In sum, the findings of the study as well as stsidiech as Makina (2008) and Landau
(2008) show that Zimbabwean migrants have a rarigenmediate and pressing
needs. Access to healthcare is only a prioritytfier small percentage who seem on

the whole to be healthy.

5.3 Experiences with accessing healthcare

Out of 17 respondents who needed to access heattch consulted a government
healthcare facility. What is fascinating is thag lelationship between migrancy and
healthcare utilisation is not as easy to estaldishanticipated in the study design.
Legality status was not cited by the respondenta hsdering factor for accessing
healthcare in government hospitals. Instead th@orefents identified the same
determinant factors as those that are likely tcedffsedentary or non-migrant
populations, for instance, proximity of hospitaleadeterminant for choosing a certain
healthcare provider. Explanatory models such asWdar et al and the Kroeger
models (cited by Hausmann-Muela et al 2003) shaat kiealth resources, such as
transport costs, roads, medical insurance etc mp®oriant determinant factors for

one’s utilisation of healthcare facilities.

The respondents expressed satisfaction with thatntent offered at the public
hospitals. The acknowledgement of satisfactiom wiality of service concurs with
the framework of the Kroeger model (cited by Hausm®&uela et al 2003: 13)
which propounds that among the important factorshfalth-seeking behaviour are
the characteristics of the health facility. Thear also be called health service system
factors and enabling factors comprising: accessipéppeal, quality, acceptability,
communication, costs. However, not all the respotgldeld the same feelings of



satisfaction as the qualitative study found thé¢raale patient said that she felt the
nurse who dressed her wound was tightening thedwgnds a way to “fix” her (IDI4
Zimbabwean Woman 2008).

In a sense, migrancy as a factor influencing acelsalth for migrants is not always
a thorny issue. A possible reason why the respdadenthe survey were able to
access services easily is that Ndebele-speakenstdface language barriers because
they can speak Zulu, unlike the Shona, Francopbois®mali migrants, for example.
Their ability to speak Zulu means that they may metdetected as foreigners and so
will get better treatment than their counterpareigners with language problems. In
Pursell (2005)’s study language is a serious bafwreSomali migrants especially the
women who have to engage an interpreter when sgéfeéatment at the hospital. In
most cases their interpreters tend to be male S@ndlthis deters them from stating
freely their problem to the doctor. So, Zimbabweaigrants who can speak fluently
vernacular South African languages such as Zulu @oitho are not likely to face

discrimination at the state health facilities.

5.4 Alternative sources of healthcare

The research had envisaged that the respondentd vasort to traditional healers or
spiritual healers for alternative healthcare betrsults of the survey did not point to
any particular incidences in which they made mentb that. The qualitative study
did not probe the issue also. The alternativesetmthcare that are mentioned in the
RENEWAL survey relate to alternative strategieshefp-seeking in the event of
chronic illness. The likelihood was that migrantsuld return to their homes to
recover or sadly, in Sigh (2005)'s expression ‘netto die” at home. This is an
important dimension to health because as the gallittconomy of health model
(Nunez 2008) illustrates, countries such as SodtltaAwhich require labour, tend to
recruit the healthy and only “spit them out” whdrey become unfit to continue
rendering their services. Health would appear tatémportant determinant for one
to remain employed and even though there are Hedtdth facilities in South Africa,
the sick migrant may prefer to go home where madgiare scarce but, care is

available (see also Roux and Van Tonder 2006). #erointeresting aspect which



emerged from the case study (Box 1) is that themvidence to suggest that health-
seeking behaviour is transnational for some migrdr@nce the decision to return
home to be well-looked after. Added to this decismaking for treatment or taking
care of a sick person is transnational. In theecstdy Box 1 Marshall, the
respondent considered the wishes of his in-lawshwigereached the decision to take
his ailing wife to her maternal home in Zimbabweek though his wife died along
the way, this was better than if she had died intls@d\frica, because her relatives
would have felt that Marshall had excluded thenmftaking care of their daughter—
something which was culturally unacceptable. Alalhthis points to the existence of

a strong link between migration and health.

