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women who participated in my study tried to clean up their neighborhoods, most locals,
surprisingly, rather did the opposite. While people complained about poor services they, unlike
my participants, did not try to them “take sanitary governance into their own hands” (ibid: 11),
but rather threw waste outside. This may be because many of the people living in shacks in
Khayelitsha come from rural areas, especially the Eastern Cape. Interestingly Cox (2007:153)
stressed that “the traditions of writing on urban sanitation, squalor and decay have no counterpart
in rural studies”. In this regard Holloway et al. (2007) argue that urban spaces are supposed as
clean and rubbish, excreta and waste are understood as “matter out of place” (Douglas 1966).
Contrastingly in rural areas dirt, manure and the presence of flies, for instance are seen as part of

rural livelihoods.

Thozama, an unemployed mother and informal health care worker who looks after the
HIV/AIDS patients and TB patients to make sure that they take their medication daily, stressed

the importance of sanitation and clean water in her photograph.

Photo 4: Photo by Thozama

55



There is a close connection between poor housing and the prevalence of sickness (Krieger and

Higgins 2002) as made apparent by the above photograph (Figure 4) taken by Thozama. She

explained that:
“PHC means good living conditions, which the people in Khayelitsha are not receiving at
the moment. We live in jam-packed shacks whereby four to five people live in one shack.
As the picture shows, there is no suitable sanitation and running water for people living
there. The people who are living there are also making matters worse by throwing
rubbish and dirty water nearby to their place of stay and children, on the other site, are
seeing that as a playing ground for them to pick up rubbish and play in that dirty water
not knowing that is the cause of their illnesses as the parents are also waiting on
government to change the situation for how long one does not know. The running water
in the donga smells even though the children are playing in it. It is harmful to their lives
as they are young and uninformed about what is good or bad for them. If they are out of
their parents’ sight that is where now they go and play there not because the parents do
not care but because they are busy with household issue so they cannot be able to watch
over the children when they are playing outside. Health is affected by many decisions
that have nothing to do with health care: poverty affects people’s health, pollution,
contaminated water, poor sanitation and policies which are implemented but not working
for their purpose (Walt et al. 2009).”

For Thozama, like other participants, shacks represent poor planning and governance, which in

turn, affects disease. According to Krieger and Higgins (2002):

“Beyond the condition of the housing unit itself, the site of the home may be a
determinant of health. Neighbourhood-level effects on health have been documented;
these include elevated rates of intentional injury, poor birth outcomes, cardiovascular
disease, HIV, gonorrhoea, tuberculosis, depression, physical inactivity, and all-cause
mortality in neighbourhoods of low socioeconomic status, independent of individual level
risk factors (2002:759).”
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In the next photograph, Thulisa takes up the narrative of unhealthy or ‘dirty’ neighbourhoods and
the particular vulnerability of children. The possibility for contamination seems to be
everywhere, even though it is not always possible to know what the exact prevalence of illness
is, nevertheless the link between ‘dirtiness’ and disease transmission was strongly emphasized by
all participants. This is very similar to the findings of Abney (2011) in relation to a study done in

Khayelitsha on tuberculosis and ideas about its transmission.

Photo 5: Thulisa

According to Thulisa:
“l took this photograph to show what women are doing in the community to clean the
surrounding areas that are close to where they are staying as dirty place can cause
illnesses. PHC means good sanitation and proper disposal of dirt in the dust bins away
from children’s reach. But since I have been staying in Khayelitsha, the conditions have
gone from better to worse and now mothers fear for their lives and that of their children.
Women need to be healthy in order to keep on being productive and caring for the sick in
their communities but how are they going to stay healthy if the conditions are not
conducive for them? They are staying next to a stream, people nearby just use it as a
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dumping area, and the children are often the ones who suffer in most cases because they
always go to the stream to play with the dirty things there. So if the rubbish is removed

and packed into plastic bags it will reduce the child diarrhea and other illnesses.”

