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Abstract 
 
International, or cross-border, migration has become a particularly contentious topic 
globally. As a result, policies to curb and limit movement, as well as the rights to which 
those who move have access, have proliferated. One such key right to which the access 
of cross-border migrants is consistently limited is public healthcare2. South Africa, 
which is host to various cross-border migrants and in which a great number of South 
African nationals move across provincial and district borders, is a key example of a 
country in which non-nationals enjoy a constitutional right to health. However, 
despite legislation to the contrary, their access to healthcare is pervasively curtailed. 
In some instances this is explicit, as when provincial Departments of Health (DoH) 
have issued policy directives stating that healthcare facilities must charge non-
nationals when they access primary healthcare, in contravention of the Uniform 
Patients Fee Schedule (Makandwa & Vearey, 2017; Stevenson, 2019). At other times, 
however, the inability of health policies and programmes to take into consideration 
the mobility and movement of patients limits the access that non-nationals, as well as 
South Africans on the move, have (Vearey, Modisenyane, et al., 2017). As such, those 
who move for work, to seek safety, or simply return home for Christmas struggle to 
access the health system as and when they move, due to the failure of the state to 
embed population mobility ‘as a central concern in the design of health interventions, 
policy, and research’ (Vearey, Modisenyane, et al., 2017, p. 90). In order to support the 
call for migration-aware and mobility-competent health policies and programming, 
through which population mobility would be embedded in the health system, 
developing an improved understanding of the policy processes around such 
contentious and political issues is imperative.  
 
While theories of policy process exist, they have primarily been developed in and for 
High-Income Countries (HICs) in North America and Europe (Pierce, Peterson, Jones, 
et al., 2017). In addition, frameworks that have been used within Low- and Middle-
Income Countries (LMICs) function primarily as ‘theoretical checklist(s)’ (Gauvin, 
2014), and as such, struggle to provide conceptual understandings of the process(es) 
witnessed. An improved conceptual understanding of these processes is necessary in 
order to (a) understand why current responses are limited and (b) work to improve 
them.  
 

 
2 In this context, public healthcare refers to the state run, biomedical health system to which all South 
Africans and non-nationals from the Southern African Development Community (SADC) currently have 
access. 
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In an attempt to develop an improved conceptual understanding of policymaking in 
the South African context, characterised by mixed-migration flows and xenophobia, 
this PhD uses a case study of interventions that were developed and implemented to 
improve the access that migrant farm workers had to healthcare in general, but HIV 
care in particular, in Musina, a South African municipality bordering Zimbabwe. As 
such, this PhD seeks to address the lack of conceptual understanding of the ways in 
which responses to migration and health in South Africa specifically, but LMICs more 
generally, contexts within which international non-governmental organisations 
(iNGOs) are relied upon in healthcare provision, are developed.  
 
In 2008, in response to a cholera outbreak and an increase in the number of 
Zimbabwean nationals moving across the border into South Africa, iNGOs, including 
Médecins Sans Frontières (MSF) and the International Organization for Migration 
(IOM), moved into Musina. After the initial crisis had dissipated, both organisations 
looked to implement longer-term, more developmental programmes to improve the 
access that migrant and mobile communities in the area had to healthcare. One such 
community, with which both organisations decided to work, were migrant farm 
workers. In 2010, a study by the IOM indicated that HIV prevalence within this 
community was 28.1 per cent, almost double that of Vhembe District (the district 
within which Musina is located) – 14.7 per cent (International Organization for 
Migration, 2010). Access to healthcare for these workers was constrained by their 
geographical isolation, the resultant financial cost of accessing public healthcare, and 
their status as non-nationals.  
 
In response, MSF developed and implemented a mobile clinic programme, called the 
Musina Model of Care and the IOM trained a cadre of community-based healthcare 
workers – Change Agents – and developed the Vhembe District Migrant Health Forum 
(VDMHF). However, given the nature of iNGO intervention, as time- and crisis-
bound, neither organisation has remained involved with these interventions. MSF left 
the area in 2013, and the IOM have, since 2017, brought to an end their migration and 
health programming in the area. 
 
In 2013, MSF handed the Musina Model of Care over to the Vhembe District DoH. In 
2017, the IOM, which still has an office in Musina, handed over the VDMHF to the 
District and brought an end to their support of  the Change Agents who were imagined 
as being self-sustaining. Since the departure of MSF and the IOM’s withdrawal from 
migration and health programming in the area, all three interventions have struggled 
due to a lack of material resources and political support. 
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Within this context, qualitative research was conducted between 2016 and 2018 to 
develop an improved understanding of the policy processes at play during the 
development and implementation of these programmes. Methods used included the 
analysis of grey literature in the form of policy, as well as grey literature pertaining to 
the development, implementation, and sustainability of the programmes; key 
informant interviews; participant and non-participant observation. 
 
Four key themes emerged from this data. The first is that access to the social 
determinants of health that would positively impact the health and wellbeing of this 
migrant community is poor. The second is that within this context, state responses to 
migration and health are crisis-bound and targeted, rather than proactive and 
comprehensive. Non-state interventions too are primarily in response to moments of 
crisis. As such, they are timebound, localised, and not politically supported by the 
state, creating issues for programme sustainability. Finally, local responses, in the form 
of community-based healthcare workers, can form part of a migration-aware response 
to health. However, the reluctance on the part of the state to formally integrate such 
workers into the DoH undermines this potential.  
 
Finally, a conceptual analysis of the data and these themes was undertaken and has 
allowed for the development of an understanding of the policy process in South Africa. 
In response to several tensions that emerged from the data in relation to existing 
theories and frameworks, this approach takes into consideration the realities of policy 
making in LMICs, which includes taking into account the presence of iNGOs.  
 
This PhD contributes towards an improved understanding of migration and health in 
South Africa, specifically with regards to the experiences of migrant farm workers. In 
addition, it shows how current responses to migration and health undermine the 
access that both non-national and South African migrant and mobile communities 
have to healthcare, undermining efforts to meet global health targets, including 
Universal Health Coverage (UHC). The development of a conceptual understanding 
of current responses and their limitations allows for a series of lessons to be drawn for 
future advocacy efforts. Efforts to encourage the development of migration-aware and 
mobility-competent health policies and programming are increasingly important as 
the South African state moves to further restrict documented migration into the 
country and implement a National Health Insurance (NHI) that would drastically 
curtail the access that non-nationals currently have to the public healthcare system. In 
addition, although the development and publication by the World Health 
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Organization (WHO) of a Global Action Plan (GAP) for Promoting the Health of Refugees 
and Migrants is admirable, important work remains to ensure that states develop 
health responses that take into account the realities of migration and mobility.   
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1. Introduction 
 
In recent years, movement across international borders has emerged as a key political 
and social concern globally. In the United Kingdom (UK) and the United States (US), 
migration has been a key factor in growing support for right-wing and nationalist 
politicians (Davey, 2018; Krikorian, 2019; Pencheva, 2019). While in South Africa, in 
the run up to the 2019 national elections, xenophobic rhetoric was utilised across the 
political spectrum to garner support and votes within a country increasingly 
characterised by anti-foreigner sentiment and frequent outbursts of xenophobic 
violence (Davis, 2019; Griffin, 2019; Mhaka, 2019). Within this global context, cross-
border migrants, or non-nationals (the two terms will be used interchangeably in this 
dissertation), constantly have their rights to services, including to public healthcare3, 
contested and limited.  

In South Africa, recent police raids and civilian-led attacks on foreign shop owners in 
the Johannesburg Central Business District (CDB) are an example of the ways in which 
migrants are positioned as inherently illegal and a burden on the nation state 
(Bornman, 2019b, 2019c). This is in spite of international frameworks and conventions, 
like the International Bill of Rights and the International Convention on Economic, Social 
and Cultural Rights, and, in many countries, national legislation that codifies the rights 
that non-nationals have to, amongst other things, healthcare (Bozorgmehr & Biddle, 
2018; Wickramage & Annunziata, 2018). While examples in which the rights of non-
nationals are explicitly denied or ignored are troubling (for South African examples, 
see Ndlovu, 2018; Qukula, 2018; Stevenson, 2019), often times the rights of non-
nationals are ignored in much less explicit ways. This is most often the case in South 
Africa.  

Here, the rights that non-nationals have to health are articulated in both the 
Constitution (1996) and the National Health Act (61 of 2003) (the specifics of which are 
discussed in section 2.3 (un)healthy migration). Regardless, these rights are consistently 
undermined by the failure of the healthcare system to embed population mobility ‘as 
a central concern in the design of health interventions, policy, and research’, in other 
words to be migration-aware and mobility-competent (Vearey, Modisenyane, et al., 
2017, p. 90). Consequently, the rights to which migrants have access are habitually 
undermined through the development of policies and programmes that do not take 

 
3 In this context, public healthcare refers to the state run, biomedical health system to which all South 
Africans and non-nationals from the Southern African Development Community (SADC) currently have 
access. 
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into account the realities of migration, or, as in the case of the recent National Health 
Insurance Bill (2019) (NHI), actively seek to revoke rights that migrants currently have 
to healthcare. For example, asylum seekers and undocumented non-nationals from the 
Southern African Development Community (SADC), currently enjoy the same rights 
with regards to healthcare as do South Africans. However, under the NHI, these 
individuals would only be entitled to emergency medical care and treatment for 
notifiable conditions4 (National Health Insurance Bill, 2019; Johannesburg Migrant 
Health Forum, 2016). The particularities of the NHI with regards to migration are 
described in more detail in section 2.3.  

Given the specific research focus of this project, ‘migrant’ and ‘migration’ refer to 
cross-border migrants and migration respectively, unless otherwise specified. 
However, it is important to note that internal migration – the movement of South 
Africans across provincial and district borders – is also insufficiently planned for 
within the healthcare system (Vearey, Modisenyane, et al., 2017). As such, South 
Africans who move also struggle to access the healthcare services to which they are 
entitled (Vearey et al., 2016a; Vearey, Modisenyane, et al., 2017). 

1.1 Policy processes 
Within this context, this project addresses two areas of interest. Firstly, migration and 
health, and policy responses to issues of migration and health in South Africa. 
Secondly, policy processes. Through this PhD, I have attempted to make sense of how 
policies around issues of migration and health are developed and implemented or not 
developed or implemented – left un-made - through either neglect or design in South 
Africa. Specifically, given that the South African context is characterised by a poorly 
decentralised administration and an active array of non-governmental organisations 
(NGOs), both international and local, working in and around issues of healthcare. As 
policy engagement with migration is often defined by either a lack of engagement or 
the development of policies designed to ‘fail’ (Castles, 2004, 2017; Scholten, 2019), I 
make use of Sabatier and Weible’s proposed definition of policy as anything which 
‘involves the decisions (including both actions and nonactions (sic)) of a government 
or an equivalent authority’ (Sabatier & Weible, 2014, p. 4). As I show through this 
research, such an understanding of policy allows for a more accurate understanding 
of the policy landscape within which my research is located.   

In defining ‘policy process(es)’, I, again, take my cue from Sabatier and Weible (2014) 

 
4 These are highly contagious diseases, for example polio, typhoid, and rabies (KwaZulu Natal 
Department of Health, 2019) 
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and understand a policy process to be ‘the interactions over time between public policy 
and its surrounding actors, events, and contexts, as well as the policy or policies’ 
outcomes.’ This resonates with Stone’s argument that studies of policy making need 
to capture ‘the essence of policy making in political communities: the struggle over 
ideas’ (2012). As such, a lack of policy on migration and health – policy left un-made – 
is as much an example of policy making as a policy process that results in legislation 
or a policy directive. As a case study, an example of the former, policy left un-made, 
holds vital information about which ideas and interests prevail to the extent that policy 
is deemed unnecessary. Or, as Stone argues, how realities are framed ‘to promote a 
particular problem definition, causal interpretation, moral evaluation, and/or 
treatment recommendation’ (Robert Entman, 1993 in Stone, 2012, pp. 252, 253). The 
use of ‘policy process(es)’ furthermore allows the processes of ‘policy making’ and 
‘policy implementation’ to be understood holistically as part of the whole policy 
process, rather than as discrete events. As such, it allows us to move away from 
assumptions about policy making as a linear process and bring to the fore the 
complicated and complex realities that contribute to the shaping of a policy response. 
For example, the number and variety of actors involved in developing and then 
implementing policy, including those acting as street level bureaucrats or using 
migration as a political tool (Crush & Tawodzera, 2014; Misago, 2017; Walker & Gilson, 
2004).   

‘The struggle over ideas’ is frequently witnessed around issues of migration in South 
Africa (Stone, 2012, p. 13). The way in which the agenda – ‘the list of subjects or 
problems to which government officials … are paying some serious attention at any 
given time’ (Kingdon, 2011, p. 3) – is set with regards to migration is often driven by 
xenophobia. For example, concerns around migration voiced by politicians and in 
communities in which xenophobic violence occurs are often centred around worries 
that there are an increasing number of illegal foreign nationals in South Africa (Mhaka, 
2019; Modjadji, 2019, p. 24; Willie, 2018). However, according to Statistics South Africa, 
the national statistics agency, only 3.3 per cent of the South African population are 
foreign born, while a much larger proportion of the population are internal migrants, 
a reflection of the global average and broader trends (Statistics South Africa, 2012, 
2015)5. Research also indicates that both cross-border and internal migrants face 

 
5 Cross-border migrants are disproportionately spread across provinces, with a larger concentration in 
Gauteng, the Western Cape, and on the Limpopo border with Zimbabwe, than elsewhere. However, 
while 7.4 per cent of Gauteng’s population are cross-border migrants, only 56 per cent of the province’s 
population were born in Gauteng, which means that about 36 per cent of the province’s population are 
internal migrants (Statistics South Africa, 2012). This gives a good indication of the extent to which 
internal migration is far more prevalent than cross-border migration. 
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various disadvantages and vulnerabilities during the process of migrating, including 
within their receiving communities, as factors other than nationality often play a more 
important role in their experiences (Myroniuk & Vearey, 2014; Vearey et al., 2016a). 
For example, the length of time spent within the host community has been shown to 
influence the access that individuals have to healthcare more than their nationality 
(Vearey et al., 2016).  

As with migration, issues around healthcare and healthcare provision are highly 
politicised in South Africa. As Chigudu argues, in his work on cholera in Zimbabwe, 
a health crisis is often ‘the final stage of a drawn-out, contingent, process rooted in 
questions of political economy’ (2017, p. 40); responses to health are seldom politically 
or socially neutral (Calhoun, 2010; Chigudu, 2016, 2017). A key South African example 
of this was the role that political leadership and will, or the lack thereof, played in the 
lack of a state response to HIV/AIDS prior to 2009 and in the subsequent development 
of such a response (Mayosi et al., 2012).  

1.2 Migration & health 
These two highly politicised issues – migration and health - also collide in various 
ways. In South Africa, this is often around concerns raised by politicians that cross-
border migrants come to South Africa specifically to give birth and make use of the 
public health system, consequently burdening facilities and pushing out locals (Crush 
& Tawodzera, 2014; Lindeque, 2015; Makandwa & Vearey, 2017). By way of example, 
in 2018, South Africa’s then Minister of Health, Aaron Motseledi - who has recently 
been made Minister of Home Affairs, the department that oversees the management 
of international migration in South Africa - made xenophobic remarks about non-
nationals utilising the healthcare system (BusinessDay, 2019; Suttner, 2018). There is 
very little, if any, evidence of migrants, of any kind, overwhelming the South African 
healthcare systems (Vearey, 2008, p. 128, 2011a) or being detrimental to South Africa 
in a broader sense (Vearey, 2014). However, these ideas and moral panics persevere, 
often manifest in xenophobia and xenophobic violence, and have implications for both 
the lived experiences of migrants and the framing of policy (Crush & Tawodzera, 2014; 
Misago, 2016; ‘South Africa’s xenophobia problem’, Lawyers for Human Rights).  

Due in some part to the ways in which they are framed by political discourse, migrant 
and mobile populations6 and communities are often key populations that are 

 
6 ‘Mobile populations can be described broadly as people who move from one place to another 
temporarily, seasonally or permanently for a host of voluntary and/or involuntary reasons’, while 
‘migrants are mobile people who take up residence or who remain for an extended stay in a foreign 
country’ (UNAIDS, 2001, p. 3) 
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neglected or left behind, to use the framing of the 2030 Agenda for Sustainable 
Development, by health policies and programming. Examples include ‘men who have 
sex with men, people who inject drugs, people in prisons and other closed settings, sex 
workers and transgender people’ – all communities that are associated with higher 
levels of migration and mobility than the general population and who have 
traditionally been neglected by health systems (WHO, 2017, p. 1). As noted by the 
International Organization for Migration (IOM), at least eight of the Sustainable 
Development Goals (SDGs) hold opportunities to improve the access that migrant and 
mobile populations have to healthcare and ensure that these communities are not left 
behind in terms of the 2030 Agenda (International Organization for Migration, 2018b). 
However, as this research will demonstrate, the inability of the South African state to 
develop migration-aware and mobility-competent health policies and programming 
threatens the country’s potential to reach these goals.  

In a global context within which many countries have committed to realising 
Universal Health Coverage (UHC)7 and meeting the UNAIDS 90:90:90 targets8, 
improving the access that such key populations have to healthcare, as well as Social 
Determinants of Health (SDH) that would improve health outcomes, emerges as 
imperative9. Specifically in South Africa, ‘the epicentre of the HIV pandemic’, with a 
national prevalence in 2018 of 20.4 per cent among adults (15 – 49 year) (Allinder & 
Fleischman, 2019; UNAIDS, 2019). Given the risk that leaving key migrant and mobile 
populations behind poses for the realisation of these commitments, some governance 
structures at international, regional, national, and sub-national levels have engaged 
with migration and health in various ways.  

However, these responses often fall short of truly engaging with the imperative of 
ensuring migrants are not ‘left behind’.  A recent example of this is the Global Compact 
for Safe, Orderly, and Regular Migration (GCM), ‘the first inter-governmentally 

 
7 A health systems financing mechanism through which ‘all people and communities can use the 
promotive, preventive, curative, rehabilitative and palliative health services they need, of sufficient 
quality to be effective, while also ensuring that the use of these services does not expose the user to 
financial hardship’ (World Health Organization, 2019). 
8 This is an ambitious target and meeting it would mean that by 2020, ‘90% of all people living with HIV 
will know their HIV status’; ‘90% of all people with diagnosed HIV infection will receive sustained 
antiretroviral therapy’; and ‘90% of all people receiving antiretroviral therapy will have viral suppression’ 
(UNAIDS, 2014). 
9 The SDH framework ‘shows how social, economic and political mechanisms give rise to a set of 
socioeconomic positions, whereby populations are stratified according to income, education, 
occupation, gender, race/ethnicity and other factors; these socioeconomic positions in turn shape 
specific determinants of health status (intermediary determinants) reflective of people’s place within 
social hierarchies; based on their respective social status, individuals experience differences in exposure 
and vulnerability to health-compromising conditions’ (Solar & Irwin, 2010, p. 5). 
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negotiated agreement … covering all dimensions of international migration’10, which 

‘treats health as secondary to security concerns, and subordinate to the interests of the 
global labour market’ (Bozorgmehr & Biddle, 2018). Alternatively, these responses lose 
momentum, as in the case of the Southern African Development Community (SADC) 
Policy Framework for Population Mobility and Communicable Diseases in the SADC Region, 
which has remained as a draft since 2009 (discussed in detail in section 2.3). Or ignore 
the realities of migration and health, as seen in the South African National Health 
Insurance Bill (NHI) in which the health needs of migrants and their rights with regards 
to healthcare are simply ignored11 (discussed in section 2.3). In order to address the 
realities of the HIV epidemic in South Africa, as well as to meet constitutional and 
global commitments and improve health outcomes for all, it is imperative to 
understand why policies and programmatic interventions fail to engage with the 
realities of migration.  

Theories and frameworks of policy processes, that could explain this failure, have, to 
date and with notable exceptions in public health (Walt & Gilson, 1994), been 
developed and used in Europe and North American contexts (Pierce, Peterson, Jones, 
et al., 2017). An analysis of what limited literature does exist on policy making in South 
Africa (discussed in detail in section 2.5), suggests that trying to understand why and 
how policy is made and left un-made in the South African context needs to take 
account of the local and national political contexts, international pressures, ideas, and 
interests, and a complicated relationship between evidence and policy makers (de 
Gruchy & Palmary, 2016; Palmary & de Gruchy, 2019). Zimbabwean nationals, living 
and working on the commercial farms in the Musina Local Municipality12 (MLM) 
along the South African border with Zimbabwe, provide the ideal case study through 
which to further explore policy making in this context; to elucidate key determinants 
of policy processes in South Africa; and investigate whether existing theories are able 

 
10 ‘Prepared under the auspices of the United Nations’, the GCM ‘is a non-binding document that 
respects states’ sovereign right to determine who enters and stays in their territory and demonstrates 
commitment to international cooperation on migration’ (International Organization for Migration, 
2018a). 
11 The proposed NHI is seen as a response to the state’s obligations under the Bill of Rights, Section 27 
of the Constitution, to allow the right to healthcare to be realised by all. In its current form, however, 
the current access to healthcare that non-nationals enjoy in South Africa would be curtailed 
(Johannesburg Migrant Health Forum, 2016)  
12 In brief, South Africa has three ‘spheres’ of government – national, provincial, and local (Republic of 
South Africa, 1998; Siddle & Koelble, 2013). Local government is further decentralised to district 
municipalities and sub-districts, or local municipalities (the two terms are used interchangeably, 
although the former is usually used in relation to the DoH). In this example, Musina Local Municipality is 
one of four local municipalities, or sub-districts, that comprise Vhembe District Municipality (South 
African Local Government Association, 2017). The complexities of this are discussed in the literature 
review, sections 2.1 – 2.3. 
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to make sense of a Low- and Middle-Income Country (LMIC) context13. This is given 

the recent history of Musina as a local context within which policy and programmatic 
responses to migration and health have been developed and implemented, by both 
state and non-state actors.  

CDH!I%&%0(7$!7,4'%J'!
Bordering Zimbabwe, Vhembe District has a large cross-border migrant population 
(see Figure 1). Between 2007 and 2008, a significant number of Zimbabweans crossed 
the border into the Vhembe sub-district of Musina – an area centred around the border 
town of Musina – to escape electoral violence as well as a widescale cholera outbreak 
in Zimbabwe (Rondganger, 2008; Staff Reporter, 2008; Vearey & Anderson, 
Unpublished). In acknowledgement of the ways in which the municipality was 
struggling to provide medical care and accommodation to the new arrivals, many 
international organisations, including Médecins Sans Frontières (MSF) and the IOM, 
moved into Musina to provide assistance (Vearey & Anderson, Unpublished).  

 

Figure 1: Musina Local Municipality in relation to the region, Google Maps 

Once the initial crisis had passed, as both organisations had signed Memoranda of 
Understanding (MOU) with the state that allowed for their longer-term involvement, 

 
13! K&0&! [! <>N&! D=&1! #<&! A>%@D>@&! $E! P$3M! >%1! X?11A&M[%C$G&! 9$D%#0?&=! *PX[9=.! >%1! K?@<M[%C$G&!
9$D%#0?&=!*K[9=.'!0>#<&0!#<>%!#<&!OA$H>A!"$D#<Y2$0#<!$0!G$0&YA&==!1&N&A$:&1!=<$0#<>%1)!V=![%@A&HB!&#!>A!
*+,-L.!1&G$%=#0>#&'!1&N&A$:G&%#!%$G&%CA>#D0&=!>0&!?%<&0&%#AB!A?G?#&1)!K$3&N&0'!E$0!#<&!:D0:$=&=!$E!
#<?=!0&=&>0C<'![!H&A?&N&!#<>#!#<&!E$0G&0!?=!>!G$0&!%D>%C&1!0&EA&C#?$%!$E!@A$H>A!0&>A?#?&=)!
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organisations turned their attention to other mobile and migrant communities in the 
area that were deemed to be at increased risk of poor health. One such community was 
migrant farm workers, predominantly Zimbabwean living and working on the 
approximately 60 commercial farms in the Musina Municipality (Médecins Sans 
Frontières, 2012). Research published by the IOM in 2010 indicated that HIV 
prevalence within this community was 28.1 per cent, nearly double that of Vhembe 
District (14.7 per cent) (International Organization for Migration, 2010), while in 2008, 
national prevalence was 10.6 per cent (Republic of South Africa, 2010, p. 22). As such, 
in 2009, MSF launched an intervention to provide HIV care and treatment to these 
workers (Médecins Sans Frontières, 2012). Called the Musina Model of Care, the 
programme consisted of a mobile clinic that would visit ten farms over a two-week 
period, providing Voluntary Counselling and Testing for HIV (VCT) and 
antiretroviral therapy (ART) to farm workers who, until this point had had to travel 
into Musina to access HIV care. For some, this would involve a one-way trip of two 
hours (see Figure 2), taking time off work, and as such incurring a loss of wages, and 
the expense of travel14. In addition, the healthcare providers on the programme, aware 

of the mobile nature of this community, provided, among other things, referrals and 
three months buffer stock of ART to traveling patients15 (Médecins Sans Frontières, 
2012, 2013). The final component of the programme was the training of ten Community 
Health Workers (CHWs) who, as members of the farm worker communities, could 
provide community-based support, specifically for HIV positive community 
members, and basic healthcare on a daily basis, and could act as a link between the 
workers and the mobile clinic.  

