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2. Introduction

Bua Mining Communities (BuaMC) is a people-centred organisation formed in 2012 after the

Marikana massacre, to give a voice to mining-affected communities as well as support. BuaMC

is a community network in the Bojanala Platinum District Municipality (BPDM), and is mandated

to fight injustice of the community and particularly human rights violations perpetrated by the

mining sector. Accordingly, its programmes pay particular attention to issues of biodiversity and

the sustainability of a green economy in the contestation with large-scale corporate mining.

Thus, we have dealt with questions of mining and environmental governance keeping an eye on

the role of traditional leadership as well as Social and Labour Plans (SLPs) and the Mineral and

Petroleum Resources Act (MPRDA).

Background

This study was conducted five months after the wage strike in 2014 that took place in the

platinum mining area of Rustenburg, Bojanala District Municipality of South Africa, and after

the Farlam Commission of Enquiry (also known as the Marikana Commission of Enquiry) had

submitted its findings to the President of South Africa.

Map 1: Rustenburg Local Municipality border and surrounding areas of Bojanala District

Municipality (Source: Google maps)
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3. The Rationale for the Research

There are many reasons for undertaking this research, but the most important are listed

hereunder. BuaMC receives consistent complaints from the communities it works with about

general service delivery problems, particularly the unbearable health problems as a result of

the absence of a quality health system in the province and the region.

In addition, as a platinum-rich province, the BuaMC believes that while it brings riches for

some, platinum mining operations impacts heavily on the health status of the mine host

communities. We wanted to investigate this understanding.

We set out to investigate what these impacts are. We looked at the effects of platinum mining

on the people in the Bojanala Platinum District municipality, but particularly at the strain the

externalisation of costs puts on the communities and the Department of Health.

4. The Profile of the Community

Both BuaMC and the Bench Marks Foundation (BMF) have studied the health conditions of

mining communities for some time, and BuaMC set out to build on the observations made.

There is a negative perception on the impacts of mining on mining communities as well as a

general dissatisfaction with the quality of services delivered by the local government.

While the government has blamed migration into the province and the district as a cause for

the overcrowding on its inability to provide adequate services, the organisation believes that

the causes are much more complex and varied.

The report by the North West health department (2014:04) acknowledges that Bojanala is a

densely populated district and this is as a result of migration specifically for mining. The report

also outlined the constraints and challenges around medicine distribution in the district.

Other research by groups like the Centre for Applied Legal Studies (CALS) (2016:55), argues that

the pull-factors of mining to the area is a challenge, but blames the mining sector for the

population influx as their Social Labour Plan (SLP) lacks proactive planning on the issue, arguing

that: “The impact of the living conditions and way of life of existing communities is vast and

often sudden. Influx, especially that induced by the mining company, needs to be anticipated

and addressed in planning documents such as IDPs as well as SLPs”.
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Furthermore, the CALS study observed that of the SLPs studied, 20% of SLPs made some sort of

reference to population influx, suggesting that the problem is much wider than the North West

Province.

Since the end of apartheid and the introduction of a constitution and universal elections, the

new government scrapped restrictions of movement and association. The Group Areas Act, and

other restrictions were scrapped and South Africans have been free to move and reside

anywhere in the country. However, in practice, the patterns of exploitation of labour

established over the centuries have, by and large, remained. The migrant labour system has not

been discontinued, and thus their impacts are still being felt in the mining communities – years

after the official death of Apartheid.

The migrant labour system has led to an overpopulation and a crisis of unemployment in the

greater Rustenburg area. Thus, while there is an abundance of cheap, skilled and experienced

labour, the social costs of the health services and community relations is a matter of concern. In

the following section, we will look at the socio-economic context of the province.

While local migration of labour has made access to labour available, a problem is aggravated by

aggressive migrant labour recruitment from other countries and provinces. Failure to deal with

this double apartheid legacy rooted in the Group Areas Act and uninterrupted migrant labour

system, has led to overpopulation and a major unemployment crisis in Rustenburg. In the end,

poor planning on the part of the government and the mining industry increases the challenges

faced by the health service providers in Rustenburg. It is also a ploy brought on by an ardent

desire to appease the mining industry’s need for low cost labour rather than by the need of the

population for quality health services.

4.1 Poverty and Unemployment

The poverty indicators as reported in the 2016 Eunomix Report (Eunomix, 2016:3) for

Rustenburg is as follows:

• Unemployment in Rustenburg is at 26.4% (amounting to roughly 70,000 people);

• Youth unemployment was at 35%;

• 30% of the economically active population earn no income;

• 24% of households live on less than ZAR 600 per month. On the other hand, the report by

Doctors Without Borders (2015:11) states that the gender imbalance in employment shows

that many women in Rustenburg may be financially dependent on men.

• The poverty level is at almost 62% of the population, which is higher than the national

poverty rate. Additionally, income inequality is substantial and along racial lines with

poverty highly concentrated among black Africans;
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• The annual earnings of the top 5% of earners represent the annual earnings of 70% of the

general population; and black Africans account for 90% of the ZAR 0-2,400 income group

(see Figure 1); and

• The strong asymmetry between white families and black families is compounded by the fact

that segregation is not only economic, but also geographic.

5. Impact of the Mines

The struggle to improve the lives of workers has a long history, stretching from the 1920s Rand

Revolts of white mine workers, to the 1946 strike by African workers, to the Marikana massacre

in 2012. Workers from various internal areas and from Southern Africa, were brought in as

cheap labour to work on the mines. While it has negative impacts on the sending areas, its

legacy on local services, in particular health in the receiving areas, are under stress.

5.1 Health Provision by Mines

The scaling down of operations by many mining companies has also led to retrenchments.

Workers who are no longer employed by the mines are no longer covered by the health care

insurance of the mines. With the hope of finding another job in the mines in the area,

retrenched workers continue to stay in mine-hosting communities despite being retrenched. As

another boom in labour recruitment heightens, more migrants are attracted to stay in mining

Figure 1: Household annual income by ethnic group (Source: Platinum Mining in Rustenburg- Eunomix

2016 Report)
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communities, and the burden of health care is subsequently placed on the public health care

system and other public facilities.

5.2. Labour Practices of the Mines

Subcontracting, labour broking and outsourcing means that workers are underpaid and do not

have the full, or any medical benefits cover. The inability to sustain a healthy life due to

underemployment contributes to poor health outcomes and being prone to illness and diseases

contributing to high traffic volumes at clinics (Bench Marks Foundation, 2007:113).

