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FOREWORD

It is a matter of pleasure and privilege to write a foreword to CARAM Asia’s report on the State of the
Health of Migrants. Its topic - for this extensive 16-country research - mandatory testing comes at a
critical juncture when more barriers are being erected to make it more difficult for migrants, who make
up the lower socio-economic classes, to find work and a right to work productively.

This in-depth study will help fill the gap needed for public health practitioners, programme managers
and above all the policy makers to realise that any attempts to regulate testing will only drive mobile
populations to shun health care systems altogether. This in turn will defeat any public health goals
designed to address the HIV epidemic.

Provider Initiated Testing should not be used as a screening mechanism to decide who can work and who
cannot. Testing should remain a gateway to access healthcare services, specially treatment and care,
aimed at improving the health and well-being of migrant workers. Healthcare institutions should instead
be migrant-friendly and be equipped with information to reach at risk groups like migrants who need
to be educated on prevention regarding HIV transmission, prevention, and the specific vulnerability of
migrant workers; the process of testing, and the meaning of HIV test results.

The report, in reviewing laws and policies in relation to mandatory testing of migrants, makes it evident
that States need to take a rights-based approach in dealing with migrants and monitor practices of
employers and recruitment agencies who often find gaps between laws and policies to exploit migrants.

UNAIDS will fully support mainstreaming migrant-friendly testing in all countries.

JVR Prasada Rao

Regional Director (Asia Pacific)
UNAIDS
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EXECUTIVE SUMMARY

The Asian network Coordination of Action Research on AIDS and Migration (CARAM Asia) has completed
a second round of action research under its State of Health taskforce - this time focused on the issue of
Mandatory Testing. The research, completed in sixteen countries spanning across Asia, including both
origin and destination countries, compares existing laws and policies on HIV testing in each country with
the requirements of mandatory health testing that migrants who wish to work abroad must undergo.
This report garners input from not only key stakeholders, but most importantly, from migrant workers
themselves. Using participatory research methods, migrants’ direct experiences with mandatory health
testing were collected from all ends of the migration continuum - prospective migrants at their country
of origin, migrants working at destination countries, and returnee migrants including those living with
HIV, some of who were deported as a result of testing. The result of the research and analysis by CARAM
partner organisations was the development of a “Migrant-Friendly” Testing Framework.

The main finding of the research is that the practices of mandatory testing for HIV and other health
conditions as a screening tool for the entry of migrant workers into destination countries is discriminatory,
dehumanising and results in the violation of basic rights, especially the right to health. Migrants who fill
unskilled or semi-skilled jobs are singled out for mandatory health examinations that include HIV testing.
Under these circumstances, migrants are treated differently from the general population, falling outside
the protection of prevailing laws and policies on HIV in both origin and destination countries.

At all points in the migration process where medical testing is required, migrants’ basic rights are effectively
stripped away as laws and ethical standards of practice regarding HIV testing are overlooked. Sending
countries willingly submit to destination countries’ demands for mandatory health testing, making their
own laws on HIV irrelevant. Once they have reached the destination country, migrants must again undergo
mandatory health testing that includes HIV. Under conditions of mandatory health testing, it was found
that standard components of HIV testing are discarded in both origin and destination countries: there
is no explicit consent taken before undergoing testing; migrants do not receive any pre-test or post-test
counselling; migrants have no control over the confidentiality of their results, often with results given
directly to recruitment agents or employers; and although there are health services available, migrants,
prospective migrants and returned migrants are not referred to those services when they are found to
have an exclusionary condition, including those who are HIV positive.

Migrants usually come from poor rural areas, where the hope for a better life rests tentatively on the
shoulders of a family member going abroad for work. They sell essential assets such as land or take
out loans to pay for entry into the recruitment process. Prospective migrants then approach recruitment
agents who help fill in necessary paper work and obtain visas. As part of the visa process, migrants
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must undergo a health test from a certified clinic. Depending on the destination country, the migrant is
required to test for a list of specified conditions and diseases that are exclusionary, including HIV, STls
as well as TB and pregnancy. In most cases, the migrant is referred to a specific clinic that is approved by
the receiving country or one that provides a sales commission to agents. In some cases there is no choice:
for example, all migrants going to a country in the GCC (Gulf Cooperation Council) must attend clinics
authorised by GAMCA (GCC Approved Medical Centres’ Association). These clinics, however, are more
expensive and are mostly located centrally in capital cities, adding extra costs such as transportation and
lodging.