Omimbo (2003) argues that lack of clean water, sanitation, food, and low literacy all impact on
health. PHC seeks to strengthen health care systems to facilitate efficient delivery of health care
in a sustainable manner, but also seeks to harness participation of the community in caring for its
own health, i.e. the ‘self-reliance’ referred to in the quote at the start of this chapter. Yet this
‘self-reliance’ is deeply gendered. While the third Millennium Development Goal (MDG) is to
promote gender equality and empower women (Connell 2012), such ‘empowerment’ meant that
they did a great deal of the unpaid work of ‘cleaning up’ after their communities. This includes

doing the washing and carrying of clean water to their homes.
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Photo 4 & 5: Noluthando

“Clean water means life, because without water life can stop as water is used for most of
the households’ necessities and a person can never live without water. We use the water
for cooking, bathing, watering of the gardens and washing the clothes. The tap is situated
in the middle of the shacks and still some of the community members have to walk for
more than ten minutes to come and get water for their houses. Some women even prefer
to do their washing there as the water will be too heavy for them to carry it back to where
they are staying if they need to wash. In addition they just come with the washing powder
and basins there to do their washing and just throw out the dirty water after washing;
there not far from the tap and it will flow to the drainage in the road. Clean water is not a
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problem and we have never experienced any sicknesses from the tap water in the
community. The water is kept in big buckets and stored in the house, once it is all used
up, and then the women or children will go and get the water again. The water in the
bucket normally takes up to three days before it gets finished. PHC means being able to
get access to adequate water supply for drinking, cooking and watering the garden which
means without the accessibility of clean water in this community our survival would be at
risk of even contraction some illnesses due to shortage of water or usage of dirty water
for the household (Noluthando).”

From the photographs and from interviews and observations of my participants it seemed that the
home, the inside — even of a shack- is kept meticulously clean and neat. At home, healthiness can
be promoted by cleanliness, good food, providing for the needs of one’s family. The outside, the
public space, was where the possibility of contagion lay. For these women, it was a struggle to

keep the outside at bay and to return it to order and healthfulness.

Photo 6
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“This picture (Photo 6) shows the blue toilets which most of the people in Khayelitsha
are using. PHC refers to basic sanitation with the blue plastic toilet for cleanliness and
health purposes. The buckets in the toilet are changed every Monday. To maintain the
toilet they have to keep clean and the surrounding areas free from flies. The problem is
just that there is a time whereby the bucket gets full before the next change and now we
go to the neighbors to help ourselves. That is an inconvenience and unhygienic because
different families have to share one toilet. The toilet is provided by the city of Cape Town
and also the changing of the buckets is done by the city. There are those whose toilets are
placed in one place because there is no space to put the toilet, the shacks are squashed
together they are not lockable so young children still have access to play inside them if
unnoticed by adults (Phumeza).”

Sanitation is one of the MDG aims for 2015, but in this regard Jewitt (2011:609) argues in

relation to informal settlements that:
“Culturally sensitive nature of attitudes towards feces and sanitation often means that
attempts to ‘scale up’ community-based initiatives fail because they are uprooted from
the social and political geographies that enabled the original projects to function.”
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Photo 7, 8 and 9

“This picture (Figures 7, 8 and 9) shows the green and blue toilets which most of the
people in Khayelitsha are using. PHC refers to basic sanitation with the blue plastic toilet
for cleanliness and health purposes. The buckets in the toilet are changed every Monday.
To maintain the toilet they have to keep clean and the surrounding areas free from flies.
The problem is just that there is a time whereby the bucket gets full before the next
change and now we go to the neighbors to help ourselves. That is an inconvenience and
unhygienic because different families have to share one toilet. The toilet is provided by
the city of Cape Town and also the changing of the buckets is done by the city. There are
those whose toilets are placed in one place because there is no space to put the toilet, the
shacks are squashed together they are not lockable so young children still have access to

play inside them if unnoticed by adults (Phumeza).”
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Sanitation is one of the MDG aims for 2015, but in this regard Jewitt (2011:612) argues in

relation to informal settlements that:
“Culturally sensitive nature of attitudes towards shit and sanitation often means that
attempts to ‘scale up’ community-based initiatives fail because they are uprooted from
the social and political geographies that enabled the original projects to function. The
condition of the toilets is not good for any human being’s sight as it endangers one’s
health. The other problem is that when the toilets get full people just help themselves
anywhere inside and outside the toilet whereby feces is just laying around without anyone

caring how is affecting the health of their families.”

