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ABSTRACT  

This study investigates perceptions of the quality of healthcare by Zimbabwean migrants in 

South Africa with a specific focus on migrants living in Kayamandi, Stellenbosch. It utilises a 

case study approach centring on primary data collection techniques of focus group discussions 

and in-depth interviews to demonstrate that in Kayamandi the legal status (or lack of it) of a 

migrant determine their healthcare seeking behaviour. For illegal migrants, their status is a major 

hindrance to accessing public healthcare facilities even though they are offered free of charge. It 

also argues that besides overcrowding, language is a major barrier to accessing healthcare by the 

migrants at Kayamandi Clinic. Despite these obstacles, participants were generally impressed 

and appreciated the country’s healthcare systems, programmes and services comparing to their 

home country. This was credited to the fact that the country offers healthcare services for free in 

all its public institutions regardless of ones’ nationality and legal status. 
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ONE: INTRODUCTION TO THE STUDY 

Since the history of men has always been characterised by movement, migration is a major facet 

of human society (Black 1996). With the increase in technology and interconnections between 

nations, mainly as a result of globalization, migration patterns have also significantly changed. In 

view of this, Garballo et al. (1998), note that across the world people are moving in greater 

numbers, and at a faster pace over long distances. This movement, especially across different 

boundaries, has implications on the development imperatives of both sending and receiving 

countries 

 

This scenario engendered a number of frameworks and policies for understanding, regulating and 

dealing with migration issues at regional and international levels (Gushulaki et al. 2006). 

MacDonald et al. (2000) have proposed that the implications of migration on development 

necessitate an integrated worlds approach to address it. The sub-Saharan region in general and 

Southern Africa in particular reveal some complexities of this movement. Currently, one of the 

topical issues in literature centres on how migrants in South Africa, particularly those from the 

sub-continent are perceived, received, and treated as well as their impact on the local population 

and resources (Gushulaki et al. 2006). 

1.2 Background to the study 

Migration into South Africa is largely attributable to the labour needs of both the apartheid and 

post-apartheid era (Pasel 2003). During apartheid, there was need for cheap labour to work on 

the mines and farms. However, post-apartheid South Africa has been characterized by 

movements of both skilled and unskilled migrants whose experiences have partly been 

documented. Given the myriad of socio-economic and political shocks as well as stresses facing 

this continent, there has been an upsurge in the rate of cross-border migration. Some of the 

socio-political upheavals worth mentioning include the humanitarian crisis in Somalia that 

started in 1992, the on-going civil war in the Democratic Republic of Congo, and the post-2000 

socio-economic collapse of Zimbabwe (Juredini 2010 and Crush & Tavera 2010). An estimate of 

undocumented African migrants in South Africa ranges from 2.5 to 12 million per annum. 

McDonald et al. (2000) argue that documented border-crossing has increased nearly seven-fold 

to over 3 million visitors per annum since 1990, and that this figure includes a significant 

number of European visitors. However, much work remains to be done in examining 

undocumented migration and attempts to document it have, so far, been unsatisfactory given its 

covert nature (McDonald et al. 2000). In view of the precarious situation which South Africa 
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faces as a result of inward migration, Carballo et al. (1998) explained that migration is becoming 

more outstanding in response to the increasing number of people who are traversing 

geographical, cultural and ecological boundaries on a regular basis. They argue that this mass 

movement of people over geo-political boundaries, and within countries has increased fears of 

the global transmission of diseases. Although there are a studies that interrogates the link 

between migration and health in South Africa, there is an existing gap on migrants’ perceptions 

of the quality of healthcare they receive in South Africa (Rutta et al.2005). In light of this gap, 

this study focuses on migrants’ perceptions of health care offered by the host country.  

1.2 Aim and objectives  

Through systematically applying the Pressure and Release Model, this study aimed to investigate 

the perceptions of the quality of healthcare by Zimbabwean migrants in South Africa. 

Specifically this research: 

 Identified the causes of migration 

 Identified health programmes, facilities and services in Kayamandi  

 Evaluated the strengths and barriers to existing health programmes, facilities and services 

 Explored migrants’ perceptions of the quality of healthcare and the basis of such 

perceptions 

 Mapped the health seeking behavior of migrants 

 Applied and critique the relevance of Blaikie/ Wisner Pressure and release model on this 

specific context. 

1.3 Problem statement  

In spite of the abundance of literature on international migration and its effects on health, limited 

research has explored foreigner’s perceptions of the South African healthcare system. There is 

need to explore how migrants perceptions affect their healthcare-seeking behaviour. Trenholm 

and Jensen (2008) explained that the process of constructing perception is also affected by an 

individual’s emotional, cognitive and motivational state. It is hypothesized that if migrants have 

negative perceptions of the healthcare system, they may not be motivated to seek healthcare in a 

foreign country. This will increase their vulnerability to all kinds of diseases; growing pools of 

vulnerability or of vulnerable people. This can lead to an outbreak of disease, and possibly lead 

to a health disaster. Against this background, this study investigates how Zimbabwean migrants 

living in Kayamandi (South Africa) perceive the quality of healthcare in South Africa. Although 

a study of a similar nature was previously carried out in a refugee camp in Tanzania, applying 
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the same methodology in a South African suburb offers a unique opportunity to examine how 

migrants residing there perceive the country’s healthcare system, and how it might endanger 

both the country and the migrants themselves (Rutta et al.2005). 
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TWO: LITERATURE REVIEW 

2.1 Introduction 

The growing numbers of migrant groups such as asylum seekers and migrant workers raise 

social, economic and political concerns (Gushulaki & MacPherson 2006). A large corpus of 

research has proven that international migrants, leaving their homelands in search of better living 

conditions, bring to the host country illnesses especially poverty related illnesses such as 

tuberculosis (TB), cholera and many others (Ko’nsinski & Protheo 1974; Black, 1996; Todaro, 

1997; Harris, 2000; Cross, 2003; Stiwel & Khasscum, 2003 and Kok et al., 2006). In undertaking 

this study, five clusters of literature were utilized: firstly, definitions of the scales of migration; 

secondly, characterization of migrants, thirdly, the link between migration, geography and 

health, and finally, the conceptualization of the link between migration and health in disaster risk 

discourse particularly through Blaikie/ Wisner PAR model 

 

2.2 Migration  

2.2.1 Scales of migration 

Black (1996) argues that migration has occurred throughout human history, beginning with the 

movement of the first human groups from their origins in East Africa to their current locations 

across the world. The International Organization for Migration (IOM 2004) states that the 

movement of people is gradually being acknowledged as an issue that needs a worldwide 

approach and coordinated responses. Countries are now deliberating migration matters at the 

bilateral level, regionally, and, lately, in global arenas (IOM 2004). This section describes two 

broad scales of migration: internal and international migration. 

 

Internal migration has been described as the movement of people to a new home within a state 

Cross (2003). In a study that deals with migration patterns, Cross (2003) argues that in South 

Africa, internal migration flow can originate anywhere from rural to urban areas and from urban 

to rural areas. Cross (2003) suggests that the main outflow of migrants is from resource poor 

areas such as former homelands and farms. Landau and Segatti (2009) reinforces Cross’s (2003) 

view as they note that the primary reason for migration to and within South Africa is due to 

differences in economic opportunities within the country.  

 



5 

 

 

There has been much discussion about international migration. Ko’nsinski & Protheo (1974) 

propose that it is the physical movement of a person or group of people across a political 

boundary while Stilwel & Khasscum (2003) define it as the transition of people from one nation 

to another to take up employment, establish residence or seek refuge from persecution, either 

temporarily or permanently. A transition as opposed to physical movement involves assimilation, 

culture and social behaviour plus practices between the migrant and host nation. Using this 

framework, this paper focuses on international migrants particularly Zimbabweans migrants 

living in Kayamandi, South Africa. 

 

2.2.2 Migration and disaster  

Having defined migration and explained the scales of migration, this section focuses on the 

relationship between migration and disaster. 