5.3 Mines, Land and Psychological Health

Pilanesberg Platinum Mines (PPM) has operationalised an opencast mine which is seven

kilometres from Moruleng urban center and ten kilometres away from Motlhabe, which is the

nearest village. According to the people of Motlhabe, the land on which the mine is located

belongs to them. However, there is a land dispute between the Paramount Chief (Nyalala

Pilane) and the Chief of Motlhabe (Mmuthi Pilane). These divisions that are driven into

communities by the mines have an extremely negative impact on the psychological health of

the community.

The African identity is closely associated with access to land. The loss of land represents a

psychological trauma to people residing in self-sustaining communities based on agriculture.

Mining further impacts on water resources associated with land, either by depleting or

polluting the water. Thus, with opencast mining, the mining operations drill a well field of

boreholes to drop the water table so as to ensure that the mine operates on a dry surface in

Photo 1: PPL Mines opencast shaft
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the pit at all times. This causes the boreholes and wells of surrounding communities to dry up,

leaving cattle, crops and fruit farmers without water. This further contributes to psychological

stress in communities.

5.5 General Mining Impacts on Community Health

The Bench Marks Foundation, in The Policy Gap report on platinum mining in Rustenburg,

found that mining has created health problems for the community. This has been confirmed by

this study. This report notes that “health infrastructure designed and constructed mainly during

the apartheid era is also overburdened not only with the increased population, but also with

very significant increases in communicable diseases such as sexually transmitted diseases

(STDs), particularly HIV/ AIDS, tuberculosis and silicosis”(Bench Marks Foundation, 2007: 106).

This research serves as a knowledge-enhancing resource document for communities to

understand the causes and sources of their problems and to raise awareness about the

negative impacts that the mines have on communities’ health. It is hoped that the knowledge

garnered will serve as a basis to organise campaigns and actions that will assist in highlighting

the problems raised, and improving the lives of people.

It will also serve to clarify similarities and differences in the health challenges facing different

communities and villages. Consequently, it will help the development of a plan of action in an

attempt to resolve the health challenges faced by communities.

We now turn to the research undertaken which focuses on the problems experienced by

ordinary residents in mine-hosting communities of the Bojanala district.

6. The Objectives of the Research

The objectives of the research were:

a) To inquire into the reasons for the overcrowding at clinics and health provision points and

the poor health care service in the local clinics in Rustenburg;

b) To examine how the mining industry impacts on the local public health care facilities;

c) To examine if there are situations in other mining areas that could be similar to Rustenburg

municipality; and

d) To survey the community clinic users’ satisfaction levels relating to the clinic services.
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7. Research Process and Methodology

The decision to focus on the problems experienced by community members accessing primary

health care facilities was made by BuaMC community representatives, and its steering

committee. Purposive sampling was used to identify particular clinics to be part of the research.

The selection of these clinics was based on our discussions with communities during the 2013-

2014 period. It was also based on their observations as the users of the public health services at

clinics. The research investigated ten public clinics in the Rustenburg Local Municipality and

Moses-Kotane Local Municipality as listed below.

However, most of the areas examined are within the Rustenburg Local Municipality (RLM),

while one is within the Moses Kotane Local Municipality (MKLM). The two local municipalities

are part of the five local municipalities that belong to Bojanala Platinum District Municipality

(BPDM). While we are aware that the two municipalities cannot be a fair representation of the

entire district, we note that because of the compactness of the mining industries, these areas

have the highest population density compared to the rest.

The following were the targeted clinics and areas they serve:

Name of

Clinic

Clinic

Location

Areas people came from Mines Companies

around the Village

Level of Clinic

Chaneng

Clinic

Chaneng Robega, Rasimone,

Chaneng & Mafenya

Impala, RBPlats,

PGM (Maseve),

Bakubung Mine,

Glencor Merafe,

AngloPlat

Local clinic; 24 hrs

service (To be

turned to a 12hr

clinic in 2017)

Tlaseng Clinic Tlaseng Tlaseng, Tsitsing,

Tantanana, Maile,

Diepkul, Mammerotse,

Maganjane &

Mosenthal

Implat Local clinic, 12 hrs

service

Mfedikwe

Clinic

Mfidikwe Railway, Zakele &

Bokamoso Photsaneng

AngloPlat,

Aquarius, Glencore

and Lanxess

Local clinic, 24 hrs

service

Thekwane

Clinic

Thekwane Railway, Photsaneng,

Botshabelo & Nkaneng,

Ikemeleng (Kroondal),

Zakhele, Ziza and RDP

AngloPlat,

Aquarius, Glencore

and Lanxess

Local clinic, 12 hrs

service (07H30-

16H30)

Motlhabe Mothlabe Mothlabe, Rampudi Pilanesburg Local clinic, 08H00
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Name of

Clinic

Clinic

Location

Areas people came from Mines Companies

around the Village

Level of Clinic

Clinic Section, Thabeng,

Selada Section,

Madibanenu,

Thabeneng, Section&

Khaoundu Section

Platinum Mine Local clinic to 16H00

Luka

Community

Clinic

Luka Luka & Mogono Implat Local clinic, 12 hrs

service

Wonderkop

Clinic

Wonderkop Wonderkop, W.

Selokang,

Wonderkop, Nohaneng,

Mooinooi, New stands,

Brits &

Gelongo

Lonmin Local clinic, 12 hrs

service

Bafokeng

Health

Center

Phokeng Lefaragatlhe,Rustenburg,

Phokeng, Buanja,

Masosobane,

Lenatong & Kgale

Glencor, Implats Health Centre, 24

hrs service

2015:

Ikemeleng

Clinic

1990-2015:

Classic House

Clinic &

Gateway

Clinic

Ikemeleng Ikelemeng Glencor, Samanco,

Aquarius, and

AgloPlats

Local clinic, 12 hrs

service

Marikana

Community

Clinic

Marikana Marikane, Thekwana,

Bleskop

Bokamoso & Photsaneng

Lonmin Local clinic, 12Hrs,

7:00- 16:30

Table 1: Clinics and villages covered

The desktop research, fieldwork and data collection for the report was conducted between

June 2014 and May 2015. The write-up and editing process was conducted between June 2015
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and May 2016. The research team decided to do the survey where field workers resided. The

field workers targeted their local clinics.