3. NUTRITION, FEEDING FAMILIES AND CHILDREN

Kholisa works voluntarily in a community garden. The vegetables are sold by a non-profit
organization that provides a meal a day for vulnerable children and the elderly. Like all the
women in my study, Kholisa provides almost all the unpaid health care within and outside her
home (Schellenberg 2001). Kholisa explained:

Photo 10 & 11
“PHC means healthy nutrition and that can be gained by planting of vegetables and eating
a balanced meal a day for the prevention of diseases and malnutrition for children. The
community needs to eat healthy so that they can be able to do their daily jobs while
staying healthy. Most women do not have a basic income, they rely on the child grant
money to feed their families, but through the small projects of gardens in the community
they can now save money for school fees and other necessities needed in the family while

daily they collect vegetables in the garden to cook.”

As Omimbo (2003) argues, PHC was initially intended to be comprehensive: to cover food supply
and proper nutrition in prevention and control of prevailing health problems, for example
maternal and child health, prevention and control of endemic diseases, treatment of common

diseases and essential drugs.
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Photo 10 and 11
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Photo 12
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Photo 13

Figure 12 & 13 shows the picture of mother Ayanda and her healthy child, who have also made a
home in Khayelitsha in one of the shacks next to the damping area. As the pictures reflect the
inside of her shack she maintains it properly inside to make it conducive for her family. The
cleanliness inside does not keep the flies away from entering into the house because of the dirty
environment that is surrounding the area. Which is a problem because no matter how much she
keeps her house clean, it does not help at all first of all she is staying in shack with no basic
services like water in the house flashing toilet is accessible to the family members only. She is
making use of the communal tap that is situated far from her house and uses buckets to store
water in the house for cooking, bathing and washing dishes which can be a problem if the water

gets finished in the middle of the night or the flies from outside enter inside the water. She will
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just have to throw away the water and get another bucket full of water. Keeping in mind that she
is alone at home with no one to assist her so she puts the baby on her back and goes to get water
and cook for the family. It puts a lot of strain on women like her as they will have to run up and
down to get water and meet all the needs of the household.

4. CONCLUSIONS

The women whose photos are in this chapter have taken measures to try and control their outside
environment and to keep it from penetrating to the inside. I tried to comprehend the women in
Khayelitsha in relation to their environment and looked at how reflexive photography can be
useful in understanding how meaning is formed when individuals from different social and
cultural groups interact with their environments through the use of photographs. The chapter
illustrates the importance of reflexive photography for qualitative research, whereby images can
inspire conversation and can also be essential as a research technique in the human and social
sciences. From the women’s responses one has learnt that bringing health care closer to the
people at community level and provision of the basic human needs can promote healthy living in
the poor communities. Preventive measure have to be taken into consideration like the small
gardens that the communities use to get at least one healthy nutritious meal a day in order to stay
healthy and curative measures can be recommended to motivate all the community members to
grow small gardens outside their households because not everyone can afford to buy fresh
vegetables.
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CHAPTER SIX
CHALLENGES ENCOUNTERED BY WOMEN CONCERNING PHC AND THE
DIFFERENT TASKS THEY DO

1. INTRODUCTION

One day at the PHC clinic in Khayelitsha on a Wednesday morning. It was a normal
clinic attendance day for the patients. As | observed formally walking through the clinic,
| observed something that caught my eye .The comprised of both man and women sat on
the wooden benches at the different locations. Women were either alone or
accompanying the elderly or the children. The men were mostly sitting at the TB clinic |
guess it was a day for TB consultations and check-ups. Only few women were joining the
men, mostly they were sitting by the family planning clinic some with their partners and
the section for immunisation of the children. There were mostly women and few men
escorting their family members. This was a day to contact the survey questionnaires on
perception of clients on PHC. The survey was done in one day by fifty participants who
were attending the clinic on that day (field notes).

In this chapter | will discuss the challenges that the women in Khayelitsha experience in their
day to day lives in the community. The chapter explores the different responsibilities that women
have and actions they take to overcome some of the challenges that they are experience in
relation to PHC.

Dennill et al. (1995) identified five principles on which a successful strategy on PHC should be
based to make services available to all. They are the following: Equity- all people should have
equal access to basic health care and social service; Accessibility- services must be extended to
reach all people in the country; Affordability- the level of health care offered should be at a
reasonable cost that the community and the country can afford and no person should be denied
health care because of their inability to pay. In South Africa, health care at the government PHC
centres is free; Availability - there must be sufficient and appropriate services to meet the

particular health needs of each community; Effectiveness - services provided must do what they
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were intended to do for the specific community and Efficiency- the results attained should be
proportionate to the input, in terms of effort expended, money, resources and time.