 
14 Responses varied, but this trip reportedly cost between 60 and 150 ZAR (5 – 12 USD). 
15 Patients who indicated that they were travelling would be provided with three months’ worth of stock 
in the event that they were unable to access ART at their destination and were unable to return within 
three months.  
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Figure 2: Snapshot of Musina highlighting several of the sites that the Musina Model of Care visits, Google Maps 

The programme was able to report an ART retention rate of 90 per cent after 12 
months. A retention rate seen more recently in an MSF project in Eshowe, a 
Municipality in Kwa-Zulu Natal (KZN) Province (Médecins Sans Frontières, 2019a). 
By way of comparison, the most recent data from UNAIDS indicates that at a national 
level while 90 per cent of South Africans are aware of their HIV status, only 68 per cent 
are on ART (62 per cent of all people living with HIV), and only 87 per cent of those 
on ART are virally suppressed (54 per cent of all people living with HIV) (Avert, 2019). 
The differences between the MSF projects and the national picture points to the 
efficacy of community-based initiatives that take into consideration the realities of 
providing care among specific communities, including the realities of migration and 
mobility. In acknowledging the success of the Musina Model of Care, MSF report that 
its legacy:  

from a medical standpoint, is that it confidently demonstrated that it’s possible 
to successfully treat highly mobile cross-border and internal migrants living 
with HIV (Médecins Sans Frontières, 2013, p. 4).  

Simultaneous to the development and implementation of the Musina Model of Care, 
the IOM, working with the Centre for Positive Care (CPC), a local non-governmental 
organisation (NGO), as their implementing partner, trained a cadre of over a hundred 
community-based healthcare workers. Referred to as Change Agents, these volunteers 
worked across several farms, some of which MSF was also working on. As volunteers, 
Change Agents were trained to act as peer educators within the farm worker 
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communities, specifically around issues of health and gender-based violence. This 
programme was part of the Ripfumelo project that the IOM was implementing in 
Southern and East Africa. Ripfumelo, which had two iterations Ripfumelo I (2009 – 
2011) and Ripfumelo II (2012 – 2015), was part of the IOM’s Partnership on Health and 
Mobility in East and Southern Africa (PHAMESA) (Sibanda & Gititu, 2014). The aim 
of the projects was to ‘provide support to the South African government in its response 
to addressing migration health concerns in the context of HIV, TB and other 
communicable diseases’ (Ripfumelo II 2012 – 2015 Project Description) and was 
implemented across several districts in four South African provinces, including 
Vhembe. The Change Agent programme was a cornerstone of the IOM’s Ripfumelo 
programming in Vhembe and in the final evaluation report of the Ripfumelo project it 
was noted that: 

The use of change agents as peer educators and information providers in 
Ripfumelo was premised on the change agents’ knowledge of the clients, the 
fact that they work and live with the targeted client communities (farm 
workers) support and hence are able to deliver sensitive information in a non-
threatening manner. The fact that change agents dialogue with the clients and 
not teach them engenders a sense of peer support and confidentiality and 
enables their co-workers to trust them and use the information to change their 
behaviours. (Sibanda & Gititu, 2014, p. 6)  

Additionally, that ‘the work of change agents in the farms not only provides timely 
information but also forums to discussion (sic) troubling issues such as alcohol abuse 
and gender based violence’ (Sibanda & Gititu, 2014, p. 61). 

This is within a broader context in which the access that farm workers have to 
healthcare, as well as protection offered by labour legislation, is limited. Work on the 
agricultural sector across South Africa has highlighted the poor health outcomes of 
this population, including that they have a disproportionate burden of HIV 
(International Organization for Migration, 2010; Kruger et al., 2006; London, 2003) and 
that health and safety legislation is often not sufficiently concerned with the wellbeing 
of the worker (London, 1998). Labour legislation, while fairly progressive, is also 
poorly implemented and regulated in this sector, where wages are low and workers 
often live on farms, in accommodation, often referred to as compounds or hostels, 
provided by farmers (Devereux, 2019; Lemke & Jansen van Rensburg, 2014; Visser & 
Ferrer, 2015; Wisborg et al., 2013). 

The MSF and IOM programmes are two of a very small number of interventions, 
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including those by AgriAIDS and Women on Farms Project16, that have specifically 

looked at improving the access that migrant farm workers have to healthcare in 
general, and HIV care and treatment more specifically. However, while both 
programmes were initially described as successful by those involved, including MSF, 
IOM, and civil servants, their sustainability is in question. MSF left Musina17 in 2013, 

handing the management of the Musina Model of Care over to the DoH at a District 
level. While in 2017, the IOM, who still (at the time of writing in November 2019) have 
an office in Musina, brought an end to their health programming in the area. This 
ended the availability of funds for both the IOM and CPC to engage with the Change 
Agents who, the IOM and CPC argued, could continue working as peer educators 
without external support.  

Given this context, Musina provides an interesting case study through which to 
investigate (a) policy and programmatic responses to migration and health in general, 
and HIV specifically, and (b) the policy processes associated with the development, 
implementation, and sustainability of these responses.  

1.4 Research question and objectives 

1.4.1 Research question:  

Given the lack of locally-relevant policy frameworks, and the limited nature of both 
research on and responses to migration and health, can a case study of policy and 
programmatic responses to the health and wellbeing of migrant farm workers in 
Vhembe District, Limpopo inform a conceptual framework that is able to improve 
understandings of policy processes around migration and health in South Africa? 
 

1.4.2 Objectives: 

1. To develop an improved understanding of migration and health within the 
South African context, specifically of the health and wellbeing of migrant farm 
workers; 

2. To understand how policies on issues of migration and health are framed in 
South Africa; 

 
16 AgriAIDS is an NGO that works specifically to improve the access that workers in the agricultural sector 
have to healthcare, specifically for HIV (NGO_03). Women on Farms Project is an NGO that works 
primarily in the Western Cape (Devereux et al., 2017). 
17 At the time of writing (November 2019), MSF currently have a project underway in Beit Bridge, a town 
on the Zimbabwean side of the border, and are initiating a research project across the border in Musina.  
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3. To investigate the development of policy and programmatic responses to 
migration and health in South Africa, from agenda setting to implementation, 
and experiences thereof; 

4. To be able to explain, conceptually, why policies are made or left un-made, and 
in so doing address the limitations of existing frameworks; and 

5. Develop an understanding of what improved policy processes might be and 
reflect on lessons learnt for future advocacy for better policy processes around 
issues of migration and health in South Africa. 

 

1.5 Thesis overview 
This thesis is submitted for examination in line with the PhD by publication standing 
order, S2016/2229. According to this standing order, four articles are required to have 
been written: one of these articles is to be published, one is to be in press, the third is 
to have been accepted, and the fourth is to have been submitted. As it currently stands, 
paper one is in press (de Gruchy & Vearey, in press), papers two and three have been 
published (de Gruchy, 2019; de Gruchy & Kapilashrami, 2019) and paper four has been 
submitted to a journal (details are outlined in Table 1).  
 
These four papers have been written to work together to build a central thesis and 
theoretical contribution to the literature on policy making and migration and health in 
South Africa. This will be demonstrated and articulated throughout this dissertation. 
As such, this thesis proceeds with a literature review, which lays out the various 
bodies of literature with which this research project has engaged and highlights where 
and how specific papers have engaged with this work. This is followed by a section on 
the methods that were used in this project and the various ethical considerations 
involved in undertaking this research. The four papers follow, each of which is 
preceded by a brief overview that situates the paper in relation to the other papers and 
the dissertation as a whole. The articles have been arranged in an order which best 
creates a narrative around the findings. As such, paper one is ’Left behind’: Why 
implementing migration-aware to HIV for migrant farm workers is a priority for South Africa, 
which is currently in press with the African Journal of AIDS Research. This is followed 
by After the handover: Exploring MSF’s role in the provision of health care to migrant farm 
workers in Musina, South Africa (de Gruchy & Kapilashrami, 2019), which has been 
published by Global Public Health. The third paper is Responding to the health needs of 
migrant farm workers in South Africa: Opportunities and challenges for sustainable 
community-based responses (de Gruchy, 2019), which has been published by Health & 
Social Care in the Community. And the final article is Sustainability and the state: Towards 
an improved understanding of policy processes, a case study of migration and health in South 
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Africa, which has been submitted to Critical Social Policy. When these papers are 
referenced in the chapters comprising this dissertation, I have marked in square 
brackets to which paper the citation refers. For example (de Gruchy & Kapilashrami, 
2019) [Paper two] for ease of reading.  
 
The final elements to this project are the Discussion and Conclusion chapters, in which 
the findings of the four papers are discussed in relation to one another and I respond 
to my research objects and questions. In addition, the Conclusion includes a discussion 
of possible directions in which future research could go. While this research has been 
underway, a new White Paper on International Migration has been published by the state 
and new ways of managing migration are being explored in South Africa, including a 
policy of encampment for non-nationals. In addition, the use of xenophobic rhetoric 
by politicians has proliferated (Bornman, 2018, 2019a, 2019b; Mahr, 2017).  
 
Furthermore, at the beginning of this project, the NHI White Paper (2015) had recently 
been published. Submissions (Johannesburg Migrant Health Forum, 2016, for 
example) were made in response to the NHI White Paper, specifically in relation to its 
proposal to limit and revoke access that migrants have to healthcare. However, the 
NHI Bill (2019), which was published as I finished this research, reflects that beyond 
public comment no attempts have been made to amend the proposed NHI to be 
migration-aware and mobility-competent. Within this dynamic context, this research 
points to some of the tensions that are likely to emerge as migration and health policy 
that is developed in South Africa is increasingly anti-migrant and anti-migration.  
 

Table 1: Papers 

Paper Title 
1 De Gruchy & Vearey (in press). ‘Left behind’: Why implementing migration-

aware responses to HIV for migrant farm workers is a priority for South 
Africa. The African Journal of AIDS Research. 

2 De Gruchy & Kapilashrami (published 2019). After the handover: Exploring 
MSF’s role in the provision of health care to migrant farm workers in Musina, 
South Africa. Global Public Health. 

3 De Gruchy (published 2019). Responding to the health needs of migrant farm 
workers in South Africa: Opportunities and challenges for sustainable 
community-based responses. Health & Social Care in the Community. 

4 De Gruchy (submitted manuscript). Policy windows, humanitarian actors, & 
the impenetrable state in South Africa: Towards an improved understanding of 
policy processes in LMICs, a case study of migration & health. Critical Social 
Policy. 
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2. Literature review 
 
There are five bodies of literature and areas of research across which this research 
project cuts. Ultimately, the research question on which this project was predicated is 
about the policy making process within a context in which multiple spheres of 
governance are interacting. Within the South African context there are understood to 
be three spheres of governance – national, provincial, and local – rather than levels. 
This is understood to highlight the ‘distinctive yet interdependent and interrelated’ 
nature in which the spheres operate (Oosthuizen & Thornhill, 2017). In order to 
examine this process, I engage with literatures and theory that are able to shed light 
on both the context in question, as well as the kinds of interventions and processes 
witnessed.  
 
Consequently, this literature review starts with an overview of cross-border migration 
and its governance in South Africa. The intention of this section is to aid an 
understanding of the complications of life for non-nationals in the country as a 
consequence of, amongst other things, pervasive xenophobia18 - discriminatory 
attitudes and actions, ranging from the barriers to accessing services to violence, 
towards non-nationals (Landau, 2012; Misago, 2017; Mogekwu, 2005). This is followed 
by an overview of the South African health system. While the healthcare landscape in 
South Africa is characterised by the co-existence of multiple health systems, including 
traditional African healthcare structures (Golooba-Mutebi & Tollman, 2007) and a 
highly resourced private biomedical healthcare system, over 80 per cent of South 
Africans and non-nationals are without medical aid, including migrant farm workers, 
and are reliant on the under resourced and overburdened public, biomedical, health 
system (Benatar, 2013; Coovadia et al., 2009; Statistics South Africa, 2017). As such, it 
is this system with which this project is exclusively concerned. Section 2.2 highlights 
the complexities of this system and difficulties with which decision makers in the 
Department of Health (DoH) are faced. This is proceeded by a discussion of the forms 
of exclusion from this system experienced by cross-border migrants, in spite of their 
Constitutional right to access healthcare. The fourth body of literature pertains to the 
role of non-governmental organisations, particularly international humanitarian 
organisations and supranational organisations, who work with migrant communities 

 
18 Mogekwu (2005) argues that xenophobia ‘is neither indigenous to any particular part of the world, nor 
alien to any’, and is ‘akin to ethnocentrism and racism.’ It ‘is a profound dislike of non-nationals by some 
citizens of a recipient state. It is embodied in discriminatory attitudes and behaviour towards such non-
nationals, and often culminates in violence against them, abuses of all types, and in exhibitions of hatred. 
In its most explosive form, xenophobia manifests in the killings and ethnic cleansing.’ 
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to improve their access to healthcare in local contexts. The fifth and final body of 
literature pertains to theories of policy change and process. While this literature frames 
the overall conceptual grounding of the project, it has been included last in the 
literature review as I believe that these theories and frameworks need to be read and 
engaged with in relation to the context in South Africa.  
 
Various parts of this literature are also discussed and expanded on in the four journal 
articles in which the research is presented. These discussions are not repeated here, 
but references are made to the papers where appropriate.  
 

2.1 Migration in South Africa 
In recent years cross-border migration has emerged as a major political concern across 
the world; incessantly framed as a ‘crisis’ by politicians and the media, this framing 
has contributed to the growing popularity of right-wing nationalism particularly in 
Europe and North America (Achiume, 2017; Börzel & Risse, 2018; Castles, 2017; 
Crawley & Skleparis, 2018; Jeandesboz & Pallister-Wilkins, 2016). However, only 3.3 
per cent of the global population are in fact cross-border, or international, migrants 
(International Organization for Migration, 2017). A number that includes asylum 
seekers19, refugees, and individuals from Europe and North America engaged in, what 
Castles euphemistically refers to as, ‘professional mobility’ (2017, p. 1542). In addition, 
a far greater percentage of the global population are in fact internal migrants – citizens 
who move within their country of origin (International Organization for Migration, 
2017). These realities are, however, often forgotten as moral panic – discourse that 
problematises and exaggerates perceived deviance from a societal norm (Critcher, 
2008) – often originating in Europe and North America, characterises public and 
political discourse around migration globally (Androvičová, 2017; Banda & Mawadza, 
2015; Bogen & Marlowe, 2017; Emilsson, 2018; Jeandesboz & Pallister-Wilkins, 2016). 
 
These global trends are reflected within South Africa, in which only 3.3 per cent of the 
population are cross-border migrants, while a much larger proportion of South 
African citizens move internally (Statistics South Africa, 2012, 2015). Cross-border and 
internal migrants are however disproportionately spread across the country: cross-
border migrants, for example, are concentrated in the urban hubs in Gauteng and the 
Western Cape, and in Musina, South Africa’s northernmost municipality, which 
borders Zimbabwe (Statistics South Africa, 2012). These migrant dense areas are often 
represented as the norm, to which the state must respond, as public and political 

 
19 A legal category describing those who have applied for refugee status. 
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responses to migration are characterised by unsupported claims about the vast 
numbers of cross-border migrants making their way into South Africa illegally and 
with the intention of engaging in criminal activities and overburdening the healthcare 
system (Banda & Mawadza, 2015; Crush & Tawodzera, 2014; Landau, 2012, pp. 9–11). 
These claims have most recently been reiterated as justification for a series of state 
raids and citizen-led attacks on migrants in the Johannesburg Central Business District 
(CBD) (Bornman, 2019b, 2019c).  
 
While international conventions, protocols, and United Nations (UN) agencies exist 
through which state responses to asylum seekers and refugees (Convention Relating to 
the Status of Refugees, 1951), trafficked persons (Protocol to Prevent, Suppress and Punish 
Trafficking in Persons Especially Women and Children, 2000), and migrant workers 
(International Convention on the Protection of the Rights of all Migrant Workers and Members 
of Their Families, 1990), are regulated, ’the governance of migration remains in the 
realm of state sovereignty’ (Pécoud, 2018, p. 1626). As a consequence, while the 
International Organisation for Migration (IOM), a UN related agency branded as the 
‘UN Migration Agency’, has a broad mandate to improve state responses to migration, 
it is largely dependent on its member states’ willingness to engage and on their terms 
(Guild & Grant, 2017; Pécoud, 2018).  
 
As detailed in Table 2, as a consequence of this, efforts have only recently been made 
to develop migration policy at a global level. While efforts to form international 
agreements around migration, for example, the Global Compact for Safe, Orderly, and 
Regular Migration (GCM) (2018), are important, they are likely to be hampered by 
methodological nationalism; the reliance on nation states to implement the agreed 
upon provisions and the limited role that the IOM is able to play in regulating this 
implementation (Newland, 2019). The GCM, described by Newland as ‘the softest of 
soft law’, is not legally binding (2019, p. 660). Moreover, it focuses ideas of ‘best 
practice’ on border management, demarcating where the responsibilities of one state 
ends and another begins. In addition, the focus on ‘legal’ and ‘regular’ migration 
ignores the realities of mixed migration flows and continues to allow states the 
freedom to decide to whom they are willing to provide documentation (Newland, 
2019). Such a focus has meant that differences between citizens and non-nationals are 
amplified and reified, rather than eliminated in line with the International Convention 
on the Elimination of all forms of Racial Discrimination (ICERD) (Guild, 2019).   
 
 



 30 

Table 2: Key migration policies 

 Migration policy 
Policies that specifically address 'migration', 
rather than specific kinds of migrants, e.g. 
refugees or labour migrants 

Global Global Compact on Safe, Orderly and 
Regular Migration (GCM) (2018) 
New York Declaration for Refugees and 
Migrants (2016) 

Regional  
African Union (AU) and Southern African 
Development Community (SADC) 

AU Migration Policy Framework for Africa 
and Plan of Action (2018 - 2030) (2018) 

National 
South Africa 

White Paper on International Migration 
(2017) 
Immigration Act (2002) 

 
In southern Africa, while an AU Migration Policy Framework has recently been 
published, the failure of the Southern African Development Community (SADC) to 
generate a strong regional response to issues of development, including migration 
(Nshimbi & Fioramonti, 2014) and health (Penfold, 2017; Penfold & Fourie, 2015), has 
meant that little mitigates the nation state-centric nature of migration management in 
the region. This is discussed in more detail in section 2.3 (un)healthy migration. As such, 
I turn to the management of migration within South Africa.   
 
During Apartheid20, South Africa had two racially defined, parallel, immigration 

systems. While the immigration of white population groups was subject to complex 
policies and concerns (Peberdy, 2009), those who were racially classified as ‘black’, 
were isolated in the bantustans21 and in neighbouring countries and brought into the 

urban and industrial centres of South Africa under the highly regulated and restrictive 
migrant labour system22 (Peberdy, 2009). Post-Apartheid, this has changed; there are 

no longer two parallel immigration regimes based on racial identification, although 
many argue that in practice the migrant labour system has simply continued (Crush 

 
20 Apartheid, described by the United Nations as ‘a crime against humanity’ in 1973, was the legal system 
of governance in South Africa between 1948 and 1994. Building on earlier colonial policies and systems, 
Apartheid intrenched white minority rule and became synonymous with human rights violations against 
the majority non-white population in South Africa.  
21 ‘Officially termed “homelands” by the white state, the bantustans were set up as ethnically defined 
territories to house South Africa’s black population … Between 1951 and 1981, ten bantustans were set 
up, with six being given the status of a “self-governing” territory … and four eventually holding full 
“independence” … and thus presenting themselves as autonomous countries’ (Phillips, 2017). These 
territories were formally dissolved and incorporated into the Republic of South Africa in 1994. 
22 The apartheid era migrant labour system was a highly structured process of recruitment, work, and 
return that moved not only black South Africans across the country, but also workers from the region 
into South Africa to work in the labour intensive mining industry, as well as in factories and in the 
commercial agricultural sector (Delius et al., 2014; Wilson, 1972).  
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& McDonald, 2001; Trimikliniotis et al., 2008). In a bid to move away from this system 
and legacy, South Africa has enacted progressive refugee legislation in the form of the 
Refugees Act (138) in 1998 (Landau, 2006), and in 2002 passed the Immigration Act (13 
of 2002). This project is exclusively concerned with cross-border migrant workers, as 
such those who’s movement into South Africa is governed by the Immigration Act and 
its various amendments and regulations. Current changes to this legislation - 
articulated in the White Paper on International Migration – are currently under 
development.  
 
Reflecting global trends, South Africa’s immigration regime – both in policy and in 
practice – has become increasingly restrictive (Androvičová, 2017; Messina, 2014; 
Peberdy, 2009; Topulli, 2016). There is consensus that migration can be beneficial for 
socio-economic development (Nyberg-Sorensen et al., 2002; Ratha et al., 2011; Segatti 
& Landau, 2011; Vearey, 2011a, 2014), including for health as many migrants are 
healthier than the communities into which they migrant (discussed in more detail in 
Section 2.3). However, the body of policy governing migration in South Africa has, by 
and large, hampered the realisation of many of the developmental benefits of 
migration. Through a focus on exclusion and bureaucracy, and an insistence on 
responding to migrants from the region through special dispensations, rather than 
through inclusive and accessible visa and permit options (Moyo, 2018; Peberdy, 2001, 
2009), healthy migration, a pre-requisite for socio-economic development, has been 
neglected (Vearey, 2014).  

In addition, most asylum seekers, for example, are not granted refugee status in South 
Africa due either to the Department of Home Affairs’ (DHA) policy of rejecting asylum 
claims (Amit, 2011), or the inability on the part of officials at Refugee Reception Offices 
to recognise claims, specifically, for example, those based on sex or gender 
discrimination (Palmary, 2016). According to the DHA’s own statistics, fewer than one 
in six applications for refugee status are granted (Gerber, 2019). Furthermore, the new 
White Paper on International Migration, released by the DHA, which suggests the 
direction in which migration management in South Africa should and will go, lays out 
an even more restrictive system in which non-nationals from sub-Saharan Africa, and 
elsewhere, will struggle to access documented entry. Importantly, it recognises the 
limitations of South Africa’s current immigration legislation: its colonial roots; that it  
does not allow South Africa to ‘adequately embrace global opportunities’ (2017, p. 2); 
that ‘South Africa has not put in place adequate policy, strategies, institutions and 
capacity for attracting, recruiting and retaining international migrants with the 
necessary skills and resources’ (p.3); and recognises that SADC ‘lags behind’ other 
regional bodies with regards to facilitating the free movement of people and goods 



 32 

(p.17). However, not only have efforts to develop regional policies been hampered by 
South Africa, but the proposed new legislation and structures indicate a focus on 
security and the (unsubstantiated) crime risk that immigration poses to South Africa 
(see p.35 for an example). As well as a focus on attracting and making movement into 
South Africa easier for ‘skilled’ individuals and business people with a history of 
regulated movement (p.36), while incorporating addition bureaucratic hurdles for 
‘low-skilled’ individuals through additional measures to ‘externalis(e)’ South Africa’s 
borders (p.36). The White Paper argues, correctly, that this is in line with ‘international 
best practice’ (p.36). However, ‘international best practice’, as envisaged in the GCM 
and seen in practice, is often insufficiently human rights, or development, focused 
(Guild, 2019; Pécoud, 2018; Wise, 2018).  

Additionally, South Africa’s immigration regime, spearheaded by the DHA at a 
national level, has been plagued by corruption and mismanagement, which has 
weakened the Department’s ability to manage migration (Segatti & Landau, 2011). It 
has led, for example, to a massive backlog in application processing and the rejection 
of 96 per cent of applications for refugee status (Postman, 2018). Accessing 
documentation as an immigrant has become more difficult not only because of the 
DHA’s mismanagement, but also due to recent changes in regulation that have not 
only augmented the cost of visa applications, but also made the application process 
more cumbersome and time consuming (de Gruchy, 2015, 2018).  
 