Key informants of our research were the frequent users of the clinic: out patients. We

anticipated that it would be difficult to get the nurses to talk directly about the clinics they

worked in. Information is available, but you need to access it through the district information

system or province. However, a nurse would not be able to report this freely. A bigger issue is

that the local Department of Health does not have access to the mines health data. This

information is not freely available to the community and is very difficult for the community to

access.

A questionnaire was drafted and presented to the community researchers at a workshop where

amendments were made to the draft. After that, the 22 community researchers agreed to do

the following:

• Visit the clinics over a period of two weeks and randomly interview 20 clinic visitors per

clinic;

• Interview at least two to four health workers in the community they lived in, to obtain their

views on services in local clinics; and

• Keep diaries to record their personal observations.

The completed questionnaires were analysed and the findings included in this report. Drafts of

this report were presented to the community researchers who made additional comments on

what they found significant and pointed out what they saw as key findings and

recommendations. Communication about the report and findings in the community continues.

The researchers also interviewed the following community members through a random

selection of communities:

• Kelesamile Motshegare- Motlhabe;

• Lebogang Motsi – Chaneng;

• Lebogang Molewa – Chaneng;

• Dikeledi Tlholose – Thekwane;

• Daphne monyatsi – Thekwane;

• Thabiso Mafereka- Ikemeleng;

• Toka Sobore- Ikemeleng;
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• Robert Tsekwa- Ikemeleng;

• Nolbabalwa Vakashe- Wonderkop;

• Matlotliso Pesa- Wonderkop;

• Anonymous Resentse- Marikana;

• Prisca Mosadiwakgang- Marikana;

• Christopher Maphala- Buanjwa; and

• Tshegofatso Mekgoe- Luka.

7.1 Challenges and Lessons Learned

The survey looks at the public health systems’ problems and challenges. It includes the state of

clinics and the turnaround tie for service. Health problems in the communities in question are

associated with air, water, and largely environmental pollution. The challenges are exacerbated

by the difficulty of accessing quality health care services and invariably, the long distances

communities have to travel to and from health facilities.

As patients were waiting in long lines to be attended to, community researchers did not have

any problems in getting access to them for the survey. Our research would have been enhanced

if we had access to information and statistics from the Department of Health and the local

clinics. However, we were informed by field workers who had done work in this area that this

would take a very long time and would prolong our study. We chose to keep our focus on what

the community field workers observed and recorded.

It is important to note that during the research period Samancor (clinic constructed in

Ikemeleng), Implats and RBPlats, had indicated that they would be building or revamping clinics

in Ikemeleng, Chaneng and Luka respectively. However, in our follow-up interviews in the three

areas, the community of Ikemeleng do not recall any consultation about the clinic, which was

completed in 2015. They said in our follow-up interviews prior to the opening of the clinic: “We

were not engaged on how many nurses will be there or how it will work or whether there will

be an ambulance or not. Therefore, we are unaware of how the new clinic in Ikemeleng will

improve our health situation.” In 2016 BuaMC followed up to verify the community’s

suspicions. They said: “The community is already experiencing medication shortages”.

The refurbishments of Luka Clinic were concluded in 2015, but in 2016 the community was still

experiencing challenges similar to the time before it was upgraded. We followed up with a

group of youth to find out if the clinic’s upgrades really help the community and if its services

have improved in the views of the community. Comments were as follows:

“The clinic operates for 10 hours (06H00-16H00)”. There’s no medication. There are not enough

nurses. The clinic has been renovated but the queue is still long. They don’t allocate you to the
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right queue. The nurses are also not considerate of a patient’s emergency status. You can die

waiting in a long queue”.

Chaneng clinic has not been expanded as was expected, however, the conditions of

overcrowding have not changed. This is despite the ongoing retrenchments at Royal Bafokeng

Platinum (RBPlat), which did not stop the aggressive recruitment of new workers.

8. Our Key Findings

8.1 Who Visits Clinics?

Figure 2: Pie chart showing usage of clinics by gender (215 respondents)

The above pie chart, Figure 2 shows that approximately 63% of visitors to the clinic were female

and only 33% were male. This, despite the fact that Rustenburg has a male population rate of

59.4% and a female population rate of only 51.3%.
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Figure 3: Age of Clinic Users
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According to our research, Figure 3 above depicts that most clinic users are young women aged

between 16 and 45. Pensioners form part of those who frequent the clinics. Some of the

pensioners were going for their own illnesses; some were taking children below twelve years to

the clinic.

The above figure explains that the greatest illness experienced by communities is tuberculosis

(TB), which is clinically related to HIV/AIDS infections. It is possible that the communities could

not disclose their HIV/ AIDS status and were just indicating tuberculosis as the cause to

frequent the clinic. As the clinics surveyed were all in mining communities, we cannot

disassociate the easy spread of TB from the confined and poorly ventilated deep-level

underground mining work environment. Asthma, as depicted by the graph above, can be

connected to the heavy air pollution. According to the Department of Environmental Affairs

report (2014:53-54), one of the chief contributors to air pollution is mining. Mining is argued to

contribute over 70% of particulate emissions in the Waterberg-Bojanala priority area. The

report also concludes that asthma is linked to air pollution. It contends that: “Coarse particles

(PM10 to PM2.5) can accumulate in the respiratory system and aggravate health problems such

as asthma. PM2.5, which penetrates deeply into the lungs, is more likely to contribute to health

effects […] (DEA, 2014:170). Often poor living conditions have a strong connection with the

health challenges faced by the mining communities. Air pollution, which is also attributable to

mining, is linked to the growing respiratory illnesses experienced. High blood pressure and

Figure 4: Prevalent causes/ illnesses for going clinics: STI, HIV/ AIDS, TB, High Blood,
Diabetes, Prevention (Contraception) and Asthma
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diabetes are common denominators within the pensioners group whilst pregnancy preventative

contraceptives were a dominant reason for young girls and young ladies to use the clinic.

Photo 2: TB Awareness Billboard near Lonmin Hostels.

8.2 Overcrowding

All the clinics surveyed experienced overcrowding. The respondents to the research reported

that there are long queues at their local clinics. This is primarily due to a population influx

largely of migrants and contract workers, miner’s families or individual job seekers. The rapid

increase in patients over-burdens already under-resourced clinics. Limited medicine supply and

under-staffed clinics are common cases within Rustenburg’s Local Municipality.

Whereas other sectors such as tourism and hospitality attract migrant labourers, platinum

mining remains the biggest contributor to labour migration.