All the five principles are supposed to also address the needs of women. In this chapter | set out
the quantitative findings of the survey I did in the clinic.

2. FIGURE 1: AGE OF THE PARTICIPANTS IN PERCENTAGES

Age

10 - 17 1

Percent
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Age
According to Figure 1 the people who mostly make use of the PHC facilities ranges from 25 and
35 years of age. In the case of women, the highest percentage was attending the clinic on behalf
of their children and some had taken their parents to the clinic. A small number of women were
attending the family planning clinic. Ebrahim & Ranken (1993) argue that, central to the concept
of PHC is that, individuals, families and communities take the major responsibility for their own

health but it seems women are the people who actually do so.
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3. FIGURE 2: THE GENDER OF PARTICIPANTS IN PERCENTAGE

H Males

H Females

Figure 2 indicates that 71% of the females utilise the clinic on a specific day more than the 29%
of males. Mostly women attend the clinic on behalf of their children and family members. Just
the small number came for family planning and to collect the chronic medication. The less
percentage of the males was mostly at the clinic to also collect medication and some to see a

doctor but not attending the clinic on behalf of any family members.
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4. FIGURE 3: LEVEL OF EDUCATION OF PARTICIPANTS IN PERCENTAGE

Level of Education
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Level of Education

Figure 3 (below) indicates that the majority of participants in my survey who attended the clinic
on one day had primary school education (48 %.) The PHC facilities in Khayelitsha offered free
of charge. | found that most of this group of people attending the clinic did not have formal
employment. In the case of women, they worked as domestic workers or sold fruit and

vegetables on the street. Some receive a government grant for child support.

The participants with matriculation make up 34% of the sample and are mostly employed. Only
65 have no education. They are all unemployed, but try to earn money by selling fruit, liquor and
barbecued meat on the street as a source of income. Some of the women receive child support

grants from the government. Ramphele (1993) argues that low education level is usually
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accompanied by the disruption of family life through labour migration in Khayelitsha C. Twelve

per cent of the people surveyed had some form of tertiary education or training (see below).

5. FIGURE 4: MEDICAL CONDITION OF PARTICIPANTS IN PERCENTAGE

Medical condition
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Medical condition

Figure 4 indicates that52% of the respondents’ use of the PHC clinic for chronic illnesses, for
example attending checkups and collecting medication for high blood pressure, TB and ARVs.
As indicated earlier, most of them do not have a steady income. Poverty, unemployment and
education ultimately determine the living standards of the poor in Site C. Poverty is associated
with a lack of food, finances, education, poor sanitation and inadequate housing all of which are
major causes of ill health (Ndingaye 2005) . According to Ramphele (1993), poverty forces

many children to drop out of school and to look for income-generating activities to give
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assistance to the family. Gray (1993) discusses the meaning of health as a state of complete

physical, mental and social well being, and not only the absence of disease.

Poor nutrition can lead to malnutrition which can exacerbate their chronic condition. Only 48%
of respondents used the PHC facility for minor ailments such as stomach pains, flue, headaches
and coughing. Because there are many chronically ill respondents, they also visit the clinic
regularly, as seen below in Figure 5.

6. FIGURE 5: PERCENTAGE VISITATION BY PARTICIPANTS TO PHC

How often do you come to this PHC
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How often do you come to this PHC

According to figure 5 48%of often visit the PHC centre, usually to collect their medication and
for checkups. Mothers to take their children for vaccinations and weighing to see if they are

growing as they should. They use this PHC centre because of its proximity. Thirty-six per cent as
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(36%) of respondents indicated that they use of the PHC occasionally and 16% indicated that
they rarely use the PHC facilities.