5.5 Conclusion

On the whole the survey provided useful insights @n area that is not yet widely
known—the current healthcare utilisation patterh&imbabwean migrants in South
Africa. The qualitative interviews served the puweamf ‘marinating’ these findings
by illustrating specific cases where migrants faeedertain healthcare problem. It
should be acknowledged that the study findings vewehave a bias in the profile of
migrants interviewed who appeared to mostly be Mbgbalthough this was not a
deliberate, conscious effort on the part of theaeshers. Random sampling still led
to a sample that was largely represented by regmsdoriginating from

Matabeleland.



CHAPTER 6: CONCLUSION

The report has made an attempt to explore the digsanf health care utilisation
patterns of Zimbabwean migrants residing in Johsiumey, South Africa. It has
shown that there are a number of factors whichroete the utilisation of public
health facilities by Zimbabwean migrants. Someh#f factors are length of stay in
South Africa, self-reported health status, closemddealth facility, the nature of the
health problem and whether its severity warranékisg help. Length of stay was an
important variable in explaining the health-seekib@haviour of the respondents. It
can be argued that due to their relatively shongtle of stay in South Africa
(>3years), Zimbabwean migrants are likely to repiwetir health status as good
because of the healthy migrant effect. The neeskék medical attention arises after
people have spent a considerable length of tintearRepublic. Certain factors such
as gender have not shown any great significandbernway the respondents in the
survey sought help for treatment.

The findings supported and disproved some of tlesipnptions of the researcher
with regards to the socio-economic and legal factbat influence the utilisation of
health care facilities by the Zimbabwean migramtge findings support the Anderson
healthcare utilisation model which shows that uskealthcare facilities is based on
enabling factors e.g. eight out of fifteen resparidechose to utilise a healthcare
service because it was nearest to their placesaderce. This is an important aspect
because health-seeking behavioural models do naillystake into consideration
factors that are of typical of mobile populatiof®r example, migrant status could
play a more significant role than proximity of hisahre facility or severity of iliness.
But as the study has shown, Zimbabwean migrantsitdo account the affordability
and proximity of health care facilities insteadtbéir legal/immigration status. As
already noted in the previous chapter, the langyagciency of the respondents in
the RENEWAL survey could explain why none of therarevdiscriminated against

by health personnel at the government health fassli

However, the findings do not support the hypothéls&g Zimbabwean migrants—

particularly undocumented—are most likely to avaotdising public hospitals when



seeking treatment and use alternative sourcesatthheare. Instead the findings have
shown that legal status is not mentioned by anthefrespondents as a deterrent to
accessing healthcare except for the qualitativdysim which one respondent stated
that her ‘undocumentedness’ did not deny her treatnas such but it limited her

choices of health care services. Migrants seemntowvkthe appropriate healthcare

centres to go to when they need to access treatment

The experiences of migrants who tried to acceskheare show that on the whole,
Zimbabwean migrants who participated in the sumeye not denied treatment and
the majority were satisfied with the treatment tmegeived. Almost all respondents
16 out of 17 indicated that they received the tnemit that they wanted and they were
satisfied by the quality of the treatment. This@t what the researcher had envisaged
prior to the study. The researcher had anticipaited respondents would indicate
similar experiences as those reported in advocamk wn access to health care for
migrants which report that migrants are deniedtitneat in public health facilities in
South Africa. Instead respondents from the RENEV$ALvey indicated that they had
received treatment at public health facilities. the qualitative study and in the
researcher’s informal conversations with Zimbabwesgrants indications were that,
there are serious delays and long queues at goeetnhospitals and that hospital

staff were often hostile but they did treat patsegxen after ‘insulting’ them.

In terms of alternative sources of health care,ntigrants indicated that they would
go home if they were chronically ill. Going homesnaotivated by the fact that there
would be relatives to take care of them in Zimbalwéke in Johannesburg. Their
South African counterparts also shared the samensamts of preferring to return
home to KwaZulu-Natal or Eastern Cape so as topeyate or die. A descriptive
account of Marshall, a Zimbabwean respondent whibtbaake his wife back home
so that she could be taken care of by her relgtilkestrates the transnational

dimension of health-seeking behaviour amongst Zbmlean migrants.