The population growth results in overcrowding and long waiting hours for treatment by clinic

users. The communities see this as a major problem because it creates many hardships for clinic

users.
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8.3 Waiting Time

Of the 215 visitors interviewed, approximately 74% said that they wait between four to eight

hours (and more) to be attended to by a nurse. Among those who wait for long hours, there

are those who just come to collect medication and this includes chronic patients who are on

regular treatment. Many patients claim that they return home after a very long wait without

treatment or satisfactory medication.

The bar graph above depicts that 22 percent of clinic users are mineworkers and a further 59%

are related in one way or the other to mineworkers. This portrays an environment heavily

populated by mineworkers. Given wide-ranging relationship needs, families, friends or next of

kin often migrate with mineworkers. This additional challenge exacerbated existing problems

of overcrowding and the hours patients wait.

The Mining, Minerals, and Sustainable Development (MMSD) Project (2002:202) in their

extensive report, contends that migration of people into mine host communities is one of the
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Figure 6: How clinic users relate to mine workers

Figure 5: Number of hours spent waiting in queue
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notable impacts of mining. The MMSD report (2002:203) goes on to conclude that because of

this, many health risks emerge, including the introduction of new diseases. The Housing

Development Agency report (HAD) (2013:13) confirms that Madibeng and Rustenburg

accounts for 52% of people living in shacks. The HAD (2013:14) further concludes that Bojanala

District Municipality has the highest proportion of shack dwellers across the North West

Province. This does not take into account the large number of mine workers who live in

backyard dwellings. However, during times of economic downturn and retrenchments, the

number of migrants may decline as people return to labour sending areas.

8.3 Instrumentalisation of Healthcare

The community perceives that the healthcare provisions exist as a management tool to mitigate

the risks of the harm caused by the mines. It plays the role of a bandage, dealing with the risks

of so-called “unproductive” labour, infectious diseases, etc. – but do not deal with the causes.

Instead, they leave the causes of ill-health in our communities.

Of those working for the mines, most permanent employees are on permanent contracts and

have access to the medical aid provided by the mine. This gives them access to mining clinics or

community health care through mobile clinics. However, some categories of workers, such as

the sinkers that are still on temporary contracts do not use mine-provided services. This occurs

in cases where they have compromised immune systems and they believe it may affect their

continued employment in the mine. It appears that mineworkers do not routinely access many

clinics because of the negative image they have of these clinics.

There are routine screenings that take place before beginning work and when coming back

from vacation. Therefore, miners access public/private services prior to starting work so as to

determine whether there is anything that should be concealed prior to starting work. Mine

workers believe that if they have illnesses that compromise the immune system, like HIV or TB,

it is a “red flag” compromising their continued employment. The perception by workers stems

from poor occupational health practices of the mines, encouraged by the then government in

the late 1980s to early 1990s when Malawian workers were repatriated after testing HIV

positive (Dupper, 2003:10).

It is because of these perceptions and the treatment of patients that the clinics remain

underutilised and cannot be used for other health problems.
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9. General Community Dissatisfaction with Clinic services

The following discomforts were reported

i. Many people, particularly those tending to a sick child or baby as well as the aged, experience

great difficulty waiting long hours before getting treatment. In addition, pregnant women

suffer great discomfort;

ii. Women waiting long hours at the clinic experience great stress and worry as they have to

leave their children at home in the care of others or without care. When they return home

late, they are unable to prepare supper which further impacts on family relations;

iii. The long queues are a source of tension and potential conflict among visitors, in particular in

the cases where the visitor is from outside the local area. This tension leads to ethnic

resentment because the nurses end up giving priority to local residents and not to those from

outside the community. This is seen as giving preference to people on the basis of their ethnic

group since there is always an ethnic difference between “community residents” and

“outsiders”;

iv. The overcrowding and long queues create poor working conditions for clinic staff. Staff, in

particularly nurses, have large workloads which affect the quality of their service; and

v. Visitors to the clinic direct their frustration towards nurses. Nurses are accused of being rude,

uncaring, and the cause of the long queues. This negative relationship is an obstacle to proper

care for patients.

The shortage of specialised, qualified staff leads to poor treatment in the local

clinic:

Doctors are not present in the local clinics every day. In some clinics, doctors come once in two

weeks. As a result, visitors complain that they are forced to see a lesser-qualified nurse. Often

they are referred to a hospital because the professional nurse is not able to understand their

problems fully. Patients have to wait for the day the doctor will be present even though their

needs may be urgent.

Secondly, medication is often in short supply, which compels clinic visitors to return to the clinic

more than once to complete their treatment. Sometimes the visitors receive treatment but do

not receive medication. They would then have to return a second time for medication. These

problems are, according to health workers, a result of bad planning and budgeting. They also
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allege that there are inefficiencies of medicine delivery which persists as the contracting

companies are unaccountable to the patients and the clinic.

People do not have access to specialised services of qualified doctors, which incidentally are

generally very far away. In addition, these clinics are predominantly nurse driven.

The architecture of inefficiency and poor quality:

Clinics are small and not designed for the comfort of users:

i. Clinics are small, and on busy days patients have to queue outside where they exposed

to the weather. There is no shelter from the hot sun, wind, cold or rain;

ii. Small clinic sizes result in consulting rooms not being sufficiently private and patients

receive treatment in the presence of other patients; and

iii. There are no special rooms for different patients. For example, babies are treated in the

same room as adult TB patients. There are no special arrangements for the elderly and

very frail. The seating is uncomfortable, especially for those who are very sick or old. In

addition, the clinic’s design does not provide any amenities for children who come with

mothers and who have to spend long hours in the queues in crowded waiting rooms.

Photo 3: Royal Bafokeng ambulance which roves between clinics
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Many clinics lack a well-functioning ambulance service:

i. Some clinics have no ambulance service;

ii. Some clinics that serve larger areas only have one ambulance or the ambulances are not

in working order;

iii. The lack of a proper ambulance service forces members of the community to make their

own plans in emergencies; and

Most members of the community are too poor and often jobless and are therefore unable to

obtain public or hire private transport to ferry the sick to clinics and hospitals. According to

community members, this has led to deaths.

Clinics that have limited opening hours where people have no access to alternate

medical services is a serious problem:

i. Many clinics only open during the day and not at night;

ii. In some areas people only have access to a mobile once a week; and

iii. Limited access is a problem to communities that are poor and cannot afford private

transport to take their sick or injured to 24-hour clinics that are many kilometres away.

