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Abstract

South Africa has long served as a destination for migrants from sub-Saharan African nations, with a
growing proportion of this population being women in recent years. Female migrants experience an
increased risk for gender-based violence (GBV) during the migratory journey and upon resettlement.
Accessible and culturally sensitive health, psychosocial, and justice services are necessary to promote
holistic recovery for survivors. However, numerous barriers, influenced by widespread xenophobia and
increasingly restrictive immigration legislation, have limited this population's access to care. The study
aims to explore the barriers encountered by female migrants when accessing care services following
experiences of GBV. This qualitative, exploratory study was conducted in Cape Town, South Africa
between June and December 2023. Participants were purposively sampled and recruited in partnership
with a local migrant organization. Their countries of origin included Burundi, the Democratic Republic of
Congo, and Zimbabwe. Data was collected through face-to-face, semi-structured in-depth interviews with
12 female migrants and four key informant (KI) service providers. Interviews explored women’s
experiences of accessing and utilizing post-violence care services. Inductive thematic analysis guided the
study. Data analysis revealed that within a context of xenophobic discrimination and economic instability,
female migrants face multiple obstacles in the accessibility and acceptability of post-violence care
services. Notable themes in accessibility include a lack of access to information deriving from
participants’ severe levels of isolation and language barriers. This is compounded by social inaccessibility
due to cultural norms against reporting GBV and bureaucratic inaccessibility from prolonged
documentation processes. Acceptability of services found multiple reports of xenophobic treatment and
victim-blaming behaviour from service providers which impacted women’s willingness to seek care.
However, many still expressed generally positive sentiments about the progressive nature of social
services in South Africa in contrast to their home countries. A lack of information about available post-
violence resources, language and cultural barriers, as well as bureaucratic challenges, are limiting the
migrant woman’s ability to seek help following instances of GBV in Cape Town. Findings demonstrate
how non-governmental organizations and individual citizens are currently filling a gap in referrals and
service provision raising concerns about sustainability. Advocacy and government intervention are
necessary to ensure post-violence care services can adequately meet the needs of migrant women. This
mini-dissertation is comprised of two components; Part A is the research protocol for how the study was

conducted and Part B in a journal manuscript detailing the process and findings of the study.
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Part A:

Research Protocol



Introduction

The following protocol is for a qualitative exploratory study to investigate the barriers encountered by
migrant women when accessing care services following experiences of gender-based violence. The study
is a collaboration between the Muslim Refugee Association of South Africa (MRASA) and the Division
of Social and Behavioural Sciences in the Faculty of Health Sciences at the University of Cape Town
(UCT). The research will serve as the minor dissertation for the realization of a master's in public health
for Kathleen Bradley and is funded in part through a thesis support bursary by the Migrant, Gender, and
Health Systems Response project.

Background

For decades, South Africa has experienced a continual inflow of migration with official estimates
reporting 3.95 million foreign-born people currently living in SA, 6.6% of the overall population (1). An
estimated 75% of these migrants come from sub-Saharan Africa and have various motivations for coming
to South Africa including fleeing from experiences of war or discrimination and pursuing economic
opportunity and relative political stability (2). The proposed study will focus on the experiences of female

migrants.

Restrictive migration policy and rising xenophobic sentiments have made the migrant lived experience
increasingly more difficult in SA. Even still, migrants enter the country in large numbers each year, with
the female subset of this population quadrupling from 1990 to 2015 (3). Migrant women constituted
43.1% of all incoming migrants in 2020, and it continues to grow (3). Upon arrival, these women face a

double jeopardy of discrimination due to the intersection of their gender and migratory status (4).

The vulnerabilities experienced by migrant women place them at increased risk for violence during their
migratory journey and upon resettlement (5). Types of violence experienced by migrant women include
extortion, xenophobic discrimination and attacks, and intimate partner and gender-based violence (6).
This study will investigate the procurement of care following experiences of gender-based violence
(GBV). GBV can be physical, psychological, and sexual violence, in addition to threats, coercion and

intentional deprivation of rights (7).

Migrant women'’s risk of experiencing GBV is amplified due to their vulnerable status in a country with
an already pervasive culture of violence against women. Globally, an estimated 27% of women report
having experienced physical or sexual intimate partner violence in their lifetime, in South Africa this
number rises to one in three women for sexual violence and one in two women for physical violence

(8). South African Police Service (SAPS) 2021/2022 statistics reported a total of 52,694 sexual offences,

including 41,739 rape cases, amid speculation of vast under-reporting of these crimes (9). In 2021, the



nationally reported rate of intimate femicide rate in South Africa was 5.6 per 100,000 women, five times

the global average (10).

The impact of this violence can have devastating consequences for a woman’s physical health and mental
well-being (11). Physical and mental health effects can include injuries, unwanted pregnancies, sexually
transmitted infections, depression, anxiety, and post-traumatic stress disorder (7). In the situation of
migrant women, these effects can also negatively influence their ability to integrate into their new
community leaving them to experience continual marginalisation and an ongoing elevated risk of

exposure to violence (11).

In response to the issue of gender-based violence, the South African government released a 2020 National
Strategic Plan for Gender-based Violence and Femicide (NSP-GBVF) which identified migrants as a
specific target group (12). The plan recognizes that vulnerability is intensified due to “factors such as
race,...migrant status,... and sex work which all intersects with experiences of violence extending
vulnerability further” (12). The plan is intentional in recognizing migrant women as essential
beneficiaries of all services developed as a result of this agenda. Therefore, any identified barriers that
prevent them from doing so should be a priority area of concern for policy makers and stakeholders in

public and migrant health.

Evidence shows that timely access to patient-centred post-violence care, such as health services,
psychosocial care, and legal interventions, improves outcomes and resiliency rates for violence survivors
(13). However, significant barriers exist to accessing this type of care. These can include both individual
and systemic barriers. Individual barriers can include a lack of knowledge of available resources,
internalized feelings of shame among survivors, or fears of secondary trauma or stigmatization (14).

Systemic barriers can include physical or financial accessibility of services (15).
Overview of Post-Violence Care Services in Cape Town

In response to the high incidence rates of violence against women, the South African government has
implemented various strategies for post-violence care services. One approach is Thuthuzela Care Centres
(TCCs), a multidisciplinary, victim-centred service delivery model, which originated in 2008 (16). The
goal of a TCC is to streamline the medical and legal services needed by victims of rape, sexual assault,
and domestic violence to decrease secondary trauma and improve legal outcomes (17). They do so by
providing patients with case managers, offering medical services such as post-exposure prophylaxis,
support through legal investigation, and referrals to additional psychosocial services. Additional public
post-violence care services include community health centres and SAPS. Community health centres can

provide services such as physical examinations, treatments of physical injuries, counselling and more.



SAPS also has specific areas entitled the Victim-Friendly Rooms which are designed to support survivors
of gender-based violence (18). This service was created to provide a safe space for women when applying
for protection orders or laying criminal charges against an abuser. They also express a commitment to

providing these services with sensitivity and referring victims to additional services when needed.

Supplemental to public services are private non-governmental organizations (NGOs), such as rape crisis
centres and domestic violence shelters. These organizations provide services such as emergency hotlines,
psychosocial care, and referrals to health clinics and police services. For migrant women, there are also
migrant organizations, such as MRASA, which have social workers and referral networks equipped to

respond to incidents of violence.
Literature Review

Previous research on migrant women living in South Africa has investigated patterns of migration and
explored themes of gender, xenophobia, and their effects on social integration (3,5,19,20). Another area of
study has focused on the relationship between migration and GBV. These studies have reviewed the
prevalence rates and influencing factors of GBV within this population (21,22). They have looked at how
migrants define GBYV, their perceptions of the causes of violence, and the ways GBV intersects with the

migratory journey (4,11,23).