Due to various factors, such as the volume of migrants testing at a clinic at one time, many standard
practices which have been established for voluntary HIV testing are discarded. First, there is a lack of real
informed consent, as neither the testing procedures nor the list of conditions being tested are elaborated,
and no other information is provided as to what the implications or potential impact is of getting a
positive result. Most migrants feel obliged to sign whatever documents are provided to go abroad, and
health officials assume that there is implicit consent or that consent from the recruiter is acceptable. But
it is in this first omission that so many other violations arise. Without information on what is being tested,
migrants are left to simply follow directions. No pre-test or post-test counselling is provided, which is
especially worrisome for HIV testing, and there is little regard for their dignity, as there are often testing
procedures that make migrants feel embarrassed and uncomfortable such as being completely unclothed
or having a person of the opposite sex conduct the exam.

There is also complete lack of respect for confidentiality. Results of the health test always go directly to
the recruiter, oftentimes before the migrant knows the results, and migrants are lucky if they get to see
their report at all. They are usually just informed of whether they can work abroad or not, with those
deemed “unfit” commonly not informed of the condition found. Results may be read out loud in front
of others or given by the recruiter, obviating any chance for post-test counselling. GAMCA clinics feed
the results directly into a database that is supposedly shared with all other GAMCA centres around Asia,
disallowing a “permanently unfit” person from ever legally migrating for work to a GCC country. In other
words, these health exams are not for the benefit of migrants. Nothing more clearly illustrates this than
the fact that there is little or no referral to treatment or support services for those who do have a health
condition or disease found, including those who test positive for HIV.

For those who pass and are allowed to travel for work, they must be tested again upon arrival and
throughout their stay in the destination country. Once again, all standard practices for voluntary HIV
testing are disregarded. This time, not only is the volume of migrants testing an issue, but there are
also language and cultural barriers which negate any potential for meaningful consent or for pre-test
and post-test counselling, if any attempts are even made. Although there are a few countries that do not
require mandatory testing, there are loopholes used by employers to impose testing. When a result is
found, especially HIV, most every destination country will immediately deport the migrant worker without
explanation. There is little compensation, and no consideration for the migrant’s rights or dignity. Even
worse is the fact that the migrant is deported without being provided treatment or referral in either the
destination country or once back in the country of origin, usually without even knowing what health
condition was found. The person is simply left to return to their family bewildered, devastated and
hopeless. For those with HIV, this raises serious implications regarding spousal transmission.



EXECUTIVE SUMMARY

In today’s world, migration has become a part of the economic functioning of many countries - both
sending and receiving countries. There is greater reliance on migrant workers, yet these people are not
perceived as individuals with rights, but as expendable economic units. Without migrant workers, poorer
and less developed countries would suffer considerable financial set-backs, as remittances contribute
significant amounts of income to their country’s GNP. For example, in 2006, USD 5.5 Billion was sent
in remittances to Bangladesh; Indonesia received USD 4.4 Billion and the Philippines received USD 12.8
Billion; while remittances comprised 12% of Sri Lanka’s GNP and 15% of Nepal’s GNP. At the same time,
due to shifts in demographics, such as increasingly aging societies with low replacement rates, developed
and industrialised countries must rely on migrant workers to fill less attractive jobs that are essential to
the functioning of their economies. These jobs include factory and construction work, domestic labour,
seafood processing, agriculture and other food related industries, as well as the service industry including
entertainment. The numbers are considerable: Hong Kong, SAR of China has over 225,000 foreign
domestic workers registered; South Korea has over 468,000 registered migrant workers mostly in
factories; Dubai and the United Arab Emirates respectively have 304,900 and 500,000 migrant workers
in construction; while Malaysia has 1.8 million migrant workers registered and Thailand estimates that
only around 600,000 of the two million migrants present are currently registered. Yet, migrant workers
are treated as criminals for something that should be a basic human right - health.