7. FIGURE 6: PERCENTAGE OF PARTICIPANTS AS TO WHY THEY COME TO
PHC

why do you come to this PHC centre
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why do you come to this PHC centre

According to figure 6, 44% of respondents indicated that they make use of this PHC clinic
because of its proximity, while 40% indicated that it is easy to get to the PHC centre. Twelve
per cent (12%) visit facility because it is clean and hygienic. Four per cent (4%) indicated that
they wait in long queues before they are assisted. Yet, as seen in figure 8 below, once they have

been assisted, they are generally satisfied with the services given to them.
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8. FIGURE 7: PERCENTAGE OF GENDER OF THE HEALTH CONSULTANTS

Is the person you see
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Is the person you see

Figure 7 represents 77% respondents who indicated that they consult with a female nurse or
doctor. Twenty-eight (28%) per cent were assisted by a male doctor or nurse. When asked

whether they were satisfied with the overall of the PHC system in general, the majority answered
in the negative as seen below in Figure 8.
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9. FIGURE 8: OVERALL SATISFACTION OF PARTICIPANTS WITH PHC SYSTEM

Are you satisfied with the PHC system in general
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Are you satisfied with the PHC system in general

Figure 8 indicates that 62% of respondents were dissatisfied with the overall services. This was
mostly because they had to be transferred to other facilities for certain levels of treatment.
Sometimes the medication prescribed for a client is not available at the pharmacy and (she) he
has to go to a chemist to buy it. Clients felt that, when the clinic is full there are not enough
chairs for all the patients, there are a shortage of nurses, and clients have to wait long to see
them. Clients also said that sometimes nurses are “rude and disrespectful” to the patients. Thirty-

eight per cent (38%) of respondents indicated that they are satisfied with the overall system in
general at this PHC.
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10. FIGURE 9: BARRIERS TO USING THE SERVICES

Are there barriers to using the services
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Are there barriers to using the services

Figure 9 represents 94% of the participants indicated that there are barriers to making use of the
PHC services. But the barriers do not prevent them from being assisted. Even when the nurses
are rude and shouting at the patients at the end of the day, clients are ultimately served. Although
clients complained about long waiting times to see a doctor, they were also satisfied with the

service provided to them by the doctors.

In figure 10 below patients indicated unhappiness (80%) about the attitudes of the health care
providers. In addition 20% indicated that the expertise to address their particular needs was not

always available at clinic level.
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11. FIGURE: 10 BARRIERS PREVENTING THE PATIENTS FROM GETTING THE
SERVICES

What are the barriers
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12. CONCLUSION

There are advantages and disadvantages of having a PHC facility next to the community
members but still it does not solve women’s problems. Women are the majority of people who
not have formal education and basic salary to support their families they rely on government
grants that they are using to buy vegetables and fruits to sell in the streets so that they can take
care of their families. They are the pillars in their communities who take care of households and
still volunteer to look after the sick patients and most of the work that they are doing is unpaid
and without any appreciation from any one, they do the work out of their good willing and for
the love and care of being a mother and parent to the community members. Because of lack of
basic income they find themselves having to make use of the PHC facility that is close by as they
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do not have enough money for transport and feed their families at the same time the only reason
to use what is close by is because of accessibility and cost for them. Women also need to be
taken care of as their health is also at stake while focusing on assisting others. They normally
neglect their own health because of the stress levels as they have to think of feeding their
families and making money at the same. Women need to be appreciated and recognized for all
the efforts that they are doing to fill the gap of taking care of the sick at home without any
medical training of facilities to enable them to look after the sick.

80



CHAPTER SEVEN- GENERAL CONCLUSION

This thesis has tackled the issues affecting women in Khayelitsha while looking at their
involvement in Primary health care. | mainly looked at the work that women are doing in their
communities in connection with the basic elements of PHC. | also looked at how women
understand PHC and the meaning they give to it in their communities. The aim of the study was
to gain an understanding into the gendered aspects of PHC in the community and the health
centre concerning the work that women do in their settings. | looked at the history of PHC where
it originated and what was the main motive behind its implementation. In South Africa PHC was
implemented in 1994 as a way of reaching health for all the people of South Africa and
complying with the eight basic elements that will enable a healthy nation free from illness and
ways of promoting preventive measures instead of curative. The main findings of the study are

summarized below;

Some of the women are deeply concerned with day-to-day survival for their families. Thus
finding a way to earn an income is very important. They also spend a great deal of time in what
they loosely called “prevention”, i.e. efforts to clean up the general environment, thereby hoping
to improve general well-being, but also to prevent the spread of illnesses. From the photographs
that the women took, it became apparent that women see cleaning up ‘dirt’ as one of the primary
issues of PHC. Issues of food and nutrition were also high on their agenda of concerns, as was
clean water and sanitation. The photographs that women took was a reflection of their
communicated feelings and ideas of what the women are doing concerning PHC and what it
meant in their everyday lives concerning their health and that of their families. It was also a
concern of how they would eradicate the problem of dirt and sanitation in their living spaces
because the longer they wait for the government to do something about those grievances the
more chances of children being born and raised in those conditions which are not conducive at
all for any human being. It is a violation of their rights and denying them health which is also not

complying with the basic elements of PHC in order to achieve its goals.