2.2.3 Migration as a result of disaster  

In disaster risk discourse the reasons for migration are examined by several scholars. Of 

particular importance are Todaro (1997) and Naude (2008). Even though the former argues that 

the rationale for migration is complex, there is a consensus with the latter in that they both show 

that the major factors influencing migration can be demographic, that is, population size and 

population growth as well as the density and structure of a country. When countries experience 

population growth whilst their economies are stagnant, conflict over limited and valuable 

resources arise causing people to migrate in search of better living conditions. However, these 

scholars use different terms in explaining the push factors as explained in Table 1. 
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Table 1 Terminology used by Todaro & Naude 

Examples of push factors Terminology used 

 Todaro (1997) Naude (2008) 

Conflicts over natural resources  

Natural hazards and disasters  

Physical factors  Natural environment  

Political instability 

Civil wars  

Social factors  Conflict  

Lack of adequate transportation  

Lack of new technologies in 

communication  

Communication  Conflict  

High mortality rates  Demographic factors  Demographic factors  

Low income & wages 

Rising unemployment  

Poverty  

Lack of basic amenities  

Economic factors  Economic factors  

 

Despite using different terminologies, Todaro (1997) and Naude (2008) grouped reasons for 

migration in a similar way. For instance, Todaro (1997) discusses physical factors which are 

referred to as the natural environment by Naude, (2008). Both argue that these are the major push 

factors on international migration. People move away from water scarcity, land shortages, 

natural hazards and disasters (Todaro 1997 and Naude 2008). Furthermore, Todaro (1997) 

emphasizes social factors as another reason for migration. (Naude, 2008) mentions conflict, 

nonetheless referring to the same aspect. Therefore, they define social factors as political 

instability and armed conflicts. When under these circumstances, large groups of people are 

displaced, and some flee to safer regions or neighbouring countries. 

 

Todaro (1997) adds communication as another major pull factor as migrants are attracted by new 

communication and technology. Communication and technology is also an informant of migrants 

through broadcast of places they can transverse. In addition O’Rourke and Grada (1997) pointed 

out that famines induce people to move temporarily in search for food, and to escape from 

diseases. However, according to Bimal (2005) little research has been done to systematically 

study disaster-induced migrations particularly in developing countries. 

2.2.4 Migration as a root cause for disaster 

This section highlights the possible impact of migration on the receiving country. In this section, 

the discussion will focus, firstly, on the problem of migrants not returning to their country; 

secondly, the problems of migrants settling on hazardous or unsafe conditions, and, lastly, on the 

diseases brought by migrants. 
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O’Rourke and Grada (1997) argued that since long distance migrants never return home, both 

sending and receiving countries are negatively impacted. However, when a disaster occurs in 

developing countries the most popular destination will be big cities where migrants tend to 

establish squatter camps or reside in already existing informal settlements (Bimal 2005). 

According to Bimal (2005) area where they settle are dangerous, unused or unowned. In these 

areas, they are most vulnerable to urban hazards such as flash floods, strong winds, landslides as 

well as earthquakes. 

 

Furthermore, Garballo et.al (1998) argued that this mass movement of people over geo-political 

boundaries and within countries has increased fears of the global transmission of diseases. 

According to Besseling (2000) migration health defines health risk related to the movement of 

people, the way in which they affect migrants, their families, communities, the population of 

origin and the population of destination. This study follows Kok et al. (2006:121)’s contention 

that, “migratory movements place both recipient population and migrants themselves at greater 

risks of suffering health setbacks, because recipient populations might be exposed to unfamiliar 

infectious agents.” 

 

2.2.5 Conclusion  

While the research corpus points to the prevalence of healthcare problems emanating from 

foreign migrants, this study focuses on Zimbabwean migrants. In Stellenbosch, access to health 

care is conferred according to urban administrative and social divisions. Given the disparities 

inherent in this arrangement, this research explores migrants’ perceptions of the South African 

healthcare systems.  

 

2.3. Geography of health 

Many core geographic research themes, including health inequalities and polarization, scale, 

globalization and urbanization, are directly related to public health (Bjegovic 2000). Geography 

of health is a sub-discipline of human geography which deals with the interaction between 

people and the environment (Kearns & Moon 2002). Specifically, health geography views health 

from a holistic perspective encompassing society and space (built and natural environments) in 

understanding disease risk factors (genetics, lifestyle, environment and occupation). 

Traditionally, research in health geography spanned two distinct avenues. On one hand the 
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patterns, causes and spread of disease. And, on the other, the planning and provision of health 

services ((Misra 2007).  

 

Understanding geography, including the arrangement of health services and the location and 

nature of environmental exposures, is crucial in assessing the interrelations inherent in many 

health-related risk exposures (Hayes 1999). Therefore, research in these interlinked areas 

supports evidence-based policy development (Kearns & Moon 2002). Of particular importance 

to policies and planning is the location of healthcare facilities in settlements, strategies for 

effective targeting for public health interventions and monitoring of disease outbreaks. 

 

2.4. Healthcare-seeking behaviour 

According to Ward et al (1997), healthcare seeking behaviour can be defined as any activity 

undertaken by individuals who think or perceive themselves to have a health problem or to be ill 

for the purpose of finding an appropriate remedy. In any cultural context, a precondition of most 

healthcare-seeking behaviour is recognition of symptoms (Ward et al.1997). Of importance, 

therefore, is the way in which symptoms are interpreted by the individuals affected, and by those 

around them; the meaning the 'symptoms' have, the attribution of cause, and the beliefs held 

about appropriate and effective treatments (Ward et al.1997). Nyamongo &Nyamongo (2006) 

stated that healthcare-seeking behaviour in developing countries is characterized by pluralistic 

health treatment. The basis of such behaviour is ascribed to trial and error, perceived 

effectiveness and expectation of quick results.  

 

The use of a second healer without a referral from the first practitioner on the same type of 

illness is common amongst developing countries and has been described in Zimbabwe 

(Nyamongo & Nyamongo 2006). Nyamongo & Nyamongo (2006) also argued that who is 

consulted when someone is ill will depend on pre-existing beliefs, the likely meaning of 

symptoms, the efficiency of different medical approaches (traditional, spiritual, western) for such 

conditions , the availability, and accessibility of the various potential sources of help. 

 

2.5 Conclusion 

The purpose of the research is to answer the aims and objectives and to determine the barriers 

and strengths of the countries healthcare system. There is also need to determine whether the 

change of country of residence affect the migrants healthcare profile due to cultural differences 



9 

 

 

and beliefs. Furthermore, there is need to for research in informal settlements to investigate 

whether migrants’ perceptions determine their healthcare seeking behaviour, and its effects on 

the country  
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THREE: RESEARCH CONTEXT 

3.1 Research area: Kayamandi (Stellenbosch)  

Stellenbosch is a town located 30 kilometres east of Cape Town, in the Western Cape Province 

of South Africa (Linder 2003). According to a 2007 community survey carried out by the 

Stellenbosch Municipality, the town had an estimated total population of 200,518. Coloureds 

were the majority with 54.4 %, followed by an equal representation of Blacks and Whites with 

26.6% and a minority of Indians/Asians with 0.46%. However, the community survey showed a 

dramatic increase of the Indian/ Asian population with an average annual growth of 24.4%, 

followed by the Africans with 13.78%. Table 3.1 depicts the changes of the population numbers 

from 2001 to 2007. 

 

Table 2: Population statistics for Stellenbosch 

Population group Percentage of 

Population 

2001 

 

 

Percentage of 

Population 

2007 

 

 

Average 

Annual 

Growth% 

Coloured  56.43 54.40 8.49 

White  21.60 26.01 6.28 

Africans 20.08 26.01 13.78 

Indian / Asian  0.2 0.46 24.42 

 

The town reflects the visual and local separation of people on a racial basis that lead to different 

standards of living. The present town structure of Stellenbosch has not considerably changed 

since South Africa’s attainment of democracy in 1994, and this has not helped in changing the 

social strata within the population to a certain extent (Linder 2003).  Linder (2003) argues that 

Stellenbosch is divided into three main residential sections. The first section, the centre, 

predominantly accommodates both students and people of European origin (Whites). The second 

section, Idas Valley and Cloetesville, is predominantly Coloured. During Apartheid these areas 

formed the buffer zone between ‘white’ and ‘black’ areas (Municipality 2010). Finally, situated 

in the periphery were areas such as Kayamandi which accommodates mainly people of African 

origins (Linder 2003). Figure 3.1 illustrates the map of Kayamandi in Stellenbosch. 