Mandatory testing for HIV flies in the face of international conventions and guidelines; has no proven
effective role as a means for preventing the spread of HIV; and contributes to the stigmatising of migrants
and people living with HIV. For these reasons, CARAM Asia and partner organisations call on the cessation
of the practice of mandatory testing and related deportation, or at a minimum, for governments and
parties involved in recruitment and testing practices to observe and integrate the “Migrant-friendly” Testing
Framework into current practices by: following established standards of informed consent, ensuring
provision of pre-test and post-test counselling, protecting confidentiality, and providing proper referral
to those who need support or treatment. Medical testing should not be used as a screening mechanism
to determine which migrants are allowed to work; it should be used to improve migrants’ health by acting
as a gateway to access health services and treatment.
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CHAPTER ONE:

MIGRANT WORKERS, HEALTH AND HUMAN
RIGHTS

A number of papers have documented an association between human mobility and increased risk of HIV
infection. In France, while migrants make up 6% of the population, 14% of the reported cases of AIDS
occur in migrants.' In 2004, approximately 70% of the 4,253 persons who were newly diagnosed with HIV
in the UK were born outside the country.?

In low HIV prevalence countries like Pakistan, Bangladesh and the Philippines, migrant returnees are
showing higher incidences of HIV than the local population. About 35% of documented HIV cases in
the Philippines are among overseas workers, and 42% of new HIV cases recorded in 2006 were among
this vulnerable group, according to health department data.? Pakistan produces an even more shocking
number: of the known HIV cases, 80% were people deported from Gulf States for having the disease,
according to a joint study conducted by UNAIDS and Karachi’s Aga Khan University.*

Part of the reason for this is the fact that migrant workers represent a socially marginalised group that are
not being reached by prevention, treatment and care programmes.>

Being a migrant in and of itself is not a risk factor; the risk factors are the stresses and vulnerabilities
associated with the migration process. A new and different environment may lead to increased personal
risk as people become separated from family, from a regular sex partner, and reside in single-sex
housing. It must be understood that the desire to have sexual relations with others is entirely normal,
especially given feelings of loneliness and a sense of isolation in a new country, and that the desire for
companionship and intimacy is a basic human drive. It is unreasonable to expect that migrants should
relinquish these basic human desires once they cross borders. However, they can be properly prepared to
diminish any associated risks.

Unfortunately, coming from impoverished areas, they may also have inadequate awareness or understanding
about HIV before they migrate, leaving them unfamiliar with their personal risks of HIV infection and ways
to protect against the disease, especially in a new setting.

Migrants also occupy a relatively vulnerable position in terms of access to health in the receiving society
due to general factors such as language barriers, location of services, different concepts of health
and disease, and bias among service providers and the general society. Undocumented migrants, in
particular, are especially vulnerable as they are also exposed to unsafe working conditions and unsanitary
accommodation, may be exploited for meagre wages and have limited mobility due to their lack of legal
status.
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GOVERNMENT RESPONSES

In response to the AIDS crisis, many governments have invested their energies in erecting migration
policies characterised by controls set up to serve narrowly defined national goals. Approximately 60
governments around the world have established health screening procedures.® These take place in the
country of origin - during the work permit application procedure - upon arrival at the border or airport,
or after the migrant has been in the country for a while and needs to renew his/her work permit. Migrants
are being screened for up to 22 diseases and conditions, including TB, HIV and pregnancy. In many cases,
migrants who are found with a positive result on any of these tests are deported or refused entrance or
a work permit.

Governments use various arguments to justify mandatory health screening policies: most are based on
either economic reasoning or public health/security concerns. However, underlying reasons for their
policies are often actually political or moralistic in nature. Governments may state that their policies are
motivated by public health objectives, while in fact the main driver is political gain.

One of the main arguments for justifying mandatory testing is the fear that migrants could potentially
infect the host population by introducing certain contagious diseases. This is the public health/security
argument. The public health argument states that governments have the duty to protect the health of
their citizens from virulent diseases. National security is traditionally defined as the protection of a state’s
territory, population and interests against external threats. The security argument thus follows that it is
the duty of states to protect their populations against the importation of disease, meaning the entrance
of foreigners who pose a potential health threat. This strategy uses a zero-sum rationale, which means
that, in this case, public health can be viewed as a simplified equation that is the sum of the number of
individuals in good health. Thus, by giving each individual, in this case migrants, a value of ‘healthy’ or
‘threat’, these governments can declare that they are maintaining public health, and have a scorecard to
show for it, i.e. the number of unhealthy people disallowed from entering the country.