In addition the women have to look after their families and be able to put food on the table. All

the women in my study emphasized the need for some form of an income as part of maintaining
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health. It influenced both how women define their health and their ability to function as healthy
people. The women found volunteering in the community as health care providers doing a
difference in their lives. As the NGOs that they are working for are at least providing them with
skills and making sure they get a healthy meal a day while making ends meet.

The other issues that were raised my participants and the health care workers in Nolungile
clinic; some were negative and some positive. They showed the long waiting hours and the
rudeness of the nursing staff. This indicates that the long queues are due to the shortage of staff
somehow that is leading to the slow services, the nurses are not motivated to be assisting the
patients as they have to cope with the pressure of assisting the patients who knock at their door
steps for help. Women indicated that they use the PHC facilities to take children for vaccinations
and check-up. They also visit it for family planning and birth control. Pregnant women attend the
antenatal clinic and some women attend the clinic for checkups in relation to their chronic
diseases. Women also visit the clinic to bring the elderly and to fetch chronic medication for

them.

The other issue was that the women felt that the health care providers are not paying attention to
what we are saying while in the consultation room which does not give a patient an assurance
whether the health care provider will prescribed the correct medication or not because, even
before they have finished explaining their problems to the nurses, a prescription is already being
written without proper medical check. The women indicated that when they come for
consultation they are expecting to be touched and examined which puts them at ease that the
nurse is really paying attention and trying to find out the source of sickness from the patient. The
other concern was the shortage of medication whereby patients are asked to come check again
later in the week or to go to the pharmacy to buy the medication. This might me that the supplier

from the pharmaceutical depot does not the medications that the patients needed.

This research has shaped me as a woman who is planning to have a family one day of the
challenges that other women are facing and how do they cope to deal with those challenges daily
as part of their learning experiences in dealing with health issues affecting their families. I learnt

that illnesses are part of the living space that one calls home in order for one to stay healthy
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cleaning and shifting needs to take place in the living environment. The experience of
contracting TB made me aware that anyone can get TB and as a research | was supposed to

comply with the rules of the clinic as it was a new exposure of environment to me.
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APPENDICES
APPENDIX 1

INFORMATION SHEET: Understanding women’s involvement in primary health care: A

case study of Khayelitsha (Cape Town).

i ‘-—-ﬁ"“w;“

Department of Anthropology & Sociology
UNIVERSITY of the
WESTERN CAPE

| am Julia Mamosiuoa Kali studying at the University of the Western Cape. | am currently doing
Masters in Medical Anthropology. My supervisor is Professor Diana Gibson (Anthropology and
Sociology Department). | am doing research for my MA degree titled Understanding women’s
involvement in primary health care: A case study of Khayelitsha (Cape Town). | am looking
at the work that women are doing to maintain health in their families and communities.

I am Kkindly requesting you to participate in this study and share your knowledge and
understanding related to the topic of this research. I wish to gain an insight into the knowledge,
attitudes and practices concerning PHC among women. To look at what women are doing in
their communities in connection to the basic elements of PHC, comprising of adequate supply of
safe water and basic sanitation, promotion of food supply and proper nutrition and education
about prevailing health problems and methods of prevention and controlling them. The study will
motivate the women in realizing their self-confidence by volunteering as health workers in their
communities and will empower them to serve their communities through the paid/unpaid health
Services.

The study involves interviews and focus group discussions designed to be not more than an hour
at a time. The photographs that will be taken are for my academic purposes only. Each
participant in the photographic study will be given a disposable camera after the completion of
the task.

All information obtained in this study will be kept strictly confidential. When | use information

concerning you | will use a pseudonym (not your true name). If you agree to participate, you will
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be asked not to disclose anything said within the context of the discussion. All your identifying
information will be removed from the collected materials, and all materials will be destroyed
after the completion of the research. All consent forms will be kept safely by me in a locked
cupboard. Only I will know your name,

PLEASE NOTE: Participation in the study is voluntary. You can withdraw from it any time you
wish. Participating or not participating in the study will not affect your access to the Primary
health Care Services in any way.