This increasingly restrictive immigration regime has not, however, stopped the state 
and private sector from making use of non-nationals, documented or not, as cheap and 
exploitable labour in sectors including agriculture, mining, hospitality, and domestic 
work (Budlender, 2014; Kiwanuka et al., 2015; Munakamwe & Jinnah, 2015). Within 
this context, non-nationals are also, by and large, excluded from formal efforts to 
mobilise workers (Fine, 2014; Munakamwe, 2018; Schierup, 2016). Fine (2014) argues 
that this is due to South Africa’s xenophobic climate, as well as high levels of 
unemployment and precarity among South Africa trade union members. Within this 
context, the rights of non-nationals are not prioritised. In addition, Segatti and Polzer 
(2012) argue that cross-border migrants struggle to mobilise primarily as a result of 
the divisions within the migrant community as a whole (p. 207 - 209). Munakamwe 
(2018) however shows that migrants do utilise social media and messaging 
applications to share information and create solidarity as non-nationals. Although, she 
concurs that this is largely out of necessity in spaces in which their involvement in 
formal mobilisation is limited. Regardless of this exclusion, becoming visible through 
mobilisation may be a serious deterrent to non-nationals due not only to concerns 
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around documentation, but also given the realities of xenophobia and xenophobic 
violence in South Africa (Munakamwe, 2018; Segatti & Polzer, 2012).  
 
Xenophobia – ‘discriminatory attitudes and behaviour towards … non-nationals’ 
(Mogekwu, 2005) (see footnote 17 for a more comprehensive definition) - has become 
an increasingly visible force within South Africa. Outbreaks of xenophobic violence 
are frequent (Anyadike, 2015; Landau, 2012; Leander, 2015) and politicians often 
blame non-nationals for service delivery failures and rising crime rates (Bornman, 
2019b; Misago, 2016, 2017; Nicolson, 2017). However, although migration frequents 
political discourse across state structures and, arguably, affects the concerns of 
multiple Departments, including for example the Department of Health (DoH), it is 
exclusively the Department of Home Affairs (DHA), and in some specific instances the 
Department of Labour (DoL), that are mandated to respond to migration. A key 
example here is local government - local and formal state systems in the guise of the 
municipality or district and sub-district. Local government does not have a mandate 
with regards to migration in South Africa. However, local government is tasked with 
a ‘developmental mandate’: to work ‘with citizens and groups within the community 
to find sustainable ways to meet their social, economic and material needs and 
improve the quality of their lives’ (Republic of South Africa, 1998). To realise this 
mandate is arguably not possible without engaging with population mobility, both 
cross-border and internal (Blaser Mapitsa, 2019; Landau & Singh, 2008; Vearey, 2010, 
2011a, 2011c, 2017). 
 
Furthermore, extending the definition of ‘local governance’ to ‘refer to all formal and 
informal systems of order in a given locality or polity … all localised systems of controls’ 
(p.203) (emphasis in original text), Misago (2016, 2019) shows that local governance is 
one of the most salient elements in determining if and when xenophobic violence will 
occur within a community. Misago argues that local governance provides, what he 
refers to as, ‘micro-political opportunity structures’ which create openings for 
xenophobic violence through either the direct facilitation of violence by elected 
leaders, or the inability of elected leaders to attain legitimacy and the subsequent 
emergence of ‘violent informal leadership groups’ who target non-nationals (p. 210, 
2011). Consequently, there are multiple opportunities and possibilities for local 
government to engage with migration, and arguably a necessity for it to do so. 
However, given both the lack of official mandate and political will, local government 
is often reticent to proactively engage with migration and mobility (Blaser Mapitsa, 
2019; Landau & Singh, 2008; Vearey, 2010).    
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In addition, Landau et al. (2013) suggest three supplementary factors that act against 
responses to migration being sufficiently planned for at a local level. Primarily, 
officials are not rewarded for identifying and trying to allocate budget for additional 
population groups. This speaks to the second factor – limited budgets. Budgeting for 
municipalities is done on the basis of Census data, which is, at times, ten years out of 
date, and does not take continuing urbanisation, internal, and cross-border migration 
into account. Finally, although South Africa has a constitutionally mandated 
decentralised government, which should mean that local government could make 
some policy decisions, and take up the opportunities that its developmental mandate 
provides (Siddle & Koelble, 2013), policy making largely remains in the hands of the 
ruling party at a national level (Landau et al., 2013, p. 118, 119). This ineffective 
implementation of decentralisation has also created problems for the public health 
system and its governance (Chopra et al., 2009; Steytler & De Visser, 2007), to which I 
now turn.   
 

2.2 Health in South Africa 
The World Health Organization (WHO) defines health as ‘a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity’ (WHO 
Constitution, 1948). I have used this definition within this research primarily as it 
acknowledges that health and wellbeing is broader than physical wellbeing and, by 
extension, requires more than a purely biomedical approach to realise. A reality 
reflected by work on the Social Determinants of Health (SDH) (Marmot, 2005; Solar & 
Irwin, 2010); work that highlights the ways in which access to positive determinants 
of health are hampered by structural, social, and material factors. However, the ways 
in which health is framed and responded to at both global and national levels reflects 
a continued preoccupation with biomedical responses to physical ailments (Confortini 
& Krong, 2015) (see Table 3 for examples). For example, the nine objectives listed under 
Goal 3 of the United Nation (UN) 2030 Agenda for Sustainable Development23 – Ensure 

healthy lives and promote wellbeing for all at all ages – are all objectives in relation to 
physical health and wellbeing.  
 
The health-related Sustainable Development Goal (SDG) that has undoubtedly 
garnered the most attention, including the development of its own Global Compact, 
has been 3.8 – Universal Health Coverage (UHC): 
 

 
23 The Sustainable Development Goals (SDGs) are a collection of 17 goals that were set and agreed to by 
UN Member States at the UN General Assembly in 2015.  
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Achieve universal health coverage, including financial risk protection, access 
to quality essential healthcare services and access to safe, effective, quality and 
affordable essential medicines and vaccines for all. 
 

Through the realisation of UHC, it is argued, the other health SDGs can be achieved 
and no one will be ‘left behind’ by sustainable development (Universal Health Coverage: 
Moving Together to Build a Healthier World—Draft Zero, 2019). 
 
These debates have a particular salience in South Africa, given the high levels of socio-
economic inequality and consequent deeply inequitable access to positive 
determinants of health across the population (Ataguba et al., 2015; Chopra et al., 2009; 
Marmot, 2005). This is particularly true for key populations that have traditionally 
been ‘left behind’ by health policies and programmes that have failed to sufficiently 
engage with the particular difficulties that groups like sex workers, men who have sex 
with men, and prisoners have in accessing positive determinants of health (Desmond 
Tutu Foundation, 2011; Stuart & Samman, 2017). 
 

Table 3: Key health policies 

 Health Policy  
Health policies considered of relevance to this 
research 

Global  Global Compact on Universal Health 
Coverage (2018) 
UNAIDS 90:90:90 (2017) 
Sustainable Development Goals, Goal 3 
(Agenda 2030) (2015) 
SADC HIV and AIDS strategic framework 
(2010 - 2015) 

Regional  
African Union (AU) and Southern African 
Development Community (SADC) 

Protocol on Health (1999) 
Policy Framework and Strategy for Ward-
Based Primary Healthcare Outreach Teams 
(2018/19 - 2034/24) (2018) 

National 
South Africa 

National Health Insurance White Paper 
(2015, 2017) 
National Strategic Plan (NSP) on HIV, STIs 
and TB (2017 - 2022) (2017) 
Community Health Workers Policy 
Framework (2004) 
National Health Act (2003) 

 
Healthcare provision within South Africa takes place against a long history of health 
system fragmentation and within a complex environment in which health inequities 
have been and continue to be aggravated by racial inequalities (Coovadia et al., 2009). 
Within this context, plural health systems, both traditional and biomedical, exist 
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(Golooba-Mutebi & Tollman, 2007). With regards to the biomedical systems, a small 
number of South Africans utilise private healthcare and medical aid schemes, while 
the vast majority, of primarily black South Africans, are left making use of the under 
resourced public health sector (Coovadia et al., 2009; Department of Health, 2011; 
Statistics South Africa, 2017). The public health system (with which this research is 
concerned) is both under resourced and underfunded (Begg et al., 2018; Rispel et al., 
2018), and has been deeply hampered by efforts at decentralisation (discussed in more 
detail below) (McIntyre & Klugman, 2003). As a result of which, the software of the 
health system – ‘ideas, interests, values, norms, and relationships’ (Sheikh et al., 2014, 
p. 2) – have been neglected, resulting in a lack of workplace trust, job dissatisfaction 
among healthcare providers, and the haphazard implementation of healthcare policy 
(Coovadia et al., 2009; Gilson, 2006; Gilson, Palmer, & Schneider, 2005; McIntyre & 
Klugman, 2003).  
 
Moreover, South Africa is faced with the ‘so-called four colliding epidemics’ – HIV 
and tuberculosis (TB); injury and violence; chronic illness and mental health; and 
maternal, neonatal, and child health (Mayosi et al., 2012). Since late 2009, South Africa 
has been implementing extensive programmes to address these epidemics; this has 
included rolling out the largest antiretroviral treatment (ART) campaign globally. 
However, while the Department of Health (DoH) has made significant strides, South 
Africa still has high incidence of both TB, including multi drug resistant (MRD) and 
extremely drug resistant (XDR) TB (‘TB statistics | Incidence, prevalence, high 
burden’, 2019), and HIV (‘HIV statistics for South Africa | Prevalence, incidence, 
ARVs’, 2019); violence remains rife; maternal and child health are poor (Mayosi et al., 
2012); and the burden of non-communicable diseases in the country is growing 
(Mayosi et al., 2009; Nojilana et al., 2016).  
 
As a response to this context, specifically the pervasive HIV epidemic, as a result of 
which 7 700 000 South Africans were living with HIV in 2017 (UNAIDS, 2019), South 
Africa has committed to implementing UHC and meeting the UNAIDS 90:90:9024 

targets through rolling out Antiretroviral Treatment as Prevention (TasP), including 
Universal HIV Test and Treat (UTT) and Pre-Exposure Prophylaxis (PrEP) 
programmes. Although calls have been made for responses to HIV, including UTT and 
PrEP, to be migration-aware and mobility-competent, to date responses that engage 

 
24 Meeting this ambitious target would mean that by 2020, ‘90% of all people living with HIV will know 
their HIV status’; ‘90% of all people with diagnosed HIV infection will receive sustained antiretroviral 
therapy’; and ‘90% of all people receiving antiretroviral therapy will have viral suppression’ (UNAIDS, 
2014) 
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with migration are lacking (Camlin et al., 2018). Furthermore, in an effort to meet its 
commitments to Universal Health Coverage (UHC), both as an SDG and 
Constitutionally25, the DoH has proposed the introduction of a National Health 

Insurance (NHI) (Department of Health, 2015). While some have welcomed the 
prospect of UHC, there is some concern over the implementation of the system in such 
a complex context within which current systems and structures are struggling. 
Particularly as the NHI Bill, in a similar vein to the White Paper on National Health 
Insurance, which was ‘expected to provide finality in a manner which is ready for 
implementation, including the development of any necessary legislation … leaves 
many questions unanswered’ (Gray & Vawda, 2016). For example, the Paper states 
that ‘a massive reorganisation of the health system would be required to create a new 
platform for service provision and healthcare financing’, which would include 
changes to the ‘functions, responsibilities and relationships within the three spheres 
of government’ (Department of Health, 2015; Gray & Vawda, 2016). While this 
suggests extensive changes to the structure of the DoH, in its various forms, no 
specificities have been given as to how this will be undertaken (Gilson, 2019; Gray & 
Vawda, 2018). In addition, the piloting of the NHI in specific districts is commonly 
regarded to have been a failure (Genesis et al., 2019). As a reflection of this, there is 
wide scale concern that the NHI will fall short of ‘access to quality essential healthcare’ 
(SDG 3.8) (Rispel et al., 2018).  
 
As it stands, in accordance with the National Health Act (61 of 2003) and Schedule 4 of 
the Constitution (of 1996), the DoH is structured so that major health policy decision 
making resides with the national DoH, while primary healthcare, hospitals, and most 
service provision falls under the mandate and control of the nine provincial 
governments (McIntyre & Klugman, 2003). Primary healthcare, while a mandate of the 
provincial government is envisaged as being ‘rendered under the auspices of district 
health councils’ - local governments, of which there are 52 – who are also mandated to 
see to ‘municipal health services’, which ‘includes aspects of environmental health 
care but does not specifically include primary health care’ (Steytler & De Visser, 2007). 
However, municipalities, which were previously tasked with providing primary 
healthcare were ordered, in 2006, by the courts ‘to continue rendering primary health 
care services until the provincialisation (of health services) has taken place’ 
(Independent Municipal and Allied Workers Union v President of the RSA, Case no. 

 
25 The proposed NHI is also seen as a response to the state’s obligations under the Bill of Rights, Section 
27 of the Constitution: ‘Everyone has the right to have access to health care services including 
reproductive health care … The State must take reasonable legislative and other measures within its 
available resources, to achieve the progressive realization of each of these rights. No one shall be refused 
emergency medical treatment.’ (Department of Health, 2015) 
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3298/2006; Steytler & De Visser, 2007). The changing mandate has created confusion 
and frustration across district municipalities (Versteeg et al., 2009). In addition, the 
metropolitan municipalities of Johannesburg and Cape Town take responsibility for 
healthcare in a manner that circumvents the provincial administration, raising 
questions about the extent and efficacy of provincialisation nationally.  
 
However, regardless of the extent to which the provincialisation of primary healthcare 
has taken place, the decentralisation of healthcare has created a serious policy 
problem. The central premise of decentralisation – that the local sphere of government 
is best placed, and thus able through decentralisation, to develop policies and 
programmes for the specific communities that it serves – has largely remained 
unrealised as the agenda of local government continues to be set at a national level 
(Landau & Singh, 2008; McIntyre & Klugman, 2003; Siddle & Koelble, 2013). In 
addition, policies developed at a national or provincial level, specifically within the 
DoH, are infrequently and inadequately communicated to implementing staff at a 
provincial or local level respectively, which has led to low staff morale and frustration 
(McIntyre & Klugman, 2003). Finally, in an effort to save money, the DoH has 
restricted the hiring of personnel, which has meant that posts often go unfilled and 
has created serious staff shortages across facilities (Blecher et al., 2017; Daviaud & 
Chopra, 2008).  
 
Within this context, it is unsurprising that research by Gilson and others has pointed 
to a distinct lack of workplace trust within the South African public healthcare system 
(Gilson, 2003, 2006; Gilson et al., 2005). Workplace trust, defined as ‘respectful and fair 
treatment in (the) workplace’, is, amongst other things, rooted in ‘trust in (the) 
employing organisation’, (Gilson et al., 2005, p. 1421), which, given the lack of 
engagement by the DoH with “softer issues” of management, including the 
supervision of staff, is unsurprisingly lacking. This is further discussed and reflected 
on in relation to this research project in de Gruchy and Kapilashrami (2019) [Paper 
two].  
 
These various factors have meant that access to healthcare in South Africa is highly 
inequitable (Gaede & Versteeg, 2011; Goudge et al., 2009; Harris et al., 2011). Those 
living in rural areas, like the sub-district of Musina, are particularly hard hit by staff 
and stock shortages and policies which do not take into account the realities of 
providing care to rural populations (Gaede & Versteeg, 2011). Here, drawing from 
work by the Commission on the Social Determinants of Health and the World Health 
Organisation (WHO) (Marmot, 2005; Solar & Irwin, 2010), the public health system 
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emerges as a key social determinant of health to which many do not have access to (as 
argued in de Gruchy & Vearey, in press) [Paper one], not only in rural areas but also 
within urban peripheries and among marginalised groups, such as migrants 
(Myroniuk & Vearey, 2014; Vearey, 2011; Vearey, 2013a) 
 
One of the key ways in which the poor access to health of these marginalised 
populations has been addressed has been through the use of community-based 
healthcare workers. Community-based healthcare worker programmes have a long 
history in South Africa (Daniels et al., 2012; Friedman, 2005; Nxumalo et al., 2016). 
Important to note is that much of the literature simply refers to these as Community 
Health Worker (CHW) programmes. However, due to the existence of various cadre 
of community-based healthcare workers across the country, and in Musina 
specifically, with different names and job descriptions, here I use the term 
‘community-based healthcare workers’. Prior to 1994, these kinds of programmes were 
usually founded by civil society initiatives concerned about the poor healthcare 
available to the majority of black South Africans, who ‘felt that healthcare provision 
was inseparable from democracy’ and that community-based programmes were ‘part 
of the struggle for democracy’ (van Ginneken et al., 2010, pp. 1113, 1114). However, 
following South Africa’s transition from apartheid to democracy in 1994, these 
healthcare workers were not incorporated into the public health system. Left without 
their earlier ideological and political motivation, or the state support that had been 
anticipated, and in an era in which funds which would previously have gone to 
community-based healthcare programmes and the civil society managing them went 
instead to the state, many of these programmes have collapsed (van Ginneken et al., 
2010, p. 1111).  
 
However, in the late 1990s, in response to the growing HIV/AIDS pandemic and the 
state’s reluctance to address it, civil society and funders returned to community-based 
healthcare and community programmes began to re-emerge (van Ginneken et al., 
2010, p. 1111). Due to the fragmented and disconnected ways in which these 
programmes developed, a wide array of actors, including peer educators, generalist 
CHWs, nutrition advisers, and family planning advisers, were trained under the 
general title CHW (Friedman, 2005). This fragmentation is reflected in the national 
Community Health Workers Policy Framework (2004), the first policy to address CHWs 
that speaks to the role of these programmes and their incorporation into South Africa’s 
national health system (Friedman, 2005; Schneider et al., 2008). In the Framework, CHW 
is used as an umbrella term to refer to all ‘community/lay workers in the health sector’ 
(Schneider et al., 2008). This policy, and subsequent policies and political decisions, 
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makes it clear that while the state sees CHWs as important, they remain peripheral to 
the state (Daniels et al., 2012; Schneider et al., 2008; van Ginneken et al., 2010). For 
example, the state has committed to pay CHW stipends, but insists on doing this 
through local civil society acting as implementing partners. These organisations, 
through state funding, are tasked with training, managing, and administering CHW 
programmes (Daniels et al., 2012; Schneider et al., 2008; van Ginneken et al., 2010). As 
is illustrated in paper three (de Gruchy, 2019) as well as in the literature, this process 
often results in delayed stipend payments for community-based healthcare workers 
(Schneider, English, Tabana, Padayachee, & Orgill, 2014). In addition, some cadre of 
community-based workers, again discussed in more detail in paper three (de Gruchy, 
2019), continue to be trained as ‘volunteers’ and are thus further excluded from being 
incorporated into the DoH structures.  
 
As such, although research indicates that such programmes improve the access that 
rural communities have to care, the DoH has failed to capitalise on this, and the 
development, implementation, and management of these programmes is left to non-
state actors, negatively affecting sustainability (Clarke, Dick, & Lewin, 2008; Friedman, 
2005; Lehmann & Gilson, 2013; Nxumalo, Goudge, & Manderson, 2016; Schneider, 
Hlophe, & van Rensburg, 2008). As further discussed in de Gruchy (2019) [Paper 
three], the use of community-based healthcare workers was one of the strategies used 
by both Médecins Sans Frontières (MSF) and the IOM to improve - to borrow from the 
language of the four A’s - the affordability, acceptability, availability and quality of 
healthcare to which migrant farm workers around Musina had access (Hausmann-
Muela et al., 2003, p. 14). However, even where such programmes are successful, 
inequities in access to healthcare persist, particularly for precarious communities like 
farm workers. Access to healthcare for this population needs to be understood within 
the context of the relationship between the state and the agricultural sector.  
 

2.2.1 Access to healthcare for farm workers 

During Apartheid, labour legislation was not extended to the agricultural sector. It 
was only in 1997 (three years after the end of Apartheid), with the introduction of the 
Basic Conditions of Employment Act (BCEA), that farm workers were extended the 
protection of general labour legislation (Visser & Ferrer, 2015, p. 39). Prior to this, 
wages, occupational health and safety, and access to healthcare were at the discretion 
of the farmer. As such, rights given to workers through the Establishment of the Security 
of Tenure Act (ESTA) (1997), for example, are seen as a direct threat to the farmer and 
his business by the state. Attempts by the state since 1994 to protect farm workers thus 
disrupt historical modes of ‘domestic government’, a concept developed by 
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Rutherford to describe white-owned commercial farms in Zimbabwe that I believe is 
applicable across the border in South Africa (2004; 2017): 

 
The mode of belonging on these white-owned commercial farms, this domestic 
government, pivoted around the farmer. For many of the white farmers, it 
generated an identification with an environmental belonging to the landscape 
(Hughes 2006), a strong sense of the propriety of private property, and a 
paternalistic responsibility over the comportment, if not edification, of the farm 
workers (Rutherford 2004; Hartnack 2015). (Rutherford, 2017, p. 34) 

 
The disruption, or attempted disruption, of this domestic government has threatened, 
and resulted in the loss of, ‘racialised paternalism’ (Bolt, 2016b, 2017; Devereux, 2019). 
Although farm workers are in a far better position now with regards to wages and 
occupational health and safety than they were during Apartheid, the piecemeal ways 
in which protection would have been extended to the worker through racialised 
paternalism have been removed: 

 
A more general conclusion is that the replacement of racialised paternalism on 
farms with legislated labour rights has had the unintended consequence of 
removing non-wage benefits that farmers used to provide informally which 
have not been replaced, as farmers engage strategies to evade legislation and 
deliver as little as possible to their workers. What used to be accepted as the 
responsibility of farmers is now seen as the responsibility of the ANC (African 
National Congress) government. (Devereux, 2019, p. 20) 

 
However, given the fragmented way in which this sector is governed, the state has not 
been able to effectively respond to this responsibility. State regulation of the 
agricultural sector involves multiple departments, and remain largely dependent on 
farmer’s cooperation as noted in de Gruchy and Vearey (in press) [Paper one] as well 
as in other literature (Devereux, 2019), and is hampered by a lack of resources, 
personnel, and interest (Visser & Ferrer, 2015).  
 
In addition, while the Department of Labour (DoL) conducts inspections in accordance 
with the OHSA, healthcare for farm workers is primarily accessed through the DoH. 
Workers need to access healthcare facilities in nearby towns, although the 
geographical isolation of farms often renders these healthcare facilities inaccessible. In 
addition, as detailed in the proceeding section even when workers are able to visit a 
clinic, access, particularly for non-nationals is not guaranteed  .  
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Before discussing the particularities of healthcare access for non-nationals, however, it 
is worth noting that many of the frustrations experiences by non-nationals when they 
(try to) access healthcare are also experienced by South Africans, specifically South 
Africans who move (Vearey et al., 2016a). Some deliberate efforts have been and 
continue to be made to deprive non-nationals of the right to access healthcare (see 
discussion below). However, when seeking care non-nationals and South Africans 
often face the same challenges given that the DoH is overburdened and under 
resourced, as discussed above. 
 
While the NHI proposes to rectify many of these challenges for South Africans, beyond 
practical concerns around its implementation (Gray & Vawda, 2016, 2018), there are 
questions about the constitutionality of the proposed policy due to its exclusion of 
healthcare for non-nationals (Johannesburg Migrant Health Forum, 2016).  
 

2.3 (un)healthy migration26 
Currently, everyone in South Africa, including undocumented non-nationals from 
SADC, is entitled to free primary healthcare. For higher levels of care, both South 
African nationals and non-nationals are means tested in accordance with the Uniform 
Patient Fee Schedule in order to determine how much they should be charged 
(Johannesburg Migrant Health Forum, 2016). One exception is pregnant and lactating 
women and children under six, for whom all healthcare is free. However, as 
mentioned, the NHI Bill proposes that this access be curtailed. For example, refugees 
would only be entitled to ‘basic health care services’ funded through a special 
contingency fund – a definition or explanation is provided for neither of these 
concepts, which makes understanding these proposed changes even more complex; 
asylum seekers and undocumented non-nationals would only be entitled to 
emergency medical care and treatment for notifiable conditions27; and any other 

immigrant would have to pay in full for any healthcare, even at a primary level 
(National Health Insurance Bill, 2019; Johannesburg Migrant Health Forum, 2016). 
Importantly, HIV/AIDS is not a notifiable condition (KwaZulu Natal Department of 
Health, 2019). As such, non-nationals will be excluded from South Africa’s response 
to the epidemic.  
 