In some cases the use of mandatory testing, notification and containment are considered to be effective
strategies in preventing the spread of highly communicable diseases such as the recent Severe Acute
Respiratory Syndrome (SARS) epidemic in Asia; however such strategies are not considered applicable
for containing the spread of HIV. Another problem with this line of reasoning is that once allowed entry
into the country, migrants’ health is given minimal attention. National laws and policies do not consider
migrants’ well-being and generally do not take any responsibility for maintaining and protecting migrant
workers’ health and welfare in the destination country. Essentially, they are considered expendable. This
is exemplified by the fact that the most common solution to dealing with a migrant worker who is found
to have a communicable disease is to simply deport them.

This security argument is closely related to political motivations. Unskilled migrants and people living with
HIV are both groups that have historically suffered and continue to suffer from stigma and discrimination.
In Asia, HIV continues to be associated with marginalised groups such as sex workers, men who have sex
with men, drug users and migrant workers. Migrants are often perceived as abusers of the social welfare
system, as criminals and as carriers of disease; they are used as easy scapegoats as they have no political
clout to rebut such accusations.
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As Somerville and Wilson argue’:

“Migrants are the perfect target group for politicians who wish to be seen as strong and effective
leaders to be doing something and not afraid to take tough measures.... Politicians are safe in excluding
non-nationals, on the basis of HIV status as they do not enjoy the right to vote and therefore cannot
retaliate.”

By ensuring that migrants who fail their medical test are barred from entering the country or are deported
if found unfit, governments are seen by their citizens as protecting the country from the threat of disease,
even though there is limited chance of migrants intermingling with the greater society in any case, while
nationals of that country may already be infected with HIV and be the real cause of the diseases spread.

Another argument often used is the economic argument. Destination countries are concerned that the
entry of individuals with serious medical conditions will strain the health care system and be a major
burden on the economy of the country. Rather than contributing to society, the host country anticipates
that these immigrants will eat up precious health and economic resources. This is especially the case with
HIV, which is commonly understood as an expensive condition to treat. With the advent of treatment with
antiretrovirals (ARVs) and subsequent advances in their effectiveness, policymakers in many countries
fear that the lure of ARV therapies could attract an increasing number of HIV-infected immigrants and
consequently lead to an unsustainable burden on public health programmes and budgets.® As we will see
later, this fear was unjustified.

COUNTRIES WITH RESTRICTIONS

An ongoing survey by the German AIDS Federation showed that 102 out of the 169 countries they reviewed
in 2005 had some form of entry or residency restrictions applicable to migrants living with HIV.® In Asia,
the list of destination countries that conduct health screening which includes HIV tests is long; it includes
Brunei, China, South Korea, Malaysia, Singapore , as well as the Middle Eastern states of Kuwait, Oman,
Qatar, Saudi Arabia and the United Arab Emirates. For instance, in Malaysia, foreign nationals applying
for permission to work as unskilled labourers - including domestic workers and builders - are required
to undergo HIV testing. If they turn out to be HIV positive, permission to enter the country is denied
or expulsion follows. In Oman, there is no HIV testing at the border; instead, applicants for a work or
residence permit must present a recent certificate proving that they tested negative for HIV, and any non-
national who is discovered as HIV positive will be immediately expelled.

It has to be noted that imposing restricted entrance to migrants living with HIV based on the results of
mandatory testing is not limited to Asian and countries in the Middle East only. The United States and New
Zealand, for example, require negative HIV tests from non-nationals who wish to apply for residence or a
work permit. In fact, the US Immigration and Naturalisation Service conducts the largest mandatory HIV
testing programme in the world.™
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DOES IT WORK?