A growing area of research has also explored the theme of medical xenophobia to understand how it
manifests within the South African context and impacts access to healthcare. Medical xenophobia has
been found to occur at all phases of the healthcare process from in-take procedures to interactions with
healthcare providers (24-27). It decreases migrant’s likelihood of accessing services and limits the
treatment options they receive (28). While these topics have been explored separately, the number of
studies which link South African migrant women’s experiences of violence and access to services is
limited. A gap therefore remains in understanding the barriers to post-violence care access experienced by
migrant women, especially within the south-to-south migratory context. This theme is an understudied
and relevant area of focus which can contribute to a larger understanding of the public health needs of this

population.
Rationale

Although migrant women experience an increased risk for GBV, migrant organizations report significant
barriers to post-violence care experienced by their beneficiaries. Due to their increased vulnerability, it is
essential that these services are viewed as accessible and acceptable to female migrants. The current gap
in the literature on this topic is especially concerning due to the increasing rates of incoming female

migrants. It is in this context that this study aims to provide empirical data on the barriers to post-violence



care for migrant women. With hope that the findings can contribute to inform future efforts towards

promoting equitable, inclusive services for all women living in South Africa.
Research Aim and Objectives

This study aims to explore the barriers experienced by migrant women linked to MRASA when accessing

post-violence care services in Cape Town.
Barriers to access will be investigated through the following objectives:
1. Explore the barriers experienced by migrants when identifying post-violence care services.

2. Explore the barriers experienced by migrants when accessing and utilizing post-violence care

services.

3. Explore the perceptions of post-violence care service providers regarding the barriers experienced

by migrants when accessing their services.
Research Paradigm and Conceptual Framework
Research Paradigm

This study is located within the interpretivist paradigm. This paradigm is defined by the idea that reality is
socially constructed and views the context in which the study takes place as critical to the interpretation of
the data (29). The knowledge of this study will therefore be co-created through the collaborative efforts of

both the researcher and participants (30).
Conceptual Framework

To conceptualize access to post-violence care services, this study will implement a human rights-based
approach to healthcare. As regulated by the United Nations’ Committee on Economic, Social and Cultural
Rights (UN CESCR), the South African government has the duty to ensure the right to health and work
towards the “progressive realization” of this right (31). To apply this approach, the underlying
determinants of the right to health, as defined in the UN CESCR General Comment No. 14, will be used
to guide the investigation. These four determinants are availability, accessibility, acceptability, and quality
and create what is commonly referred to as the AAAQ framework (31). Previous research has divided
these determinants by the categories of supply (availability and quality of care) and demand (accessibility
and acceptability) (32). For the scope of this study, focus will be given to the demand-side factors of
accessibility and acceptability. In this context, accessibility will refer to four overlapping criteria which
are information accessibility, social accessibility, bureaucratic accessibility, and physical accessibility.

Acceptability will be viewed as care that is “respectful of medical ethics and culturally appropriate” (31).



The AAAQ Framework has been operationalized to evaluate healthcare services in many sectors and
contexts. This includes a 2019 tool developed by the United Nations Children's Fund (UNICEF) to
identify barriers impacting women and girls when accessing aid in humanitarian settings (33). This tool
will be used in the development of the interview guide and the data analysis process (Appendix A).
Utilization of the AAAQ framework not only provides credibility to the study but also allows the
implementing partner organisation a well-respected strategy to operationalise the findings. As a tool
guided by legally binding international doctrine, this framework can subsequently inform how data can be

used to hold duty bearers accountable when advocating for increased accessibility and acceptability.
Methodology
Study Design

This study will employ an exploratory qualitative research design. An exploratory design is defined as a
systematic and purposive approach to maximize the discovery of descriptive or qualitative data about an
area of social or psychological life (34). These characteristics align with the interpretivist paradigm and
the aim of the study as it allows for the collection of rich data about the lived experiences of study
participants (35). An exploratory study is also ideal as it is the preferred methodological approach in

circumstances with limited previous understanding of the phenomenon under study (34).

This study also follows the principles of Community Engaged Research (CEnR) design through in-depth
collaboration with a community partner, the Muslim Refugee Association of South Africa (MRASA).
This partnership has been facilitated by the UCT Knowledge Co-op and a memorandum of understanding
signed by all relevant parties has been included as Appendix B. Guiding principles of CEnR, such as trust,
respect, and cooperation, will inform all phases of the research process (36). As such, this research will
work to identify practical and actionable findings which address the concerns and interests of the study

population.
Study Population and Sampling

The study population will be the migrant women who are beneficiaries of MRASA’s programming. These
women represent a variety of countries of origin including the Democratic Republic of Congo, Burundi,
and Uganda. They also currently reside in various communities across the Cape Town metropolitan area

with a high density of migrant populations, such as Atlantis and Bellville.

A sample of 12 participants from this population will be purposively selected using the maximum
variation approach. Purposive sampling has been chosen for its ability to deliver rich data by strategically
selecting respondents who are most likely to provide valuable and appropriate information (37). The

maximum variation approach will enable the research team to investigate the phenomenon from a variety
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of perspectives within our sample, this diversity will be based on participants’ country of origin, English-
language levels, and type of post-violence care accessed (38). Given the study’s aim and objectives, it is
essential to ensure that the views and voices of migrant women who are survivors of violence are

captured and amplified which is enabled through purposive sampling (39).
The following inclusion criteria will guide the sampling process, all participants will be:
a. migrant women,
b. overthe age of 18
c. have lived in the Cape Town area for at least a year
d. beneficiaries of MRASA programming
e. have accessed or attempted to access post-violence care services

The researcher has chosen to include both access and attempt to access care in the inclusion criteria due to
the study’s nature of investigating barriers to care. A position of attempting to access services without
receiving care is therefore still seen as having a valuable perspective on the barriers. The study sample
will aim to represent the diversity of the migrant population found in Cape Town by representing various
countries of origin and communities across the metropolitan region. Although this is negotiable and will

be dependent on the availability and willingness of participants.

Relevant stakeholders, including MRASA staff and post-violence care service providers, will also be
maximum variation purposively sampled as key informants. Four service providers will be interviewed,
and their responses will be used to triangulate participant data and provide greater context to the service
provision experience. The key informant sample has been limited to four services providers due to the
time limitations of the study and will be purposively selected to represent different types of services -
shelter services, psychosocial care, and migrant services - which have exposure to migrant woman who

have experienced GBV.
Recruitment

Following the obtainment of ethical clearance, the researcher and members of the MRASA staff will
collaborate to recruit study participants. The staff of MRASA, who have pre-existing relationships with
program beneficiaries, will play a vital role in the identification and recruitment of study participants.
Staff will distribute an informational flyer (Appendix C) and present the research overview to program
beneficiaries through both formal and informal communication channels. The staff will intentionally
focus on former beneficiaries of their programming rather than current to ensure that respondents do not

feel obligated to participate in exchange for receiving services.



After it is confirmed that a potential study participant meets all inclusion criteria, they will complete an
informed consent form (Appendix D) and be assigned an interview date. Recruitment will continue until
12 participants have been identified or until data saturation is reached, meaning no new themes or

findings are evident in the data (40).