Long distances to clinics places an additional burden on poor communities:

i. Many clinics are long distances away from communities;

ii. This increased distance is an added inconvenience to the sickly or injured; and

iii. Some patients are forced to miss treatment due to a lack of money for travelling. Often

public transport in the community and planning are not in favour of the communities.

The perception of clinic users is that nurses and admin staff are the cause of

many of their problems:

i. Many say that nurses are slow in their service;

ii. Nurses take long breaks;
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iii. Nurses on the night shift do not help visitors in the early morning before they change

shift; and

iv. Nurses have a bad attitude towards patients.

The Department of Health is neglecting the home-based care system

i. Home-based care workers do not receive adequate support;

ii. The care workers have very large workloads;

iii. The care workers do not have transport;

iv. The system is not being developed; and

v. There is a need for this system and it should not be terminated.

Other community concerns include:

Users have to leave home very early in the morning to be able to get a place in

the front of the queue.

i. Women are most affected by overcrowding and long waiting times in the clinic;

ii. Visitors sit for long hours without food; and

iii. Visitors who brought children for treatment experience extreme discomfort.

10. Selected Community Members’ Comments by Village

A. Motlhabe

Kelesamile Motshegare is a pensioner who stays in Motlhabe village. She told us that, “Most

men do not visit the clinic, and they are generally the ones who are ill and require a hospital.

Most clinic users are locals and are from nearby villages. It is difficult to determine whether

they are local people or not. The local mine is very close to our village. We provide

mineworkers with accommodation. I, personally, had tenants at my home and during the

mining strike they were jobless for two weeks. They were from Petersburg [now Polokwane]

and moved to Marikana as they could not stay without a job. Other neighbouring villages have
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tenants too; my mother in law has a tenant from Klerksdorp working on a contract at the

mine.”

Photo 4: Motlhabe Clinic

B. Chaneng

Lebogang Motsi is a 24-year-old mother of a three month old son and stays in Chaneng Village.
She visits the clinic regularly for her son’s vaccinations and for contraception (contraception
visits are commonly known as prevention visits). “I don’t understand their shifts. Let’s say you
arrive at 05H00, they will make you wait for the next shift, whereas the night shift is still on
duty. You then wait for the day shift to begin at around 07H00. The challenge would be that
they work with pregnant women and with those who have kids. I now go to the clinic at 06H00.
I’d be the 8th person in the queue. The nurses would have their morning briefing and prepare
vaccinations. I would only get assistance at around 11H00 and leave after 30 minutes. Most
clinic visitors are women. I once had a bad experience at the hands of the nurse that assisted
me. She had no thermometer. Then the next bad experience was that there were only two
injections instead of the three that was required.

Photo 5: Chaneng Clinic



26

Ms Motsi said: “In addition, my previous experience in the clinic was that the service was slow.

You would wait even longer than normal while they had lunch. But now it’s a totally different

story. It’s obvious that when there is additional population in a village, certain services like

clinics are bound to take strain. Mine employees bring their wives and kids and they come to

the clinic. The mine came before I had a child. Therefore, I cannot speak about before. I found

them to be slow and the clinics have long queues. Nurses are trying their best though.

“There are not enough clinic personnel. I have heard that there is a doctor at our clinic, but

even my son has never seen the doctor. Even when I was pregnant, the doctor never examined

me. I always found the nurses helpful and friendly. People say there is a doctor but I’m not sure

about that. I just think there should be more staff because we wake up early and have to wait in

the queue. We found it as a norm that we have to go to the clinic very early. There are days set

for vaccinations, which are on Tuesdays, only if you send the child with all the relevant

documents will they be assisted. If you find that they have packed the vaccinations away for the

day, they will give you another date to come.”

Lebogang Molewa is a 30-year-old woman and a resident of Chaneng Village. She uses Chaneng

Clinic when she is sick or when her children are sick. “The problem is that the clinic is always full

and the nurses are slow. If you arrive in the early hours of the morning, at around 06H00, they

will tell you that the nurses on the next shift will help you. They are also always running out of

medication. If you have the flu they will tell you to get lemon and other herbs as they cannot

help. And the other thing which I don’t like is that people who get HIV treatment have to go to

a special room. This exposes them to discrimination and leads to rumours being spread. I think

they should have another way of dealing with these patients. This is caused by the clinics being

small. The nurses are also slow and gossip with us because they know patients’ HIV status.

Perhaps they should hire nurses from other places.

“I had a bad experience once. They couldn’t even take my blood pressure, and I was not helped

over two days. I ended up going to a private doctor. We have miners living with us as tenants

but they don’t use the clinic. The mine does affect us with the emissions they emit.”

C. Thekwane

Dikeledi Tlholose is a 60–year-old lady in Thekwane village and goes to the clinic monthly for

high blood pressure and arthritis treatment. “The challenges we face at the clinic is that it is

always full. I’d wake up at 03H00 and leave home at 04H15 so as to be the first or second in the

queue because the clinic opens at 07H30. I would arrive at 05H15. I go there early to get fast

service but the clinic personnel is not sufficient or efficient. If there is an emergency, they

would attend to that patient and leave us. I would normally get back home at 10H30. The
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village has expanded, and we have squatter camps and mine workers as well. The mobile clinic

normally visits the squatter camp once or twice a month. Amplats provides it [Mobile clinic] as

per request of the community. Sometimes we don’t get flu medication. They often say that my

treatment has not yet been delivered”.

Photo 6: Thekwane Clinic

Daphne Monyatsi is a 26-year-old woman and a Thekwane resident who uses the clinic every

month. She wakes up at 04H00 to avoid long queues and arrives at 04H30. “When we take our

children we find that medication and vaccinations are out of stock. At times you would find

people sleeping outside on the floor waiting for the clinic to open. We would queue outside

until 07H00 when the nurses arrive. The clinic only opens at 07H30. By 07H00 the clinic is fully

packed. Most people don’t get assistance and have to come back again the following day. The

clinic closes at 16H30. If one has an emergency, one would have to get into two taxis to go to

Tlhabane Health Centre. The clinic is not opened 24 hours because there are not enough clinic

personnel.

“As a pregnant woman at times contractions will start at any time. The nurses would tell you

that you have to go to Tlhabane to give birth. In 2013 there was a woman who gave birth at the

clinic gate while school children were passing. Another gave birth on the corner by the clinic.