Opponents to mandatory testing counter the rationale used by destination countries with arguments
that either show the problematic side of mandatory testing or undermine the false rationalisations used.
First, critics argue that from a public health point of view, the rationale for carrying out mandatory testing
and restricting the liberty of movement or choice of residence on the basis of test results as a way of
preventing disease is flawed. In a similar vein, critics hold that the economic argument that migrants
will create a drain on the economy is hypocritical, considering how much they contribute to destination
countries’ economies in the first place. Lastly, the other arguments cite the obvious ethical issues and
human rights violations inherent to mandatory testing.

Public health arguments

Although HIV is a communicable disease that if untreated can lead to AIDS, which is fatal, it is not a
contagious disease in the sense that it is transmitted through direct contact via specific behaviours, i.e.
sexual intercourse or sharing of intravenous needles. It is not transmitted through casual or indirect
contact. Moreover, its spread can be prevented relatively easily through the taking of certain measures,
such as regular condom use. People living with HIV can live healthy lives for many years, without falling
sick, and given appropriate access to health information and services, including access to ARVs and
the treatment of opportunistic infections, they can keep on working productively without their infection
posing a threat to their co-workers. Thus, there is no public health or security reason to deny migrants
living with HIV access to a country based on their positive status, nor expel them once their condition is
known.

Mandatory HIV testing is ineffective as a public health measure given the ‘window period’ of detecting
HIV, which is the time between HIV exposure and the time when tests can detect HIV antibodies. Hence, a
mandatory test upon application for a work permit or at the border can never guarantee that the person
entering the country is HIV negative.

By only insisting that migrants be tested, they will also be over-represented in epidemiological data, leading
to further stigmatisation and discrimination of migrants as carriers of disease. Moreover, mandatory
testing policies focus on preventing the entry of individuals with HIV rather than modifying behaviours,
leaving nationals of the receiving country vulnerable to a false sense of security that HIV is a foreign
problem or an external threat that can be dealt with by using border controls.

Ironically, the imposed determination of whether a migrant is HIV positive (or as unfit if positive for any
other proscribed condition) and using that status to exclude the individual from entry or continued stay
in the receiving country, may have the perverse effect of creating incentives for those migrants to avoid
legal routes of entry and encourage illegal entry or falsification of supporting documents."

Furthermore, restrictions on migration may lead people who fear testing to enter a country clandestinely,
and because of their clandestine status they will have less access to health services. Following that,
although based on anecdotal evidence, it appears that HIV-positive migrants and those with other
exclusionary conditions identified through screening are more likely to go underground, if they are not
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arrested and expelled immediately. The introduction of compulsory measures may therefore mean that
those people will delay seeking health care, potentially (and ironically) increasing the possible spread of
certain communicable diseases, such as TB.

Considering these negative, unintended consequences, the public health ‘pro testing’ argument can easily
be turned around:

“When non-nationals are deprived of opportunities to be healthy, this not only endangers their own
health, but also promotes denial and discrimination. It jeopardises public health efforts, in particular
prevention efforts, thereby threatening the public’s health.” '?

Economic arguments

The fear mentioned above, that the availability of antiretroviral treatment would attract an increasing
number of HIV-infected immigrants and consequently lead to an unsustainable burden on public health
programmes and budgets, has proven to be unjustified. In fact, it is economic opportunity that remains the
driving force of migration, not the search for therapies. Moreover, migrants are a significant contribution
to countries’ economies; they fill major gaps in the service and unskilled labour sectors of many developed
countries’ economies, doing everything from picking fruit and shelling shrimps, to construction in the
hottest climates, to cleaning individuals’ houses. Without these migrant workers, the economies of many
countries would simply collapse due to ageing and increased economic mobility that has resulted in an
outflow of nationals from working in those basic but undesirable jobs that keep economies going. Thus,
when the total net financial contribution made by migrant workers to the economy of receiving countries
is compared to the costs they will impose on its health care system, the latter is minimal.

Furthermore, the overall demand for health services in developed countries and the financial burden
it imposes on a country’s GDP is driven by larger and more powerful forces, such as the ageing of
a population, increased obesity, expensive medical interventions, and pervasive social behaviours that
have a significant impact on health, such as smoking. Any attempt to reduce healthcare costs should
be addressed at macro-level issues and should not focus on concerns about the demands that a single
group, such as migrants, might impose on a health care system.