Key informants will be recruited through the support of MRASA’s professional network. The four service

providers will also receive an overview of the research topic and complete informed consent forms.
Research Site

Research will be conducted at the MRASA office located in Athlone, Cape Town. This location has been
identified as the best option for ease of access and safety for both the researcher and participants. A

private room within the office space will be made available to ensure privacy and confidentiality.
Data Collection

Data will be collected through semi-structured individual interviews with study participants. This data
collection strategy has been chosen because it aligns with our exploratory design and will allow for open-
ended, qualitative data on complex participant experiences, opinions, and perspectives (41). This
approach was also selected for its flexible nature which is necessary due to the emotionally sensitive

research topic (42).

The semi-structured interview guide was drafted based on the empirical literature, including the AAAQ
framework and guiding questions developed by UNICEF (33). It was then enhanced through
collaboration with MRASA staff. This co-creation process ensured that the questions aligned with what is
known about the field and what the partner perceives to be relevant and critical to the research process.
This rigorous development technique was used to contribute to the credibility and trustworthiness of the

study (42).

All interviews were conducted “post-violence” meaning after a woman had experienced an incident of
violence. This does inherently mean that they have left a violent situation meaning there may be on-going
high risks of violence for some of the participants. This makes confidentiality and safety of utmost

importance for data collection strategies.

Interviews will be conducted at the MRASA offices in Athlone. The researcher recognizes that conducting
interviews in the partner office may negatively impact participants openness or willingness to share
information. However, because the services of MRASA are not the focus of exploration the researcher
reasons this would not heavily impact this study, In contrast, by the facilitation of interviews in a familiar

space, the researcher aims to create a safe space for participants to feel comfortable sharing their



experiences (43). To maximize convenience for study participants, the interviews will be strategically
planned around already occurring MRASA programming. This will ensure that the time and location of

the interview are accessible for participants (41).

Interpreters will be provided by MRASA to facilitate the interviews when necessary. MRASA interpreters
have pre-existing relationships with beneficiaries through previous programming which helps to promote
a safe space in the interview process. Translations will allow interviews to be facilitated in the
participants’ preferred languages to ensure that they can express themselves fully. This will help to
promote high-quality data collection, although it is important to recognize that nuanced understandings
may also be lost during the translation process (43). It must also be acknowledged that these pre-existing
relationships between the interpreters and participants may also negative effect a participant’s
comfortability in sharing their perspectives and experiences. This will be mitigated as best as possible by

the researcher through discussions with the interpreter prior to the interviews.

Semi-structured individual interviews will also be conducted with key informants. These interviews will
also be facilitated at the MRASA office or at a secondary location identified to be more convenient for the

researcher or key informant.

Interview guides which will be used to facilitate both participant and key informant interviews have been
included in Appendix E. All interviews will be audio-recorded with the participant’s consent. Interviews
will then be transcribed verbatim by the researcher and translated by MRASA staff when necessary. If a
participant does not feel comfortable being recorded during the interview, detailed notes will be taken

instead.
Data Management

Ensuring the safety of research participants throughout all phases of the study is an essential element of
CEnR (36). To manage the data effectively and confidentially, a numeric identifier will be assigned to
each participant during the informed consent process (44). These codes will ensure that no identifiable
participant information will be contained in the research data. Codes will be used for interview
scheduling, to manage data retrieval, and to code transcripts with participant demographic information.
The master list will be stored on a Microsoft excel document which is only accessible to the researcher
and her supervisor. This process will enable the research team to map interview data with relevant
demographic information of participants such as their community, languages spoken, and length of time

living in Cape Town.



Interview audio files and transcription documents will be coded with the numeric identifiers and stored in
password-protected folders. Transcription documents will be printed and securely stored during thematic

analysis.
Data Analysis

Inductive, descriptive thematic analysis will be used to identify patterns within the data following the six
steps of the Braun & Clarke framework (45). The researcher will begin by familiarizing herself with the
data through transcription and repeated readings following each in-depth interview (45). After
familiarization, preliminary coding of each transcription will be conducted manually, and a codebook will
be created using Microsoft excel. These initial codes will be done at a semantic level where themes are
identified within the explicit meanings of the data (46). This phase of data analysis will be completed
simultaneously with the data collection process to inform subsequent interview facilitation strategies

(43).

Following preliminary coding, a first-round thematic identification will be completed to discern broad-
level themes and find associations between the themes (45). The researcher’s supervisor and MRASA
staff will then serve as secondary analysts to review the identified themes. They will also support the next
phase of developing and refining these themes into a cohesive thematic map (45). The final step will be

developing a concise and coherent report for data dissemination.
Ethical Considerations

Ethical considerations for this research are numerous due to the sensitive nature of the research topic and
the vulnerable status of participants. To ethically guide the overall study process, the researcher will strive
to embody the following collaborative principles: mutual respect, authenticity, solidarity, and social
justice (47). The researcher will begin by seeking research approval from the UCT Health Science
Faculty’s Human Research and Ethics Committee (HREC) and the UCT School of Public Health and
Family Medicine.

There will be no material benefits to participants for their involvement in the study, beyond compensation
for transport costs provided by MRASA. This will be explicitly communicated with the participants
during informed consent and reiterated in the interview process. With this in mind, the research will be
carried out in a way that maximises migrant women’s safety and security through informed consent, same
sex interviewers, and relationship-building with MRASA and other migrant organisations. The researcher
is hopeful that findings may ultimately lead to improved access to post-violence care through the applied

work of MRASA and care providers in the community. Therefore, the rights of female migrants to access
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gender-sensitive health and justice services will ultimately be enhanced through their involvement in the

research and the implementation of the findings.
Informed Consent and Confidentiality

All participation in the study will be on a voluntary basis with informed consent. Informed consent forms
will be completed upon registration for the study and reiterated throughout the interview process.

Participants will be able to withdraw from the study at any time, even without reason. Participants will be
made aware that withdrawal from the study will not impact their ability to benefit from the services of the

partner organisation.

For confidentiality, a numeric identifier will be used to code all interview transcripts. The master list will
only be accessible to the researcher and her supervisors. The research partner, MRASA, has also agreed to
a confidentiality binding agreement in the signing of a memorandum of understanding for the research
process. All identities of participants will be hidden in the final research report and any future

publications of the research. If names are required, pseudonyms will be used.
Participant Safety during Interview Process

The researcher’s prior professional experience in the field of GBV prevention makes her specially
prepared to conduct interviews in this format. She has completed training on how to sensitively handle
disclosures of GBV and facilitate necessary referrals. To ensure ethical and safe interview experiences,
the researcher will follow the World Health Organization’s guidelines for conducting research about
violence against women (7). These guidelines include conducting interviews in complete privacy, limiting
interviews to only one woman per household, recognizing and minimizing participant distress during the
interview, and providing referrals for support (7). Questions have also been intentionally designed to
ensure that no language will be offensive for the participants and respectful, gentle probing will be used

for any unclear responses.
Participant Debriefs and Referrals

Aligned with ethical standards, a social worker from MRASA will facilitate a debrief with each
participant following the interview process. A referral network has been developed to ensure that any
research participant in need of further support or services will be referred appropriately. The research
team will also offer a pamphlet for relevant referral services to all participants following the interview.
This will allow participants to follow up with services directly in case there is any later need for

support. Participants may also refuse to take the pamphlet at their discretion if they fear it may present a

risk to their personal safety.
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Knowledge Dissemination of Findings

A key element in ethical research on violence against women is maximizing the benefits to the
participants and their communities (7). One powerful way to do that is to use study results to promote
social change. For this study, the goal is that the findings will be used by MRASA to advocate for
systematic enhancements to service access for migrant populations and to improve their program delivery

of supporting their beneficiaries.