If you have any queries or complaints please contact my supervisor:

Prof Diana Gibson at Tel 0219592336 or Myself Julia Kali on 0732385367 Email address:
kali.julia@gmail.com
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APPENDIX 2

Consent Form — Focus Group Discussions University of the Western Cape

“Title” Understanding women’s involvement in primary health care: A case study of

Khayelitsha (Cape Town).

Researcher: Julia Kali
Please initial box

1. | confirm that | have read and understand the information sheet explaining the I:I
above research project and | have had the opportunity to ask questions about the project.

2. lunderstand that my participation is voluntary and that | am free to withdraw at any time I:I
without giving any reason and without there being any negative consequences. In addition,
should | not wish to answer any particular question or questions, | am free to decline.

(If I wish to withdraw | may contact the lead research at anytime)

3. lunderstand my responses and personal data will be kept strictly confidential. | give |:|
permission for members of the research team to have access to my anonymised responses.
| understand that my name will not be linked with the research materials, and | will not be

identified or identifiable in the reports or publications that result for the research.

]

4. As a participant of the discussion, | will not discuss or divulge information shared by others

in the group or the researcher outside of this group.

]

5. | agree for the data collected from me to be used in future research.

6. | agree for to take part in the above research project.

]

Name of Participant Date Signature
(or legal representative)
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Name of person taking consent Date Signature
(If different from lead researcher)

Lead Researcher Date Signature

(To be signed and dated in presence of the participant)

Copies: All participants will receive a copy of the signed and dated version of the consent form and information sheet

for themselves. A copy of this will be filed and kept in a secure location for research purposes only.

Researcher: Supervisor: HOD:
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APPENDIX 3

Consent Form University of the Western Cape

“title” Understanding women’s involvement in primary health care: A case study of

Khayelitsha (Cape Town).

Researcher: Julia Kali

7. 1 confirm that | have read and understand the information sheet explaining the
above research project and | have had the opportunity to ask questions about the project.

8. lunderstand that my participation is voluntary and that | am free to withdraw at any time
without giving any reason and without there being any negative consequences. In addition,
should | not wish to answer any particular question or questions, | am free to decline.

(If I wish to withdraw | may contact the lead researcher at any time)

9. lunderstand my responses and personal data will be kept strictly confidential. | give

permission for members of the research team to have access to my anonymised responses.

| understand that my name will not be linked with the research materials, and | will not be

identified or identifiable in the reports or publications that result for the research.

10. 1 agree for the data collected from me to be used in future research.

11. 1 agree for to take part in the above research project.

Name of Participant Date Signature
(or legal representative)

Name of person taking consent Date Signature

(If different from lead researcher
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Lead Researcher Date Signature

(To be signed and dated in presence of the participant)

Copies: All participants will receive a copy of the signed and dated version of the consent form and information sheet

for themselves. A copy of this will be filed and kept in a secure location for research purposes only.

Researcher: Supervisor: HOD:
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APPENDIX 4

Photograph consent form: Understanding women’s involvement in primary health care: A
case study of Khayelitsha (Cape Town)

UNIVERSITY of the
WESTERN CAPE Department of Anthropology & Sociology

Information sheet and Consent form

Dear Participant

The photographs taken may not be used or published in any magazine. They will be used for
research purpose only. They will not be circulated to the media. You may withdraw from the

study if you do not feel comfortable with the taking of photographs.

If at any time you wish your photos to be deleted from the camera, please contact me on this
number 0732385367. My email address is kali.julia@gmail.com. Supervisor’s no/ 0791860279
(Prof Diana Gibson)

| give permission to for the use of the photographs | have taken for the following research:
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| confirm that | have read the letter attached to this permission form and understand the proposed
uses for the photographs. I understand that | can withdraw the photo and delete it from the
camera at any time by contacting the researcher.

| understand that there will be no payment for my participation. I will receive a free disposable

camera after participating.

Signature of participant:

Date
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APPENDIX 5

QUESTIONAIRES

Survey form no ..............