 
26 (Vearey & Nunez, 2010) 
27 These are highly contagious diseases, for example polio, typhoid, and rabies (KwaZulu Natal 
Department of Health, 2019) 



 43 

These suggested policy shifts reflect global trends which frame migration as a security 
issue, and the response as restrictive immigration policies, as seen, for example, in the 
recent Global Compact for Safe, Orderly and Regular Migration (GCM) (Messina, 2014; 
Vearey, 2018) (See Table 4). This is reflected both nationally and regionally in Southern 
Africa. At a regional level, the South African Development Community (SADC) has 
drafted a Policy Framework for Population Mobility and Communicable Diseases in the 
SADC Region, which would lead to a more progressive regional response to migration 
and health. However, since the publication of the draft in 2009, this framework has 
stalled as several member states, including South Africa, have refused to ratify it. This 
fits within SADC’s broader history of being unable to develop regional responses to 
migration (see Section 2.1). SADC is largely beholden to the interests of its member 
states (Penfold, 2017) and, as such, responses to contentious issues, such as migration, 
are often undermined by powerful member states, including South Africa, and their 
concerns about non-nationals migrating specifically to utilise, and consequently 
overburden, their public health systems (Nshimbi & Fioramonti, 2014; Oucho & Crush, 
2001).  
 

Table 4: Key migration and health policies 

 Migration & health policy 
Policies that specifically address migration and 
health 

Global Promoting the health of refugees and 
migrants: Global action plan (GAP), 2019 – 
2023 (2019) 
World Health Assembly Resolution 
WHA70.15 Promoting the Health of 
Refugees and Migrants (2017) 
World Health Assembly Resolution 
WHA61.17 on the Health of Migrants (2008) 
International Convention on the Protection 
of the Rights of All Migrant Workers and 
Members of their Families (1990) 

Regional 
African Union (AU) and Southern African 
Development Community (SADC) 

SADC Declaration for Tuberculosis in the 
Mining Sector (2012) 
Policy Framework for Population Mobility 
and Communicable Diseases in the SADC 
Region (2009, Draft) 

 
Although the data is limited, what is available suggests that concerns about cross-
border migrants overburdening health systems or precipitating ill-health are 
unfounded (Vearey, 2012). Globally, research points to a ‘healthy (im)migrant effect’ - 
those who migrate are often healthier than the local populations into which they 
migrate (Gushulak, 2007; Kennedy et al., 2015; Malmusi et al., 2010). This benefit is, 
however, time-sensitive and tends to diminish as migrants struggle to access positive 
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determinants of health in their host communities (Gushulak, 2007; Kennedy et al., 
2015; Malmusi et al., 2010). This is no different in South Africa (Vearey, 2013a, 2014). 
Vearey suggests that migration affects health through the act of migration, the 
‘disparities in health risk (including the health system itself) that exist between points 
of origin and destination’ (2013a), and the inability of the healthcare system to 
understand ‘the diversity and disparity of the population’ (Vearey, 2013a, p. 127). This 
includes understanding the various healthcare regimens on which immigrants may 
already be and the necessity for mobile patients to be able to access their medication 
as they move for work or simply return home during the festive season (Vearey, 
Modisenyane, et al., 2017). In addition, access to healthcare for non-nationals is often 
further undermined by their treatment at health facilities where healthcare providers 
have been known to deny or delay care to non-nationals, verbally abuse them, and 
subject them to additional fees (Makandwa & Vearey, 2017; Vearey, 2014). In early 
2019, for example, the Provincial DoH in Gauteng issued a directive instructing 
healthcare facilities to charge all non-nationals, except those with refugee status, in full 
for all levels of care (Stevenson, 2019). Although this was later withdrawn, given 
concerns about its legality and pressure from civil society, this is a clear example of the 
ways in which the rights that non-nationals have to care can be, and are being, eroded.  
 
These realities are reflections of global trends, and have led to migration being 
recognised as a key determinant of health (Castañeda et al., 2015; Vearey, Palmary, 
Thomas, Nunez, & Drimie, 2010), an argument that is developed in de Gruchy and 
Vearey (in press) [Paper one]. In addition, it has lent itself to calls for migration and 
health to be taken into account in policy making at all levels of governance (Vearey et 
al., 2019; Vearey, Modisenyane, et al., 2017; Wickramage & Annunziata, 2018). 
Migration-aware and migration- and health- aware policies and programming – in 
other words ‘a whole-system response whereby population movement (and health) is 
embedded as a central concern in the design of health interventions, policy, and 
research’ (Vearey, Modisenyane, et al., 2017, p. 90) - are usually called for from a rights-
based perspective and point to the failure of states with respect to their international 
commitments (and often their own national legislation) if and when they fail to ensure 
equitable access to healthcare for non-nationals (Crush & Tawodzera, 2014; 
Khongthanachayopit & Laohasiriwong, 2017; Vearey, 2014; Wickramage & 
Annunziata, 2018). Others have however argued that this approach falls into the trap 
of pitting the rights of nationals against the rights of non-nationals. Rather, it is 
posited, the argument for ensuring that migrants have equitable access to healthcare 
should come from a global public goods (Widdows & Marway, 2015) or a public health 
ethics position (Tahzib et al., 2019; Wild & Dawson, 2018). The former is essentially a 
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utilitarian and economic argument that suggests that if the health of all individuals 
(including migrants) is not protected, the good health of all is under threat. A key 
example here is around vaccinations and the necessity of acknowledging that 
immigrants are part of the ‘herd’ in order to ensure herd immunity (Widdows & 
Marway, 2015). While the later pushes for an acknowledgement that public health is 
‘built upon such values of equal human rights and of shared humanity … (and) should 
thus protect and promote migrants’ wellbeing and citizen health alike’ (Tahzib et al., 
2019, p. 106). A philosophical engagement with this argument is beyond the scope of 
this PhD. However, the necessity for these arguments points to the dearth of 
migration-aware and mobility-competent health policies and programming globally. 
The lack of comprehensive state responses to the health and wellbeing of migrant and 
mobile communities has meant that responses that exist are primarily implemented at 
points of crisis, and that they are largely led by humanitarian agencies and 
development actors.  
 

2.4 The involvement of (international) non-governmental organisations in 
healthcare provision 

2.4.1 The involvement of international actors in South Africa 

In many low and middle-income countries (LMICs), including South Africa, non-
governmental actors, both local and international, are involved in the provision of 
healthcare. The range and diversity of the international actors in particular is vast. In 
order to allow for a clear analysis and discussion of their involvement in Musina, and 
other local contexts, it is worth understanding the field as comprising of four kinds of 
actors, including both organisations that form part of foreign governments and 
independent organisations. I have primarily referred to these actors collectively as 
international non-governmental organisations (iNGOs) to note their separation from 
the South African state and from local, South African, non-governmental organisations 
(NGOs).  
 
The first are state development agencies that provide bilateral Official Development 
Assistance (ODA) to LMICs. A key example is the President’s Emergency Fund for 
AIDS Relief (PEPFAR), an initiative of the United States (US), of which South Africa 
has, historically, been a key recipient (Katz et al., 2013). However, as Dieleman et al 
argue, ‘in addition to supporting improvements in global health, it is important to 
acknowledge that DAH (Development Assistance for Health) has also been a key 
component of foreign policy for many donor countries’ (2019, p. 1; Storeng et al., 2018). 
In recent years, for example, ODA, specifically from the European Union (EU), has 
been used to externalise the borders of High-Income Countries (HIC) by tying 
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development assistance for LMICs to improved border and migration control in these 
countries. Primarily in an effort to ensure that ‘displaced people never get to Europe’s 
borders in the first place’ (Akkerman, 2018, p. 2).  
 
In addition, ODA and development agencies, including those attached to the UN 
(discussed below), are key funders of research around migration and development in 
South African, and other LMIC, universities, where institutions are chronically 
underfunded (Landau, 2012). Critiques of this mode of funding highlight how, as a 
result, ‘scholars tend to reproduce the kind of knowledge and analysis aid agencies 
hope to see … (which) impoverishes the quality of scholarship’ produced (Landau, 
2012, p. 562). While ODA organisations are tied to the political projects of specific 
nation states and are therefore inherently governmental, here they are understood as 
part of the array of non-governmental organisations because they work under the 
jurisdiction of the South African government while their mandates originate 
elsewhere. 
 
The second are Global Health Initiatives (GHIs), such as the Global Fund to Fight 
AIDS, Tuberculosis, and Malaria (Global Fund). PEPFAR is often listed as a GHI, 
however, unlike other GHIs, it is exclusively funded by the US and is a key programme 
of the US Agency for International Development (USAID). GHIs, ‘set up primarily as 
a mechanism for new funding in health rather than an implementing agency’, tend to 
focus on specific diseases and bring together a wide range of actors (Kapilashrami & 
Hanefeld, 2014, p. 163).  
 
The third are intergovernmental organisations, including United Nations (UN) 
agencies, like the United Nations High Commissioner for Refugees (UNHCR), and UN 
related agencies, like the International Organization for Migration (IOM) (Pécoud, 
2018; The International Organization for Migration, 2016). Formally governed by their 
member states, such organisations need to balance the need to respect state 
sovereignty and push their own political agenda or, in the case of the IOM, the agenda 
of more powerful member states (Pécoud, 2018).  
 
The fourth, and final group for the purposes of this project, are humanitarian agencies, 
for example Médecins Sans Frontières (MSF) and the International Committee of the 
Red Cross. Traditionally, these organisations have responded to crises caused by 
conflict and natural disasters through providing short-term, “politically neutral” aid 
(see Lischer, 2005; Redfield, 2013 for a discussion understandings of aid as politically 
neutral). However, organisations like MSF are increasingly taking on longer-term 
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developmental projects (Carruth, 2015; Fassin, 2010; O’Brien et al., 2010; Redfield, 
2010, 2012a, 2012b, 2013). Historically and particularly with respect to how 
organisations understand and position themselves, there has been understood to be 
some distinction between the two (Crewe & Axelby, 2013). However, Crewe and 
Axelby note:  
 

If ‘development’ is used for attempts to produce long-term social, economic or 
political change then, in contrast, ‘humanitarian aid’ responds to disruptions 
and emergencies, such as war, famine and natural disasters, with an emphasis 
on the short term. But the boundaries are blurred: development usually 
involves some shorter-term aid - helping the poorest families out when they 
are destitute - and humanitarian aid often aims for longer-term service 
provision. (2013, pp. 3, 4)  
 

These agencies are often comprised of local chapters, with varying oversight from 
headquarters in cities like Brussels or New York. And while historically they have 
worked in contexts in which the state and service provision from the state is largely 
absent, increasingly such organisations are working alongside governments. A key 
example of this has been in South Africa, where organisations like MSF have had to 
learn how to ‘operate in coalition’ with the state, as well as other civil society (Redfield, 
2013, p. 246). This has raised questions about the role that they play, and should play, 
in local contexts, some of which are further discussed in de Gruchy and Kapilashrami 
(2019).  
 
Traditionally, this range of actors have been recognised as ‘a valuable source of 
technical and financial input’, due to their freedom from state structures and 
commitments to innovation (Bedelu et al., 2007). However, increasingly ‘the 
benevolent dictatorship of humanitarian government’ (McFalls, 2010) is being 
critiqued. Concepts that legitimise the involvement of humanitarian agencies in a 
context, like “emergency”, “crisis”, “medical” and “humanitarian” itself, concepts that 
have been understood by some, including humanitarian organisations, to be politically 
neutral and legitimise the ‘moral economy of humanitarian interventions’ (Fassin, 
2010), are increasingly being recognised as socially and politically constructed and 
contested (Calhoun, 2010; Chigudu, 2016, 2017; McFalls, 2010). These critiques are 
discussed further in section 2.4.3. 
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2.4.2 Local civil society 

In addition to the range of INGOs and as a consequence of the anti-Apartheid struggle 
in South Africa, the civil society sector in the country is fairly well developed, 
particularly in comparison to other countries in the region (van Zyl et al., 2018). As 
such, a variety of NGOs work across the health sector. Some of these NGOs are 
primarily involved in activism and advocacy. A key South African example is the 
Treatment Action Campaign (TAC). During the Mbeki administration (1999 – 2008), 
the South African government’s response to the HIV/AIDS epidemic was 
characterised by denialism. In response, the TAC undertook a range of activities, 
including mobilising local communities and litigating against the state, across the 
country to demand access to HIV care and treatment for HIV positive individuals 
(Heywood, 2009). Other NGOs however function largely as implementing partners for 
either the state or international organisations. NGOs of this kind are often beholden to 
the agendas of the organisations funding them (Ahmad, 2006; Ghanotakis et al., 2009; 
Lewis, 1998) or tied to complicated relationships with government departments 
(Rosenberg et al., 2008). Many such organisations are involved in the administration 
of Community Health Worker (CHW) programmes (discussed in more detail in de 
Gruchy, 2019). 
 

2.4.3 Challenges associated with the current iNGO model 

Given this wide array of different organisations with their own organisational 
mandates and agendas, the well documented lack of co-ordination within this sector 
is unsurprising (Hill, Dodd, Brown, & Haffeld, 2012; Kapilashrami & Hanefeld, 2014; 
Klingebiel, Negre, & Morazán, 2017; Pfeiffer, 2003). At various points, attempts have 
been made to address this ‘excessive fragmentation of aid at global, country or sector 
level [that] impairs aid effectiveness’ (Paris Declaration, 2005). Most notably, the Paris 
Declaration of 2005 that argued that ‘a pragmatic approach to the division of labour 
and burden sharing increases complementarity and can reduce transaction costs’ and 
called for improved harmonisation of the activities of non-state actors involved in aid 
and development. In 2008, this was reiterated in the Accra Agenda, which called for the 
reduction of ‘the fragmentation of aid by improving the complementarity of donors’ 
efforts and the division of labour among donors’. And again, in 2011, at the 4th High 
Level Forum on Aid Effectiveness in Busan, South Korea. 
 
Regardless of these commitments, however, limited ‘donor specialisation or 
collaboration’ has been seen (Kapilashrami & Hanefeld, 2014; Nunnenkamp, Sotirova, 
& Thiele, 2016). Using data available on AidData for Malawi, Nunnenkamp et al. argue 
that agencies and projects tend to cluster in particular sectors and geographic areas 
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that reflect their priorities and agendas rather than the needs of communities (2016). 
Similarly, Klingebiel et al. show how in Myanmar, EU Member States prioritise their 
own ‘interests, developmental or otherwise’ at the expense of EU cooperation and 
coordination in the country (2017, p. 156). Coordination, they argue, ‘is a technical 
challenge only to a limited extent, as it is also hostage to the political commitment of 
aid actors’ (2017, p. 157). One of the consequences of this fragmentation of aid and 
development interventions is that it increases the transaction costs for civil servants 
who are expected to work with each intervention and overburdens already weak 
health systems (Klingebiel et al., 2017; Pfeiffer, 2003).  
 
This cost of transaction is often a key contributor to the tense relationships between 
iNGOs and state actors reported across multiple national contexts (Cairney & 
Kapilashrami, 2014; Kapilashrami & McPake, 2013; Kapilashrami & Hanefeld, 2014; 
Kapilashrami & O’Brien, 2012; Pfeiffer, 2003). This body of research highlights how 
the involvement of iNGOs in local health systems places a burden on these local 
systems as civil servants are expected to take on additional work in line with the 
agendas of the funding organisations (Cairney & Kapilashrami, 2014; Kapilashrami & 
McPake, 2013; Kapilashrami & O’Brien, 2012; Pfeiffer, 2003).  
 
Further to the additional work that accompanies programming funded by iNGOs, the 
role of these organisations in shifting and influencing the political agenda of the state, 
particularly state health systems, is well documented (Kapilashrami & McPake, 2013; 
Kapilashrami & O’Brien, 2012; Khan et al., 2016; Storeng et al., 2018). The ‘public 
transcript’ of iNGOs, that highlights their commitment to local priorities, capacity 
building, and partnership, is often undermined by the ‘hidden transcript’ that requires 
iNGOs to use their influence and power to shift existing agendas in line with their own 
(Kapilashrami & McPake, 2013). Providing a suggestion as to why co-ordination 
among iNGOs may be limited and project proliferation widely seen (Klingebiel et al., 
2017; Nunnenkamp et al., 2016). Reflecting on the role of iNGOs in the development 
of progressive reproductive health policies and programming in Malawi and South 
Sudan, Storeng et al provide a clear example of the ‘hidden transcript’ driving iNGOs, 
noting that: 

 
Although they emphasise the technical nature of their work, in these 
interactions (between iNGOs and the state), INGOs are political actors who 
operate within fields of power relations in which they mobilise both financial 
power and more subtle forms of power deriving from expertise and claims to 
moral authority (2018, p. 2) 
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As such, although some civil servants are able to take advantage of the opportunities 
that iNGOs provide, particularly as iNGO trainings often provide participants with 
per diems, and occasionally better paid job opportunities arise (Cairney & 
Kapilashrami, 2014; Kapilashrami & O’Brien, 2012; Pfeiffer, 2003), the result is 
ultimately detrimental to local priorities and health systems (Cairney & Kapilashrami, 
2014; Hanefeld, Vearey, Lunt, & others, 2017; Kapilashrami & McPake, 2013; 
Kapilashrami & O’Brien, 2012; Pfeiffer, 2003).  
 
In addition, within iNGOs frustration often develops between ‘local’ staff, citizens of 
the country in which the iNGO is working, and ‘ex-pats’, largely white foreigners from 
Europe or North America. The latter are by and large treated and paid better, and 
assumed to have more skills to offer than their local counterparts (Pfeiffer, 2003; 
Redfield, 2012b). However, as Bell and Coicaud argue: ‘[t]he story of aid projects in 
the developing world is littered with blunders that could have been avoided with 
more detailed local knowledge’ (2007, p. 3). These stories, and the involvement of non-
state actors with no democratic mandate in service provision and development raises 
questions about accountability (van Zyl et al., 2018; Younis, 2007). Recent research 
published by van Zyl, Claeyé, and Flambard (2018) on NGOs and iNGOs in South 
Africa highlights how iNGOs are ‘significantly bigger, older and richer than local 
NGOs’ (2018, p. 14) and feel primarily accountable to donors, including foreign 
governments - this is reflected in choices not to coordinate interventions, and the 
consequent oversaturation of projects in particular sectors and geographic areas 
(Nunnenkamp et al., 2016). Local NGOs, on the other hand, ‘are more closely related 
to the communities that they serve’ and tend to feel more accountable to those with 
whom they work (van Zyl et al., 2018). However, given the amount of funding that 
iNGOs, specifically GHIs and ODA organisations, have, their ability to shift the 
agendas of local NGOs, as well as the state, through funding threatens this 
accountability (Ghanotakis et al., 2009; Kapilashrami & McPake, 2013; Kapilashrami & 
O’Brien, 2012; Younis, 2007).  
 
Finally, given the timebound nature of the involvement of iNGOs in local contexts, the 
presence of iNGOs in the health sector has implications for the sustainability of both 
non-governmental interventions and programmes, which are started and then 
abandoned as funding comes to an end or another crisis beckons, and for state systems, 
which are overburdened and reoriented (Berlan & Bruno-van Vijfeijken, 2013; Bruno-
van Vijfeijken & Schmitz, 2011; Cairney & Kapilashrami, 2014;  Kapilashrami & 
McPake, 2013; Younis, 2007). This literature and the questions that it raises around the 
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sustainability are discussed in more depth and in relation to the interventions by MSF 
and the IOM in Musina in de Gruchy and Kapilashrami (2019) [Paper two].  
 
Existing bodies of literature are fairly clear on the role that iNGOs play during times 
of crisis (for example, Chigudu, 2016; Khan et al., 2016; Redfield, 2010) and shifting 
local priorities around issues of health (for example, Kapilashrami & McPake, 2013; 
Kapilashrami, Fustukian, & McPake, 2015; Kapilashrami & Hanefeld, 2014; 
Kapilashrami & O’Brien, 2012; Younis, 2007). While agenda shifting and setting is a 
fundamental part of the policy process, what is less clear is the role that iNGOs do, or 
do not, play in subsequent parts of the policy process (Khan et al., 2018; Smith, 2019). 
It is this literature that forms the fifth body of literature with which this research 
engages.  
 

2.5 (Theories of) policy process 

2.5.1 Theories of policy process 

Initial theories of policy process, by and large, focused on either state institutions as 
the site of policy development and implementation, networks that developed around 
lobbying for particular policy choices, or were based on rational choice theory and the 
idea that policy makers were rational agents (Surel, 2000). By the mid-1980s, however, 
far more sophisticated theories were emerging ‘informed by a recognition of the 
importance of values, ideas and representations in the study of public policy’ (Surel, 
2000, p. 495). Referred to as ‘cognitive and normative frames’, these theories, including 
Sabatier’s Advocacy Coalition Framework (ACF) (Jenkins-Smith et al., 2014) and 
Hall’s notion of paradigm (Hall, 1993), emphasise ‘the influence of ideas, general 
precepts and representations, over and above social evolution and state action…based 
on the belief that cognitive and normative elements play an important role in how 
actors understand and explain the world’ (Surel, 2000, p. 495).  
 
These more conceptual and complex frameworks have gained traction throughout 
Europe and North America. However, examples of their use in other contexts are 
limited. A key example of this is the ACF, which ‘models public policy as a conflict 
between actors competing to translate their beliefs into policy’ (Pierce, Peterson, & 
Hicks, 2017, p. 2): actors form coalitions, or networks, through which they can share 
resources and expertise and lobby for their policy alternative (Jenkins-Smith et al., 
2014). However, while a key framework in the policy process literature, of 224 papers 
identified as having been published between 1987 and 2013 and having ‘used [the 
ACF] as the primary lens or one of the primary lenses’, only six of these studies were 
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conducted on the African continent (Jenkins-Smith et al., 2014, p. 210). Recent work 
from Nigeria has argued that the ACF is applicable in developing African countries 
‘with a stable democratic political system, multiple policy actors, and an availability 
of technical experts’ (Nwalie, 2019, p. 18). However, in general, its application, 
development, and efficacy has been in the global North (Jenkins-Smith et al., 2014; 
Nwalie, 2019; Pierce, Peterson, Jones, et al., 2017).  
 
A second theory that has been particularly influential in shaping thinking around 
policy change has been Kingdon’s Multiple Streams Approach (Béland, 2016; 
Kingdon, 2011). But again, there has been limited application or development of this 
theory within sub-Saharan African or LMICs in other regions. Kingdon’s work 
importantly brought to the fore the idea of the ‘agenda’, and subsequently ‘agenda 
setting’ – the process of changing or shifting the agenda: 
 

The agenda, as I conceive of it, is the list of subjects or problems to which 
government officials, and people outside of government closely associated 
with those officials, are paying some serious attention at any given time. 
(Kingdon, 2011, p. 3) 

 
For Kingdon, opportunities for ‘policy entrepreneurs’ – ‘advocates for proposals or for 
the prominence of an idea’ (2011, p. 122) - to engage with and shift the agenda happen 
during time sensitive ‘policy windows’, when a defined problem, policy alternatives, 
and political will come together (Béland, 2016; Kingdon, 2011). This process is referred 
to by Stone as ‘issue framing’: 
 

To select some aspects of perceived reality and make them more salient 
[important or visible] … in such a way as to promote a particular problem 
definition, causal interpretation, moral evaluation, and / or treatment 
recommendation. (Robert Entman, 1993 in Stone, 2012, pp. 252, 253) 

 
Through this process, the way in which an issue has been framed - the ‘ideas’ in play 
– emerge as particularly important for understanding policy change (Béland, 2016, p. 
231; Kingdon, 2011, p. 72). As such, Kingdon has largely been credited with the 
‘ideational turn’ seen in studies of policy starting in the 1990s and moving into the 
2000s (Béland, 2016, p. 229).  
 
This ‘ideational turn’ has been seen across studies of policy, and importantly in 
frameworks, like the ‘3 I’s’, that have been used in LMIC contexts (Ashraf, 2016; 
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Gauvin, 2014; Koh et al., 2017; Palmary & de Gruchy, 2016; Shearer et al., 2016). The ‘3 
I’s’ - ideas, institutions, and interests -  posits that in order to understand a policy 
process, the institutions involved; the ideas that are contested and that frame the 
problem and possible solutions; and interests – economic or otherwise – mobilising 
support ought to be investigated (Gauvin, 2014). An analysis of networks involved in 
policy making has recently been shown to be a useful addition to the framework 
(Shearer et al., 2016). Recent research undertaken by the African Centre for Migration 
& Society (ACMS) and partner institutions in Bangladesh and Singapore  indicates that 
the ‘3-I’s’ is useful in a complex, post-colonial context in which research is primarily 
of an exploratory nature  (Palmary et al., 2018). This is due to the fact that it functions 
primarily as a ‘theoretical checklist’ rather than a sophisticated theory (Gauvin, 2014). 
As such, it allows the researcher to simply investigate and describe various elements 
of the policy process rather than getting caught up in complex conceptual mechanisms 
(Palmary et al., 2018).  
 