ETHICAL AND HUMAN RIGHTS ARGUMENTS

Ethical principles

Compulsory HIV testing and related restrictions on travel and residence raise important ethical and
moral questions, which governments that impose these policies conveniently disregard in the face of
internationally established principles.

Compulsory testing

One of the most compelling arguments against compulsory testing is that the ethical principles of testing,
what are commonly referred to as the 3Cs (Confidentiality, Counselling and informed Consent) are not



STATE OF HEALTH OF MIGRANTS 2007: MANDATORY TESTING

followed. Unfortunately, in the process of mandatory testing we find that these basic universal principles
of dignity are repeatedly abused or overlooked. In Malaysia, for example, the Foreign Workers Medical
Examination Monitoring Agency (FOMENA), a privatised consortium, has been given the contract to
conduct the mandatory medical examination required of foreign workers prior to the renewal of their
work permits. Before the mandatory test, migrant workers are required to sign a consent form, but they
are rarely informed about what they are being tested for. They are not provided with pre- or post- test
counselling, and often they are not aware of why they have been deported.'

Logically, informed consent is problematic in the case of mandatory testing, as the (prospective) migrants
do not really have the choice to refuse the test; they will either lose their job or be denied the opportunity
to work abroad. Informed consent is also problematic in that it is predicated on the fact that the counsellor
needs to be able to communicate effectively with the migrant being tested, which may be difficult when
the migrant does not speak the language of the host country. Considering these factors it is important to
establish a definition of informed consent.

Obtaining informed consent involves:
disclosing advantages and disadvantages of testing for HIV;
listening, answering questions and seeking permission to proceed through each step of counselling
and testing;
verifying that the person can be deemed competent, understands the purposes, risks, harms and
benefits of being tested; and
communicating in a mutually understandable language or having adequate translation provided,
including translation of any documents that are signed.

The International Labour Organisation states that HIV testing should not be required at the time of
recruitment or as a condition of continued employment. Any routine medical testing should also not
include mandatory testing. It should not be carried out at the workplace as is it unnecessary and imperils
the human rights and dignity of workers: test results may be revealed and misused, and the informed
consent of workers may not always be fully free or based on an appreciation of all the facts and implications
of testing.'

UNAIDS and WHO also do not support mandatory testing of individuals on public health grounds. However,
recognising that many countries require HIV testing for immigration purposes on a mandatory basis, they
recommend that such testing be conducted only when accompanied by counselling for both HIV-positive
and HIV-negative individuals and referral to medical and psychosocial services are provided for those who
receive a positive test result.'

At a joint WHO/UNICEF/UNAIDS Technical Consultation on scaling up HIV testing and counselling in Asia
and the Pacific in June 2007, these organisations stated that:

“mandatory and other coercive forms of HIV testing do not serve a legitimate public health goal,
jeopardises access to health services, reduces health seeking behaviours and enhances stigma and
discrimination.” '



MIGRANT WORKERS, HEALTH AND HUMAN RIGHTS

At the same Consultation, participants recommended that in order to scale up voluntary HIV counselling
and testing,

“countries need to review and revise national policies and laws to prohibit mandatory HIV testing for
migrant workers and ensure access to HIV prevention, treatment, care support and referral services
in both home and host countries, and advocate for the same through regional and intergovernmental
mechanisms.”

Exclusion

Health activists argue that mandatory HIV testing and automatic exclusion and deportation are not
justified, whether passed on public health grounds or on the basis of excessive costs to public services.

“There should be a presumption that all visitors to a country should have a right of entry, unless the
state can show justification for excluding them; that while the state may exclude immigrants, including
on medical grounds, such exclusion should comply with principles of human rights and justice; and that
refugees should never be excluded on the grounds of medical inadmissibility.” '

UNAIDS and OHCHR (the Office of the United Nations High Commissioner for Human Rights)'® argue the
principle of non-discrimination requires, as a minimum, that when States prohibit people living with HIV
from residency due to economic concerns, HIV should not be singled out from comparable conditions.
When entry applications are considered, humanitarian concerns should outweigh economic costs.