Only then did the nurses come and take her into the clinic.”
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D. Ikemeleng

Photo 7: Ikemeleng Clinic

Thabiso Mafereka is a 42-year-old man staying in Ikemeleng. Orginating from the Free State, he

has lived in Ikemeleng for six years and is an employee of Aquarius mine. There is no clinic in

the community, and they have to go to Classic in town. They have to leave at 04H00 and arrive

at 04H30 to be the 10th or 15th in the queue to avoid waiting in the queue. “I am a contract

employee, and I can only get assistance from the mine clinic and hospital when I have had an

accident at work. I visit the clinic 3-4 times a month. The challenge I face is transport to get to

the clinic. If I get to the clinic at 08H00 I would normally leave at 16H30. The clinic closes at

17H00. We used to use the mobile clinic but we have been told that it only deals with people

already on treatment.”

Mr. Toka Sobore is a 30-year-old who has been a resident of Ikemeleng for four years. He uses

Classic Clinic (In the Rustenburg CBD) once a month, and leaves at 05H00. People from several

villages use the clinic. It is very small. “I was a contract employee at Glencore Xstrata…. Every

time I get medication though, there is a nursing shortage. With the new clinic in the

community, I think we won’t face the challenge of an overpopulated clinic as it will be within

the community. I’m happy about the development. But, I have no information relating to the

new clinic, its operating hours, number of nurses or how many people will be accommodated in

the waiting area or when its official launch is.”

Robert Tsekwa is a 33-year-old male who has been residing in Ikemeleng for four years after

relocating from Marikana. He got a three-year contract job at Platco. “I use Classic Clinic when

needed, but would hear stories from others who use Classic and the mobile clinic. Most people
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in Ikemeleng are unemployed, so taxi fares are a challenge. I once took a taxi with a pregnant

woman who didn’t get assistance from Classic clinic as it was full. They were told to return the

next day. When we got to Ikemeleng, she gave birth on the road. Another incident was of a

man who died two hours after being shot due to lack of emergency medical attention. MMC

Metsing, and Director of Infrastructure development Mr Mohlungu, came to Ikemeleng for a

meeting on 7 June 2014 to discuss electricity issues. They told us that the clinic will open soon.

When the clinic does open they should hire locals. We have people with qualifications in ward

35.”

Photo 8: Signage near JST Hospital near Gateway Clinic

E. Wonderkop

Ms. Nolbabalwa Vakashe is a 32-year-old female married to a No 4 shaft mine worker. They

have medical insurance, but she uses the public clinic because doctors don’t have some of the

children’s vaccinations at the private clinic.

“The public clinic’s service is bad. I go to the clinic at 05H00 to be at the front of the queue, and

at times you would be told that there is a staff meeting and would have to return the next day

without being assisted. The clinic closes at 16H00. They don’t work, all they do is eat while we

go hungry in the queue. The mine hires a lot of people but that clinic is huge, there should be

more nurses or volunteers to deal with everyone”.
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Photo 9: Wonderkop Clinic

Matlotliso Pesa, a 30-year-old woman is married and has no medical insurance. She

experienced racism and tribalism from Batswana nurses. “We get told that we are BaSotho. I

wish they change their attitude towards others. I sometimes get medication. In most cases

though, you get told to come back another time. Then you come aross someone who received

medication, but you were told that they are out of stock. We get there around 08H00 and only

return between 14H00 and 15H00 with no service and the reason they give us is that they are

tired or that the sister is not present”.

F. Marikana

Anonymous Resentse is a 25-year-old lady who has been a Marikana resident for two years.

She visits the clinic regularly because she has a new born. “There is no service because there

are not enough nurses; we go to the clinic as early as 05H00 and queue outside because the

clinic opens at 07H00. I think we need the clinic to operate on a 24 hours basis, but the thing is,

most people who live here are mine workers. They have medical insurance and there are a lot

of surgeries (General Practitioners) around the area. We need a 24-hour clinic with an

ambulance here and we need well-trained nurses who have interpersonal skills to work better

with us, especially with us black people.”
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Photo 10: Signage near JST Hospital near Gateway Clinic

Prisca Mosadiwakgang Stoko is a 42-year-old woman and a resident of Marikana since 2002.

She used to get treatment at Karee Mine using her husband’s medical insurance card, but he

passed away in 2011. Prisca says the community “once marched and protested to Marikana

clinic as a community demanding better service and more nurses. Sometimes we get assisted

by one nurse. No matter where we are in the queue, we don’t get helped when she knocks off

at 16H00. We used to start queueing at 05H00. The clinic only opens at 07H00 or even worse,

at 08H00. After the community protested, the service became a bit better. There are new

nurses who give better service. They cluster and categorise per service needed. This has

improved the service a bit. I take insulin. After taking it I experience dizziness and my doctor

prescribed medication for the side effect, but the nurses have not given them to me. The

community clinic never had an ambulance. Having an ambulance would be of great help to the

community. The clinic operates from Monday to Friday 07H00-16H30 and if we have

emergencies we have to go to Tlhabane Health Centre. The nurses there ask us why we don’t

use our clinic. I was once assaulted, my neighbour had to call the Tlhabane ambulance. Our

clinic serves other villages such as Mfidikoe, Maditlhokoa and Bleskop Nkaneng. Due to the

better service levels, we even use Wonderkop Clinic instead of ours. We tried reporting our

issues to our local councillor but nothing has changed. The nurses even laugh at us and tell us to

take their names and go report them. They ill-treat foreign nationals and even us as we are

Batswana.”
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F. Buanjwa

Christopher Maphalala, a 53-year-old male has resided in Bubuwantja since 1993. He uses

Phokeng or Tlhabane clinics or a mobile clinic that visits the community once a month.

“The challenge is the long queues. I go to the clinic around 09H00 and wait until I get assisted.

The service is dependent on the nurse’s attitude. I once went to the clinic and the nurse took

my blood sample and never told me what it was for. I think the challenges we are facing will be

sorted out by having our own clinic. There should be a recording or reporting mechanism to

capture the words the nurses say to us as patients. I once took a friend to the clinic and his

wound did not need stitching. We requested medication only and the nurse told her friend that

“his tribe does not stitch”. It was not a tribal issue; it was because we felt that if he did stitch

the wound, it would rot. I am an Impala employee and have medical insurance, but for illness

such as the flu, I go to Phokeng clinic. We have challenges accessing ambulances. We need

ambulances for pregnant women, the elderly and the disabled people as well as for

emergencies. When we have emergencies, we rent cars to get to the clinic or hospital”.