What it lacks, and what more traditional theories like the ACF, for example, are able 
to provide, are more nuanced and theoretical concepts through which to understand 
policymaking. An example of this is Devil Shift, which refers to perceptions that one 
coalition, or network, might have of another, given the other’s successes within a 
subsystem - frequently this manifests as the ‘losing’ coalition casting the ‘winning’ 
coalition as having access to superior resources or behaving unethically (Jenkins-Smith 
et al., 2014). In general, however, there has been limited engagement with the 
wholesale application of the ACF (Jenkins-Smith et al., 2014) and other theoretical 
frameworks, like Kingdon’s Multiple Streams Approach (2011), within LMICs.  
 
Furthermore, theories developed in and for LMICs are scarce. One notable exception 
is Walt and Gilson’s, 1994, Reforming the health sector in developing countries: the central 
role of policy analysis. Here the authors argue ‘that much health policy wrongly focuses 
attention on the content of reform, and neglects the actors involved in policy reform (at 
the international, national, and subnational levels), the processes contingent on 
developing and implementing change and the context within which policy is 
developed’ (emphasis in original text) (p.354). Actors, processes, and context are, they 
argue, the three elements that, if sufficiently examined, can explain why and how 
specific health policy is made, in addition to the policy’s content. While the use of this 
framework has become commonplace in research that analyses the development of 
health policy in LMICs like South Africa, this kind of policy analysis remains 
infrequent (see Gilson & Raphaely, 2008 for a review of literature on health policy 
processes from 1994 to 2007). In addition, although within public health scholarship, 
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this model has been used over 1 000 times in a variety of contexts, its use outside of 
public health scholarship is limited (Agyepong & Adjei, 2007; Hanney et al., 2003; 
Shiffman & Smith, 2007; Trostle et al., 1999). As such, it is not immediately clear 
whether this framework would, for example, prove particularly useful in an 
investigation of migration policy.  
 
A final consideration is around the role of non-state actors, which, in a globalised 
world, needs to be accounted for within our understanding of policy development and 
change. As Burris et al argue:  
 

governance cannot be understood as the work only of government. 
Governance is polycentric, distributed among multiple organizations 
exercising diverse forms of power. States do not enjoy a monopoly on 
governance, and themselves are often governed by non-state actors. 
Governance thus comprises both institutions and procedures formalized in 
constitutions and laws, and the many institutions – corporations, NGO 
coalitions – and methods of power – bribery, media campaigns – that are only 
obscured by equating governance with government (Burris et al., 2007, p. i155) 

 
As highlighted in section 2.4, in an LMIC, such as South Africa, an acknowledgement 
and understanding of the role that non-state actors play in the development and 
implementation of policy is imperative. As outlined in that section with regards to 
agenda setting, as well as in the literature that examines global norms and ideas and 
their institutionalisation within national contexts (Betts & Orchard, 2014; Palmary & 
de Gruchy, 2019; Risse et al., 1999; Surjadjaja & Mayhew, 2011), non-state actors play 
a significant role in shifting national agendas and the norms and ideas to which 
national policies respond. Few studies however have examined the role of these actors 
in subsequent stages of the policy process, namely policy development, 
implementation, and evaluation (Khan et al., 2018). And, as Betts and Orchard argue, 
while states may be willing to sign and ratify conventions codifying new global norms 
and ideas: 
 

Norms – especially people-centred norms such as human rights, development, 
or humanitarian norms – ultimately only have significance insofar as they 
translate into practice. (2014, p. 1) 
 

Consequently, while states may be willing to agree to global norms, the development 
and implementation of national policy and local programmes to translate such norms 
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into practice is often a process that takes a lot longer and is far more contested and 
complex (Betts & Orchard, 2014). In the health sector, in which policy has formed a 
key pillar of research, actors have had more success than in other sectors, largely due 
to the financial clout behind global actors in this context (Kapilashrami & O’Brien, 
2012; Khan et al., 2018), as well as their claims to moral authority (Storeng et al., 2018).  
  
However, it is not only global actors advocating for human rights and access to 
healthcare for which theories need to account. Global regulatory and standard bearing 
organisations for produce and trade have ‘become increasingly significant 
mechanisms for governing’ (Higgins & Larner, 2010, pp. 1, 2). With regards to 
agricultural exports, for example, private organisations like Global G.A.P. have been 
particularly successful in changing the ways in which farmers across the world 
conduct their business and states regulate standards within the sector (Bain, 2010; 
Higgins & Larner, 2010). The focus of such organisations on production for the 
consumer, has undermined farm workers (Bain, 2010). Workers who, in South Africa 
as in many other contexts, have historically originated from migrant communities and 
been poorly protected by the state (Arcury & Quandt, 2007; Bail et al., 2012; London, 
2003; Visser & Ferrer, 2015; Wisborg et al., 2013).  
 

2.5.2 Developing migration-aware policy 

Understanding migration policy, its development, implementation, and inevitable 
‘failure’, has long been a source of interest for researchers (Boswell et al., 2011; Castles, 
2004, 2017; Koh et al., 2017; Palmary et al., 2018; Palmary & de Gruchy, 2019; Scholten, 
2019). As outlined in the introduction, migration policy is often understood to have 
‘failed’ either migrants themselves when policy is approached from a normative 
perspective or in its stated aims of curbing migration (Castles, 2004, 2017; Scholten, 
2019). Building an argument for why migration policies so often fail to achieve their 
stated aim(s), Scholten (2019) starts from the premise that migration and diversity 
(which he understands to be a key concern to which migration policies are responding 
to) are too complex for single, targeted pieces of policy or legislation to respond to. 
Rather, he argues, migration should be mainstreamed into policy processes in a similar 
fashion to gender in acknowledgement of its complexity and relevance for all policy. 
This is, at first glance, not a dissimilar argument to the one made by those arguing for 
policies and programming to be migration-aware (Vearey, Modisenyane, et al., 2017; 
Wickramage & Annunziata, 2018). Mainstreaming in relation to gender has been 
defined by the UN as: 
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the process of assessing the implications for men and women of any planned 
actions, including legislation, policies or programs/projects, at all levels. It is a 
process of making women’s, as well as men’s concerns and experiences an 
integral dimension of the design, implementation, monitoring and evaluation 
of policies and programmes in all political, economic and social sphere, so that 
women and men benefit equally, and inequality is not perpetuated (Food and 
Agricultural Organization of the United Nations, 2017) 
 

However, ‘mainstreaming’ has, especially with regards to gender, often failed to 
deliver tangible improvements for its intended beneficiaries in both institutions and 
more broadly across nation states (Mannell, 2012; Rao & Kelleher, 2005; Tolhurst et al., 
2012). 
 
This is, by and large, understood to be a consequence of the prioritisation of a single 
identity marker or social location through mainstreaming (Hankivsky, 2012; Tolhurst 
et al., 2012, pp. 1827, 1828). Focusing on a single identity marker, like gender or 
migrant status, facilitates the reduction of all ‘women’ or ‘migrants’ to a set of limited 
experiences or stereotypes in which focus remains on the disadvantages that ‘women’ 
face in relation to ‘men’, or ‘migrants’ in relation to ‘non-migrants’. This is at the 
expense of understanding the intricacies and experiences of women or migrants 
themselves, which may be as a result of their gender or migrant status, but may also 
be as a result of their race, class, or gendered migrant status (Hankivsky, 2012; Tolhurst 
et al., 2012, pp. 1827, 1828). Reflecting on gender mainstreaming in South Africa, 
Mannell argues that due to the ‘exclusion of race and class from gender 
mainstreaming’ – and therefore the focus on gender exclusively as a single identity 
marker – the approach has been characterised by an ‘ability to gloss over power 
inequalities’ (2012, p. 430), and ultimately achieved very little. As such, gender 
mainstreaming has become a box ticking exercise rather than a substantive 
intervention in policy making and implementation. Consequently, there is increasing 
scholarly opinion that argues that mainstreaming fails the intended targets of its 
policies (Bürkner, 2012; Hankivsky, 2012; Tolhurst et al., 2012), and there is little to 
suggest that this would be any different for migration and migrants, or other key 
populations targeted through such an approach.  
 
In addition to mainstreaming, there are various other approaches for the inclusion of 
specific issues of concern in government and governance, many of which have 
emerged in public health (Baum et al., 2014; Mahlangu, Goudge, & Vearey, 2019; 
Mahlangu, Vearey, Thomas, & Goudge, 2017; Ståhl, 2006; Vearey et al., 2019). One such 
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approach, which has been key in South Africa’s response to HIV (Mahlangu et al., 
2017, 2019), has been a multisectoral approach: 
 

A multisectoral approach (MSA) refers to an approach or a tactic to address a 
problem from multiple angles that involve various sectors of society involved 
in governance, namely government, civil society, the private sector, 
community structures, and individuals (Mahlangu et al., 2019, p. 1) 

 
However, this approach is reliant on the development of effective bureaucratic 
structures and systems; commitment and buy-in across sectors; as well as, leadership, 
administration, and constant evaluation (Mahlangu et al., 2019). Consequently, it has 
often been ineffective in its execution (Mahlangu et al., 2017, 2018).  
 
A second approach is that of Health in All Policies (HiAP). In recognition of the ways 
in which health is socially determined, ‘the core’ of this approach’ is to examine health 
determinants that are mainly controlled by policies of sectors other than health’ (Baum 
et al., 2014; quote from Puska, 2007; Ståhl, 2006). This approach requires: 
 

a whole-of-government approach to health governance, in which health 
considerations are made as a usual part of the policy making process across all 
participating areas, allowing governments to address the key determinants of 
health in a more systematic manner. (Baum et al., 2014, p. i131) 
 

As with the MSA, such an approach requires coordination within and administration 
from formal state structures, and articulation within state policy (Baum et al., 2014, p. 
i132). As such, evaluation of such approaches is often complicated and, for the latter, 
the role that non-governmental actors and stakeholders are able to play in such a 
bureaucratised approach is not immediately clear (Ståhl, 2006).   
 
However, taking their cue from the successes of HiAP, Vearey et al (2019) argue that 
a Migration and Health in All Policies (M+HiAP) is required to address the current 
lack of responses to migration and health in line with global commitments. They argue 
that this is a key mechanism through which migration-aware and mobility-competent 
health policy and programming could be developed. Although calls are mounting for 
migration-aware policies and programming (Vearey, 2014, 2018; Vearey et al., 2019; 
Vearey, Modisenyane, et al., 2017; Wickramage & Annunziata, 2018) this approach and 
the mechanisms through which it could be achieved have yet to be tested, and it is 
likely to fall into many of the same traps as mainstreaming or HiAP.  
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2.6 Conclusion 
In conclusion, while South Africa has a fairly progressive legislative framework with 
regards to migration, as this literature review has shown, not only are efforts being 
made by the state to undermine the existent progressive elements, but a pervasive 
culture of xenophobia limits the rights that non-nationals are able to enjoy in South 
Africa. Health, and access to healthcare is one of these rights (Landau, 2012; Misago, 
2016; Mogekwu, 2005). While South Africa has committed to realising UHC and 
meeting global health targets, a lack of migration-aware policy and mobility-
competent programming is undermining these efforts (Vearey, Modisenyane, et al., 
2017). Within this context, it is unsurprising the migrant and mobile communities have 
limited access to positive social determinants of health and emerge as communities 
with an undue burden of disease and as communities in crisis at particular points 
(Gushulak, 2007; Kennedy et al., 2015; Malmusi et al., 2010; Vearey, 2013a, 2014).  
 
Consequently, there are clear moments when humanitarian agencies, UN bodies, and 
various other non-governmental organisations, both international and local, are able 
to legitimise intervening in the South African context. However, an improved 
understanding of such interventions and their implications for governance, service 
delivery, and the health and wellbeing of communities is needed. As it currently 
stands, such an understanding has been limited by theories of policy change and 
process that do not sufficiently take into account the realities of governance and the 
policy process in the South African, as well as other LMICs, context (Jenkins-Smith et 
al., 2014; Nwalie, 2019; Pierce, Peterson, Jones, et al., 2017).   
 
As such, acknowledging the lack of locally-relevant policy frameworks, and the 
limited nature of both research on and responses to migration and health, this PhD 
seeks to develop a conceptual framework to improve understandings of policy 
processes around migration and health in South Africa. Given the particular lens that 
the field of migration and health provides, a case study of the development of policy 
and programmatic responses to the health and wellbeing of migrant farm workers in 
Vhembe District, Limpopo will be used.  
 
As such, five objectives have been developed to guide a response to this question: 

1. To develop an improved understanding of migration and health within the 
South African context, specifically of the health and wellbeing of migrant farm 
workers; 
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2. To understand how policies on issues of migration and health are framed in 
South Africa; 

3. To investigate the development of policy and programmatic responses to 
migration and health in South Africa, from agenda setting to implementation, 
and experiences thereof; 

4. To be able to explain, conceptually, why policies are made or left un-made, and 
in so doing address the limitations of existing frameworks; and 

5. To reflect on lessons learnt for future advocacy for better policy processes 
around issues of migration and health in South Africa. 
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3 Methodology and Ethics 
 
This research is an exploratory and grounded attempt to contribute towards an 
improved understanding of the processes around policy and programmatic 
interventions in South Africa (Lingard et al., 2008). As such, it seeks to answer the 
question:  
 

Conceptually, how can we understand policy processes within various spheres 
of governance in a way that accounts for ideas, influence, and evidence, 
without neglecting the ways in which different spheres of governance interact, 
aggravate, and mediate the policy process for each other?  
 

Consequently, the various methods and approaches taken have been used on the 
understanding that they are ideally placed to explore the research objectives and 
ultimately respond to the research question. Several qualitative methods were used, 
namely an analysis of published literature on the policy process and existing 
frameworks, an analysis of grey literature, conducting and analysing key informant 
interviews, and conducting and analysing participant and non-participant 
observation. Each of these methods is discussed in more detail below.  
 
While this project was started in 2016, the research was primarily undertaken in 2017. 
Much of the research with the Department of Health (DoH) in Musina was conducted 
between May and July 2017, as was the research that took place on the two farms 
within the Musina Local Municipality. However, some participant observation was 
conducted as late as 2019. Given the central role that international organisations 
played in this research, interviews were also conducted with current and former 
employees of these organisations in Musina, as well as in Cape Town, Pretoria, and 
Geneva (via Skype). Representatives from government departments and agricultural 
organisations were interviewed in Pretoria, Polokwane (the Provincial capital of 
Limpopo), and Makhado (a town in Limpopo).  
 
In keeping with a grounded theory approach, the research process has been iterative, 
as each stage of the research and data collection informed subsequent or simultaneous 
processes of data collection (Lingard et al., 2008).  
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3.4 Justification of methods 
This research has both empirical and conceptual objectives. As such, grey literature, 
key informant interviews, participant, and non-participant observation have been 
used to generate empirical data and inform an empirical understanding of what 
happened and is happening in Musina. This data has then been used to inform a 
conceptual understanding of this process and respond to my research question.   
 
Due to the exploratory nature of the research, multiple methods and sources of 
information are used in this research to capture the development, implementation, and 
sustainability of the interventions, as well as perceptions and insights into these 
processes. The remainder of this section articulates the use of these various methods.  

 

3.4.1 Identification and review of published literature and existing frameworks 

The point of departure for this research has been the identification and review of 
published literature around questions of policy making in South Africa, specifically in 
relation to policies around issues of migration and health. The objective here is to 
understand which policy frameworks are being used to explain policy making in 
South Africa and what the limitations of these frameworks have been to date. The 
Advocacy Coalition Framework (ACF) (Jenkins-Smith et al., 2014; Sabatier, 1991), 
Kingdon’s Multiple Streams Approach (Béland, 2016; Kingdon, 2001, 2011), Walt and 
Gilson’s model for analysis, which centres content, context, process, and actors (Walt 
& Gilson, 1994), and the 3 I’s (Gauvin, 2014; Shearer et al., 2016) have all been analysed 
through a reading of the theory or framework in conjunction with the analysis of the 
empirical data collected through this research. Other theories and approaches, like the 
Narrative Policy Framework, have been engaged with on a more ad hoc basis (McBeth 
et al., 2014). In addition, work that has proposed additional approaches to policy 
making, especially with regards to migration, like migration- and health- in all policies 
(M&HiAP), has also been reviewed (Scholten, 2019; Vearey et al., 2019; Vearey, 
Modisenyane, et al., 2017; Wickramage & Annunziata, 2018).  
 
A discussion of this review can be found in the Literature Review, section 2.5. 
 

3.4.2 Grey literature 

Two bodies of grey literature have been analysed as part of this research. The first are 
global, regional, and national policies, instruments, and commitments regarding 
migration and health. This analysis has informed the discussion undertaken in the 
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literature review. Table 5, building on Vearey (2018), merges tables 2, 3, and 4, and 
presents a list of the policy documents directly consulted and analysed.  
 

Table 5: Overview of policy documents  

 Migration policy 
Policies that specifically 
address 'migration', rather than 
specific kinds of migrants, e.g. 
refugees or labour migrants 

Health policy Migration & health 
policy 
Policies that specifically 
address migration and 
health 

Global Global Compact on Safe, 
Orderly and Regular 
Migration (2018) (GCM) 

Global Compact on 
Universal Health 
Coverage (UHC) (2018) 

Promoting the health of 
refugees and migrants: 
Global action plan 
(GAP), 2019 – 2023 
(2019) 

Global Compact on 
Refugees (2018) 

Sustainable Development 
Goals, Goal 3 (Agenda 
2030) (2015) 

World Health Assembly 
Resolution WHA 70.15 
Promoting Health of 
Refugees and Migrants 
(2017) 

New York Declaration for 
Refugees and Migrants 
(2016) 

UNAIDS 90:90:90 (2014) World Health Assembly 
Resolution WHA 61.17 
on the Health of 
Migrants (2008) 

Regional 
African Union (AU) 
and Southern African 
Development 
Community (SADC) 

AU Migration Policy 
Framework for Africa and 
Plan of Action (2018 - 2030) 
(2018) 

SADC HIV and AIDS 
strategic framework (2010 
- 2015) 

SADC Declaration for 
Tuberculosis in the 
Mining Sector (2012) 

Protocol on Health (1999) Policy Framework for 
Population Mobility and 
Communicable Diseases 
in the SADC Region 
(2009, Draft) 

National 
South Africa 

White Paper on 
International Migration 
(2017) 

Policy Framework and 
Strategy for Ward-Based 
Primary Healthcare 
Outreach Teams (2018/19 
- 2034/24) (2018) 

 

Immigration Act (2002) National Health 
Insurance White Paper 
(2015, 2017) 
National Strategic Plan 
(NSP) on HIV, STIs and 
TB (2017 - 2022) (2017) 
Community Health 
Workers Policy 
Framework (2004) 
National Health Act 
(2003) 

 
The second body of grey literature that has been analysed pertains to the creation and 
implementation of policy and programmes on the farms included in this study and 
includes, for example, policy directives, memos, and minutes from meetings. There 
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are two reasons that this body of grey literature is deemed an important source of data 
for this study. The first is that meeting minutes and annual reports are important 
sources of information needed to create ‘a sufficiently rich, detailed and practical 
understanding of complex interventions’ (Adams et al., 2017, p. 446), as they detail 
projects, discussions, and concerns, at specific times during a project. The second is to 
mitigate against the bias of key informants and memory loss, as the perspectives of 
informants ‘are necessarily limited, selective, and biased’ (Patton, 2002, p. 321). For 
both of these reasons, grey literature has proven invaluable as it, for example, provides 
information on the exact number of Community Health Workers (CHWs) that were 
working in the area at Médecins Sans Frontières’s (MSF) exit, their nationalities and 
sex, when key informants are far vaguer about these particularities.  
 
The use of this data has, however, been limited to what I have been able to access. 
Several individuals have been particularly helpful and sent me reports, meeting 
minutes, and memos that they still have. But I have been reliant on them, documents 
that the International Organization for Migration (IOM) in Musina deemed sufficiently 
important to keep and were willing to share, and information that individuals and the 
organisations that they worked for have considered appropriate to publish as blogs or 
opinion pieces. The IOM offices in Musina emerged as a particularly rich source of 
grey literature as they were still operational in Musina at the time that I undertook 
fieldwork and have kept a wide array of files and documentation from their ten years 
in the area. In total, I analysed 76 documents relating to the projects (see Table 6 for 
details). 
 

Table 6: Grey literature on Musina programmes 

Project/organisation to 
which grey literature was 
related 

Number of documents Where and how documents 
were located 

Ripfumelo28 (Change Agent 
project) IOM 

21 IOM files, Ripfumelo project 
evaluation requested from 
IOM International 

VDMHF29 IOM 35 IOM files, email listserv for 
the VDMHF 

 
28 The Ripfumelo Project, which had two iterations Ripfumelo I (2009 – 2011) and Ripfumelo II (2012 – 
2015), was part of the IOM’s Partnership on Health and Mobility in East and Southern Africa (PHAMESA). 
The aim of the project was to ‘provide support to the South African government in its response to 
addressing migration health concerns in the context of HIV, TB and other communicable diseases’ 
(Ripfumelo II 2012 – 2015 Project description) and was implemented across several districts in four South 
African provinces, including Vhembe. The Change Agent programme was a cornerstone of the IOM’s 
Ripfumelo programming in Vhembe.  
29 The Vhembe District Migrant Health Forum. Discussed in more detail in section 3.1.4 Participant 
Observation. 
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Musina Model of Care MSF 20 IOM files, email 
correspondence with MSF 
(former) employees, online  

Total 76 
 

3.4.3 Key informant interviews 

Given the exploratory nature of this research, key informant interviews form a 
cornerstone of this research and have been able to provide data that is both descriptive 
and explanatory (Hesse-Biber & Leavy, 2011, pp. 96–98). A semi-structured interview 
guide was developed for each of the interviews. Each guide was designed to establish 
‘the concepts one needs to measure to answer the research question’ (Beamer, 2002, p. 
87) to ensure that the data from the interview shows whether the informant responded 
to a concept, for example migration, consistently, so that alternative explanations for 
a response are eliminated (p. 88). Key informant interviews were used to interrogate 
and explore: what ideas have an impact on policy decisions; how influential the 
various spheres of governance are in the making of these decisions; who the 
stakeholders involved in these processes were and are; and whether existing policy 
frameworks make sense in the South African context. Furthermore, while some 
interview guides were used for more than one interview – for example, the interview 
guides for Change Agents and farm workers – I made a conscious effort to ensure that 
guides ask interviewee-specific questions. For an example, see Appendix C. 
 
Key informants broadly fall into three groups: (1) those who have insights into the 
broader context of the agricultural sector and the health and wellbeing of farm 
workers; (2) those who have been involved in the development and implementation 
of the specific policy and programmatic interventions in Musina; and (3) farm workers, 
the intended beneficiaries of these interventions.  
 
Prior to beginning this project, I had been part of a research project that had explored 
the profiles and experiences of primary healthcare facility users in Limpopo and 
Gauteng, including in Musina (Vearey et al., 2016). Due to insights from this work, as 
well as existing knowledge that the ACMS had of the area and initial scoping work 
that was done in 2015, it was clear who some of the key informants would be at the 
outset of this project. However, the iterative design of the project allowed for snowball 
sampling, the identification of key informants as the research progressed (Lingard et 
al., 2008). Beamer (2002) highlights the potential for snowball sampling to result in bias 
and error should research participants exclusively refer the researcher to others who 
would confirm their perspective. To avoid this, participants were asked both to 
recommend informants generally, as well as specific questions around recommending 
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participants in the DoH, for example. Within the second group of informants – those 
who had been involved in the projects in Musina – it was fairly easy to reach some 
consensus as to who had been involved and to reach out to as many of them as 
possible. For the first group this was more of a challenge as the potential number of 
individuals that I could interview was much larger. As such, I tried to be purposive 
and strategic in understanding who might be able to provide a perspective and 
information that would be particularly relevant to (a) understanding the agricultural 
sector in South Africa more generally, as well as in Musina specifically; (b) 
understanding the ways in which the DoH is structured and works in the provision of 
healthcare in districts and sub-districts; and (c) understanding the role of international 
organisations within this context.  
 
In total, 79 interviews were conducted (see Table 7 for details). Nine of the interviews 
were conducted as group interviews - four with farm workers, one with service 
providers, two with civil servants, one with the South African Local Government 
Association (SALGA) and one with an agricultural organisation. This was primarily 
because the original research participant contacted felt that their colleague(s) would 
have helpful insights. As such, the number of interviews, rather than the number of 
interviewees, has been recorded.  
 
Hesse-Biber and Leavy claim that semi-structured interviews allow for data collection 
and analysis to happen simultaneously (2011, p. 123). This was something which 
resonated with my experiences in conducting this research as each interview allowed 
more insight into the development and implementation of the interventions in Musina 
and often resulted in the development of new questions for subsequent interviews. 
Given this benefit, I tried to make notes and transcribe each interview as it was 
conducted. This was possible in some cases, but at other times this was not possible. 
One key example was when interviews were being done with farm workers – most of 
which were in ChiShona. 
 