Stellenbosch: Map of Stellenbosch 
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Figure 1: Map of Stellenbosch 

 

3.2 Study site 

Kayamandi is situated on the North-Western side of Stellenbosch along the main road (Bird 

Street) and railway tracks. A predominantly black people’s township, it is the second oldest 

black people’s township founded in 1679 in South Africa (Cain 2004). The name Kayamandi is a 

Xhosa name which literally means ‘sweet home’. According to the Stellenbosch Municipality 

(2010), there were 3,700 households with 16.6% of the population living in formal houses and 
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83.4% living in informal dwellings (prefabricated hostels and informal shacks) in 2007. The 

source of water and sanitation for informal dwellers are roadside taps and communal toilet 

blocks (Linder 2003). 

 

Stellenbosch municipality is serviced by 14 public healthcare facilities: 7 clinics, 2 mobile 

clinics, 1 satellite clinic, l community day centre and 1 district hospital (Stellenbosch 

Municipality 2010). According to Linder (2003) the Kayamandi Township has l clinic which 

comprises of 14 nurses and 1 private doctor for an estimated population of 4,000 patients per 

month. 

 

Kayamandi is characterised by high poverty levels and hazardous living conditions. Linder 

(2003) argues that there are insufficient sewage systems, unsatisfactory supply of clean water 

and refuse removal in informal settlements. The above mentioned environment has a direct 

impact on community health as there are high levels of diarrhoea, tuberculosis, child infectious 

diseases and flu. Plankenburg River, which is highly polluted with faecal coliforms, is a major 

threat to the Kayamandi community. Figure 3.1illustrates the map of Kayamandi. 
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Figure 2: Map of Kayamandi 
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3.3 Research design  

The research design in Figure 3 summarises the report  

 

               

Figure 3: Research design 
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FOUR: CONCEPTUAL FRAMEWORK 

4.1 Introduction  

This research investigates the perceptions of the quality of healthcare by Zimbabwean migrants 

in South Africa. Understanding how perceptions of healthcare systems and migration affect 

vulnerability of migrants and migrants affected populations requires a trans-disciplinary 

approach. As a result, this paper brings together three themes namely disaster risk studies, 

healthcare systems and migration. This chapter describes the conceptualization of the research 

problem by first drafting the key concepts used and then explaining the concepts used in the 

research design 

4.2 Key concepts  

4.2.1 Migration  

The conceptualization of migrants is highly contested as various scholars differ in the way they 

define it. Migrants have either been defined in terms of their legal status (or lack of it) and their 

reason for migration (Harris 2000 and Kok et al. 2006). Harris (2000) has argued that there are 

various categories of foreigners living in South Africa, and that these include refugees, asylum 

seekers, illegal and legal migrants. Kok et al. (2006) also mention five types of cross boarder 

migrants: permanent migrants, labour migrants, refugees and asylum seekers and undocumented 

migrants. Table 4.1 shows these types of migrants. 

Table 3: Migrants in SADC 

Migrant/mobile worker According to International Migration Law, a migrant worker is a person 

who is to be engaged, is engaged or has been engaged in a remunerated 

activity in a state of which he or she is not a national (IOM, 2007b). 

However, within Southern Africa, internal and cross-border migrants have 

similar vulnerabilities and within the scope of the IOM’s Southern Africa 

migration health programmes, no distinction is made between cross-border 

and internal migrants 

Regular migrant/ 

documented migrant 

Refers to people who migrate through recognized, legal channels 

Irregular migrant/ 

undocumented migrant 

Someone who, owing to illegal entry or the expiry of his or her visa, lacks 

the legal status in a transit or host country (IOM, 2007a). 

Asylum seeker Persons seeking to be admitted into a country as refugees and awaiting 

decision on their application for refugee status under relevant international 

and national instruments 

Refugee A person who, “owing to well-founded fear of persecution for reasons of 

race, religion, nationality, membership of a particular social group or 
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political opinions, is outside the country of his nationality and is unable or, 

owing to such fear, is unwilling to avail himself of the protection of that 

country” (Convention relating to the Status of Refugees). 

Internally displaced 

migrant 

Persons or groups of persons who have been forced or obliged to flee or to 

leave their homes or places of habitual residence, in particular as a result of 

or in order to avoid the effects of armed conflict situations of generalized 

violence, violations of human rights or natural or human-made disasters, 

and who have not crossed an internationally recognized state border. 

Economic migrant A person leaving his/her habitual place of residence to settle outside his/her 

country of origin in order to improve his/her quality of life. It also applies to 

persons sett ling outside their country of origin for the duration of an 

agricultural season 

Trafficked person A person who has been moved by deception, coercion, the threat or use of 

force and/or other forms of exploitation 

Seasonal migrant worker Cross-border migrants who move across an international border for the 

purpose of employment 

Cross-border traders A person who moves from their home country to another, or within their 

own country of residence, for the purpose of trade 

Labour migrant A person who moves from one area to another within the same country. 

This movement may be temporary or permanent. 

Internal migrant A person who moves from one area to another within the same country. 

This movement may be temporary or permanent 

                                                                                                                 Veary et al. (2010:12-13) 

4.2.2 Healthcare 

Three health concepts were utilised in the research: accessibility, acceptability and primary 

healthcare. Acceptability implies that healthcare services should be acceptable to beneficiaries, 

be of high quality service at all levels and responsive to the needs, rights and dignity of patients, 

staff and clients (Zimba 2002). Accessibility implies that communities should not be denied 

access to public sector healthcare services on the grounds that they may be resident outside the 

area of the health authority. Provision must be made for cost recovery mechanisms between 

authorities for inter-district healthcare service delivery. Primary healthcare refers to health 

services that are acceptable, accessible and affordable to beneficiaries (Zimba 2002)  

 

4.2.3 Disaster risk discourse and geography  

A disaster is a far- reaching disturbance of the normal functioning of a community or society 

(Holloway & Roomaney, 2008). It causes widespread human, material and socio-economic 
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damage to the society affected. Disaster risk is seen as the function of hazard, exposure and 

vulnerability. It is represented with an equation: Disaster = Hazard x Vulnerability (Benjamin 

2008).Where hazard is a physical or human event that can affect economic activity because of 

its capacity to cause death or damage to property and the environment, vulnerability represents 

the circumstances resulting from physical, social, economic and environmental factors which 

increase the susceptibility of a community to the impact of hazard (Holloway & Roomaney 

2008). 

4.5.2The pressure and release model 

Wisner et al. (2004) PAR model (see Figure 4.2) deconstructs a disaster event by 

conceptualising it as a progression of vulnerability at one hand, and interfacing with a hazard on 

the other. The collision of vulnerability and hazard represents the pressure component of the 

model. The reduction of vulnerability in the face of hazard represents the release component. The 

progression of vulnerability is understood as a string of connections starting with root causes that 

when interfaced by dynamic pressures lead to unsafe conditions. 

 

 

        Wisner et al. (2004) 

 

Root causes represent how power is distributed and executed (e.g. political and economic 

ideologies, limited access to power, structures and resources) in society (Wisner et al. 2004). 

Figure 4: The PAR model 
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Wisner et al. (2004) uses the example of how poverty-stricken people, and people in 

environmentally marginal areas are often neglected by those of greater economic importance 

resulting in less access to resources for poorer people, who get less government intervention with 

regards to disaster mitigation 

 

Dynamic pressures channel the root causes to unsafe conditions (Wisner et al. 2004). These 

pressures include epidemic disease, wars and violent conflict, rapid urbanization, and foreign 

debt. 

 

Unsafe conditions consider the vulnerability of people in relation to a hazard in time and space 

(Wisner et al. 2004). These include living in dangerous areas or buildings with poor structural 

integrity, taking part in dangerous livelihoods, the initial well-being of people, low food 

entitlements or disruption of food attainment, access to resources, lack of institutions and disaster 

preparedness and disease predominance (Wisner et al. 2004). 

 

Huxford et al. (2008) and Gohl (2000) outline the two main shortcomings of the PAR model. 

Firstly, they state that the progression of vulnerability cannot be distinctly separated into three 

steps. Secondly, Gohl (200) states that the model fails to identify the strategies and behavioural 

patterns of the affected victims. Furthermore, it fails to grasp the multi-linearity and complexity 

of different phases of the disaster. With this in mind this research used the PAR model as a guide 

and GIS tools to profile migrants, behavioural patterns and complexity of their health seeking 

behaviour.  