Photo 11: Phokeng Clinic

F. Luka

“My name is Tshegofatso Mekgwe, I’m the chairperson of Luka Morara community structure in

Luka. Luka Morara is a community organisation consisting mainly of the youth. They have been

raising concerns about different issues. It is a representative community structure. We have

been complaining for a while about the community clinic’s operations. Amongst our complaints

is the issue of lack of staffing and medication. Additionally, there is a problem of inadequate

chairs in the waiting room. These issues were raised with the Royal Bafokeng Authority. More
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disturbing is that the community members are told to return without being attended to due to

the shortage of medication. We decided to protest about this lack of medication and facilities

which includes insufficient chairs and ambulances.

The other problem is that the clinic opens from 07H00 to 19h00. The clinic is not only used by

the community, it is open for migrant workers. Most of them are mineworkers. However, the

clinic is unable to give services to all. Mining companies close by do not cater for all the workers

as many are contract workers and do not have medical benefits from the mines. We have

regularly protested against the clinic and raised these issues. We have met with the authorities

who promised to deal with the situation, especially that of the elderly coming to the clinic in

the morning and often leaving without being attended to at all. However, what is deplorable is

the nurses attitude. The elders have raised these issues about the senior staff of Luka Clinic.

After our protests there were some changes with regard to the staff. There were three

members of staff added to the clinic. These changes took more than one protest, which has

intensified and led to blocking the roads in the village. In our engagement with Impala Platinum

and Royal Bafokeng Administrations, we proposed that the clinic be extended in size.

Luka Morara Community structure says they have problems with the engagement structure,

which is called Future Forum. They say they are not clear about the forum because it limits their

ability to raise grievances to Impala platinum mine.

Photo 12: Luka Clinic

11. Implications of Our Findings

The community has a legitimate claim to make against the mines. The mines attract a large

number of workers and work seekers. They do not provide health care services to all their
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workers. Those who do not qualify for company health care contributes to the pressure on the

local community health services. The community, therefore, must include the mines in their

demands to solve the health service problem.

Fundamentally, they cause more harm than good, and this must be urgently addressed by all,

as we will indicate in our recommendations.

Photo 13: Nkaneng settlement near Amplats- Bleskop Mine

The community has a right to quality health and quality public services.

Competent and inclusive planning and budgeting demand that they involve citizens in ensuring

the services are at an appropriate level and quality to serve the growing and fluctuating

population.

The provincial department of health does not take into account the increased population in

their plans. The community tends to blame poor services on the nurses. This we found to be

incorrect. There is a need for community leaders to bring together nurses and community

activists to find a way in which they can work together to deal with the root causes of the

health service problem.

People visiting the clinics have much to say which could improve the services, but they are not

heard. If this continues then there will be no true transformation of the health care service.
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12. Recommendations

The government has a moral and constitutional obligation to provide quality public services as

the benefits to nation building, solidarity and democracy is immense, failure to do so, means it

is in violation of the constitutional obligation. All citizens have to ensure that government

complies.

Recommendations to the government and employers

The government compels employers to monitor and limit harm to workers due to mining, yet

scant regard is given to communities surrounding the mines. This is not only unjust, but the

exclusion of communities who suffer the externalisation is cruel and unconstitutional. We call

on the government, DMR and Department of Health to include communities in structures like

the Mines Health and Safety Council (MHSC), and that illnesses suffered by mining communities

be monitored by the government and the corporations, with civil society and community

participation.

Recommendations to the Department of Health

• Resource adequately for quality health services to be realised;

• Nurses should take the pledge to serve the nation and commit to the Batho Pele principle.

They must find ways to be effective and efficient to reduce queues. Such ways include

cutting down the long-handover process, keeping meetings, and keeping lunch & tea breaks

short;

• Incidents of ill-treatment can be reported to the South African Nursing Council (SANC). The

department needs to make the reporting easier and more accessible to community

members, and to those who use the services;

• Take into account the real number of people using the clinics when planning service

provision and locating resources;

• Make the mines pay for the increase in users from the mines;

• Sort out the supply chain of medicines as well as the budget;
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• Increase budgets to allow for a doctor to be present at all times in the clinic;

• Increase the budget to provide a fully functional ambulance service that operates day and

night and responds to the needs of the communities and workers;

• Utilise clinic committees which involve the community in the planning stages, as opposed to

external consultants who have no clue about what the problem is and what the users think

is necessary;

• Provide open access to information on the state of people’s health and the plans for health

service;

• There is a need to review and build up the home-based care system;

• There must be a standby ambulance to avoid unnecessary deaths in emergencies;

• The clinics operating hours must be reviewed, and consideration given to extending some to

24 hours. Health care throughout the day and night;

• Communities must be provided with education on planting herbs that will contribute to the

good health of the communities. These herbs must be planted in the local clinics for supply

to the local communities;

• Provision of offices and transport to health workers;

• Security should be provided for medical transportation;

• Revive the Batho-Pele principles campaign for the health care sector, and ensure adherence

to the health workers code of conduct; and

• IDP and SLPs must look deeply into the problems, causes, and solutions in a more

systematic way.

Recommendations for Communities

• Patients must be educated that they have the right to informed consent regarding

treatment given;
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• From our experience, we know that the system will not change without communities

engaging the authorities on a continuous basis over a long period;

• There is a need for communities to organise themselves and prepare for a long-term

campaign;

• Each village must develop an action group to monitor and engage authorities as well as

continue work on community health issues;

• Communities with skilled nurses, medical practitioners and doctors or retired doctors

should volunteer their services whenever possible, and when and where there is a need to

do so;

• The community must make a demand on each mine and corporation to pay the external

costs resulting from operations in the area;

• Meetings should be set up and regular forums created to meet health workers to form a

joint action;

• Community bodies should be formed to ensure that the conflict among users does not

spread into a conflict on ethnic grounds; and

• Churches and religious organisations must be involved in confronting the medical staff’s

ethnic-orientated approaches.