Human rights principles

According to the consolidated International Guidelines on HIV/AIDS and Human Rights, drafted in 2006
by UNAIDS and the OHCHR,

“there is no public health rationale for restricting liberty of movement or choice of residence on the
grounds of HIV status. According to current international health regulations, the only disease which
requires a certificate for international travel is yellow fever.Therefore, any restrictions on these rights
based on suspected or real HIV status alone, including HIV screening of international travellers, are
discriminatory and cannot be justified by public health concerns.”'®

Further, the guidelines state that:

“public health, criminal and anti-discrimination legislation should prohibit mandatory HIV-testing of
targeted groups, including vulnerable groups.”

Despite these internationally accepted guidelines and specific recommendations, very few countries in
Asia have repealed existing restrictive measures and legislation. And even when testing is not legally
required, requirement for testing might come from agents other than the State, as is evident in the
example of Hong Kong, SAR of China. Despite the fact that Hong Kong, SAR of China does not require
mandatory health testing, surveys found that 97% of the interviewed Indonesian foreign domestic workers
and 67% of the interviewed Filipina foreign domestic workers were submitted to health testing in Hong
Kong, SAR of China.?° This
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high percentage of testing comes from the requirement of either the employers or the recruitment
agencies; there is no policy or law requiring it.

Compulsory testing

Mandatory HIV testing creates situations where a range of human rights violations can arise. The rights
under threat include the right to non-discrimination, equal protection and equality before the law; the
right to bodily integrity; the right to privacy; and the right to the highest attainable standard of physical
and mental health (the ‘right to health’). This is particularly true for many women, who already find their
human rights may be threatened or violated on a daily basis because of their sex.

For instance, mandatory HIV testing violates the right to health because it limits the quality of life and
puts a burden on those who are already among the most vulnerable (i.e. people living with HIV), especially
if it is used as a restrictive measure.?' It also violates the right to information and education as it is
highly likely that people will not search out information if they fear a punitive or discriminatory response
because of their HIV status. Mandatory HIV testing also violates the right to privacy. As health is a private
matter, every single person should have the right to control information about his or her HIV status. This
means that all information garnered about an individual’s health, from counselling to the disclosure of
test results, should be maintained in a confidential manner; this information should not be disclosed to
third parties, including the authorities.

Compulsory testing not only violates the human rights principles mentioned above, but also fuels
discriminatory behaviour against vulnerable people, very often by establishing or reinforcing the
discriminatory notion of "high risk” groups.

Exclusion

Restrictions that discriminate against people with HIV and AIDS, or people from countries with high rates
of reported AIDS cases, violate a number of provisions of international law (and also national laws) that
prohibit such discrimination. The International Guidelines on HIV/AIDS and Human Rights state

“...although there is no right of aliens to enter a foreign country or to be granted asylum in any
particular country, discrimination on the grounds of HIV status in the context of travel regulations,
entry requirements, immigration and asylum procedures would violate the right to equality before
the law.”%?

Any exclusion of a prospective migrant with HIV on public health grounds is discriminatory and inconsistent
with current, commonly accepted public health practices.
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CONCLUSION

There is no public health rationale for restricting liberty of movement or choice of residence on the
grounds of HIV status. Mandatory testing does little to halt the spread of HIV. Instead, testing reinforces
the stigmatisation, discrimination and segregation of infected individuals and migrants. To counteract
this, it is necessary to emphasise human rights in the development of laws and policies that cover the
health of migrant workers. Furthermore it must be recognised that HIV-positive migrant workers can
remain productive for many years and contribute to the social, economic and cultural fabric of both
destination and origin countries. In this way, HIV-positive migrants have an important role to play in
raising public awareness about HIV and curtailing related stigmatisation that leads to the development
of discriminatory laws and policies.

Mandatory health testing policies fail to account for the myriad of factors that can erode migrant workers’
health and well-being once they reside within a country’s borders. Current border protocols are derived
from a fear-based position, and tend to operate from a paradigm of xenophobia. Not enough emphasis
has been placed on protecting global public health, which includes migrants’ welfare. Moreover, research
findings that challenge the adoption of mandatory health testing policies have been ignored for political
gain.