Following the completion of the research project, a presentation of findings will be facilitated by the
researcher for MRASA staff and relevant stakeholders. An interactive group debrief will also be led by
the researcher and MRASA staff with all participants. This debrief will present the study’s findings and
give participants a voice on how MRASA should implement the results. The debrief will be presented in a
group setting which includes study participants as well as other beneficiaries and no identifying
information will be shared. This will be done to ensure anonymity of study participants and share the
study findings with a larger audience who may also benefit from any programming subsequently
implemented by MRASA. The researcher will also create a user-friendly report on the findings which
MRASA can use for advocacy efforts. Unidentifiable raw data may also be shared with MRASA staff
with participant consent. External knowledge dissemination efforts will include an op-ed and radio
interviews with migrant-focused media outlets. These processes are detailed in the previously mentioned

MOA attached as Appendix B.
Rigour

Rigour is a vital element of all qualitative research to ensure quality and validity (48). A thorough audit
trail will be maintained. This will be used to capture any adaptations of the research protocol (48). Field
notes which were collected throughout data collection will be used to create a thick description. This will
contextualize the participants and setting to facilitate a deeper understanding for future utilization of the
research (48). In data analysis, the researcher’s supervisor and a MRASA staff member will be consulted

throughout the theme identification process (46).
Research Positionality and Reflexivity

Another essential element of rigorous qualitative research is a declaration of the researcher’s positionality
and reflexivity. To begin, the researcher would like to acknowledge her positionality as a white, middle-
class woman from the United States of America. The researcher will also be interacting with participants
as a representative and extension of the UCT which applies a layer of academic privilege associated with
a prestigious institution. Additionally, the researcher does not speak any of the languages spoken by

participants in this study besides English. It is important to recognise this positionality will impact data
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collection and interpretation as the lived experiences of the participants will be interpreted through the
lens of the researcher. It is essential that research participants feel well-represented throughout the

research process and in the findings.

The content of the study also has direct relevance to the researcher as both a woman and a violence
prevention practitioner. The researcher’s proximity to the subject matter will undoubtedly shape all phases
of the research process from development to data collection and analysis. A consistent process of

thorough and critical self-reflection is crucial to maintaining rigour.

These reflections will be captured through bracketing exercises done by the researcher to document her
experiences and expectations about the research topic and process (49). This will be completed at the
beginning of the research journey and reiterations will be done as needed (50). The researcher will also
maintain a reflexivity journal throughout the study and conduct debriefs with a supervisor. These
techniques will be important to document how the research context affects the researcher’s internal world

and influences data analysis and interpretation (51).

The researcher is also cognizant of the potential emotional burden of investigating sensitive topic matters.
In response to this concern, she will implement self-care practices into her research journey and utilize

university-supported psychosocial services when needed.

Study Timeline
Activity Expected Timeline
Protocol Submission June 2023
Data Collection August — October 2023
Data Transcription September — October 2023
Data Analysis November 2023 — January 2024
Final Write-Up February 2024

Conflicting Interests, if any

The researcher has no conflicting interests to be reported at this stage.
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Abstract

Background: South Africa has long served as a destination for migrants from sub-Saharan African
nations. Female migrants experience an increased risk for gender-based violence (GBV) during the
migratory journey and upon resettlement. Accessible and culturally sensitive health, psychosocial, and
justice services are necessary to promote holistic recovery for survivors. However, numerous barriers,
influenced by widespread xenophobia and increasingly restrictive immigration legislation, have limited
this population's access to care. The study aims to explore the barriers encountered by female migrants
when accessing care services following experiences of GBV.

Methods: This is a qualitative, exploratory study conducted in Cape Town, South Africa between June and
December 2023. Participants were purposively sampled and recruited in partnership with a local migrant
organization. Their countries of origin included Burundi, the Democratic Republic of Congo, and
Zimbabwe. Data was collected through face-to-face, semi-structured in-depth interviews with 12 female
migrants and four key informant (KI) service providers. Interviews explored women’s experiences of
accessing and utilizing post-violence care services. Inductive thematic analysis guided the study.

Results: Data analysis revealed that within a context of ever-present violence, xenophobic discrimination,
and economic instability, female migrants face multiple obstacles in the accessibility and acceptability of
post-violence care services. Notable themes in accessibility include a lack of access to information
deriving from participants’ severe levels of isolation and language barriers. This is compounded by social
inaccessibility due to cultural norms against reporting GBV and bureaucratic inaccessibility from
prolonged documentation processes. Acceptability of services found multiple reports of xenophobic
treatment and victim-blaming behaviour from service providers which impacted women’s willingness to
seek care. However, many still expressed generally positive sentiments about the progressive nature of
social services in South Africa in contrast to their home countries.

Conclusion: A lack of information about available post-violence resources, language and cultural barriers,
as well as bureaucratic challenges, are limiting the migrant woman’s ability to seek help following
instances of GBV in Cape Town. Findings demonstrate how non-governmental organizations and
individual citizens are currently filling a gap in referrals and service provision, raising concerns about
sustainability. Advocacy and government intervention are necessary to ensure post-violence care services
are adequately prepared to meet the needs of migrant women.

Keywords Migration, Gender-based violence, Accessibility, Acceptability, Qualitative Research

! The MPH candidate is the only author of the final paper provided here in accordance with degree requirements.
The final manuscript will include multiple co-authors (detailed in the author contributions declaration) when it is
submitted for publication to the journal, BMC Women's Health.
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Background

South Africa is currently home to approximately 3.5 million foreign-born people (1). An estimated 75%
of these individuals have relocated from other countries within Africa, making South Africa one of the
largest south-to-south migration destinations worldwide (2). They have come in diverse forms including
economic migrants, asylum seekers, refugees, and undocumented migrants, among others. Migration has
been driven by a variety of push factors, including violent conflict, poverty, and environmental hazards,

as well as the pull factors of South Africa’s relative political and economic stability (2).

Although migrants represent less than seven percent of the national population, they are often used as
political scapegoats, receiving blame for the utilization of scarce national resources and for bringing drugs
and violence into South African communities (3). Though these claims are unfounded, they drive
polarization, frequently resulting in incidents of xenophobic discrimination and violence (3). It is
important to contrast these claims by recognizing the essential role of migrants in South Africa’s social,
political, and economic life. Research has shown that south-to-south migration plays a vital role in
economic development by bridging gaps between knowledge and skilled labour; ultimately contributing

to improved quality of life for the entire population (2).

Recent legislation has led to an intersection of migration and healthcare reform which creates a unique
opportunity to reflect on how to best develop a more migrant-aware health system in South Africa. The
2023 White Paper on Citizenship, Immigration and Refugee Protection and the National Health Insurance
Bill cultivate a space for researchers to critically analyse the current functioning of both systems and
advocate for evidence-based transformation (4,5). Recent policy analysis on this intersection has found
that there is a general absence of migrant representation in health-related policy and a lack of
prioritization for an inclusive political response (6). Additionally, calls to action to create a migrant-aware
South African health system acknowledge there is a general dearth of necessary data to understand the
health needs of this population (7). To ensure that the needs of this special population are accurately
addressed, it is important to first understand the defining characteristics of the group. Recent demographic
trends have varied dramatically from previous decades with the number of female migrants quadrupling
from 1990 to 2015 (8). With women constituting 43.1% of all incoming migrants in 2020, it is important
to contemplate how these shifting demographics impact the public health needs of this population (9).