Primary Health Care and Women in Cape Town Clients’ Perception Questionnaire
A DEMOGRAPHIC and HEALTH CONDITIONS

Name:

Age: I:I SEX: Male: I:I Female:l:l Income:|

Education: <High School|:| High School |:| >High School |:|
Medical condition: Chronic I:I Emergency I:I Minor ailment (e.g. stomach I:I

Discomfort; swollen part of
Body; continuous headache)
B VISITS TO PRIMARY HEALTH CARE (PHC) CENTRES/UTILISATION OF SERVICES
How often do you come to this PHC? Regularly I:I Occasionally I:I Rarely |:|
When was the last time? <3months|:| 3-6months|:| 6-9months |:| 9—12month51:| >12months|:|
Why do you come to this PHC centre? Proximity |:| Easy access |:| less waiting |:| Service |:| hygiene |:|

Who do you see? Doctor: |:| Nurse: |:| Both: |:| Other (e.g. physiotherapist): |:|
Is the person you see: Male: |:| Female: I:I

How often do you see the person? Regularly: |:| Sometimes: |:| Rarely: |:|
How long does it take you to see the person? <30mins |:| 30-60mins |:| >60mins |:|
How long do you have to travel to get to the centre?  <Smiles |:| 5-10miles |:| >10miles |:|
What is the travel time to the centre? <30mins |:| 30-60mins |:| >60mins |:|
C PERCEPTION

1: Services

The services are: Adequate I:I less Adequate I:I Not Adequate I:I

The doctors are: Attentive I:I Less Attentive I:I Not Attentive I:I

The Nurses are:  Attentive I:I Less Attentive I:I Not Attentive I:I

The Health Care Professionals are: Attentive I:I Less Attentive I:I Not attentive I:I

The Doctors are:  Friendly |:| Less friendly |:| Not Friendly |:|
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The Nurses are: Friendly |:| Less Friendly |:| Not Friendly |:|
The Health Care Professionals are: Friendlyl:l Less Friendly I:I Not Friendly I:I

11: Infrastructure

The clinics are: Bigin Size |:| Reasonably-sized |:| Small |:|
The clinics are: Very clean |:| Reasonably clean |:| Not clean |:|
The clinics have: Adequate Facilities |:| Less adequate facilities |:| No facilities |:|

The clinics are: Well maintained |:| Less maintained |:| Not maintained |:|
111: Structural
Are there barriers to using the services? Yes I:I No I:I

What are these barriers? Physical access Lack of expertise I:I Attitudes of Doctors/Nurses/othersl:l

Are your needs met? Yes I:I No I:I

Do you pay for health care at the PHC centre? Yes I:I No |:|
D: Overall satisfaction
Are you satisfied with the PHC system in general? Yes |:| No |:|
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APPENDIX 6

Client perception PHC: Semi-structured interview

Male/Female (please distinguish)

10.

11.
12.

What do you use the clinic for most of the time? Please give me examples.

How is the clinic different for men and women? Please give examples (in relation to
services provided and staff attitudes).

How do staff relate differently to men and women in the clinic? (Probe also for men
who come with ‘women’s work or women who come with men’s work?)

Why do you think men and women have different experiences in the clinic? Please
give examples.

What has been your own experience with the clinic? Please give examples.

What are the differences in the way that the clinic handles young and old people?
What differences are there in the way you are served by staff of the opposite sex?
Give examples.

What differences are there in the way you are served by staff of the opposite race?
Give examples

What is the most problematic for you in terms of the services provided by the clinic?
Give examples

What is the most positive for you in terms of the services provided by the clinic? Give
examples

Which clinic in your area is the best? Why and how?

Are there any issues related to the clinic that you think we should also look at? Please

give examples
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APPENDIX 7

Questionnaire for the health care providers
What is seen as women and men’s work in relation to the following things?
Health education

Nutrition

Water

Sanitation

Mother/ Child care

Family planning

Prevention of local epidemics

Immunization

Medicines

Treatment of common diseases

Care for sick family member
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APPENDIX 8

Impact of PHC for women.
FGD Questions

What is a typical day at the clinic like for a woman?

What would you see as good quality health care for women?
How efficient is the health centre?

What are the positive aspects of the health centre?

What are the negative aspects of the health centre?

How is the quality of care at the health centre?

What are the staff attitudes towards clients?

What are clients’ experiences receiving medicines?

© 0o N o g b~ w DD P

What is heath education like at the health care centre?

10. How can quality of health care for women be improved in this health care centre?
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