 

2.5.3 Conclusion  

While the research corpus points to the prevalence of health problems emanating from both 

internal and cross border migration (Veary et al 2010), this study focuses on international 

migrants specifically Zimbabweans living in Kayamandi. 
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FIVE: METHODOLOGY 

5.1 Introduction  

This study will make use of a case study approach based on primary data collection techniques 

of focus group and in-depth interviews. In addition, it is informed by the secondary body of 

literature delineated in the literature survey above, and also a collection of maps. According to 

Stake (2010) qualitative methods in investigative research employ open-ended and probing 

questions to give participants an opportunity to respond in their own words, rather than forcing 

them to choose from fixed responses. The advantage of this questioning technique is the ability 

to evoke responses that are culturally salient to the participant feeding meaningful and 

explanatory data into the research. 

5.2 Primary data collection  

5.21 Methods 

The study implemented qualitative methods of gathering information from Zimbabwean 

migrants living in Kayamandi through the use of interviews and focus group discussions. Jones 

(2010) argues that these methods provide opportunities for in-depth, flexible engagement with 

research participants. In-depth interviews were conducted using semi-structured questionnaires 

to get individuals’ perceptions of the quality of health care in South Africa. Semi–structured 

questionnaires gave the respondents an opportunity to formulate and respond to questions using 

their own words. 

 

Focus group interviews are conducted to invoke a discussion on the migrants’ perceptions on the 

quality of healthcare in South Africa, and to identify the causes of migration. This was also used 

as an overall guide to determine whether there was a common feeling among the migrants, and to 

determine if their perceptions differed. 

 

5.2.2 Development of primary data collection tools  

A semi-structured questionnaire was developed with both open-ended and closed questions. 

Using closed questions, the respondents were asked demographic questions which included the 

number of children they have and their sex. Open-ended questions were used to get detailed 

responses about the migrants’ perceptions. 
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An interview schedule was developed for the focus group discussion. This method was used to 

get detailed qualified answers from the group. 

. 

5.2.3 Selection of study sample 

This study used non–probability snowball sampling. Snowballing sampling or referral sampling 

is considered a type of purposive sampling (Sedlack & Stanley 1992). In this method, 

participants or informants with whom there has already been contact with make use of their 

social networks to refer the researcher to other people who could potentially or contribute to the 

study (Jones 2010). With the sampling technique there was need to locate a few Zimbabweans 

who allocate, and introduced their fellow countrymen to the study. 45 interviews involving 23 

males and 22 females were conducted using this technique. 

 

Two social groups of Zimbabweans living in Kayamandi were located. Men have a soccer team 

that plays every Sunday at the university grounds, and women have a married women’s 

fellowship that meets every Thursday. I attended the networks and initiated discussions on the 

South African healthcare system. The selected participants were parents with children in here in 

South Africa basing on the assumption that they frequent healthcare facilities for their children. 

 

5.3 Secondary data collection tools  

5.3.1 Methods 

Document review of (newspapers and past theses) with information pertaining to Kayamandi 

healthcare profile, and any material regarding the study was utilised. A meeting was arranged 

with the Stellenbosch Department of Health but they kept on postponing the meeting hence it 

never took place. 

 

5.4 Data consolidation and analysis  

The secondary and primary data along with background literature were consolidated under 

themes which were used to conceptualise PAR model to understand migrants’ perceptions. The 

data collected was used to understand risks associated with international migration and coping 

mechanisms of migrants in a foreign land. Lastly, the quantitative questions were analysed on 

Microsoft Excel to give graphic representations  
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5.5 Limitations  

The study faced constraints that centre on the limited availability of resources such as research 

funds and time. Within the limited timeframe and material resources to speed up movement 

across the research site, the research may not have generated a well-balanced and representative 

sample of the population of migrants that were of interest to this study.  

 

5.6 Ethical considerations 

Issues of informed consent, privacy and confidentiality, and accuracy were addressed. Informed 

consent involves informing respondents on the nature and consequences of the research, and 

giving them the right to refuse to be interviewed and the right not to answer particular questions. 

An ethical statement was made making the respondents choose to participate. 

 

Issues of privacy and confidentiality were addressed. After every interview, the respondent was 

identified with a pseudonym. However, pseudonyms may be recognised by insiders, and this 

might not be an adequate measure to ensure complete privacy and confidentiality. Accuracy was 

addressed by recording each interview on a Dictaphone and transcribing words, actions and 

pauses of the respondents. Where respondents were not willing to be recorded, the interview 

question guide had appropriate gaps to fill in response to questions. Care was taken to write 

down the exact phrases used to describe situations and actions.  

 

5.10 Conclusion  

The study aimed to investigate experiences of accessing health care in South Africa. Literature 

on international migration has proven that there is a health problem that is associated with 

international migration. However, little has been done to discover how foreigners adapt or 

perceive the new health system of the receiving country. Even though in post-apartheid South 

Africa international migration has been discussed much as compared to internal migration, little 

work has been done towards understanding how international migrants perceive the South 

African healthcare system and whether the local system caters for the specific needs of these 

migrants. As such, there is need to link migration and health in the geography disaster discourse 

to come up with measures to prevent death and illness. 
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SIX: PRESENTATION OF FINDINGS AND ANALYSIS 

6.1 Overview 

The findings and analysis are presented in three key stages below. Section A describes the study 

sample, demographic and background information. Section B examines reasons for migration. 

Section C discusses the perceptions and experiences of migrants’ South African healthcare 

system. 

 

6.2 Section A: Description of study sample 

6.2.1 Background information  

Forty-five interviews and two focus group discussions were conducted in Kayamandi. Of the 45 

interviewees, 23 are male while 22 are female. Forty one of the respondents were married with 

children while four were single parents. All the people interviewed were in the economically 

active age-group ranging from 24 to 49 years. These 45 parents represented 115 individuals. 

Eighteen of the married couples had been married for less than five years while only one of the 

widowed interviewees had been married for less than five years. This information is depicted in 

Table 4. 

 

Table 4: Number of individuals represented 

Marital status   No of individuals 

represented 

Married for 5yrs and 

below 

Married for more than 5 

years  

Married 39 108 18 21 

Divorced 4 5 4  

Widowed 2 2 1 1 

 

Two focus group discussions with five participants each were conducted.  Group 1 consisted of 

only males only while group 2 comprised of females only. These groups were identified through 

the Zimbabwean society social networks. 

 

6.2.2 Settlement  

 Only five interviewees identified themselves as informal housing dwellers. According to a 

community informant, there were three more individuals from the informal settlement but they 

did not want to be identified as informal settlement dwellers. This, however, made it difficult to 

enumerate the number of interviewees who resided in informal settlements. It came out that 

migrants do not want to be labelled informal settlement dwellers because of the discrimination 
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they face from their fellow country man. Thirty eight of the migrants resided in RDP houses 

from Snake Valley and Coastland.  

 

6.2.3 Education 

Ninety five percent of the respondents had, at the time of migration, completed their Lower 

1
Secondary education (ISCED 1997). 9% of degree holders who had completed their first 

degrees were still continuing with their education while 82% were working. The migrants’ levels 

of education are illustrated in Figure 5.  

 

Figure 5.1: Highest level of education 

c) Employment status 

Eighteen of the migrants worked in the service delivery industry. Of the 45 participants, only ten 

were unemployed. Figure 6 illustrates the employment status of the migrants. 

                                                 
1
Refer to glossary for definitions   

Figure 6.1: Highest level of education  Figure 6.1:Highest level of education Figure 5: Highest level of education 
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Figure 6.2: Employment status  

6.3 Section B: Reasons for migration 

6.3.1 Overview  

This section examines reasons for migration by the economically active age-group of the 

Zimbabwean migrants, their perceptions of the country’s healthcare system, and the basis of such 

perceptions.  

 

6. 3.2 Definition of migration 

Two focus group discussions were conducted. These groups defined a migrant, and provided 

reasons for migration. A migrant was defined as a person who moves from one place to another, 

and, in their case, from one country to another in order to improve their wellbeing. The name that 

came out from the two focus groups discussion when defining a migrant was “Mukwerekwere”, 

which is a derogatory name for foreigners’ especially illegal immigrants. An economic migrant 

was later defined as a person who lives in another country (foreign land) searching for money 

and better lifestyle or future. 

 

However, interviewees based their reasons for migration on the economic instability that was 

experienced in their country in 2008. Figures 7 and 8 illustrate the inflation rates of Zimbabwe 

and South Africa respectively. 