Interviews that were conducted in ChiShona, a language widely spoken in Zimbabwe, 
were conducted by two research assistants - Learnmore Mvundura and Edward 
Govere – both MA students at the ACMS at the time and speakers of ChiShona. The 
audio recordings of these interviews, which do not include any identifying 
information, were transcribed and then translated into English. The transcriptions are 
in both ChiShona and English, so any questions around a particular translation can be 
double-checked. Once the translation and transcription were completed, I analysed 
these transcripts together.  
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Table 7: Key informant interviews 

 Interviews conducted with Number of 
interviews 
conducted 

Agricultural sector organisations 3 men 5 
1 woman 
1 group (mixed) 

Change agents 7 men 11 
2 women 
2 groups (mixed) 

Community Health Workers 
(CHWs) 

3 women 3 

Farm management 2 men 5 
1 woman 
1 group (mixed) interviewed twice 

Farm workers 13 men 32 
18 women 
1 group (all women) 

Non-governmental organisations 
(local and international) 

5 men 11 
6 women 

Mobile clinic staff 3 women 4 
1 group (mixed) 

Other 2 women 3 
1 group (all men) 

Total 79 
 

3.4.4 Participant observation 

Since starting this project in 2016, I have been involved in various and varied fora and 
events as a researcher in the field of migration and health. My involvement in these 
spaces has contributed to an improved understanding of the field and the various 
stakeholders engaged with migration and health. An overview of all of these events 
and spaces is beyond the scope of this section. However, the details of key examples 
of participant observation that I undertook between 2016 and 2018 can be found in 
Table 8. I attended all of these events as a researcher from the ACMS. Several 
participants became familiar with me as a PhD student within these spaces, which 
often served as an opportunity to identify potential key informants or meet up with 
individuals that I had already interviewed.  
 
Of primary significance was my participation in the Vhembe District Migrant Health 
Forum (VDMHF). Migrant health forums have emerged as a local level response to 
concerns around migration and health in various parts of South Africa. Established in 
Vhembe and Johannesburg, as well as other districts in Limpopo and Mpumalanga, 
they provide a space for stakeholders to monitor, connect, and develop responses to 
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issues of migration and health (Vearey, Thomson, Sommers, & Sprague, 2017). I 
attended two meetings of the VDMHF in 2017 (one on the 8 February, and the other 
on the 28 July) and have been on the forum mailing list since 2015. Meetings are 
intended to happen every three months, but their scheduling is sporadic and subject 
to last minute changes, so it has not been possible to attend more of these meetings.  
 

Table 8: Key examples of participant observation 

Date Event Venue 
1 August 2019 Public symposium and the 

South African launch of the 
Lancet Commission Report 
on Migration and Health 

Johannesburg, Gauteng 

20 July 2018 Ehlanzeni Migrant Health 
Forum 

Nelspruit, Mpumalanga 

28 July 2018 VDMHF Musina, Limpopo 
17 and 18 March 2017 Department of Home Affairs 

(DHA) conference on 
International Migration 

Johannesburg, Gauteng 

8 February 2017 VDMHF Musina, Limpopo 
22 and 23 November 2016 IOM organised second 

National Consultation on 
Migration and Health 

Johannesburg, Gauteng 

14 October 2016 Public engagement on the 
National health Insurance 

Johannesburg, Gauteng 

19 August 2016 Joburg Migrant Health 
Forum and maHp policy 
dialogue on Migration, 
mobility, and the UNAIDS 
90: 90: 90 targets 

Johannesburg, Gauteng 

26 July 2016 Dialogue on the portability 
of social security benefits in 
the South African 
Development Community 
(SADC) region 

Johannesburg, Gauteng 

 
Ritchie and Lewis describe participant observation as the process through which 

the researcher joins the constituent study population or its organisational or 
community setting to record actions, interactions or events that occur. This not 
only allows phenomena to be studied as they arise, but also offers the 
researcher the opportunity to gain additional insights through experiencing 
the phenomena for themselves. This method is integral to anthropological and 
ethnographic research because it provides 'direct experiential and 
observational access to the insiders' world of meaning' (Jorgenson, 1989:15). 
(2003, p. 35) 
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I found this to be a particularly informative and interesting way through which to 
interact with research participants, some of whom I had interviewed or would then 
interview and develop a rapport with. Inter- and intra- organisational dynamics 
become more apparent in these spaces. One clear example is around the IOM who are 
simultaneously regarded as ‘experts’ on migration and health and deferred to by state 
officials around definitions and ‘knowledge’ around these issues, but remain reliant 
on these same state officials to attend and chair the VDMHF and to be interested in 
their ‘expertise’, something which is not always the case. 

 

3.4.5 Non-participant observation 

Observation of the mobile clinic programme was undertaken throughout the research. 
Given the nature of work on the mobile clinics, conducting in-depth interviews with 
services providers in the programme is difficult and obstructs their work. Observation, 
on the other hand, 
 

allows events, actions and experiences and so on, to be 'seen' through the eyes 
of the researcher, often without any construction on the part of those involved. 
It is a particularly useful approach when a study is concerned with 
investigating a 'process' involving several players, where an understanding of 
non-verbal communications are likely to be important or where the 
behavioural consequences of events form a focal point of study. (Ritchie & 
Lewis, 2003, p. 35) 

Throughout my time in Musina, I was able to spend time at the mobile clinic 
headquarters in the town as the staff prepared to go out to the farms and held weekly 
meetings. On several occasions, I also followed the mobile clinic out to the two farms 
on which I was conducting research and observed its reception.  
 
In addition, on four days in June 2017, one of my research assistants was able to travel 
with one of the mobile units as it visited farms in the area. Observation and informal 
conversations recorded as field notes provided rich data on the day-to-day concerns 
of the mobile clinic staff and the constraints under which they operate. This time was 
used as an opportunity to engage with questions around the continuity of the 
programme since the departure of MSF, and the ways in which the mobile clinic 
programme worked, and continues to work, in conjunction with the CHW and Change 
Agent programmes, and the VDMHF. No treatment or care itself was observed.  
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Finally, in July 2019 I was able to observe a Chatham House Rule roundtable on 
Migration and health in South Africa and the region: Addressing access to care and inclusion 
in Universal Health Coverage (UHC). This event brought together academics, state 
bureaucrats and policy makers - including representatives from key government 
departments, and civil society to discuss the limitations of the proposed National 
Health Insurance (NHI) with regards to migration and migrants, and how the NHI as 
currently envisaged would undermine South Africa’s ability to realise UHC. 
Observation of this event, the various ways in which stakeholders interacted and the 
use of rhetoric and language by stakeholders, has informed my understanding of the 
policy making process, specifically in relation to stakeholder interaction and the 
importance of ideas.  
 

3.5 Analysis of data 
Although the analysis of data collected through each of the above methods has been 
approached somewhat differently, in general analysis of the data was thematic. 74 
codes were identified through an examination of the data and explored in relation to 
each other as themes (Fereday & Muir-Cochrane, 2006). 
 
Interview data has been coded using Dedoose 8.2.14, software that allows for the filing, 
coding, and analysis of qualitative data with some ease. Grey literature and fieldnotes 
have not been analysed using Dedoose, as fieldnotes were recorded by hand and much 
of the grey literature is either in the form of a hard copy or a scanned copy with print 
that the software could not identify. However, the same analytical approach has been 
applied across the data.  
 
Given the fragmentation of knowledge around policy processes, specifically policy 
processes around issues of migration and health, analysis has been inductive. In other 
words, analysis of the transcripts and documents has led to the identification of 
concepts and categories of interest, rather than preconceived concepts or an existing 
conceptual frame dictating the analysis of the data (Elo & Kyngäs, 2008, p. 109). As 
such, codes have been identified as the data has been analysed. Consequently, pieces 
of data that were analysed at the beginning of the process have been reanalysed 
towards the end to ensure that codes identified later in the analysis have been applied 
uniformly. The codes themselves have been analysed and given rise to the four themes 
around which the findings have been framed.  
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3.6 Ethical considerations 
Ethical clearance was granted for this project from the Wits Human Research Ethics 
Committee (Non-Medical) (HREC), protocol number H16/08/10 (Appendix D).  
 

3.6.1 Maintaining confidentiality and anonymity  

Potential participants were invited to participate in the research and provided with an 
information sheet that outlined the project and its aims (Appendix A). If the individual 
consented to being interviewed, they were asked whether they had any questions and 
to sign an informed consent form (Appendix B). The informed consent form includes 
a separate question, requiring a signature, which asks whether the participant consents 
to an audio recording being made of the interview. While I explained that 
confidentiality may not be possible for key informants, particularly those in visible 
and unique positions and those participating in group interviews, I have anonymised 
the data to the best of my ability. 

 

3.6.2 Data storage 

As per approval of the HREC, all data, including the audio recordings and transcripts, 
is kept in my private, password protected Dropbox and on a private hard drive. There 
is some concern that online storage of data is unsafe, as a Dropbox account can be 
hacked (Gibson & Gross, 2013). However, given that confidentiality has not been 
guaranteed to key informants, I feel that this is an appropriate method of data storage. 
Additionally, interview transcripts are kept on Dedoose, which is password protected. 
 

3.6.3 Reflexivity & positionality 

Within all research, reflexivity and positionality are important. Described by 
Robertson as ‘the capacity of any system of signification, including a human being … 
to turn back upon or to mirror itself’ (2002, p.785), reflexivity creates the space for the 
researcher to examine, among other things, themselves within the research, their 
expectations, their position, and the effect they have on the research itself. While 
Robertson cautions against getting too caught up in examining one’s role as researcher, 
I do think that it is important to have the space to think through and reflect on my 
experiences and position and the ways that this affected and continues to affect the 
research. 
 
My position as a white, middle class woman means that I am highly visible when I 
visit farms or government buildings, and often leads to farm workers directing 
questions or comments towards me about what I can do for them. While I make it clear 
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prior to any interactions that I am a researcher and have no power to direct change on 
the farm or within South Africa more generally, requests were and, on occasion, 
continue to be made of me.  
 
Bearing in mind that this research will do little – if anything - to improve the lives of 
farm workers, I decided, in line with standards set by previous work at the ACMS, to 
ensure that both research assistants and I had juice boxes and snacks on us to offer 
participants as we interviewed them (Vearey, 2013b). However, as one of the research 
assistants notes in his fieldnotes 
 

People also ended up wanting to participate in the interviews because they 
wanted the freebies that were on offer. Also, the giving out of freebies after 
interviews to participants as a sign of appreciation proved a challenge 
especially in the presence of other people who also wanted freebies. (LM 
fieldnotes 22.06.2017) 
 

This reflects findings by others about the realities of offering a food token to research 
participants (see, for example Molyneux et al., 2009). Molyneux et al. reflect on 
implications of this for longitudinal research, arguing that although food parcels 
introduced new social dynamics to the research, the lived realities of research 
participants necessitated some kind of compensation for the time taken to participate 
in the research. In this case, research was not longitudinal, so longer-term expectations 
were not created. However, in recognition of the fact that food tokens could influence 
the giving of consent, a decision was made to make the juice boxes and snacks more 
openly available, especially to children, around the compound. 
 

3.7 Limitations 

Limitations in accessibility to farms and civil servants are two of the primary 
limitations of this project. I had hoped to conduct research on a variety of farms, 
including those that are not visited by the mobile clinic and those run by black farmers. 
However, many farmers that I contacted did not respond to my emails or text 
messages. While research that I have been able to do on the two farms yielded much 
data, both farms are owned by white farmers who reported to have had fairly positive 
experiences of the mobile clinic, as well as being home to CHWs and Change Agents.  
 
I had also hoped to be able to interview more civil servants. However, many civil 
servants, specifically within Vhembe District, did not respond to emails or calls. Many 
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of the civil servants that I did manage to interview are invested in the interventions in 
Musina, and ensuring their longevity, and as such are very willing to be interviewed. 
Of most frustration are civil servants within Vhembe District, within which Musina 
Municipality sits. Much of the responsibility for the running of the mobile clinic 
programme and the VDMHF falls on the District. However, emails, phone calls, and 
trips to Thohoyandou (the District capital) (a six-hour trip from Johannesburg and a 
two-hour trip from Musina) yielded little except frustration on my part. While I do 
think that the lack of perspective from the District limits the research, of small 
consolation is the fact that according to both Provincial and Sub-district civil servants, 
the involvement of the District in these programmes is minimal. In fact, my frustration 
mirrors their frustration at the disinterest of the District in supporting the Sub-district 
and ensuring that the programmes implemented by MSF and the IOM, including the 
VDMHF, continue.  
 
Given the distances between the various geographic points at which this research was 
conducted - Musina is 520km from Johannesburg, about a six-hour drive, and the 
farms are between 45 to 60 minutes from the town centre; the poor quality and 
dangerous nature of the roads up to and around Musina and Thohoyandou; and the 
limited cell phone reception in parts of Vhembe, I endeavoured to contact research 
participants and set up meetings and interviews prior to arrival so as to limit 
unnecessary time and travel. Unfortunately, this was sometimes difficult as potential 
participants often did not want to commit ahead of time and preferred that I ‘popped 
in’ to see if they were available.   
 
In addition, due to the distance between Johannesburg and Musina, this research was 
fairly expensive to conduct; petrol, accommodation, and food were all necessary 
expenses for my time in Limpopo. Unfortunately, while I had funding to cover these 
costs, the practicalities of accessing the money through the university’s systems was 
one of the biggest causes of stress during fieldwork. Delays in this system meant that 
at various points I had to use my own money, borrow money from family, and at one 
stage even delay a trip by a day. While I am fortunate enough to be in a position to do 
so, this caused unnecessary stress and directed attention away from the research.  
 
Finally, working with and managing research assistants was not something in which 
I had any experience. Given the dearth of public transport in the area all three of us 
were solely reliant on my car, which only I could drive. In addition, given that both 
farms are about an hour’s drive from Musina, it was difficult to drop the research 
assistants off and then return to Musina. However, at the same time, while they 
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worked, I did not want to remain too present and overshadow or frustrate their 
attempts at research - I am very aware of my presence as a white woman with a car in 
the compound. I did conduct a couple of the preliminary interviews with farm 
workers, specifically Change Agents and CHWs. However, I hope that the use of black, 
male, Zimbabwean research assistants, apart from overcoming the language barrier, 
increased the number of farm workers interested in and willing to be interviewed, and 
distanced the project from any expectations of support or intervention. Fortunately, 
both farms have central administration offices where I could sit. This lent itself both to 
conversations with farm management and the opportunity to conduct non-participant 
observation and observe the ways in which different people interact and the farms are 
managed.  
 

3.8 Structure of the remaining chapters 
The next four chapters of this dissertation present the four papers in which the findings 
from this research are presented and discussed. Four key findings emerged through 
this research:  

(1) that the Social Determinants of Health (SDH) for migrant farm workers 
are vast and that access to determinants that could positively affect the 
health of this community and these individuals is poor;  

(2) that responses by the state to the health and wellbeing of migrants are 
usually crisis-bound and targeted; 

(3) that non-state interventions are time-bound, localised, and not 
politically supported by the South African state; and  

(4) that community-based healthcare workers can form part of a 
migration-aware response to health.  

 
Prior to each paper, an overview is provided that highlights the key themes discussed 
in the paper, and how this relates to the other three papers, as well as the broader 
dissertation.  
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4 Paper one – ‘Left behind’: Why implementing migration-

aware responses to HIV for migrant farm workers is a 

priority for South Africa 
 
This paper, co-authored with Jo Vearey, is in press with the African Journal of AIDS 
Research. In this paper, the first key finding - that the Social Determinants of Health 
(SDH) for migrant farm workers are vast and that access to determinants that could 
positively affect the health of this community and these individuals is poor – is 
explored. Situated within the literature explored in sections 2.1 – 2.3, this paper 
explores the complexities of the political, social, and legislative context within which 
migrant farm workers in Musina find themselves. This context, within which they 
struggle to access positive determinants of health, is unpacked and used to build an 
argument for the necessity of migration-aware and mobility-competent policies and 
programming in South Africa.  
 
This paper uses data collected through an analysis of legislative and policy documents, 
qualitative interviews, as well as participant and non-participant observation. 
Building on this data, the SDH approach is used to lay out the various structural and 
intermediary determinants that limit the access that migrant farm workers have to the 
healthcare system, as a determinant of health and as a system constrained by the 
broader political and social context within South Africa. Global markets and 
standards, tensions between the state and the agricultural sector, the management of 
migration into South Africa, and the lack of social value that is given to the health of 
migrant farm workers are investigated as key structural determinants of the context 
within which migrant workers are ‘left behind’. As are the material circumstances 
within which they live and work and their limited access to positive psychosocial and 
behavioural determinants. The interventions by Médecins Sans Frontières (MSF) and 
the International Organization for Migration (IOM) are used to highlight the various 
ways in which the healthcare system itself is a determinant of health that this 
community struggles to access. In addition, while all of the papers reflect on the 
necessity of migration-aware and mobility-competent health policy and 
programming, this paper draws a clear link between South Africa’s efforts to meet its 
global commitments to Universal Health Coverage (UHC) and UNAIDS 90:90:90 
targets, and the subsequent need to ensure that this key population is not ‘left behind’ 
in order to do so. Against this context, a clear argument for the necessity of migration-
aware and mobility-competent policies and programming is built.  
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This paper lays the foundations on which the proceeding three papers are built. Paper 
two (de Gruchy & Kapilashrami, 2019) uses MSF’s intervention, the Musina Model of 
Care, as a case study through which to build an understanding of the kinds of 
responses to migration and health that are seen in the absence of migration-aware 
policies and programming. Paper three (de Gruchy, 2019) argues that community-
based healthcare workers could form part of migration-aware and mobility-competent 
programming, but the reluctance of the state to sustain these cadre of workers 
undermines this potential. Finally, paper four (de Gruchy, submitted) uses the context 
described in this paper, specifically the realities around governance in the agricultural 
sector, to build a conceptual understanding of policy processes through the empirical 
understanding of responses to migration and health explored across papers one, two, 
and three. 
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5 Paper two - After the handover: Exploring MSF’s role in the 

provision of health care to migrant farm workers in Musina, 

South Africa 

 
This paper, co-authored with Anuj Kapilashrami and published in Global Public Health, 
uses the Musina Model of Care as a case study through which to build and explore 
two of the key findings that emerged as central to this research. The first, and primary 
focus of the paper, is that non-state interventions are timebound, localised, and not 
politically supported by state structures. The second, is that state responses to the 
health and wellbeing of migrants are usually crisis-bound and targeted.  
 
This paper is situated within the literature discussed in detail in section 2.4 The 
involvement of (international) non-governmental organisations in healthcare provision, which 
highlights the various challenges associated with the involvement of humanitarian 
organisations, United Nationals (UN) agencies, and funders in local contexts in Low- 
and Middle-Income Countries (LMICs).  
 
Drawing heavily on interview data, non-participant observation, and an analysis of 
the grey literature around the Musina Model of Care, including meeting minutes, 
memos, and project reports, this paper raises two questions in response to the 
emergent themes. In acknowledgement of the time- and crisis- bound nature of both 
state and non-state responses to health, the first asks what it means for healthcare 
service provision and the health and wellbeing of migrants if interventions to improve 
their access to healthcare are not sustainable. Building on this, the second asks what 
the implications may be of responding to migration and health in ways that 
exceptionalise migrants and tie the moments at which their health and wellbeing are 
prioritised to moments of crisis. In response, we suggest that this may have the 
potential to undermine their access in the long-term, as well as to undermine calls for 
the development of migration-aware health policies and programming in general. 
 
This paper provides an example of what responses to the health and wellbeing of this 
community specifically, but to migration and health more generally, look like in 
response to Paper One (de Gruchy & Vearey, in press). Paper One, which lays out the 
social and political landscape within which migrant farm workers in Musina find their 
access to both positive determinants of health and the healthcare system limited, 
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argues that migration-aware and mobility-competent health policy and programming 
is necessary to improve the access that migrant communities have to healthcare. In lieu 
of proactive migration-aware policies and programming, this paper provides a key 
example of what current responses to migration and health exist.   
 
The limitations of the current model of intervention and response that this paper raises 
work in conjunction with Paper Three (de Gruchy, 2019), to clearly articulate the 
unwillingness of the state to sustain programmatic interventions that could improve 
the health and wellbeing of migrant communities. Finally, this paper and the questions 
it raises provide a key building block for the conceptual analysis of the policy process 
found in Paper Four (de Gruchy, submitted) and the Conclusion of this PhD.  
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6 Paper three – Responding to the health needs of migrant 

farm workers in South Africa: Opportunities and challenges 

for sustainable community-based responses 

 
Paper three, which has been published with Health and Social Care in the Community, 
uses the two cadre of community-based healthcare worker trained on the farms 
around Musina as a case study through which to explore local responses to migration 
and health. The key finding at the centre of this paper is that community-based 
healthcare workers can form part of a sustainable, migration-aware response to health. 
However, the potential of such interventions is undermined by the timebound nature 
of the involvement of non-state actors, who primarily develop and implement these 
interventions, and the reluctance of the state to formally incorporate such cadre of 
workers into the healthcare system. As such, this paper also reflects on the timebound 
and localised nature of non-state interventions, and the crisis-bound and targeted 
nature of state interventions.  
 
This paper uses data from key informant interviews, non-participant and participant 
observation, as well as data gathered from an analysis of policies around community-
based healthcare workers in South Africa and grey literature pertaining to the 
implementation of such interventions.  
 
An analysis of this data highlights how the sustainability of these programmes 
requires that the state (1) develop a consistent approach to remuneration that 
recognises the work done by these individuals, and (2) prioritise the software of these 
programmes – individuals often choose to become community-based healthcare 
workers in order to improve their skills, access opportunities, and/or (these reasons 
are not mutually exclusive) improve health and wellbeing within their communities. 
Such motivations need to be understood and used to improve the experiences of these 
workers within the programmes. As such, this paper sits within the literature 
discussed in sections 2.2 and 2.3 – Health in South Africa and (un)Healthy Migration 
respectively. Additionally, it builds on the discussion in (de Gruchy & Kapilashrami, 
2019) [Paper Two], that points to the key role that workplace trust plays in the 
healthcare system. In Paper Two, the priority placed on the ‘software’ of the Musina 
Model of Care by MSF is in sharp contrast to the lack of interest in the software of the 
programme displayed by the DoH. This contrast emerges as a key frustration for 
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healthcare providers in the programme. In this paper, the importance of good working 
relationships between the various actors involved in the interventions, including the 
healthcare providers in the Musina Model of Care, the two cadre of community-based 
healthcare workers, and the farm workers is highlighted. As are the ways in which the 
bureaucratic inefficiencies of the state and the lack of a co-ordinated response to such 
programmes undermine these working relationships.  
 
Finally, this paper brings to the fore ways in which the state relies on non-state 
intervention at particular moments. A key issue that is built upon in Paper Four and 
the Conclusion of this dissertation.  
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7 Paper four – Sustainability & the state: Towards an improved 

understanding of policy processes, a case study of migration 

& health in South Africa 

 
This single-authored paper, which has been submitted to Critical Social Policy, uses the 
preceding three papers as the building blocks to develop a conceptual understanding 
of the policy and governance processes that this research investigated. As such, it 
draws on all four of the key findings that emerged from this research, but focuses in 
particular on the governance elements to these themes. Rather than being an empirical 
paper, it develops a more conceptual argument in response to my research question, 
which positions this PhD in relation to the lack of locally relevant policy frameworks, 
and the limited nature of both research on and responses to migration and health. 
Consequently, this paper explores what a conceptual framework to improve 
understandings of policy processes around migration and health in South Africa 
would look like. It uses the case study of the responses to the health and wellbeing of 
migrant farm workers in Musina, built through papers one, two, and three to articulate 
a response to three of my research objectives: 
 

1. To understand how policies on issues of migration and health are framed in 
South Africa; 

2. To investigate the development of policy and programmatic responses to 
migration and health in South Africa, from agenda setting to implementation, 
and experiences thereof; and 

3. To be able to explain, conceptually, why policies are made or left un-made, and 
in so doing address the limitations of existing frameworks. 

 
While these have been responded to implicitly through the three empirical papers, 
responses to each of these objectives are more explicitly formulated here. The framing 
of the access that migrants have to healthcare is shown to be either in relation to 
migrants as a burden on the public health system or in relation to a ‘crisis’ necessitating 
a humanitarian response. While the policy process initiated by the involvement of 
external actors is shown to be a short-term diversion for the state. 
 