Recommendations for Health Workers and their organisations

• We call for an urgent dialogue with nursing unions like NEHAWU and DENOSA and others to

ensure quality working conditions and quality health services for all;

• We note that unions like DENOSA have their own programmes that seek to improve the

lives of all. These include the DENOSA campaign on Positive Practice Environments (PPE)

campaign which calls for a conducive working environment for health workers where there

is:

• Safety of workers and patients in the workplace;

• Timeous payment of health workers and suppliers;

• Efficient equipment;

• Sufficient resources;
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• Supply of medication;

• Continuous Professional Development opportunities for health workers in the

workplace;

• Support of health workers;

• Respect for health workers;

• Triage is the classification of patients according to their needs. If this was practised on

commencement of duty in clinics, visitors, or rather out-patients, would not have to wait for

long hours in queues without any assistance and get sent home after many hours of waiting

without being seen to. This practice would help categorise patients and assist nursing staff

in knowing whether the medication is in or out of stock much ealier. Also, the recording of

patient’s appointment dates can give an estimate of the number of patients to be expected

for treatment on that day thus avoiding such incidents. However, it poses a challenge if it is

the department itself that has not yet delivered the medication needed. It then becomes

difficult to assist them. Thus it would be best to let patients know in good time and politely,

explain the reasons for the lack of medication, so they need not wait for long and can go

back home sooner;

• Community clinics generally operate on the basis of an out-patient model, where patients

come to receive treatment and go home, or they get referred. This is why the clinics do not

favour comfort and other services such as food. Triage would be extremely helpful as

explained above;

• The authorities must undertake anti-discrimination training and monitor the conduct of

professional nurses. These professionals must be taught not to discriminate on any basis

either by colour; gender or status. A hospital is perceived, by communities, to be an

unfriendly place. Even health carers may have anxiety related to hospitals, but it is ideal for

them to help patients by relieving fear and anxiety of the unknown through friendly service

and equal treatment;

• Conditions such as long hours, lack of ventilation, over-time or over working and low energy

levels can make a person irritable, though this is not a license to ill-treat patients. This

highlights the importance of initiating an awareness campaign on rights and responsibilities

of patients;

• Professional nurses should be available in clinics. If the problem is greater than what they

can handle, then the patient should be referred. Lawfully each nurse functions under what

is known as their scope of practice. This stipulates what they are allowed to do according to

their rank. They can therefore be penalised if they are found to have performed duties

greater than their scope entails;
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• In severe cases, patients should be referred to a hospital, unless by thorough assessment

they are found fit to wait for the arrival of the doctor. But, as a patient, if you feel that you

are not satisfied, you have the right to a second opinion which one can get by visiting

another health care facility;

• Health workers and communities’ problems are all the same. Open a dialogue to make

communities understand the challenges faced by health workers in the workplace;

• Support community campaigns for change in the health system;

• Demand increased training and better wages;

• Staff breaks (lunch and tea breaks etc) must not be over the stipulated time;

• Maintain a healthy working relationship with patients;

• Eliminate arrogance, rudeness and discrimination of patients according to their ethnicity;

• Stop using patients as additional staff for small tasks such as cleaning, where the

government is lacking to provide such;

• Ensure adherence to the health workers code of conduct; and

• Ensure privacy of all patients in a non-risky environment at all times.

Recommendations to Mining Corporations

• Acknowledge responsibility for the problem and externalisation of shifted onto

communities by the mining industry;

• Collaborate with the communities, government and the Bojanala Platinum District

Municipality in negotiations to resolve the societal health challenges;

• Ensure that all mine workers are absorbed in the mining industry’s health care services;

• Mine health services must accommodate families of their employees to avoid local clinics

overcrowding;
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• Involve communities in the planning and implementation process, when a local clinic or

health facility is intended to be built;

• Mines must combine budgets for infrastructure development so as to build larger clinics
which will accommodate overcrowded communities associated with mining. These clinics
should not exclude specialised machinery such as pregnancy scanners to local clinics;

• Mines must fund home-based care to close the gap and reach out to the disabled and to
bed-ridden patients;

• Mines must collaborate with the health department to increase awareness of HIV, TB and
cancer, and give regular counselling to their employees and their families. An infected
employee impacts on the entire family and thus they should be included;

• The mining companies must provide learnerships to the local communities to provide
nursing services to the local clinics. This will increase the labour that is required for clinics to
operate on a 24-hour basis.

13. Conclusion

Since mining is widespread in the province and particularly in the areas under review, it is not

surprising that a study that solicited the views of clinic users has revealed findings that link

various illnesses to mining.

The studies illustrate the stress on social amenities in the mine-host communities, and the

overburdened clinic facilities due to population influx induced by mining. Inadvertently, mining

corporates in the Bojanala district, do not have an integrated and sustainable plan to deal with

the problems raised in this report.

The report decries the decline in provision of primary health services in the mine-host

communities. Facilities are incapable of meeting the demands of the areas. It found that the

communities are unhappy with the waiting time in the clinics and the service levels of others.

The survey reveals that the provision of medication in these clinics is grossly inadequate. The

mining industry claims to be making interventions through their corporate social investment by

improving local clinics. Ambulance services are non-existent, and where there are such services,

they border on total inefficiency. The operating times of the clinics in these areas remain a

moot question. Communities would prefer a 24-hour clinic service, but the absence of this kind

of service is a financial burden to the community.
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The scant clinic personnel who serve this ever-increasing population are constrained and

constantly under pressure. There is hardly a medical doctor and if there is one, they are rarely

available. This situation is prevalent in the Bojanala area. On the other hand, mining companies,

which include Anglo Platinum and Impala Platinum Mine, boast high-quality health services

which exclude the communities.

This study aims to stimulate public debate that will lead to building community action against

health injustice, and impose externalisation of costs by mining companies. The demand for

them owning up to their responsibilities is urgent especially in the context of increased poverty

and inequality.

This includes the already strained maximum capacity combined with swelling migrant labourers

in Bojanala. Increasingly, the migration is partly informed by assumed greener pastures in the

platinum mines in and around Rustenburg. Some are full time mine employees and contract

workers, while others have been retrenched, but have hopes for employment. Majority of

locals use clinics, however, mine labourers and their extended families put pressure on the

resources of the community. In addition to all the other pressures on the community and the

services, patients utilising clinics have to leave home at extremely early hours to get a place

towards the front of the queue.

Women are the most affected by overcrowding and the long waiting times in the clinic as they

generally take children to the clinic. This treatment is an affront to their dignity and must be set

right. Patients sit for long hours without food.

Those who cause harm, and pollute the communities must be made to pay.

The mining industry is largely responsible for the problems the communities face and should be

held accountable. The report points out and concludes that the hardships experienced by the

communities in the examined communities are primarily as a result of the negative impacts of

mining.
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