Figure 6: Employment status 
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Figure 6.3: Inflation rates of Zimbabwe  

 

 
 

 

For those who have college diplomas and university degrees, their reasons for migration were 

different from those given by Lower Secondary and Upper Secondary certificate holders. 

College diploma and university degree holders cited educational and career development 

opportunities as major factors influencing their decisions to settle in South Africa. To them, the 

Figure 6.4: South Africa inflation rate 

Figure 7: Zimbabwe inflation rate (2007) 

Figure 8: South Africa inflation rate (2007) 
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South African economy presented viable educational and career opportunities because it is a 

stable economy. This is illustrated in Figure 9 

 

 
 

 

 

 

6.4 Section C: Perceptions of the South African healthcare system  

6.4.1 Defining healthcare 

The migrants defined healthcare as activities to do with hygiene and the wellbeing of a person. 

They further explained that healthcare services are usually given to the sick until they are well. 

Examples of services providers included spiritual prophets, traditional healers and medical 

personals. To them access to healthcare meant services that can lead to an individual’s wellbeing 

‘’kuzvitsvagira zvinoporesa” which literally means searching for remedies that maintain 

physical, mentally and spiritual wellbeing. These services can be obtained either from herbalists, 

traditional healers, ancestral guidance and other ointments, and, lastly, clinics and hospitals. 

6.4.2 Healthcare programmes identified by migrants  

Thirty seven (82%) of the participants identified at least two or more of the available healthcare 

services and programmes in Kayamandi, and their home country such as free testing for 

HIV/AIDS and TB, child immunization, sexual reproduction health programmes and home based 

Figure 9: Reasons for migration 
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care services for the terminally ill patients. Twenty (44%) of the participants managed to clearly 

identify and name healthcare programmes that they used to participate in their home country. 

They could not do so here in South Africa because the activities, posters and announcements are 

done in Xhosa and Afrikaans. Therefore, the major concern they raised was language barrier. 

Minority 6 (13%) of the participants admitted that they did not know anything about the 

existence of healthcare programmes offered in South Africa as well as in Zimbabwe. The results 

are clearly shown in Figure 10 and Table 5 

 
Figure 6.5: Healthcare programmes recognised by migrants 

 

Table 5: Healthcare programmes recognized by migrants 

Knowledge of healthcare programmes  Count  Male  Female  

Named 2+ healthcare programmes in both Zim/ SA 20 10 10 

Named healthcare programmes in Zim only 16 6 10 

Could not name healthcare programmes in both Zim/ SA 6 4 2 

Doesn’t know anything  3 2 1 

 

Legacy, a non–governmental organization, was identified by a number of participants as a 

private institution that caters for the terminally ill patients. Participants were also in agreement 

that there are healthcare programmes in Kayamandi as announcements are made concerning new 

and old programmes. Regularly individuals wearing blue uniforms are seen visiting the 

terminally ill teaching them about healthcare issues. 

6.4.3 Membership to a medical aid scheme 

Figure 10: Healthcare programmes recognized by migrants 
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Of the 45 participants, only 22 used to be on medical aid in Zimbabwe. Their reasons for having 

medical aid varied, as 4 stated that they had them because they were still under 18 they basically 

qualified to be under their parents’ medical insurance. The remaining 18 stated that they were 

part of a medical aid scheme because of their employment contracts. 23 stated that they could not 

afford the monthly contributions. However, a few (n=2) argued that they did not get sick hence 

to them having a medical aid was a waste of money. 

 

In South Africa, only four of the respondents were members of a medical aid scheme. Two 

previously had medical aid in Zimbabwe. They pointed out that medical aid is a legal 

requirement in South Africa in order to have a study permit. Two migrants who used to have 

medical aids in Zimbabwe further explained that with children one needs to be always prepared 

for emergencies.  

 

6.4.4 Strengths of healthcare programmes and services in Kayamandi 

The interviewees were also able to identify the strengths and barriers to existing health 

programmes, facilities and services. The most appreciated strength by the migrants was the 

availability of free medication and healthcare services. Getting these free services in all the 

South African government clinics and hospitals was highly appreciated by migrants. The fact 

that there is no free medication in Zimbabwe made them to appreciate the South African 

government for affording them such ‘luxury.’ 

 

They also considered the availability of free HIV testing whenever they visited the clinic as 

strength of the healthcare system. Their general assumption is that South Africa is financially 

stable because it could afford to provide free medication to everyone including free services such 

as injections, family planning pills, and, nutritional food for babies. According to one participant 

“a mere visit to the clinic triggers the nursing staff to perform free tests on patients.” 

Furthermore, the fact that the ordinary clinics are equipped with proper testing machinery, for 

example, Blood Pressure testing machines made the migrants believe that South African medical 

health providers have superior equipment making their healthcare programmes and systems 

better than the ones they have in Zimbabwe. 

6.4.5 Barriers to healthcare 
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The major issues that came out as barriers to assess healthcare were as follows: language barrier, 

the legality/illegality of migrants, proof of residence, and overcrowding as well as ill-treatment 

by nurses. 

 

The migrants pointed out that there is a major problem with regards to language. When they visit 

the local clinic, nurses mostly do not want to be addressed in English. According to the 

respondents, nurses become very aggressive and rude when dealing with a foreigner. 

Unsurprisingly, this has generated an assumption that one’s foreign identity makes it difficult for 

them to get proper diagnosis with the result that one might be given wrong medication because 

of this prejudice. Those who have given birth here claim that South African nurses reprimand 

them for coming to give birth for free in their country. Respondents also suggested that staff at 

Kayamandi Clinic profile English speaking patients as foreigners and, therefore, harass them. 

Some respondents have resorted to buying over-the-counter medication in pharmacies and 

supermarkets to avoid such situations. They argued that a nurse should be a compassionate 

person who should not be affected by a patient’s nationality but the healthiness of the patient. 

 

Illegal immigrants stated that, “the fact that we don’t have proper papers makes it difficult for 

some of us to visit the clinic.” They are afraid to be near any state facility as they are afraid of 

being returned home upon being discovered. They consider visiting pharmacies, Somalis’ 

spazas’ and any other retail outlet that offers over-the-counter medication to be their only chance 

of seeking healthcare in the country. However, when they became seriously ill or the disease 

becomes persistent they then consider visiting private doctors who are not strict on personal 

information. 

 

Sub-letting of accommodation among migrants is also barrier to accessing healthcare. Proof of 

accommodation is required at most healthcare providers hence migrants whose names are on the 

lease agreements have better access to healthcare than their tenants. In addition to this, national 

registration particulars are a prerequisite and without these accessing medication can be difficult. 

Many migrants have been forced to rely on over-the-counter medication mainly from the spazas 

and if they have money they make a visit to a private doctor. 

 

Overcrowding at Kayamandi Clinic makes it difficult for migrants to access healthcare. They 

pointed out that the main reason they migrated to South Africa was work hence they cannot 

afford to “waste” a day waiting on the patients queue in a clinic instead of making money. The 

participants also pointed out that sometimes the nurses make the patients return home without 
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serving them. They are allegedly slow in serving patients which makes it difficult for migrants to 

seek treatment there. Therefore, many migrants visit other clinics that operate “efficiently” such 

as Idas Valley and Victoria clinics. 

 

One controversial issue to out of the two focus group discussions was legal status. Even though 

the participants could not agree whether or not the issue of legal status was a barrier for 

accessing healthcare, they nonetheless agreed that it was a major issue as many people prefer not 

to risk deportation by going to a government hospital. Others argued that it was not an issue as 

clinics and hospital staff is not really concerned about one’s legal status but healthcare only.  

 

6.4.6 Healthcare seeking behaviour of migrants  

The migrant’s reasons for seeking healthcare in Zimbabwe and South Africa were the same. 

Respondents mentioned that they usually visited healthcare facilities when they are not 

physically fit, collect family planning tablets(for women), taking  children for immunization, 

visiting the sick in hospitals or taking members of their families to a healthcare facility when 

there is need. The behaviour of a sick migrant is simply a re-enactment of their previous 

experiences in Zimbabwe where patients first visit a local clinic for medical attention from where 

they are either referred to a pharmacy or a hospital. The shortage of drugs at clinics and hospitals 

often force patients to visit the pharmacy directly rather than waste money by going to the clinic 

where they could never find medication 

 

When they cross the border into South Africa, Zimbabwean migrants’ healthcare choices are 

often shaped by these prior experiences hence they only seek healthcare in hospitals after being 

referred from their community clinics or by private doctors. Some argued that as mothers who 

spent more time with the kids, they are bound to know and understand when their children or any 

other family member is ill. Even though 18 women claimed that at the household level they are 

the ones who make healthcare decisions, 16 men also claimed that they make such decisions as 

bread winners and also culturally as heads of the households. A few (11) stated that they usually 

consult each other before making the decision, and, sometimes, the person who will be available 

makes the decision for the type of healthcare to utilise for the family’s safety. 