One important area of consideration is the relationship between migration and experiences of gender-
based violence (GBV). Due to the insecurity of their circumstances, female migrants face an increased

risk for GBV during their migratory journey and upon resettlement (10). In the South African context, this
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risk is amplified due to their vulnerable status in a country with a pervasive culture of violence against
women. Globally, an estimated 27% of women report having experienced physical or sexual intimate
partner violence in their lifetime; in South Africa this number rises to one in three women for sexual
violence and one in two women for physical violence (11). South African Police Service (SAPS)
2021/2022 statistics reported a total of 52,694 sexual offences, including 41,739 rape cases, amid
speculation of vast under-reporting of these crimes (12). Violence against migrant women contributes to
these statistics. A fact recognized by the South African government through the inclusion of “migratory
status™ as an influencing factor for marginalisation and exploitation in the Gender-based Violence and

Femicide-National Strategic Plan (GBVF-NSP) (13).

The impact of GBV can have devastating consequences for a woman’s physical health and mental well-
being. Physical and mental health effects can include injuries, unwanted pregnancies, sexually transmitted
infections, depression, anxiety, and post-traumatic stress disorder (14). Additionally, surviving GBV can
impact one’s ability to connect with oneself and others which can lead survivors to struggle with building
and maintaining new relationships (15). These effects can be particularly damaging in the context of
migrant women as it negatively impacts their resettlement and social integration (16). Ultimately, this
leaves them vulnerable to experiencing continual marginalisation and an ongoing elevated risk of

exposure to violence (17).

Previous GBV-related research on migrant women living in South Africa has focused on determining
prevalence rates and identifying risk factors (18,19). Studies have also looked at how migrants define
GBY, their perceptions of the causes of violence, and the ways GBV intersects with the migratory journey
(17,20, 21). Outside of GBV, a growing area of research on this population focuses on healthcare access,
including topics such as medical xenophobia and how it manifests in the South African context (22-24).
These studies have contributed important points to our understanding of how migrant women experience
and understand violence as well as the challenges they encounter when attempting to access healthcare
services. Despite this, there is limited evidence for the link between South African migrant women’s
experience of GBV and related service accessibility. A gap therefore remains in understanding the barriers
to post-violence care access experienced by migrant women, especially within the south-to-south

migratory context.

Although recovery from GBV can be seen as a lifelong process, evidence shows that timely access to
trauma-informed, patient-centred post-violence care can improve outcomes and resiliency rates for
violence survivors (15). For the purposes of this study, post-violence care was defined as legal, health,
and psychosocial services. This included police reporting, subsequent criminal proceedings, and accessing

essential health and psychosocial care. GBV must be viewed as a violation of both the survivor’s body
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and rights which jeopardizes their physical health and well-being (25). Recovery requires the coalescence
of these services to holistically address this violation and empower a survivor on their healing journey.
Recent research calls for increasing intersectoral collaboration in violence response to ensure there is an
integrated approach in both health and justice services (26). This study therefore explores migrant

women’s barriers to access with this comprehensive definition of post-violence care.

Due to their increased vulnerability to violence, it is essential that post-violence care services are viewed
as accessible and acceptable to female migrants. Currently, migrant organizations working in Cape Town
report significant barriers to care experienced by their beneficiaries. This study aims to provide empirical
data on the barriers of the identification and utilization of these services through in-depth interviews with
both female migrants and service providers. As a result, this article aims to inform future programming

and policy efforts to promote equitable, inclusive post-violence care for all women living in South Africa.
Conceptual Framework

To conceptualize access to post-violence services, this study has implemented a human rights-based
approach to healthcare. The underlying determinants of the right to health, as defined in the United
Nations Committee on Economic, Social and Cultural Rights General Comment No. 14, have been used
to guide the investigation (27). These four determinants are availability, accessibility, acceptability, and
quality and create what is commonly referred to as the AAAQ framework (27). The AAAQ framework
has been widely operationalized to evaluate healthcare services in various sectors and contexts. This
includes a 2019 tool developed by the United Nations Children's Fund (UNICEF) to identify barriers
impacting women and girls when accessing aid in humanitarian settings (28). The researcher applied this
tool in the data collection and analysis phase of the research process (Appendix A). Utilization of the
AAAQ framework not only increases the rigour of the study, it also provides a strategy for the
implementation of the study findings. As a tool guided by legally binding international doctrine, this
framework can inform how the findings can be used to hold duty-bearers accountable when advocating

for increased service accessibility.

Previous research has divided these determinants by the categories of supply (availability and quality of
care) and demand (accessibility and acceptability) (29). For the scope of this study, focus has been given
to the demand-side factors of accessibility and acceptability. By applying these criteria, the author is able
to use the framework to represent the voice of the service user, namely migrant women. This amplifies
their perspective and deepens the understanding of what influences their utilization of services. In this
study, accessibility refers to the ease with which the service user can identify and successfully access

services following an incident of GBV. To explore this determinant, characteristics such as information

23



accessibility, social accessibility, bureaucratic accessibility and physical accessibility have been explored.
Acceptability focuses on the level of comfort a service user has in utilizing the services. This has been

viewed as care that is “respectful of medical ethics and culturally appropriate” (27).
Methods

Research Design

This article is based on a qualitative exploratory study conducted with female migrants in Cape Town,
South Africa from June to December 2023. This study design was adopted to investigate the participants’
perceptions of the barriers to accessing care services following experiences of gender-based violence. A
qualitative exploratory design is useful to study an under-researched topic and deeply contextualise within
the study setting (30). This design was deemed suitable due to the limited pre-existing literature on the
topic and because it provides the opportunity for study participants to contribute to the creation of new

knowledge (31).
Sampling and Participants

The study population included migrant women living in Cape Town who are beneficiaries of a local
migrant organisation. Purposive sampling with a maximum variation approach was used to select
participants. This strategy was adopted for its ability to deliver rich data by intentionally including
respondents who are most likely to provide valuable and appropriate information (32). The maximum
variation approach allowed the researchers to investigate the phenomenon from a variety of perspectives
within our sample (33). Diversity was based on participants’ country of origin, English-language levels,
and type of post-violence care accessed. The sample included twelve female migrants. Their migratory
status included refugee (6), asylum seekers (2), and undocumented asylum seeker (4). Those who are
classified as undocumented have either yet to receive asylum seeker documentation or have expired
asylum seeker documentation. Collectively, they will be referred to as migrants throughout this article to
encapsulate all three types of migratory status. Their age ranged from 35 to 65 years old and their
countries of origin included the Democratic Republic of Congo (DRC), Burundi, Uganda and Zimbabwe.

The demographic information of participants is summarized in the following table.

Table 1: Demographic Table

Participant | Country of Age | Migrant Status Accessed post-violence
ID Origin care services?