The study has its weaknesses. Due to time contdydire researcher was unable to
conduct follow-up qualitative in-depth interviewsithv the respondents who had
participated in the RENEWAL study.



Another limitation relates to the small size of #ample. A larger sample could have
addressed some of the pertinent aspects of thg.dtuid difficult to generalise the
experiences of 17 out of 118 Zimbabwean respondgvite tried to access health
care treatment at government hospitals) to the oeshe Zimbabwean population

residing in South Africa.

The purpose of the study as an academic endeawats the issue of representativity
and the objective of making recommendations foresking policy concerns. Further
studies could broaden their objectives and covéarger sample of Zimbabwean
migrants in South Africa. Considering the diversifyZimbabwean migrants in terms
of categories mentioned in Table 1 in Chapter 1ywal as ethnic composition of
Zimbabweans, educational levels and their lengtktay, it would be noteworthy to

compare how these factors affect issues of acodssatth care.

On the part of the present researcher, this has ddriitful exercise. The study has
equipped me with useful quantitative techniquehsag analysing data through JMP
5.1 statistical software. Also the researcher leasnt the integration of quantitative
and qualitative research techniques in a reseambrt: On the whole the findings of
this research report could be contested as a redukome oversights by the
researcher, but it is hoped that the report openspportunity to debate issues of
access to healthcare, with special reference td@hwean migrants who reside in
South Africa.
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Appendix 1: Contract Migration to the South African Gold Mines, 1920-95

Year Ang Bots Les Mal Moz Swa Tan Zam | Zim Other | Total
1920 0| 2112 10439 354 77921 3449 0 179 5484 99 95(
1925 0| 2547 14 256 136 73210 3999 0 68 14 94 234
1930 0| 3151 22306 D 77828 4345 183 44 5 99 355
1935 0| 7505 34788 49 62576 6865 109 27 9| 112498
1940 698| 14427 52044 8037 74693 7152 0 2| 8112 70| 168 05§
1945| 8711 10102 36414 49Y3 78588 5688 1461 8301| 4732 15896

195C| 9767 | 1239(| 34467 | 7831| 8624¢| 661¢ 549t | 310z | 207 | 482¢| 172 81t

195 | 8801| 1419¢| 36332 | 12407 | 9944¢| 668z | 8758| 384¢ 16z | 229¢| 192 93.

196C | 12 364 | 21402 | 4884 | 21 93¢ | 101737 | 662 | 1402t | 5292 747 844 | 233 80t

1965| 11169 23630 54819 3850 89191 5pB80 404898 653 | 2686| 23261

D

197C| 412t| 20462 | 6398t | 78492 | 93 207 | 6 26¢ 0 0 3 972 | 265 14
197%| 3431|2029 | 7811« | 2790¢| 97 21¢| 8391 0 0| 248t 12 | 220 29
1980 5/ 17763 9630p 13569 39539 8090 0 5770 1404 18244
1985 1| 18079 9763p 16849 50126 12365 0 O 0 41 196 068
1990 0| 15720 108780 72 50104 17 816 0 2 0| 192044
1995 0| 12739 10089p 2 738Y4 16753 0 0 0| 204 257

Note: Ang = Angola, Bots= Botswana, Les= LesothaJ#Malawi,
Moz=Mozambique, Swa=Swaziland, Tan= Tanzania, Zaanizia,
Zim=Zimbabwe

Source: Crush (2000), Statistics adapted from Tel&yment Bureau of Africa
(TEBA)



Appendix 2: Question guide for Qualitative Study

Opening questions

1) Tell me about yourself, when you came, what yoew@
2) What was your life like in Zimbabwe?
3) What brought you to South Africa and how do youl#eehere?

Key questions on health

4) What health problems do you have?
5) How do you sort them out?
6) Can you think of the impact of mobility on health?

Key questions on service utilisation and discrintiom

7) What is your experience of the local services aglPs, public hospitals
etc?

8) Have you ever been discriminated? What happener?tHew does that affect
your health?

9) Of all the health needs which we discussed, whighdp think is the most
important to the Zimbabwean community in general?

Final questions

10)Is there anything else that we should have talkedithat we did not?