This paper uses existing theories and frameworks in an attempt to make conceptual 
sense of these findings. It brings to the fore the tensions between the empirical data, 
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highlighted throughout papers one, two, and three, and this literature. This paper 
argues that while the temporal element that elucidates a policy change is captured in 
existing theories and frameworks, the temporal element to their sustainability is 
ignored. In terms of improving responses to migration and health in general, and the 
health of migrant farm workers specifically, understandings of sustainability and the 
mechanisms that are or are not developed to ensure and improve the sustainability of 
responses need to be improved. As such, the paper concludes by providing an 
alternative conceptualisation of the policy process in a context characterised by a 
reactive state and the involvement of iNGOs. 
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8 Discussion 
 
As the four papers that precede this Discussion show, the process of developing, 
implementing, and sustaining policy and programmatic responses to migration and 
health in Musina was fraught and, in many ways, at odds with existing theories and 
understandings of policy processes. The four key findings that emerged through this 
research have been discussed in various ways across the four papers, a summary of 
which can be found in Table 9. The shaded cells indicate in which papers the theme in 
question is a focus. 
 

Table 9: Themes and papers 

Key finding Paper 1  
De Gruchy & 
Vearey, in press 

Paper 2 
De Gruchy & 
Kapilashrami, 
2019 

Paper 3 
De Gruchy, 2019 

Paper 4 
De Gruchy, 
submitted 

Social 
Determinants of 
Health (SDHs) 
for migrant farm 
workers are vast 
and access to 
positive 
determinants is 
poor (too 
complex for a 
decentralised 
and siloed 
approach) 

Outline the SDHs 
for migrant farm 
workers and their 
limited access to 
positive 
determinants 

  Developing 
responses to this 
context is 
undermined by 
the realities of 
governance in 
South Africa  

State responses 
to the health and 
wellbeing of 
migrants are 
usually crisis-
bound and 
targeted  

No long-term 
engagement with 
migrant farm 
workers by the 
state 

Musina Model of 
Care as a case 
study of this 

CHWs and 
Change Agents as 
an example of 
this 

A crisis, as well 
as the 
involvement of 
iNGOs in a 
context, brings 
together the 
material 
resources and 
political will to 
develop a short-
term response 
from the state 

Non-state 
interventions are 
timebound, 
localised, and 
not politically 
supported 

 Musina Model of 
Care as a case 
study of this 

CHWs and 
Change Agents as 
an example of 
this  

A crisis creates an 
opportunity for 
iNGOs to 
legitimate their 
involvement in a 
local context 

Community-
based Health 

  CHWs and 
Change Agents as 
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Care Workers 
can form part of 
a migration 
aware response 
to health 

an example of 
this 

 
At the outset of this research, my research question read: 

 
Given the lack of locally-relevant policy frameworks, and the limited nature of 
both research on and responses to migration and health, can a case study of 
policy and programmatic responses to the health and wellbeing of migrant 
farm workers in Vhembe District, Limpopo inform a conceptual framework 
that is able to improve understandings of policy processes around migration 
and health in South Africa? 

 
In addition, five objectives were laid out: 

1. To develop an improved understanding of migration and health within the 
South African context, specifically of the health and wellbeing of migrant 
farm workers; 

2. To understand how policies on issues of migration and health are framed 
in South Africa; 

3. To investigate the development of policy and programmatic responses to 
migration and health in South Africa, from agenda setting to 
implementation, and experiences thereof; 

4. To be able to explain, conceptually, why policies are made or left un-made, 
and in so doing address the limitations of existing frameworks; and 

5. Reflect on lessons learnt for future advocacy for better policy processes 
around issues of migration and health in South Africa. 

 
While these questions have implicitly been responded to throughout the papers and 
this chapter, I turn now to present these responses more explicitly. Drawing on the key 
findings and arguments built in the papers, in this chapter I will briefly articulate a 
response to my first three research objectives. I will then present a broader discussion 
of additional data that emerged during the research, findings that speak to the 
implementation of policy in the agricultural sector in South Africa, the role of non-
state actors in this process, and the opportunities and limitations provided by the 
state’s decentralisation. The research question and fourth conceptual objective will 
then be discussed in the Conclusion. A response to the fifth and final objective, lessons 
for future advocacy, follows. Finally, at the end of the Conclusion chapter, there will 
be a brief discussion of the way forward and opportunities for future research.  
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8.1 An improved understanding of migration & health in South Africa 
The first objective of this research was to improve the understanding of migration and 
health within the South African context, specifically with regards to the health and 
wellbeing of migrant farm workers. This research has brought to the fore the lived 
experiences of migrant farm workers, as a migrant and mobile community, through 
an analysis of the Social Determinants of Health (SDH) found de Gruchy & Vearey (in 
press) [Paper one], as well as by highlighting the ways in which the interventions by 
Médecins Sans Frontières (MSF) and the International Organization for Migration 
(IOM) were able to improve the access that this community had to healthcare (de 
Gruchy, 2019; de Gruchy & Kapilashrami, 2019) [Papers three and two respectively]. 
This research has highlighted the moments at which migration and health is 
responded to – moments of crisis and intervention – at the expense of migration-aware 
and mobility-competent policies and programmes. Additionally, this research has 
contributed to an improved understanding of the intersection between migration and 
health and the governance of labour. As such, using a case study of the access that 
migrant farm workers have to health in Musina, this research has contributed to the 
growing call for a proactive response to migration and health in South Africa, and 
globally (Vearey et al., 2019; Vearey, Modisenyane, et al., 2017; Wickramage & 
Annunziata, 2018).   

8.2 Issue framing  
Understanding how policies on issues of migration and health are framed in South 
Africa has been the second objective of this project. Generally the first step in the 
development of a response is getting the issue to which a response is necessary on the 
agenda of the relevant governing authority (Kingdon, 2011; Stone, 2012). Kingdon 
refers to this as the creation of a ‘policy window’ - an opening that provides an 
opportunity for ‘advocates of proposals to push their pet solutions, or to push 
attention to their special problem’ (Kingdon, 2011, p. 165). A process that Stone, and 
others, refers to as ‘issue framing’: 
 

to select some aspects of perceived reality and make them more salient 
[important or visible] … in such a way as to promote a particular problem 
definition, causal interpretation, moral evaluation, and /or treatment 
recommendation. (Robert Entman, 1993 in Stone, 2012, pp. 252, 253) 

 
As this research makes clear, the joint issues of migration and health are by and large 
not framed as a concern warranting engagement at a national level in South Africa. 
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The ways in which migrants and their access to healthcare are engaged with fits within 
the increasingly popular securitisation of migration paradigm, and promotes the 
regression of rights to which migrants are entitled; their access being framed as 
infringing on the rights of South African nationals, a key example of this being the 
National Health Insurance (NHI) Bill, as discussed in sections 1.2, 2.2, and 2.3. In Musina, 
however, alternative understandings of the issue and responses to it were forthcoming 
during the ‘crisis’ of 2008/2009. The policy window created by the crisis also created 
opportunities for alternative responses to other vulnerable populations, in this case 
migrant farm workers, to be developed by MSF and the IOM. However, as these 
responses were largely developed by non-state actors, while their involvement in the 
area certainly affected the framing of the issue by those directly involved in the Musina 
Model of Care, Vhembe District Migrant Health Forum (VDMHF), and Change Agent 
programme, it was unable to permeate broader levels of governance, as has been 
discussed in detail in de Gruchy (submitted) [Paper four].  
 

8.3 Policy process(es) 

The third objective of this project has been to investigate the development of policy 
and programmatic responses to migration and health in South Africa, from agenda 
setting to implementation, and experiences thereof. This has been discussed in some 
depth in de Gruchy (submitted) [Paper four], but a brief overview will be provided 
here. What this research has identified was that there were essentially two parallel 
policy processes in Musina. On the one hand, iNGOs - in this case MSF and the IOM - 
already concerned with the access that migrants have to health responded to a moment 
of crisis. Given the moment of crisis, their involvement in the area was perceived as 
legitimate. Both organisations then went on to use this as an opportunity to implement 
longer-term developmental programmes (de Gruchy & Kapilashrami, 2019) [Paper 
two]. However, due to the nature of iNGO work, neither organisation is currently 
involved with migration and health programming in the area. MSF have left the area 
and the IOM are currently not undertaking any work related to migration and health 
in Musina. As such, neither organisation is currently involved in sustaining the 
programmes (de Gruchy & Kapilashrami, 2019) [Paper two].  
 
On the other hand, the state, during a time of crisis, welcomed the expertise and 
resources offered by the organisations, and in response to both the crisis and the 
involvement of these organisations, concerns with migration and health were placed 
high on the state agenda. For example, civil servants from the sub-district, district, and 
province attended VDHMF meetings; the local mobile clinic worked with and 
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ultimately took over the Musina Model of Care and its migration-aware components; 
and the Change Agents were acknowledged as a legitimate cadre of community 
workers with whom the mobile clinic healthcare providers could work (de Gruchy, 
2019) [Paper three]. However, once the organisations left the area, migration and 
health slipped from the agenda and, while no decisions were taken to roll back the 
access that migrant farm workers have to HIV care, the programmes have not been 
actively supported and sustained. In a sense, the involvement of MSF and the IOM in 
Musina and the subsequent attention given to migration and health is a short diversion 
in the longer history of the DoH in Musina, and in Vhembe, and their concerns (de 
Gruchy, submitted) [Paper four]. Furthermore, as focus has shifted at both the 
National and Provincial levels, specifically to the implementation of the NHI, the focus 
of the District and sub-district have shifted. This highlights how policy making 
remains centralised within the DoH, and within South Africa more generally.  
 
This raises questions about our understandings of policy making that traditionally end 
at implementation. Should efforts to sustain the implementation of a policy also be 
seen as part of a policy process? If the state knows that the organisations concerned 
with migration and health will leave and that they, as the state, will not sustain the 
programmes, can the state be said to have been supportive of the programmes in the 
first place? 
 
These questions treat the state as monolithic, when we know that the state is comprised 
of multiple, competing actors at any time. For example, the manager of the mobile 
clinic and the representative from the Office of The Premier (OTP) have always 
championed (to use the description provided by a key informant from MSF, iNGO_01) 
the interventions and their importance. However, in other ways the state acts in a very 
monolithic way. Migration and health is not a priority of the DoH nationally or indeed 
provincially. With a nationalistic agenda dictating the use of resources and priorities, 
even when multiple state actors champion an alternative cause it is by and large futile.  
 
On this note, I turn to a discussion about additional findings from this research that I 
was not able to include in the papers but, nonetheless, work to inform an improved 
understanding of the context surrounding the responses to migration and health in 
Musina. Specifically, their implementation and efforts, or the lack thereof, to sustain 
them. This discussion provides additional support to the conceptual framework that I 
present in de Gruchy (submitted) [paper four] and in response to my fourth research 
objective.  
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8.4 Additional discussion 

8.4.1 Further complicating access to positive determinants of health for 

migrant farm workers 

The first key finding that emerged from this research, and that is discussed in detail in 
(de Gruchy & Vearey, in press) [Paper one], is that the particular context within which 
migrant farm workers in the area around Musina find themselves limits their access 
to positive determinants of health. As Vearey and I argue, this will undermine South 
Africa’s efforts at Universal Test and Treat (UTT), Treatment as Prevention (TasP), and 
other strategies that aim to improve access to HIV care and treatment across the 
country (de Gruchy & Vearey, in press) [Paper one]. Ultimately, leaving such 
populations behind will hamper South Africa’s efforts to meet its global commitments, 
for example to implement Universal Health Coverage (UHC) and meet UNAIDS 
90:90:90 targets. One of the issues that is touched on in this paper is the fragmented 
nature in which the agricultural sector, specifically as it pertains to farm workers, is 
governed in South Africa, and how this complicates responses to the health and 
wellbeing of migrant farm workers. I go on to consider this in more detail below, 
specifically in relation to how it complicates the implementation of responses to 
migrant farm workers.  
 
As briefly noted in section 2.2.1, state regulation of the agricultural sector involves 
multiple departments all with varied mandates and responsibilities. For example, the 
Department of Agriculture, Forestry, and Fisheries (DAFF) is responsible for ‘scientific 
and technical support to farmers’ (DAFF_01), but does not have a mandate with 
regards to farm workers. Instead, the Department of Labour (DoL) is tasked with 
ensuring that the conditions of the Basic Conditions of Employment Act (1997) (BCEA) 
are met, as well as those of the Occupational Health and Safety Act (1993) (OHSA). While 
farm workers are expected to access healthcare through the DoH. For remote 
communities this often renders healthcare inaccessible.  
 
Within this context, the existence of a mobile clinic like the one in Musina therefore 
does much to improve the affordability and accessibility of care. However, like the 
access of the DoL to the farms, interview data and observation of the mobile clinic 
programme indicates that whether workers have time to visit the clinic or if the clinic 
is allowed access to the compound and farm property is subject to the farmer’s support 
of the programme. Some farmers have built structures with the clinic’s visits in mind, 
while others do not allow the nurses on to their property, forcing, in one observed 
incident, workers to climb under or over fencing to access the clinic.  
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The response from farmers and farm management towards the state and the state’s 
involvement on the farms is characterised by two competing narratives. On the one 
hand, the farm is seen as ‘private property’, ‘similar to a factory, similar to my house’ 
(Agri_03), a space in which the state should not intervene. Several research 
participants, primarily those affiliated with the conservative Transvaal Agricultural 
Union (TAU)30 lamented the loss of the ‘very close and healthy relationship’ (Agri_03) 
that farmers felt that they shared with workers during Apartheid, prior to perceived 
state interference through social policies. As one representative of a farmers’ 
organisation argues in relation to what is perceived to be an invasive regulation of 
labour in the sector: 
 

A farmer wants to farm, even though there’s a lot of pieces of legislation 
governing his operations, he wants to farm, he doesn’t want to be involved in 
labour conflicts or things like that … they (farmers) hate labour inspectors. 
(Agri_01) 

 
As discussed in section 2.2.1, efforts post-1994 to improve the protection offered by the 
state to farm workers has been seen by farmers as threatening and has led to the loss 
of ‘racialised paternalism’ (Bolt, 2017; Devereux, 2019). Simultaneously however, 
farmers lament the failure of public policy and the lack of state support and 
involvement in providing services to farm workers. 
 
With regards to the education of the children of farm workers for example, one 
participant highlights the frustration felt by farmers in this regard:  
 

That’s why a lot of thinking amongst the farmers are we must stand together, 
put up clinics, put up nursery schools…How’s government going to react to 
it? What stupidity will come with that to your area? Because you can put up 
the school, but they would want to be the boss. (Agri_02) 

 

 
30The TAU, or Transvaal Landbou-unie (in Afrikaans), is a conservative organisation for commercial 
farmers. Originally an affiliate of the South African Agricultural Union, in the 1990s, as the Agricultural 
union refashioned itself as AgriSA and committed to working with the post-apartheid government, the 
TAU broke with the organisation over ‘political differences’ (Agri_03). While the TAU became a national 
organisation willing to cater to more conservative farmers, the majority of its members remain in 
provinces that were part of the Transvaal during Apartheid - Mpumalanga, Limpopo, the North West, 
and Gauteng. 
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In Musina, some 80 per cent of workers live on farm compounds (International 
Organization for Migration, 2010, p. 8), accommodation provided by the farmer to the 
workers on farm property. As the Sustainability Initiative of South Africa (SIZA) note, 
while:  

 
there is no legal obligation on any employer to provide accommodation, where 
accommodation is provided as part of an employment contract, management 
should accept responsibility for ensuring that the accommodation is adequate, 
safe and hygienic and meets any requirements of law. (2013, p. 3)  

 
The lack of state support in building and maintaining this accommodation is a further 
source of frustration for farmers. Particularly given that during Apartheid farmers 
received subsidies. Since 1994, however, the agricultural sector has been deregulated 
and been at the centre of calls for land reform (Kalaba, 2015; Visser & Ferrer, 2015), 
something that farmers perceive as a direct threat and attack by the state on them and 
their livelihood. As one farmer notes: 
 

As I say, the whole government is very agricultural unfriendly, and that we 
feel really the last 20 years. I mean, the whole time in the media we are made 
the criminals of South Africa; we stole the land…Yes, they (the government) 
worry on paper about the vulnerable farm workers. But do they really care? I 
would say no, they don’t care. They worry if I (as a farmer) treat them right, 
yes. (Agri _04) 

 
In Musina, part of the frustration expressed by both farmers and workers with the state 
centres around the employment of non-nationals. Farmers maintain that South African 
workers are hard to come by in this area, and are not interested in farm work. 
However, in order to employ non-nationals, farmers are required to go to the DoL in 
Musina and provide them with the job descriptions, salary and contract details of 
employment opportunities. The DoL then provide the farmer with a list of potential 
employees who have registered with the DoL and have the requisite skills (DoL_01; 
Mgt_01). One farmer indicated that of the 550 workers he had needed for a particular 
season, he had been able to hire 67 workers through this process (Mgt_01), something 
that farmers argue is indicative of the lack of interest and experience in farm work 
among South Africans in the area. The DoL then issues a certificate to the farmer 
indicating that the farmer has hired as many South Africans as possible. This allows 
the farmer to approach the Department of Home Affairs (DHA) to apply for a 
corporate permit in order to hire non-nationals. Corporate permits are held by 
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employers, in this case farmers, and allow the employer to hire a set number of non-
nationals for a specific number of years, on the understanding that there are no suitable 
South African candidates. Non-nationals are chosen by the employer to be included 
on the permit. If a worker chooses to leave the farm during the permit period, they 
lose their documentation and the farmer is unable to replace them. Everyone involved 
in this process, including the workers, is very aware of the fact that without this permit 
a worker would be undocumented, as they are not eligible for any other kind of 
documentation. As much as farmers are reliant on non-nationals for labour and on 
corporate permits to access this labour, the reliance of the workers on the farmer to 
provide documentation, work, and income through the permit is clearly understood 
by all parties. Farmers lament this process primarily because historically they were 
allowed special leeway in hiring non-nationals; border officials would view a note 
from a farmer as official documentation should they stop a non-national farm worker 
(Bolt, 2016a). In addition, the process is particularly time consuming. Farmers 
indicated that they submit their corporate permit application seven or eight months 
prior to when they anticipate needing labour.  
 
While most of the farmers that I interviewed indicated that they were trying their best 
to conform to state regulations, most expressed frustration at both the increasing 
financial burden that state regulations have for them, and the limited state support 
that they receive. However, while state regulations and standards are important to 
farmers, general consensus is that inspections done by global standard bearers are far 
more critical. The importance of Global G.A.P., as a global standard bearer of fresh 
produce, and the importance of global standards and markets emerged as a key 
structural determinant of farm worker health in de Gruchy and Vearey (in press) 
[Paper one]. Global produce standards proliferated in the early 2000s, but among 
these, Global G.A.P. has emerged as a ‘cause célèbre’ (Henson et al., 2011, p. 375), 
G.A.P. standing for Good Agricultural Practices. Globally, they are ‘the most widely 
implemented farm certification scheme’ (Eurofruit Magazine, 2008 in (Bain, 2010, p. 
2)). While there is some debate in the literature about the balance of power between 
retailers and suppliers within Global G.A.P. (Bain, 2010), what is clear is that workers 
are not a priority in these standards. Bain (2010) in fact details how Chilean suppliers 
were able to exercise their power within Global G.A.P. to scale back the requirements 
with regards to labour in the certification process. As Global G.A.P. increases its 
dominance in the field, and partners with other standard bearers and states to 
harmonise certification processes (a process currently underway in South Africa, 
Pvt_02) the worker and their health and wellbeing is likely to become even less of a 
priority. 
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What emerges as particularly relevant for an analysis of why improved policy and 
programmatic responses to the health of farm workers have not been forthcoming are 
the difficulties of trying to develop responses given the fragmented and siloed 
mandate of the state with regards to this complicated landscape. A landscape 
characterised by historical modes of domestic government and threats to them, and 
the increasing importance of international standard bearers and global markets. 
Within this context, access to positive determinants of health for migrant farm workers 
is limited.    

 

8.4.2 The role of non-state actors in responding to migration and health: A 

brief reflection on the Vhembe District Migrant Health Forum   

Within this context, the efforts that have been made to improve the access that migrant 
farm workers have to healthcare in general, and HIV care and treatment specifically, 
have been instigated by non-state actors – MSF and the IOM in this case – during 
moments of crisis. However, as argued in de Gruchy and Kapilashrami (2019) [Paper 
two], this has undermined the sustainability of the interventions and meant that 
responses to the health of this population have remained tied to these moments of 
crisis rather than resulted in the development of migration-aware health policies and 
programmes. This begs the question: what role do non-state actors play in health 
governance in South Africa? Aside from acting as service providers, do these 
organisations shift the health agenda and does their involvement precipitate policy 
change? This section provides a reflection on these questions, followed by a reflection 
on the Vhembe District Migrant Health Forum (VDMHF). While this intervention has 
been touched on briefly across the papers, it has not been used as a case study in its 
own right. As such, the VDMHF will be discussed in more detail in this section as a 
third example, in addition to the Musina Model of Care and Change Agents 
programmes, of an iNGO initiated programme that was handed over to the state and 
which has since struggled with issues of sustainability.  
 
When asked about the reasoning behind MSF’s project in Musina, the MSF Medical 
Coordinator to South Africa remarked: 

 
Look, like any resource allocation process, there’s a rational element to it, and 
there’s a more subjective element to it; like with any human decision-making 
process. So, um, what we try to look at objectively is who else is there, what are 
the needs, and what’s our capacity to respond to those needs. And in the South 
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African context a lot of that is to do with what (who) are the partners on the 
ground that we can work with and what’s our likelihood of being able to work 
with those partners. Then we also look at consistency with our organisational 
mandate. So obviously, we’re a medical humanitarian organisation. And we 
look for you know when we say needs, we’re looking at both medical and 
humanitarian needs. And in a context like South Africa, where MSF could leave 
tomorrow and the health system would be fine, we have to think what’s our 
added value. And our added value we see as being to demonstrate different 
ways of doing things which are in some way replicable by the national system. 
(INGO_01) 

 
Since the 1990s, the MSF Association in South Africa, attached to the Brussels 
Operational Centre, has been able to demonstrate particularly innovative ways of 
improving healthcare in various contexts across the country. The organisation is 
primarily supported through private donations from individuals, due to the political 
costs of accepting funding from governments (iNGO_01). In addition to several 
projects that the organisation is currently running in South Africa, MSF is also 
involved in advocacy campaigns, including Stop Stockouts and Fix the Patent Laws 
(Médecins Sans Frontières, 2018). Most recently, the organisation has opened the 
Tshwane Migrant Project, a clinic that ‘will provide a supportive, specialised HUB (sic) 
for vulnerable people, focusing on undocumented migrants, asylum seekers and 
refugees living in the greater Tshwane (Pretoria) area, who are often unable to access 
appropriate health care and/or social services’ (Médecins Sans Frontières, 2019b). 
Many of these projects have been and are heralded a success, including most recently 
the Bending the Curves project in Eshowe, which has met and exceeded the UNAIDS 
90:90:90 targets (Médecins Sans Frontières, 2019a).  
 
However, there is limited evidence that these projects are sustained by the DoH, or 
other stakeholders, once MSF leaves. In the example of Musina, ten years after the 
arrival of MSF, the IOM, and various other organisations to respond to the ‘crisis’, 
things have by and large returned to normal. At the height of the involvement of these 
two organisations in the area a well-stocked and supported mobile clinic provided 
HIV care to migrant farm workers across the area, supported by a cadre of trained 
Community Health Workers (CHWs); over a hundred Change Agents provided 
support to migrant farm workers and assisted the IOM and the Centre for Positive 
Care (CPC) in organising soccer tournaments and other social opportunities at which 
Voluntary Counselling and Testing (VCT) was conducted; and the VDMHF existed as 
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a dynamic space to which organisations and individuals, including representatives 
from the Office of the Premier (OTP), could attend and: 

 
hang lose [trouble shoot] where challenges are and where possible, and within 
their mandates, the relevant stakeholders are actually trying their best to 
address [these] many challenges that are experienced by migrants from the 
health point of view (OTP_01) 

  
When I first visited Musina in 2015, as part of a different, but related, research project, 
although MSF had already left the area, many of the other iNGOs remained; the 
VDMHF was a very well attended space run by the IOM as Secretariat; the potential 
for the Musina Model of Care to be scaled up and used as a model in other sub-districts 
was discussed by the manager of the programme; and the Change Agents appeared to 
be vibrant groups, supported by the IOM and CPC, at various points morphing into 
drama collectives and at others participating and organising dialogues and sporting 
events.  
 