1 | Zimbabwe 42 Refugee Yes

2 | Burundi 45 Asylum Seeker No

3 | Burundi 47 Undocumented Asylum Seeker No

24



4 | Burundi 37 Refugee Yes
5 | DRC 65 Refugee No
6 | DRC 45 Undocumented Asylum Seeker No
7 | DRC 46 Refugee Yes
8 | Uganda 48 Undocumented Aylum Seeker Yes
9 | DRC 41 Asylum Seeker No
10 | DRC 35 Refugee Yes
11 | DRC 45 Refugee No
12 | DRC 47 Undocumented Asylum Seeker No

The following inclusion criteria guided recruitment efforts; participants needed to be migrant women who
were over the age of 18 and had lived in the Cape Town area for at least a year. All participants were also
beneficiaries of the partner organisation, a measure included due to the sensitive nature of the research to
ensure follow-up support would be possible if necessary. Initially, we aimed to only target participants
who had accessed or attempted to access post-violence care services. However, the highly specific nature
of this selection criteria impacted the sample size. Ultimately, there were participants interviewed who did
not have experiences of accessing post-violence care. It was decided their data would be included in
analysis as they still provided valuable insights into barriers to care access and to the general context in
which these migrant women at risk of GBV live. Participants’ type of service engagement has been stated

in the findings when relevant.

To triangulate participant data, four KIs were sampled for interview. They were also selected through
purposive maximum variation sampling and with the inclusion criteria that they were service providers
with experience with migrants in the post-violence care space. Employers included shelter services,

psychosocial services, and migrant support organisations.

For recruitment, potential participants were approached by the staff of the partner organization and given
an informational overview of the study. Interested beneficiaries then completed an informed consent form
and were assigned an interview date. Key informants were recruited through the partner organisation’s
professional network. The four service providers also received an overview of the research topic and

completed informed consent forms.
Data Collection and Procedures

The researcher conducted in-depth interviews (n=12) with the female migrants and KI interviews (n = 4)
with service providers. Semi-structured interview guides were created to gain insights on migrant

women’s experiences of accessing care following incidents of gender-based violence and the perspectives
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of KIs on this. Guides were informed by the AAAQ conceptual framework and adapted as necessary in

the interview process (Appendix E).

Interviews were conducted in English and Swahili with the support of a translator as required. Interviews
ranged in length from 20 minutes to one hour. All participant interviews were conducted in the partner
organization’s office to enable the women to feel physically and emotionally safe. Referrals for debriefing
were provided to any participants who were distressed by the interview process. The relatively small
sample size allowed the researcher to complete more comprehensive interviews and more thorough data

analysis.

Key informant interviews explored KI’s perceptions regarding the barriers to care experienced by the
target population. This data was used to ensure rigour through triangulating the findings and contributed

to understanding the larger context these services are operating within.

All interviews were recorded and then transcribed verbatim by the researcher. Initial transcriptions were
facilitated with the assistance of Al transcription software through Microsoft Word and then verified and
edited as necessary by the researcher. To ensure clarity of quotes in the findings section, some have been
converted from third person to first-person tense. Minimal grammatical changes have been made for

clarity while maintaining the intended meaning.
Data Analysis

Transcripts were coded and themes and sub-themes emerged as part of a process of inductive analysis
following the Braun & Clarke framework (34). Familiarization with the data was completed by thorough
reading and re-reading of the transcripts. Analysis was completed manually, and a codebook was
developed using Microsoft Excel. To ensure rigour, the co-authors served as secondary analysts in the

process of identifying the themes presented in the subsequent section.
Ethical Considerations

Due to the highly sensitive nature of the study, ethical considerations were of primary importance. First,
ethical clearance for the research was obtained from the University of Cape Town’s Faculty of Health
Sciences Human Research Ethics Committee (Appendix F). In promotion of collaborative principles such
as mutual respect and solidarity, the researcher began the research process by relationship building with
the partner organisation to create a sense of familiarity and comfort with potential research participants.
To ensure interviews were conducted with an emotional safe approach, trauma-informed techniques were
applied including private and familiar interview locations, same sex interviewers, and participant-directed

interview processes, such as allowing the participant to not respond to a question or end the interview at
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any time. Debriefing sessions and informational pamphlets on referral services were offered upon the
completion of interviews. Supplemental service referrals were completed as necessary. No additional risk
was reported by participants as a result of their participation in the interview process. Research
permission was received from all participating organisations and informed consent was obtained from all

individual participants.
Results

Our study found that female migrants encounter numerous types of barriers in both the accessibility and
acceptability of post-violence care. Guided by the definitions of accessibility and acceptability from the
AAAQ framework, thematic analysis investigated how these challenges occurred at individual,
interpersonal, and systemic levels. The barriers not only delayed participant access to care but also limited
the efficacy of the care which subsequently negatively affected their healing journey. To better understand
these specific barriers to access and acceptability, it is important to first consider the context of

vulnerability experienced by this population in their everyday lives.
Context of Migrant Experience in Cape Town

Numerous environmental factors associated with migrant life contributed to a sense of heightened
vulnerability for study participants. These conditions were reflective of the migrant women’s
intersectional identities and impacted how they navigated their social environment. Starting on arrival in
South Africa, participants' resettlement was often hindered by systemic delays in administrative
procedures. These delays and their impact are intensified for asylum seekers as they require
documentation immediately upon arrival whereas other migrants may first enter on a visitor's visa for
three months. Participants describe delays as occurring routinely with no explanation or clear solution and
as a staple of the Home Affairs experience. They limit these migrant women’s economic opportunities and

integration into South African society.

I’'m here for five years. Never get the paper from home affairs. They always promise me, “‘you
come to get tomorrow.” Til now I don 't have the papers. I can t work without the papers. -

Participant 12, Undocumented asylum seeker from DRC

These bureaucratic delays were compounded by the ever-present threat of xenophobia. This overarching
theme impacted all elements of migrant life. Participants shared how it led to feelings of isolation and can

result in exploitation and discrimination in access to employment and housing.

This is what the major challenge is that when we re in a _foreign country that you don't have a say.

You don't have a right. The protection... Even in workplaces, if they want to do whatever they
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want to do, you can't report it to anyone because they know people and you don't. - Participant 1,

Refugee from Zimbabwe

Xenophobia contributed to another contextual factor, economic insecurity. Multiple study participants
shared how they were highly motivated to seek employment and provide for their families. However, the
barriers created through inaccessible documentation and xenophobic discrimination proved almost

insurmountable barriers to securing steady, viable employment.

For me, I think that the biggest change, strongest change, that can happen is if there is
accessibility to job opportunities. Because I believe that what makes my situation worse is lacking
for job, and the feeling that someone welcoming you, need to feed you, buy you soap, everything...
at least if I could have a piece job where I can also contribute something, life could move on. -

Participant 4, Refugee from Burundi

Participants shared examples of how these migrant-specific factors are occurring within a larger Cape
Town context which is rife with inequality and community violence. One participant noted how their

unique identity within this setting multiplies their level of insecurity.

That boy is 18 years old, when he killed my cousin. We were traumatized. How are we gonna say?
We can 't even. They can come to attack you in the night if you talk. Because in the first place, we
are foreigners. They can kill your brother like this, but you just keep quiet. You can't say nothing.
- Participant 11, Refugee from DRC

Beyond these fears, there is an acceptance of the levels of violence perpetrated in high-risk areas that can
result in an inaccessibility of legal protections. One participant shared how she was refused services
following an incident of community violence perpetrated against her husband which ultimately left him

physically incapable of work.