 

Figure 11 illustrates Zimbabwean migrants living in Kayamandi healthcare-seeking behaviour 
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Figure 11: Mapping healthcare-seeking behavior 

 

Due to the spatial distribution of the healthcare centres, the interviewees pointed out that they 

preferred seeking healthcare outside Kayamandi. Eikestad Mall, which houses a number of 

pharmacies and private doctors, was the most frequented place. Migrants pointed out that they 

prefer buying over-the-counter medicine as it is cheaper and saves time. Victoria Street Clinic 

was second in ranking because it offers quick service to patients. Furthermore, Victoria Street 

nurses were mostly described as very professional and receptive. The Idas Valley Clinic was also 

highly recommended as it was described as a more orderly clinic than Kayamandi. Interviewees 
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argued that no patients return home without being treated. Stellenbosch Hospital had fewer 

visitors, as the interviewees explained, because in order to receive medical attention, one needs a 

referral letter. Most participants stated that they have never been sick to the extent of being 

referred to a major hospital. 

 

6.4.7 What did the community do when someone was sick? 

The participants mentioned that in Zimbabwe different stakeholders (neighbours, church 

organizations, family and friends) take turns to take care of the patient, and/or help the 

immediate family members look after the sick. Church members offer spiritual support through 

prayers (spiritual support), monetary support and food. Neighbours were also mentioned as 

important stakeholders who played a critical role as they offer moral support, help with 

household chores, and provide money and food. On the other hand, in Kayamandi, the migrants 

expressed great concern on the way their South African neighbours treat them. 

 

6.5 Conclusion  

The participants argued that the nursing staffs at Kayamandi Clinic needed empathy when 

dealing with patients as some return home without being attended to. Patients with different 

kinds of illness are put in the same queue. They should consider separating the queues as this 

might reduce overcrowding at the clinic. Nurses should also learn to communicate in English as 

not all of their patients speak Xhosa or Afrikaans. Above all, the participants were thankful to 

the South African healthcare systems for providing them with such good services.  
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SEVEN: DISCUSSION AND CONCLUSION 

7.1 Critique of the PAR model 

The PAR model is a progression of circumstances that limit the ability of a population to cope 

with hazards, shocks and stresses (Wisner et al. 2004). It presents the vulnerability of a group of 

people through root causes, dynamic pressure and unsafe conditions. These ultimately expose 

populations to natural hazards (Anand et al. 2010). Turner et al. (2003) also highlights that the 

PAR model is principally used to describe social groups that experience disaster events, and is 

applicable for distinguishing between different groups of people (ethnicity, class, gender, age 

etc.). Therefore, the model illustrates the progression of vulnerability of Zimbabwean migrants 

living in Kayamandi. Anand et al. (2010) argued that the PAR model shows a development of 

conditions that contribute to a community’s vulnerability in reference to Rajashan drought. Gohl 

(2008) states the importance of the model by suggesting that it is an important tool which can be 

used by communities to analyse the causes of their vulnerability. Table 6 depicts the 

vulnerability of Zimbabwean migrants. 

Table 6: PAR model illustrating the vulnerability of Zimbabwean migrants 

Root causes    

  

Dynamic pressures Unsafe conditions: 

inaccessibility 

Sending country : Push factors  

1. Economy  

• High inflation  

• Affected livelihoods 

2. Healthcare barriers 

• High opportunity cost 

of medical aids 

• No free healthcare 

services 

• Inadequate equipment 

in public hospitals 

1 boarder jumpers/ staying 

beyond stated duration / 

waiting for visa 

2 subletting from a sub letter 

in RDP houses 

3. Reasons for staying in 

RDP houses and informal 

settlements 

4. Concealing of 

Zimbabwean identity 

1. Unsafe conditions: 

inaccessibility  

2. No proof of residence  

3. Language barrier 

4. Illegal status 

Lack of social support 

 

 

However, Huxford et al. (2008) state that the PAR model is a useful conceptual model to 

represent the factors that lead to a disaster. However, his team had difficulties on selecting just 

three steps for the progression of vulnerability like the PAR suggests. Therefore, they resorted to 
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implement a “problem tree” to represent the Pressure and Release idea of root causes, dynamic 

pressures and unsafe conditions. Huxford et al. (2008) clearly outline a loophole on the 

framework. Therefore, this shows that in some instances the framework cannot be implemented 

on its own. For instance, Gohl (2008) states that the strategies and behavioural pattern of the 

flood victims of Mozambique were not mentioned in the framework and it failed to grasp the 

multi-linearity and complexity of different phases of the disaster. Furthermore, Turner et al. 

(2003) also criticize the PAR model by arguing that it does not include biophysical aspects 

(interaction of human and environment) of vulnerability. It does not go into detail on how the 

sequence of causes is structured with regards to the scale at which they interact and it understates 

feedback outside the system.  

 

Furthermore, Asgary & Halim (2011) argue that the PAR model fails to provide a sequential 

outlook on the processes and mechanisms of vulnerability. The PAR model also requires 

categorical data on types of hazards and types of causes but it limits the predictive or quantifiable 

relationships analysis (Asgary & Halim 2011).  

 

With all the critiques, the PAR model can still be applied in developmental settings. In the 

2000/2001 Mozambican floods, the reversed PAR model served as an analytical tool to discuss 

the role of local governance in the management of disaster risk in Mozambique (Gohl 2008)). In 

this scenario, as an analytical tool it can be used to prevent healthcare disasters and epidemics in 

South African communities. Furthermore, it can contribute to the reduction of vulnerability to 

the migrants living in Kayamandi. The model presents a way to find out about levels of risk 

results from both hazards and vulnerabilities. 

 

7.2 The applicability of the PAR model 

The Wisner/Blaikie approach to vulnerability (known as the Pressure and Release model or 

PAR) is founded on the two conflicting forces, vulnerability against natural hazards (Wisner et 

al. 2004). Risk (disaster), vulnerability and hazards form a relationship which can be represented 

as R = H * V (Wisner et al. 2004). This is the pressure component of the model. The release 

component is the reduction of risk where pressure is released by reducing vulnerability (Wisner 

et al 1994). The model suggests that disasters can be made up of a string of connections between 

the impacts that hazards have on people and the social mechanisms that cause vulnerability 

(Wisner et al. 1994). Three links are incorporated starting with Root causes to Dynamic 

pressures to unsafe conditions. 
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The root causes denote how power is distributed and executed (e.g. political and economic 

ideologies, limited access to power, structures and resources) in society (Wisner et al. 2004). 

Wisner et al. (2004) uses the example of how poverty-stricken people and people in 

environmentally marginal regions are often neglected by elites resulting in less access to 

resources and little government intervention with regards to disaster mitigation. The migrants’ 

main reason for migration was the economic instability of Zimbabwe. The country’s inflation 

rate reached record-setting levels. Public services, including health and education disintegrated. 

Massive shortages of basic commodities piled on top of political turmoil and violence forced 

people to migrate to countries with stable economies like South Africa (Jones 2008). 

 

According to the migrants, life in Zimbabwe became unbearable as they could not afford basic 

primary healthcare services while medical aid companies folded up. Migrating to South Africa 

was one option they exploited to access education and medical services for free unlike in 

Zimbabwe. 

 

Dynamic pressures bridge the root causes to unsafe conditions (Wisner et al 2004). These 

pressures include epidemics disease, current wars, rapid urbanization, violent conflicts, foreign 

debt, certain structural adjustment programs, promoting export that leads to food insecurity, 

mining that leads to environmental damage. Some of the participants pointed out that they risked 

their lives coming to South Africa by crossing through undesignated points. Some stated that 

they came legally but overstayed, and are also no longer considered as legal in the country. 

Furthermore, others argued that they are still waiting for their permits and this affect their 

healthcare seeking behaviour 

 

Those respondents who overstayed and the border jumpers’ popular options were either to rent in 

RDP houses or in Kayamandi informal settlement where home-owners are not strict on 

identification documents. Furthermore, they stated that some opt for sub-letting (sharing 

accommodation) with legal migrants while others try to blend in with the South Africans by 

building or renting a shack as it does not require much income.  