Over the three years (2016 – 2018) that I visited Musina as part of this PhD project, 
things changed quite drastically. While the Musina Model of Care still provides VCT 
and antiretroviral therapy (ART) to migrant farm workers, the previous excitement 
around the programme has dissipated; the CHWs are no longer in a position to 
provide the kind of support that they used to; the Change Agents report feeling largely 
despondent and frustrated by the expectation that they will continue to volunteer 
within the communities without remuneration and support (de Gruchy, 2019) [Paper 
three]; and a new manager has taken over the mobile clinic programme (de Gruchy & 
Kapilashrami, 2019) [Paper two]. This new manager arrived in early 2018, and as I had 
completed my fieldwork has not featured strongly in my data or analysis. However, 
throughout the research many key informants reflected on her predecessor, the 
manager of the mobile programme during the implementation of the Musina Model 
of Care, as a key reason for its success: 

 
And I think it’s worth saying that to me it really shows the importance of these 
kinds of champions. So, this lady, [mobile clinic manager] … she’s got so much 
energy, so much passion, she’s the kind of person who can make something, 
make something happen you know. And those key people are very important 
to the project … but you’ve got to question a bit the sustainability of something 
if it becomes too reliant on that person… (iNGO_01) 
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Anecdotal insights indicate that her absence was already keenly felt in mid-2018 by 
healthcare providers working on the mobile clinic programme (de Gruchy & 
Kapilashrami, 2019) [Paper two].   
 
Finally, in 2017, the President’s Emergency Fund for AIDS Relief (PEPFAR) brought 
an end to its funding in Vhembe District. PEPFAR’s funding for the District had been 
linked to the District’s demarcation as a National Strategic Plan on HIV, STIs, & TB 
(NSP) Priority District between 2012 and 2016 (iNGO_02). IOM’s health-related 
activities in Musina had been funded by PEPFAR and, as such, came to an end in 2017. 
Unlike MSF, the IOM’s work has primarily been funded through Official Development 
Assistance (ODA). In South Africa, their migration and health programming has 
received support from PEPFAR, the Swedish International Development Cooperation 
Agency (SIDA), the Norwegian Ministry of Foreign Affairs, and the Southern African 
Development Community (SADC) HIV Special Fund (International Organization for 
Migration, 2019). This reliance on ODA, specifically from the United States (US), 
through PEPFAR as well as USAID, has emerged as a key factor in shaping the IOM’s 
agenda (Pécoud, 2018), which, in South Africa, has been driven by a preoccupation 
with trafficking in persons (Palmary & de Gruchy, 2019). As PEPFAR funding was no 
longer available for the area, by 2018 (and at the time of writing, November 2019), the 
IOM Musina office had been downscaled and consisted of one employee working on 
Assisted Voluntary Returns. As such, the VDMHF has become the exclusive 
responsibility of the Vhembe District Municipality (VDM). Until 2017, the IOM had 
run the forum as ‘the Secretariat’ - maintaining the mailing list, organising meetings, 
and keeping minutes - responsibilities that were now handed over to the District. As 
with most things in Musina, the practical responsibilities were in fact given to the sub-
district, and the then manager of the mobile clinic took over the role of organising the 
forum. Since then, communication and meetings have been infrequent. Reflecting on 
this, a representative of the OTP, who attended the VDMHF since its inception until 
his retirement in 2017, highlighted the reluctance of the District to commit to the 
forum:  

 
We have got serious problems with them (VDM); because in terms of the 
arrangement, when that forum was formed, the agreement or the arrangement 
was … that it’s the property of the Vhembe District Municipality; so, they have 
to own it in every sense of the word. They have to see to it that the forum go(es) 
on and survive(s), but we have got the problem of that office in Vhembe 
District. The OTP has done a lot to get the Vhembe District to come to the party, 
but now and again we keep on revisiting the problem because it will get well 
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for some few months and then it will go back to the same position now and 
again, so we’re sitting with that problem.’ (OTP_01) 

 
In addition, while the local DoH uses the forum as a space in which to engage with 
other stakeholders, other government departments like the DoL and DHA, important 
stakeholders in conversations around migration and health, have been reticent to get 
involved: 

 
We’re struggling to get DoL on board, we’re struggling to get DHA on board, 
but OTP in many instances has been requested to, you know, get these core 
departments to attend. Not only the VMHF. But also, we’re struggling to get 
them to attend other meetings such as the provincial steering committee for 
Save the Children South Africa. (OTP_01) 

 
The role that non-state actors played in Musina can therefore be understood as one of 
‘innovation’; they did indeed ‘demonstrate different ways of doing things which are 
in some way replicable by the national system’ (iNGO_01). However, they have not 
been sustained by the state, let alone replicated. The case of the VDMHF supports the 
third key finding that emerged from this research – the reticence of the state in 
sustaining or developing migration-aware policies and programmes, a finding in line 
with much of the literature about iNGO involvement in local contexts (Berlan & Bruno-
van Vijfeijken, 2013; Bruno-van Vijfeijken & Schmitz, 2011; Cairney & Kapilashrami, 
2014; Kapilashrami & McPake, 2013; Younis, 2007) .   

 

8.4.3 Decentralisation & local government’s developmental mandate: 

Opportunities & challenges for the state responses to migration and 

health 

The state’s reluctance to sustain or implement migration-aware policies and 
programmes has been discussed across the dissertation, but highlighted in particular 
in paper three (de Gruchy, 2019) in relation to community-based healthcare workers.  
 
The state’s response to community-based healthcare workers – the literature around 
these workers having been discussed in some detail in section 2.2 – epitomises the 
various ways in which local government could, but fails, to realise its developmental 
mandate. In South Africa, as noted in section 2.1, local government is tasked with a 
‘developmental mandate’: to work ‘with citizens and groups within the community to 
find sustainable ways to meet their social, economic and material needs and improve 
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the quality of their lives’ (Republic of South Africa, 1998). As many have argued, it is 
not possible to realise this mandate without engaging with population mobility, and 
indeed this provides an excellent opportunity to engage with migration and health 
specifically (Landau & Singh, 2008; Vearey, 2010, 2011a). Interestingly and 
importantly, the opportunities presented by the community-based healthcare worker 
programmes in Musina to realise this mandate were acknowledged by the DoH nurses 
working at a sub-district level in the mobile clinic programme. While not framed as an 
opportunity to realise the developmental mandate of local government, the nurses 
frequently reflected on the benefits that improving healthcare access for migrant farm 
workers had for the district, specifically with regards to improving morbidity and 
mortality rates. However, the potential of these opportunities does not appear to be 
acknowledged at the District level.  
 
South Africa’s DoH is underpinned by a District Health Systems (DHS):  
 

it is argued that being more than a form of organisation; the DHS depicts a set 
of activities such as community involvement, integrated and holistic health 
care delivery, intersectoral collaboration and a strong “bottom-up” approach 
to planning, policy development and management. (Fusheini & Eyles, 2016, p. 
5) 
 

However, in a geographically vast and demographically rural district such as Vhembe, 
it is the DoH at a sub-district level that is tasked with delivering on this mandate, while 
the DoH at a District level pulls the purse strings and responds to Provincial and 
National DoH policy. For example, Vhembe is a National Health Insurance (NHI) pilot 
district, which has brought with it an increased budget as well as a new set of health 
priorities (DoH_VDM), which have detracted attention away from maintaining 
already existing programmes and practices.   
 
Within this context, the use of the term ‘local’, and our understandings of ‘local 
government’, require some attention. South Africa has a decentralised state structure. 
But while the idea of decentralisation in South Africa has merits, for example, in 
bringing government closer to the large rural black population in the country’s 
hinterland, its application has been, in many regards, a failure (Chipkin & Meny-
Gibert, 2012; Siddle & Koelble, 2013). Within this structure, there are understood to be 
three spheres of governance – national, provincial, and local. Defined as ‘spheres’, 
rather than ‘levels’, in the Constitution to highlight the ‘distinctive yet interdependent 
and interrelated’ nature in which the spheres operate (Oosthuizen & Thornhill, 2017), 



 159 

the ‘local’ sphere is comprised in this case of both a District Municipality (Vhembe) 
and a Local Municipality (Musina) (Versteeg et al., 2009). Local government’s 
developmental mandate is split between the two municipal structures, further 
problematising its implementation.  
 
In addition, decentralisation has taken place within government departments in 
specific ways. Within the DoH, decentralisation has been in accordance with the 
National Health Act (61 of 2003) and Schedule 4 of the Constitution (of 1996); while major 
health policy decision making resides with the national DoH, primary healthcare, 
hospitals, and most service provision falls under the mandate and control of the 
provincial government (McIntyre & Klugman, 2003). Primary healthcare, while a 
mandate of the provincial government is envisaged as being ‘rendered under the 
auspices of district health councils’ (Vhembe in this case), while local municipalities 
(Musina) are mandated to see to ‘municipal health services’, which ‘includes aspects 
of environmental health care but does not specifically include primary health care’ 
(Steytler & De Visser, 2007). The decentralisation of the DoH has not been without its 
problems, and has, at various points involved concern over the unnecessary 
provincialisation of primary healthcare in some cases (Versteeg et al., 2009) and the 
inadequate provincialisation of these services in others (Independent Municipal and 
Allied Workers Union v President of the RSA, Case no. 3298/2006; Steytler & De Visser, 
2007).  
 
Regardless of the extent to which the provincialisation of primary healthcare has taken 
place, the decentralisation of healthcare has created a serious policy problem. 
Although policy is made at a national or provincial level, it is infrequently and 
inadequately communicated to implementing staff at a provincial or local level 
respectively, which has led to low staff morale and frustration (McIntyre & Klugman, 
2003). This is, more broadly, indicative of the limited attention paid to the ‘software’ 
of the South African health system (Gilson, 2003, 2005, 2006; Gilson et al., 2005). 
Workplace trust – ‘respectful and fair treatment in the workplace (Gilson et al., 2005) 
– has not been prioritised by the DoH. Research within the South African health system 
has indicated that this lack of trust and attention to ‘software’ contributes to a broader 
environment in which accessing healthcare becomes more difficult for patients 
(Gilson, 2003, 2006; Gilson et al., 2005). 
 
Within this context, it is imperative to investigate what it means to talk about policy 
making and how we conceptually understand policy processes within various spheres 
of governance. Particularly in a way which accounts for ideas, influence, and evidence, 
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without neglecting the ways in which different spheres of governance interact, 
aggravate, and mediate the policy process for each other. As such, I now return to my 
research questions.  
 
These three sections exploring various findings in the data that have not been 
discussed in great detail in the papers contribute to a broader understanding of the 
context surrounding the interventions in Musina. As paper four (de Gruchy, 
submitted) argues, the findings discussed across the papers are at odds with current 
theories and frameworks of policy making in several respects. The following and final 
chapter will summarise this argument and the conceptual framework proposed in 
paper four, with support from this additional discussion. 
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9. Conclusion 
 

9.1 Improving our understanding of policy processes in South Africa: A 

conceptual approach 

As such, I return to my research question: 
 

Given the lack of locally-relevant policy frameworks, and the limited nature of 
both research on and responses to migration and health, can a case study of 
policy and programmatic responses to the health and wellbeing of migrant 
farm workers in Vhembe District, Limpopo inform a conceptual framework 
that is able to improve understandings of policy processes around migration 
and health in South Africa? 

 
And objective 4: 
 

To be able to explain, conceptually, why policies are made or left un-made, and 
in so doing address the limitations of existing frameworks. 
 

While much of this has been discussed in de Gruchy (submitted) [Paper four], in direct 
response to my research question I will now lay out a conceptual approach that I 
believe can improve our understanding of policy processes in South Africa.  
 
As I argue in de Gruchy (submitted) [Paper four], there are four tensions between 
existing understandings of policy processes and this case study. The first concerns the 
temporal element in policy making. Most approaches acknowledge the need for a 
particular ‘moment’ to elicit a policy response, for example Kingdon’s ‘policy window’ 
(2011). However, as this research shows, an improved understanding of the temporal 
aspect after this ‘moment’, in relation to implementation and sustainability, is needed 
in order to improve understandings of policy processes.  
 
The issue of sustainability as such emerges as a second tension in respect to existing 
theories and frameworks. Existing theories and frameworks at a stretch acknowledge 
the importance of understanding implementation to form part of the policy process 
(Agyepong & Adjei, 2007; Béland & Ridde, 2016; Betts & Orchard, 2014; Howlett, 2018). 
However, as this research shows, given the presence of iNGOs, implementation is not 
the final stage of the process. Rather, it is the period during which the state takes over 
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and must sustain the interventions. Sustainability is a key theme in literature around 
iNGO intervention (Berlan & Bruno-van Vijfeijken, 2013; Cairney & Kapilashrami, 
2014; de Gruchy & Kapilashrami, 2019). Given the reality of iNGO presence in LMICs, 
an improved understanding of sustainability as a part of the policy process is 
necessary as part of an improved understanding of policy processes per se.  
 
This speaks to the third tension between the research and the existing theories – the 
presence of iNGOs in Low- and Middle-Income Countries (LMICs). Within existing 
theories and frameworks, these organisations are simply treated as yet another actor 
in the policy process. However, this case study shows that their presence in a local 
context also functions as an ‘external perturbation’, to borrow from the Advocacy 
Coalition Framework (ACF) (Jenkins-Smith et al., 2014). It is not only the ‘crisis’, but 
also the presence of iNGOs, that elicits a response from the state. In some cases, the 
state response can be to allow iNGOs or local NGOs to take on the role and 
responsibility of the state. A long-term example of one of the ways in which civil 
society have taken on a function of the state has been in response to community-based 
healthcare workers who, as noted in section 8.4.3, play a key role in the response to 
HIV, but are not incorporated into the public health system formally. Rather, 
community-based healthcare worker programmes remain in the hands of NGOs, with, 
at various points, financial support from the state.   
 
Finally, theories tend to treat the state as responsive to policy windows. However, as 
this research clearly shows, while the ‘crisis’ in Musina and subsequent involvement 
of MSF and the IOM elicited a reaction from the state it was, at best, fleeting. The state, 
and its agenda, present as impenetrable and impervious to the realities in local 
municipalities, like Musina.  
 
As such, I have developed a conceptual understanding of the policy process seen here 
that takes account of these tensions. While the exact context in which such responses 
are seen may change, as, for example, the NHI is implemented, I believe that the 
conceptual structure of this framework will remain applicable and relevant. 
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Figure 3: A conceptual understanding of the policy process in Musina 

 
This figure captures what, I believe, are the various elements that result in responses 
to migration and health. What this figure highlights is the dependency of the 
development of responses on a moment that brings together iNGOs and broader state 
structures. It captures the reactive response of the state and iNGOs to particular 
moments, as well as the timebound nature of their interest in an area.  
 
In addition, as I argue in de Gruchy (submitted) [Paper four], this way of the broader 
state and iNGOs responding to and interacting with local government emerges as a 
pattern when developments between 2012 and 2016 are also taken into account. The 
emerging pattern can be seen in Figure 4. 
 
In 2012, Vhembe District was declared a priority district of the National Strategic Plan 
(NSP 2012 – 2016) and one of eleven districts within which the National Health 
Insurance (NHI) would be piloted. This once more elicited an interest from iNGOs, as 
funders such as PEPFAR announced their intention to fund health programming in 
the District, and support from the broader state. However, this kind of response is at 
odds with the development of sustainable health policies and programming that are 
able to improve the access that migrant farm workers, and other key populations, have 
to healthcare. 
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Figure 4: A longer-term view 

If global health targets and local developmental mandates are to be met, a 
fundamentally different model is required. Within this context, calls for migration-
aware policy and programmes simultaneously represent an example of a policy 
response that is not immediately forthcoming because there has been no 
acknowledgement that the status quo represents a crisis that requires a response and 
an example of what a radical restructuring of the current model of responding to 
migration and health could look like. Through a restructuring of the model of 
response, both social and political and material determinants would be reoriented to 
improve the long-term access that migrant and mobile individuals and communities 
would have to healthcare.  
 

9.2 Lessons for future advocacy 

I believe that this research suggests five directions within which advocacy could work 
to improve the access that migrant farm workers, as well as other key migrant and 
mobile populations, have to positive determinants of health.  
 
Given the limited ways in which the decentralisation of policy making and the 
administration of the state has taken place, much agenda setting and policy making 
within South Africa remains within the national sphere (Landau & Singh, 2008; 
McIntyre & Klugman, 2003; Siddle & Koelble, 2013). In addition, as this research has 
shown, the ability of the DoH at a sub-district level to sustain the interventions it 
deems important is curtailed by limited support from the District, Provincial, and 
National health systems (de Gruchy, 2019; de Gruchy & Kapilashrami, 2019) [Papers 
three and two, respectively]. As such, the national DoH emerges as the key stakeholder 
in ensuring that policies and programming are migration-aware and mobility-
competent, and consequently the site at which advocacy for migration-aware 
responses should occur. Given the current push to implement the NHI, regardless of 
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the poor outcomes of the pilot projects (Genesis et al., 2019) and the potential 
constitutional challenges it may face, including with regards to the rights that non-
nationals will have to care (Johannesburg Migrant Health Forum, 2016), 
communicating the potential, as well as the challenges, of current models of 
intervention is crucial. Specifically, with regards to community-based programmes 
and iNGO-led interventions. The interventions detailed in this project are both 
examples of good practice and examples of the failure of the DoH to capitalise on 
community-based and local opportunities.  
 
The second series of stakeholders with which efforts to improve policy and 
programme development must engage is local government. Although the National 
DoH is key, local government still has a developmental mandate and improving 
understandings and implications of this are crucial. Importantly, improved 
understandings of the opportunities that engaging with migration and health create 
for realising this mandate and improving health and wellbeing across municipalities 
and districts are needed (Landau & Singh, 2008; Vearey, 2010; Vearey, Modisenyane, 
et al., 2017).  
 
Third, South Africa must be encouraged to work with the Southern African 
Development Community (SADC) to improve mechanisms for the movement of 
SADC nationals within the region. While this research has not explicitly looked at 
SADC, the lack of regional integration and the consequences thereof for the access that 
migrant and mobile communities have to healthcare have been highlighted 
throughout. Revisiting and implementing the 2009 Draft Policy Framework for 
Population Mobility and Communicable Diseases in the SADC Region, may go some way 
to improve access, and consequently health outcomes, for SADC nationals in South 
Africa.  
 
In addition, as this research has shown, access to social determinants of health that 
would positively impact the health and wellbeing of migrant farm workers are limited 
due to the fragmented way in which this key population is engaged with by the state 
(de Gruchy & Vearey, in press) [Paper one]. Responses therefore need to overcome the 
siloed nature of governance in which occupational health and safety is exclusively the 
mandate of the DoL, but health the mandate of the DoH, for example. Instead, cross-
sectoral responses must be advocate for and implemented. Two potential avenues that 
could be considered are the creation of a migration focal person within the DoH who 
would co-ordinate inter-departmental collaboration, and the development of a 
national migration and health policy, as in the case of Sri Lanka (International 
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Organization for Migration, 2013; Wickramage et al., 2017). While the former may 
result in many of the same problems as seen in gender mainstreaming in South Africa 
(Mannell, 2012), and the latter would probably necessitate working with the IOM, and, 
as such, making allowances for their agenda (Pécoud, 2018), they are two examples of 
potential starting points that could be considered.  
 
Finally, this research suggests that the current model of non-state intervention by 
humanitarian and United Nations agencies, as well as funders and local civil society, 
creates problems of sustainability (de Gruchy & Kapilashrami, 2019) [paper two]. This 
research points to three questions with which iNGOs in particular must be encouraged 
to engage with in order to improve the ways in which they intervene in the South 
African context, as well as in other LMICs. 
 
The primary question with which iNGOs must engage concerns the implications of 
responding to migration and health during moments of crisis, and linking the rights 
that migrants have to healthcare to such moments. As is suggested in de Gruchy and 
Kapilashrami (2019), this may undermine calls for proactive responses to migration 
and health, for example the development of migration-aware and mobility-competent 
policies and programming. A subsidiary of this, and second question, concerns agenda 
setting. As this research has shown, while the involvement of non-state actors shifts 
the state agenda, this shift is not necessarily long-lasting nor impactful and does not 
long outlive the crisis itself (de Gruchy, submitted) [paper four]. Additional ways of 
influencing state agenda and encouraging the state to engage with migration and 
health need to be investigated. 
 
Finally, questions of programme integration and sustainability need to be explored. 
As this research shows, it is clear that the DoH is disinterested in actively maintaining 
and sustaining programmes, even if they are formally integrated within the system – 
as is the case with the Musina Model of Care (de Gruchy, 2019; de Gruchy & 
Kapilashrami, 2019) [Papers three and two respectively]. An acknowledgement of this 
reality and investigation of more robust mechanisms of integration and sustainability 
is necessary in order to improve the ability of programmes to withstand DoH neglect.  
 

9.3 Future research & ways forward 
What this research provides is a conceptual approach through which to understand 
why responses to key populations are limited and unsustainable. Future research can 
provide additional case studies, which may improve the understanding of policy and 
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programme development in South Africa, and other LMICs more generally. In 
addition, two areas of research that require additional attention are cross-border 
governance, and cross-provincial/district governance. This research has largely dealt 
with Musina and South Africa as the single point at the local and national spheres 
respectively. However, migration by its very nature links local and national contexts 
(Anthias, 2012; Fouron & Schiller, 2001). Linking rural and urban contexts and 
migration and modes of governance between the two, as well as across the South 
African border remains an important area of scholarship. Within Musina, cross-border 
forums exist specifically to develop bilateral responses to tuberculosis (TB) and HIV 
between South Africa and Zimbabwe. However, these appear limited by different 
national administrative structures and agendas. Whether mechanisms exist across 
districts or provinces between which migration and mobility are prevalent is unclear 
from this research. However, an improved understanding of the bilateral local and 
national space is important in the context of migration and a necessary area in which 
to conduct future research.  
 
Since beginning this research, the developers of the NHI have continued to refuse to 
engage with the realities of migration, both internal and cross-border. In addition, 
increasing xenophobic rhetoric, legislative developments that would further securitise 
South Africa’s borders, and suggestions that South Africa move to a policy of 
encampment have all been seen (Bornman, 2018, 2019b). Simultaneously, at the global 
level, several important policies have been developed and published since the 
inception of this research, including the Global Compact for Safe, Orderly and Regular 
Migration (GCM) and the World Health Organization’s (WHO) Global Action Plan 
(GAP) for Promoting the Health of Refugees and Migrants. These developments, 
specifically the latter, provide important opportunities to advocate for migration-
aware and mobility-competent health policies and programming (Gostin et al., 2019; 
Pant et al., 2019). However, they also serve to reassert the primacy of the nation state 
and its interests when engaging with migration and reify the role of non-state actors, 
including UN agencies, in responding to the health and wellbeing of migrants. As 
such, understanding the ways in which the South African state specifically but states 
more broadly approach issues of migration and health is increasingly imperative in 
order to develop both means of advocating for alternatives and ways of working 
around state responses.  
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Appendix B: Informed consent form 
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Appendix C: Example of a key informant interview guide 

 
Interview guide for Community Health Workers and change agents 
 

 

Professional details 

1. Can you tell me how long you’ve spent on the farm? 

2. What work do you do on the farm? 

3. How is that work structured? 

4. Have you worked on other farms in the area? 

5. Have you always lived in this area? 

6. Whereabouts are you from? 

 

CHW/ change agent 

7. When did you become a CHW/ change agent? 

8. Why did you decide to become a CHW/ change agent? 

9. What was the process of becoming a CHW/ change agent? 

10. What are your duties as a CHW/ change agent? 

11. What support do you get in these duties? 

12. Do you have regular training? 

13. Do you have a support group for change agents? 

14. Do you get any support in these duties from the farm? 

15. What are the biggest differences between what you do and what CHW/ 

change agents do? 

 

Interventions on the farm 

16. What programs/ initiatives are there on the farm? Including mobile clinics, 

sport programs, creative programs, religious programs? 

17. Who started these?  

18. When were they started? 

19. Why were they started? And have they achieved this aim? 
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20. If they were at the farm before 2011 – what was it like on the farm before the 

change agents/ CHWs and mobile clinics? 

21. How did you access health care? 

22. How have things changed since these initiatives started? 

 

Health on the farms 

23. What are some of the biggest health concerns that farm workers have? 

24. What are some of the biggest occupational health and safety issues? 

25. What are some of the biggest challenges that farm workers have in accessing 

health care? 

26. Has the farm tried to help with this? 

27. Have the mobile clinics helped? 

28. Do you think that having CHWs and change agents has helped? 

29. Are their different challenges when temporary workers join for the harvest? 

 

Farm details 

30. How many permanent members of staff are there on the farm? 

31. How many temporary members of staff are there on the farm this season? 

32. How is the compound structured? Are there different sections for permanent 

and temporary staff? 

33. How many of these do you think are Zimbabwean? And South Africa? 
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