The experience that I received at the police was very, very bad. Because once I arrived at the
police, I tried to explain the case. I could not receive any help. They automatically reject me and
say that everyone knows that is a dangerous area, so they cannot do anything. - Participant 7,

Refugee from DRC

This context helps to provide a rich description of the setting where participants are attempting to access
post-violence care services. Recognizing the larger social and economic structures participants are
operating within allowed for a more thorough application of the conceptual framework to deeply analyse

the findings, as detailed in the following section.
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Barriers to Post-Violence Care Services
1. Accessibility

Within the theme of accessibility, results demonstrate how participants identified and accessed post-
violence care services. The following subcategories from the AAAQ framework were applied to
comprehensively explore the barriers experienced: information accessibility, social accessibility,

bureaucratic accessibility, and physical accessibility.
1.1 Information Accessibility

When describing the process of identifying post-violence care services, participants shared how their
severe levels of isolation limited their access to information. Many of the participants moved to Cape
Town with few or no pre-existing social connections, they did not speak English or any other South
African national languages, they were unable to seek employment due to their documentation status, and

their physical movements were restricted by their partners.

I’'m not working. I'm not allowed to go anywhere... So, I just left. I didn't say where I was going.
So, now, if he comes and finds out I’'m not there, there's going to be big problem.

- Participant 3, Undocumented Asylum Seeker from Burundi

This combination of circumstances left women experiencing violence isolated with limited options for
emotional support or referral to care. While there was some awareness about the general availability of
services, specific providers or the quality of care they deliver was unknown by many. Women shared they

would need to do additional research to be able to access services.

So this kind of gender-based [violence care services], I don't really know what is happening. But I
know there are people that are there. Institutions and organizations are helping people... Maybe
I'll go into Google and search to see which services are doing that. - Participant 6,

Undocumented Asylum Seeker from DRC

One of the few resources which seems to be effective in facilitating access to services is word-of-mouth
referrals from neighbours or community members. One GBV survivor shared how after a severe incident

of violence the people living around her intervened to ensure she accessed necessary health services.

The neighbours, they were like “No, No, No.” They had to raise an alarm that that woman would
be killed there. So they made me go to hospital. — Participant 8, Undocumented Asylum Seeker
from Uganda

At times these referrals were done discreetly, as the neighbours feared retaliation from the perpetrator.
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Because my neighbour just told the people, ‘This mama here, she has a pregnancy, but the way
they are treating her inside is bad.’ They show me the police station. She said ‘You must call the
police. They are going to help you because this is not your life. But then don't tell your husband if
I'm the one who gave you the number.’ - Participant 10, Refugee from DRC

Limited knowledge of the types of services available poses as a first layer of barriers for the study

participants. This can result in a significant escalation of the abuse before services are identified.
1.2 Social Accessibility

Stigma around reporting was seen as another significant barrier in these migrant communities. While in
some instances neighbours served as referral systems for participants (as described above), others
expressed how cultural expectations led to not reporting. This was especially common in instances of

violence perpetrated by an intimate partner.

If you go to the police to report, my husband do this, my husband do this. I'm telling you the
police will take him and lock him, but when he comes out you will be sorry. Because no one's
going to help you, not friend, not family. “Aye! This woman take her husband [to] the police, they
bring the white people culture and now they left our culture.” That's the problem, we're living

with here. - Participant 3, Undocumented Asylum Seeker from Burundi
The effect of this stigma is magnified by how closed and close-knit the migrant community is.

Another barrier is a shame someone feels to admit that they are a survivor or victim of GBV,
especially in refugee communities, because it's communities that believe that whatever happens in
the house must stay in the house...So even friends, someone can't even go and disclose to a
friend... It also gives people fear that if I report, I'll be shunned from this community. — Key

Informant 3, Social worker for a migrant support organization

Even in instances where women initially overcame this stigma and accessed legal services, the subsequent
social pressures sometimes led them to reverse their decision. A GBV survivor from Burundi shared how

this resulted in her ultimately bearing the cost from a lack of legal accountability for her partner.

1t is really a taboo to lock your husband. So when they heard that I opened the case, they called,
many family friends, they come and say please don t make him locked down in the prison... Then
we didn 't go to court. And after that, we break up, but the guy didn t fulfil his promises [to pay
maintenance support for their child]. - Participant 4, Refugee from Burundi

30



Another dominating challenge was a migrant woman’s sense of dependency on an abusive partner. Even
after intervention from her neighbours resulted in access to health services, the previously mentioned
GBYV survivor from DRC shared how this dependency delayed her pursuit of legal aid and prolonged her

experiences of violence.

Even the nurses, they kept asking me ‘No, with the black eye... You cant tell me its nothing.’ They
said ‘speak up.’...But I couldn 't speak up because I didn 't have anywhere to go. If I speak up and
he puts me out, I didn 't know if I could even find anywhere to sleep or what. So I didn t speak up...
And then he said that he wouldn t take me back to the hospital because they would keep asking me
questions and I would be tempted to tell them. - Participant 8, Undocumented Asylum Seeker
from Uganda

A final dimension of social accessibility from the AAAQ framework explores how competing
responsibilities, such as childcare, may affect access to services. Women shared that as single mothers

they struggled with minimal financial and parenting support.

Because for me, I don't have relatives around here. So everything lies on me. You see, like if you
got your sister or someone to make a plan. But since I'm alone, it's very difficult because you

don't have anyone to rely on. - Participant 1, Refugee from Zimbabwe

This burden of care leads participants to prioritize providing for their families over accessing services for

themselves.
1.3 Bureaucratic Accessibility

The denial of care due to expired documentation is one of the prominent themes of bureaucratic
accessibility. One participant shared the following story about her experience attempting to access police

services following a physical attack.

When I arrived, they requested the ID. Then when I removed the ID, they tell me that “the paper
is expired and how can we help someone when their paper is expired?” - Participant 7,

Undocumented Asylum Seeker from Burundi

Even just the fear associated with being undocumented posed as a barrier in determining to seek care. One
KI who is a social worker for a migrant support organization shared about how this fear manifests in her

clients.

They fear to approach the police. First of all, because the documents are not up to date, or they've

been expired. And they do not have the means of explaining, because of language barrier, to
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explain that “look I applied for this document and I'm still in the waiting period.” So, in that case
they sort of cover up for the perpetrators who have abused them because they fear to approach
the police because of lack of documentation. - Key Informant 4, Social worker for a migrant

services organisation

Bureaucratic barriers were also seen in connection to the previously mentioned theme of dependency on
perpetrators. KIs noted that, beyond financial reliance, perpetrators were often relied on for
documentation purposes as well. This can be used as a way for perpetrators to control their partners and

further restrict their access to care.
1.4 Physical Accessibility

In the study, physical accessibility was primarily reported as a challenge in the procurement of police
services. Participants shared examples of how SAPS officers required them to report to the station closest
to the location of the crime to receive assistance. This was mandated even if the service was not
physically accessible or properly equipped to respond. A participant shared how after a sexual assault this

created barriers to her initial reporting and follow-up investigation of the crime.

They took me to the police station. And I stood there. I didn't have shoes. I didn't have a proper
Jjersey on. I stood there for a long time. I pitched there around from 3 o'clock til, like, 4, 5 o'clock.
... They said, “No, we're not going to help you with anything. You must go to Athlone where the

crime happened.” - Participant 1, Refugee from Zimbabwe

This same participant contrasted her experience of inaccessible public services with the flexibility of
accessing private psychosocial care. She appreciated how this NGO used a variety of service options to

effectively ensure accessibility.

They are very flexible. They have got also 24-hour counselling sessions. Which is great. You can
call them when you need help. They have got a lot of positive vibe to it. You can do it online as

well. - Participant 1. Refugee from Zimbabwe

While these services are filling an important void left by government entities, they are also overburdened

and under-resourced. This can have a ripple effect on physical accessibility due to limited resources.