 

Unsafe conditions consider the vulnerability of people in relation to a hazard in time and space 

(Wisner et al. 2004). These include living in dangerous areas or buildings with poor structural 

integrity, taking part in dangerous livelihoods, the initial well-being of people, low food 

entitlements or disruption of food attainment, access to resources, lack of institutions and disaster 
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preparedness and disease predominance (Wisner et al. 2004). Lack of proof of residence because 

of subletting makes migrants’ accessibility to healthcare services impossible. The migrants 

pointed out that whenever they visit healthcare facilities, they are asked to show an identity 

document and to provide proof of residence before accessing public healthcare facilities. 

However, since illegal migrants always live in fear of being or deported, it is difficult for them to 

access healthcare. 

 

The situation can be exacerbated/ worsened by the unpleasant experiences encountered by 

migrants when accessing healthcare, for example, language barriers. From the interviews and 

focus group discussions, migrants pointed out that they end up not visiting the clinics because 

most of the time they do not understand the Kayamandi nursing staff. They pointed out that the 

nurses at Kayamandi clinic rarely listens to an English speaker as they prefer Xhosa to English  

 

The blending by migrants who stay in informal settlement not only endangers but also affects 

their access to healthcare. The respondents pointed out that some Zimbabweans who reside in 

informal settlements do not want their fellow country man to know for fear of stigmatization. 

They also try to blend in with the South African society due to fear of being identified as a 

foreigner. Their secret way of living endangers them for they do not receive moral or any kind of 

support if they are not feeling well, they have limited social life with other Zimbabweans as well 

as with South Africans for fear of being stigmatised. 

 

The failure of migrants to seek healthcare can have a bad impact on their health. In cheap 

informal settlements where some migrants reside, the possibilities of disease and epidemic 

outbreaks are high. Disease outbreaks in informal settlements are difficult to control as some 

individuals hide diseases for fear of being identified as an illegal migrant.  

 

7.3 Discussion of findings  

The migrants based their reasons for migration on the socio-economic instability that was 

experienced in Zimbabwe from the late 1990s. By 2008, the situation had worsened that 

everyone was looking outside for better opportunities. According to Shaw (2010) someone who 

leaves their country of origin because they want to seek a better life is an “economic migrant”. 

Zimbabwean migrants in Kayamandi made a conscious choice to leave their own country with a 

hope to return after the socio-economic turmoil had passed. Most of these people know that if 

things do not work out as they had hoped or if they get homesick, it is safe for them to return 
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home as there are no possibilities of being persecuted. Landau and Segatti (2009) support the 

respondents’ view as they note that the primary reason for migration to and within South Africa 

is due to difference in economic opportunities within the country and the region. Todaro (1997) 

argues that the rationale for migration is complex. He states that migration is a selective 

procedure affecting various individuals with certain economic, social, educational and 

demographic characteristics. In this case, the economic meltdown and the lack of job 

opportunities forced Zimbabweans to come to South Africa to look for employment. Makumbe 

(2009) further states that Zimbabwean migrants left their country ranged from professional to 

economic opportunities. 

 

The South African Bill of Rights clearly stipulates that there should be provision of free 

medication for everyone regardless of nationality or legal status. However, when patients are 

asked to show identity documents, and proof of residence, this becomes a major barrier for 

migrants to access healthcare services. According to Crush (2011), the public service industry 

employees have no right to withheld services from migrants but they influence the way these 

services are delivered. As such, sometimes when they ask for these documents from patients it 

will be their way of discriminating against foreigners.  

 

 As has already been noted in the previous sections, language is a major barrier to accessing 

healthcare as nurses at local clinic nurses in Kayamandi discriminate against English speaking 

patients. It is, however, intriguing as has been shown by Schlemmer and Mash (2006) that most 

healthcare workers can only speak on or two of the 11 official languages in the country. 

Language barriers are associated with reduced patient satisfactory, fewer return visits and poor 

adherence with medication hence this is a national problem, not faced by migrants alone but by 

other South African citizens as well. Crush (2011) argues that most South African healthcare 

staff speaks a modicum of English as migrants from Zimbabwe and other countries. However, 

rather than converse in English, they often speak in vernacular South African languages. 

Therefore, this means that those who do not understand them are disenfranchised. 

 

 Furthermore, the respondents pointed out that in their home country when there was a sick 

patient in the community, members of that community would provide moral support, food, and 

prayers. In Kayamandi, the respondents pointed out that the local community does not give that 

kind of neighbourly love especially to foreigners. In fact, a survey that was conducted by Crush 

(2011) on medical xenophobia in the country revealed that 95% of his respondents strongly 

believed that local healthcare services should be available to South African citizens only. Even 
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though Crush’s argument supports the Zimbabwean migrants’ view of the South African society, 

there is need to point out that the lack of response from South African citizens might, partly, be 

due to cultural differences between the communities in the way they treat their sick relatives  

 

The respondents pointed out the unfair treatment they experience in South African healthcare 

facilities mainly because of the fact that they are foreigners. One respondent elaborated that he 

prefers buying over-the-counter medication rather than visiting a hospital because the nurses 

usually give him the wrong medication because of his nationality. According to Crush and 

Tawodzerwa (2011) they might be medical xenophobia in South Africa but some cases like the 

one mentioned above are a result of loopholes in healthcare services offered in South African 

public institutions. Migrants also expressed their wish need to have South African medical aid 

insurance as they felt that the South African public healthcare systems discriminate against them 

because they did not have medical insurance. 

 

7.4 Conclusion  

The Zimbabwean migrants living in Kayamandi mainly expressed their reservations over the 

way the nursing staff at Kayamandi treats patients. The change in the way they handle patients 

will go a long way in the prevention of epidemics as it may change the latter’s view of public 

healthcare services. However, the migrants need to understand that the country’s provision of 

free healthcare services is for their own benefit not a mechanism of entrapping them for 

deportation. There is need to conduct a study of a similar nature in another community to 

compare the studies and determine the risks of migrants perceptions on a receiving country. 
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 Addendum A: Qualitative questionnaire  

DEPARTMENT OF GEOGRAPHY AND 

ENVIRONMENTAL STUDIES (STELLENBOSCH 

UNIVERSITY) 

Investigating Perceptions of the Quality of Healthcare: A case study of 

Zimbabwean migrants living in (Kayamandi Stellenbosch).  

Time of Interview 

Started______________________________             Participant Number _________________ 

 

Completed _________________________            Date ________________________________ 

 

Comments _________________________           Location______________________________  

 

 

CONSENT 

My name is Primrose Chirowodza. I am trying to research for the purpose of my honours 

research project on how Zimbabwean migrants perceive the South African healthcare. I will be 

asking a few structured questions about your family and background. Then we will go on to have 

a discussion in which you will explain to me your views about the South Africa’s health system. 

Would you like to participate? 

NO: Thank you for your time 

YES: Thank you for agreeing. May l use a Dictaphone in order to record this interview? This 

will make the information l will gather accurate. 

 

SECTION A: BACKGROUND INFORMATION 

Sex  Male  

 

Female  

 

Marital status  Single  Widowed  

 

Single parent  

 

Married  

How old are you  

Number of years you have been married   

Number of children   

Where did you stay in Zimbabwe  

Highest level of education   

Occupation (in South Africa)  

Where do you stay in Stellenbosch  Informal  Formal  

 

SECTION B:  PERIOD OF RESIDENCE AND HOUSEHOLD MOBILITY   

1.  Why did you move to South Africa? 

 

2.  Were you and your family on medical aid in Zimbabwe? (reason) 

 

3.  Are you and your family on South Africa medical aid?( reason affordability / status ) 
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4. Did you come directly to Kayamandi or you have stayed elsewhere in South Africa? 

 

Places stayed in S. A Duration  Reason for moving  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

 

  

 

SECTION C: HEALTH SERVICES AND PROGRAMMES RECOGNISED BY 

MIGRANTS  

I. In Zimbabwe  

Levels  Programmes & Services 

(immunization, home based 

care) 

Facilities( pharmacies, 

clinics, hospitals)  

Government funded   

 

 

 

Private   

 

 

Community   

 

 

NGOs  

 

 

 

Others  

  

 

SECTION D: SEEKING TREATMENT   

a. In Zimbabwe  

1. When you were in Zimbabwe when would one seek healthcare? 

 

2. Were did you frequently seek healthcare in Zimbabwe? (Pharmacies, clinics & hospitals)  

 

3. What did the community in Zimbabwe do when someone was sick? (Church organizations 

and community) 

 

4. In Zimbabwe did you had any known health condition that needed constant monitoring?  

 

5. Who made the decision at household level to seek healthcare in Zimbabwe and why? 

 

b. In South Africa  
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1. When do you seek healthcare? (When there is a persistent problem or when one suffers from 

chronic illness). 

 

2. Where do you frequently seek healthcare? (Pharmacies, clinics &hospitals). 

 

 

3. What does the community do when there is someone who is sick? ( church organizations & 

community) 

 

4. Who makes the decision at household level to seek healthcare? 

 

 

c. Do you still have the same health condition that you had in Zimbabwe? If there is change what 

has changed.  

SECTION E: PERCEPTIONS OF AND BARRIERS TO HEALTHCARE  

1. Please tell me experiences you have in a South African healthcare facility? 

Negative perceptions  Positive perceptions  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2. Are South African healthcare programmes, facilities and services better than the ones offered 

in Zimbabwe? Explain. 

 

3. List all the services, programmes, facilities that improve access to healthcare. 

Barriers to healthcare 

 

Strengths of healthcare  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you very much for your participation. These are all the questions l had to ask .Is there 

anything you think l may have neglected or overlooked that you feel is relevant to our 

discussion? 
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Addendum B: Focus group questionnaire 

 An investigation of the perceptions of access to healthcare: A case study of Zimbabwean 

migrants. 

Introduction of the session and need of the session 

 

Focus group questions  

1. Question: What is a migrant? 

Materials: Flip chart and markers 

Aim: Get a working definition of a migrant for group discussion  

Consider (Legal status and reason for migration) 

Group activity: Creating a working definition of migrants with regards to their experiences. 

*Time allocation 20minutes  

 

2. Question: What are the major health concerns in Kayamandi? 

Materials: Flip charts and makers 

Aim: Risk identification and prioritisation. 

Activity: Participants list all the health concerns. There will be grouped according to 

prioritisation of participants. 

*Times allocation 20 minutes  

 

3. Question: What were the major health concerns in areas you come from in Zimbabwe?  

Materials: Flip charts and makers 

Aim: Risk identification and prioritization.  

Activity: Participants list all the health concerns. There will be grouped according to priotazation 

of participants. 

 

*Times allocation 20 minutes  

4. Question: What is healthcare? 

Materials: Flip charts and markers  

Aim: To get a working definition of health care  

Consider (Traditional healers and faith healers) 

*Time allocation 10minutes  

 

5. Question: What is access to healthcare? 

Aim: To get participants understanding of access to healthcare 
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Materials: Makers manila charts, scissors and flip charts. Individual cards  

Activity 1. 

a) Each person writes down their thoughts about the access to healthcare in kayamandi. 

b) They stick their individual manila cards on the flip chart and compare their perceptions   

as a group.  

*Time allocation 20 minutes  

 

6. Question: What are the healthcare services being offered in the community? 

Aim: To get migrants knowledge of health programmes in Kayamandi 

Materials: Flip charts, manila, scissors and makers    

Activity 2. 

a) Individuals list healthcare programmes that are in the settlement. 

b) A facilitated group discussion will then follow discussing the programmes offered. 

Consider (home based care, immunisation) 

*Time allocated 20 minutes 

 

7. Question: What are the barriers to assessing healthcare? 

Aim: To get migrants opinion of the South African healthcare 

Materials: Flip charts and makers  

Consider (Personal level, services and facilities level) 

 

8. Question: What were the barriers to accessing healthcare in Zimbabwe? 

Materials: Flip charts and markers  

*Time allocation 10 min 

 

9. Question: What recommendations would you give to the department of health, to improve 

their facilities, programmes and services?   

Materials: Flip charts and makers  

Aim: To get an overall opinion of the group (group discussion) 

*Time allocation 20min 
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Addendum C: Peer review template  

GEOGRAPHY AND ENVIRONMENTAL STUDIES 778 

MODULES 742 & 743: HUMAN/ENVIRONMENTAL GEOGRAPHICAL RESEARCH 

APPLICATION  

PEER REVIEW FORM 

 

Author of report Primrose Chirowodza 

Title of report An investigation of the patterns of health and illness in migrants living in 

Kayamandi: A case study of Zimbabwean migrants 

Peer reviewer Henro Visagie 

INTRODUCTION Write useful comments below – not simply ‘yes’ and ‘no’! 

Title clarity and conciseness Good title. Maybe a bit too long. 

Clarity about the geographical 

nature of the study 

Very clear. Could make out exactly where the study takes place. 

Maybe a map of South Africa and Zimbabwe could be included 

Problem clearly and 

unambiguously stated 

Stated correctly. Review builds it up. 

Rationale, aim and objectives 

clearly stated 

Well formulated and discussed 

Aims/objectives appropriately 

derived from literature 

Yes aims did link up with review 

Geographical concepts and 

important terms well defined 

Understood everything. Was impressed with some of the words used 

Effective incorporation of 

literature review essay into report 

Gave a very broad background 

METHODOLOGY Write useful comments below 

Research design diagram included 

and efficient 

Should be inserted into the report and talked about. But diagram is 

sufficient 

Data needs specified Yes, liked the limitations included 

Data gathering methods 

appropriate and described 

Very well set out. Agreed with the methods used 

Appropriate and accurate data 

obtained 

Yes. Had primary and secondary data 

Data analyses appropriate and 

accurate 

Yes, clear and concise 

DISCUSSION AND INTERPRETATION OF RESULTS  Write useful comments below 

Results described and presented 

appropriately 

Yes, a bit to short but thought that it was the best part of report 

Results and findings interpreted 

appropriately 

Results were discussed in full. Had no problem following and 

understanding it 
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Findings related to theory and 

previous research 

Good connection 

All aims and objectives clearly 

addressed 

Yes 

CONCLUSION Write useful comments below 

Conclusions clearly stated Yes 

Conclusions based on 

evidence/results 

Maybe say more in your conclusion 

Limitations/weaknesses of study 

discussed 

Very well discussed 

Implications/significance of 

findings for field made clear 

Yes 

Suggestions for further research 

cited 

No, maybe mention to study Zimbabwean migrants of another 

community and compare 

Stated purpose of research 

achieved 

I think so yes 

TECHNICAL MATTERS Write useful comments below 

Length of report (6000 words) as 

prescribed 

Maybe too long. Just check your word count and indicate the 

amount of words 

Preliminaries included as 

prescribed 

Yes, accordingly 

Title page format as prescribed 

 

Yes 

Contents lists’ formats and details 

as prescribed 

Yes, Could use the headings that word provides 

Report contents headings 

personalised 

Yes very clear 

Adequate number of sources cited Sufficient amount 

Sufficiently reliable sources cited 

 

Yes 

Adequate acknowledgement of 

sources 

Yes 

Correct and consistent in-text 

referencing style (Harvard system) 

as prescribed 

It is according to guidelines 

Reference list format correct as 

prescribed 

Yes 

Tables: Correct format and 

placement as prescribed 

Yes but maybe you should make them bold. 

Tables: Effective citing and use in 

text 

Yes 

Maps/diagrams: Of postgraduate 

quality as prescribed 

Yes 

Maps/diagrams: Correct format 

and placement as prescribed 

Yes 

Maps/diagrams: Effective citing 

and use in text 

Yes 
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Appendices: Appropriate material 

selection 

Correctly done. Refer to appendix in your methodology when 

talking about it 

WRITTEN EXPRESSION Write useful comments below 

Clearly and correctly written text 

 

Very well written and good language use 

Report structure as prescribed 

 

Yes 

Typography, grammar, spelling, 

sentence structure, punctuation 

correct 

Some spelling mistakes 

OTHER COMMENTS Write useful comments, suggestions, etc below 

  

Just read through it again to 

correct the small mistakes such as 

spelling, deleting of extra letters 

and inserting space. 

Figure 4.2 maybe too small 

One figure was repeated 

Last few pages of report were the 

best for me. 

 

 

 

Signed 

Date 

 

 

 

05/11/2012                   Henro Visagie 
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