Apart from GBV, we have a huge need for shelter just in Cape Town. So I think even shelters that
are specific for GBV are filled with homelessness... Currently, we only have that one shelter that
we really rely on and if it's full, then it's difficult for us to assist the client. - Key Informant 3,

Social worker for a migrant services organisation
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These four categories of accessibility have demonstrated how participants' choice of and access to

services can be limited through numerous factors.
2. Acceptability

The perceived acceptability of services is another determining factor that affects a woman’s decision to
utilize post-violence care. To understand acceptability, the study investigated participants' perspectives

regarding the quality and content of service delivery, including the cultural and gender sensitivity of care.
2.1 Unethical and Xenophobic Behaviour from Service Providers

As an introduction to acceptability, it is important to recognize that it has been normalized for these
migrants to expect a baseline level of xenophobic discrimination in almost all instances of care. It was
presented as common knowledge that while they should be able to access public services, they will

inevitably be delivered with discriminatory behaviour from service providers.

1t's the societal norms and judgments and stereotypical attitudes that might affect them when they
go to access the services, but not necessarily that they won't receive the services. But they will
still experience discrimination, stigma, and labelling and anything else that has to do with just

not being a citizen in this country. - Key Informant 2, Social worker for SGBV response service

Instead of an appropriate trauma-informed violence response, participants described how xenophobic

attitudes were a first reaction of service providers when reporting to an incidence of GBV.

I was staying in the house, renting a room in a house because everyone woke up and they came
out because he comes up and was breaking the windows... They had to call the police. The police
had to come out because he was like, “I must kill you.”... Then the police came they said, “After
all you are all foreigners. Where is your documents? I need your documents. I'm sorry, people,

but how are you here?” - Participant 8, Undocumented Asylum Seeker from Uganda

Xenophobic treatment also occurs through the weaponization of the language barrier. The same
participant shared how her accent or lack of ability to speak a South African language has been used to
identify her migrant status in order to refuse services or offer lower-quality care. This was exemplified in
an instance she shared about attempting to organize an ambulance for a fellow migrant who had just

experienced a severe case of domestic abuse.

1ts hard to get transport when it’s an emergency... The ambulance we called it was nothing,

nothing, nothing and she couldn 't walk. So another person eventually called in Afrikaans, that'’s
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when they respond. They know it, they say “Ah you can't call because they hear the accent, they

know the accent.” - Participant 8, Undocumented Asylum Seeker from Uganda

Participants also reported no knowledge of services they could refer to for protection against this type of
discrimination. One participant shared her experience of being sexually assaulted while she was working
as a security guard. Instead of receiving a referral to care from her employers, she was met with resistance

and discrimination which left her feeling helpless.

1t was like something good for them, when I was trying to talk, they start to laugh... They know I
can't speak Xhosa, but they start to speak in Xhosa. I can't hear what they're saying... But I don't
have any choice. - Participant 9, Asylum Seeker from DRC

Victim-blaming behaviour was reported as another common occurrence and emphasized the need for

gender diversity in service providers.

I wish the cases of rape can be handled by women police.. Because he was actually blaming me...
So he was actually saying it's your fault that it happened to you. I was like, what? - Participant 1,
Refugee from Zimbabwe

Participant’s stories also showed how service providers used these victim-blaming attitudes to rationalize
their unethical care. One extreme case included a forced procedure of family planning treatment at a
health facility after a participant was accused of having a miscarriage because she was “too old” to be

getting pregnant. In actuality, the miscarriage had resulted from an incidence of GBV.

Then after some serious beating, I got a miscarriage and I went to hospital...So they had to
remove the baby. So then I was sleeping and in the morning, 1 felt the implant. And they were
saying “oh you re old, you're old why did you get pregnant?” And at that time I was 38. So [ had
the implant... So I had to stay with it even though everyday it was bleeding. It did not go well with
me. - Participant 8, Undocumented Asylum Seeker from Uganda

Ultimately this type of mistreatment led to a breakdown of trust in public services.

Don't go to the police. Never go to the police. Just stay at home. Just stay at home. It's too

traumatic. - Participant 1, Refugee from Zimbabwe

The frequent occurrence of both xenophobic and gender discrimination during experiences of care results

in low levels of acceptance and leads to the devaluation of care.
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2.2 Economic Benefits of Services Influence Acceptability

Participants shared views of finding services more acceptable if they offered opportunities for financial
security. As previously discussed, migrant women live in a financially vulnerable context and often have a
sense of economic dependency on their abuser. A woman is therefore more inclined to pursue a post-
violence care service if it provides an opportunity to ensure a sense of financial stability, for example,

through maintenance claims.

1 must get maintenance from this guy. Because he can t abuse me like this and he's working... [In]
South Africa, they cannot allow that. He must support the kids. - Participant 10, Refugee from
DRC

However, where there seems to be a lack of possible positive outcomes, participants expressed not seeing

value in reporting the abuse or accessing services.

They say ok even if I go to the police, he doesn't have income. They say this money you are going
to support your five children? That’s also why I didn t go to the police. - Participant 3,

Undocumented Asylum Seeker from Burundi

The sustainability of the outcomes resulting from the services also influences the acceptability. Because
these services are being accessed in severely financially insecure environments, participants reported it

was difficult to find a long-term solution.

I've experienced a lot of challenges and ['ve realized there is not real help. In the services, there'’s
not really help that can make you sustainable on a level like financially... ['m not able to return
back home so I'm even willing, if I can, to go somewhere else because I do not really see

sustainable help [in South Africa]. - Participant 5, Refugee from DRC

Though participants are encouraged by the potential economic benefits of accessing services, the
ineffective delivery and lack of sustainable outcomes lead to low acceptability levels and a sense of

disappointment in the system.
2.3 Positive Perspectives of Social Services

Although there were significant issues raised around service delivery and performance, many participants
still shared an overall positive perspective towards social services in South Africa, especially in contrast

to their home countries.
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At least here, people are educated. They know it, they know where to run to in a certain situation.
If something happens, we've got services in places, but back home, we do not have that. So, you

have to do it by yourself. - Participant 6, Undocumented Asylum Seeker from DRC

Additionally, the larger cultural attitudes in South Africa against GBV positively influence migrant
women to be accepting of services. These cultural trends have helped mainstream services, such as

psychosocial care, which may have been stigmatized in a migrant’s home country.

Because they're in this society, the South African society, where most of the women, the South
African women, stand up and speak about gender-based violence, speak openly. So that's sort of
also an encouragement for other women who are foreigners in this country to come out and

speak. - Key Informant 4, Social worker for a migrant support organization

Service providers also shared how they perceived migrant clients of accepting more basic forms of

psychosocial services in comparison to national clientele.

The environment of being in a foreign country when an incident happens actually increases their
vulnerabilty. So, they always come with less expectations than our people [South Africans] who
would demand services... To them, they appreciate the fact that they even have access to services.

such as counselling, that is free. - Key Informant 2, Social worker for SGBV response service

Overall private organizations, such as migrant or psychosocial support NGOs, were seen in an especially
positive light. Many of the participants shared that if they knew another migrant woman experiencing

gender-based violence they would first refer her to a migrant organization before other options.

It's one organization that I saw that doesn't treat us as victims. We 're not treated as victims at all.
Like you don't feel like you 're low... You feel like a human being which is som