Ignorance of one’s HIV status can have serious consequences, such as delayed treatment resulting in
poor health and related expenses, and the potential of unknowingly infecting others. Research reveals
two common reasons why people do not attend HIV counselling: limited HIV testing services, and social
stigma and discrimination associated with HIV infection.??* Both these factors play a prominent role in the
lack of HIV awareness among people in developing countries and have resulted in the continued spread of
the disease. Often, it is only through health testing to work abroad that people find out their HIV status.

Those living in remote areas remain ignorant of their HIV status because testing services are not available
locally, and because they cannot afford the time or cost involved to travel to far-off facilities. Other
concerns, such as lack of confidentiality and stigma and discrimination, are also powerful dissuasions for
those who may suspect they are infected; in other words, stigma and discrimination continue to be the
main barrier to voluntary HIV testing.?* Ironically, mandatory testing contributes to and feeds this social
stigmatisation of people with HIV as needing to be isolated and segregated. Thus, mandatory testing can
be seen as a form of institutionalised discrimination that results in the further stigmatisation of those
who most need help.?

HIV testing and counselling services are a gateway to HIV prevention, care and treatment under the right
circumstances. The benefits of the knowledge of HIV status can be seen at the individual, community and
population levels. They include the following:
For the individual: enhanced ability to reduce the risk of acquiring or transmitting HIV; access to HIV
care, treatment and support; protection of unborn infants.
For the community: a wider knowledge of HIV status and greater linkages to related intervention; a
reduction in denial, stigma and discrimination; collective responsibility and action.
At the population level: knowledge of HIV epidemiological trends; positive influence on the policy
environment; normalisation of approaches and attitudes to HIV and to AIDS; reduction of stigma and
discrimination.?®
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As access to ARV treatment is being scaled up in low and middle income countries, testing rates are still
low. Currently, HIV testing services in developing countries are only available to about 15% of those who
need them.?” The cornerstones of HIV testing and counselling scale-up must include improved protection
from stigma and discrimination as well as assured access to integrated prevention, treatment and care
services. The conditions under which people undergo HIV testing must be anchored in a human rights
approach which protects their basic rights and pays due respect to ethical principles of confidentiality,
counselling and informed consent.

UNAIDS/WHO RECOMMENDATIONS FOR TESTING PRACTICES

Ensure an ethical process for conducting the testing, including defining the purpose of
the test and benefits to the individuals being tested: and assurances of linkages between
the site where the test is conducted and relevant treatment, care and other services, in an
environment that guarantees confidentiality of all medical information
Address the implications of a positive test result, including non-discrimination and
access to sustainable treatment and care for people with HIV
Reduce stigma and discrimination especially within health care settings
Ensure a supportive legal and policy framework which response is scaled up, including
safeguarding the human rights of people seeking services
Ensure that the healthcare infrastructure is adequate to address the above issues and
that there are sufficient trained staff in the face of increased demand for testing,
treatment and related services.
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CHAPTER TWO:

METHODOLOGY

This preface to the country reports details the research processes and methods undertaken by the CARAM
Asia partners that participated in the State of Health of Migrants (SoH) Report representing 16 countries
across Asia.

CARAM and its partners believe in the value of participatory research as a way of obtaining valuable
information that directly reflects the realities of migrant workers, as well as a way of developing the skills
and awareness of research participants as part of the movement towards promoting migrant workers’
health rights. This participatory value is reflected in the State of Health (SoH) research by the active
involvement of partners from the various countries represented in each stage of the research: from the
development of concepts and frameworks through to the implementation of the actual research work and
the shaping of the report.

To ensure clarity and uniformity in the research, at the outset a framework was established that shaped
research strategies for partners to embark on their research at the country level. This was done at a
workshop held in Bangkok, Thailand in November 2006. The purpose of the workshop was to give
partners a deeper understanding of the issues surrounding mandatory and compulsory HIV testing, and
orient them with a rights-based understanding of the issues. Objectives for the research were developed
together, as was a concept of ‘migrant-friendly testing’, which became the basis of the framework for the
research.

Working from this rights-based approach, a list of topics was developed relating to testing policies and
practices in different origin and destination countries with a special emphasis on migrants’ experiences.
Other parts of the workshop included assessing current trends and concepts in HIV testing, identifying
research gaps in the region, setting indicators, identifying research participants within migrants’
communities as well as relevant stakeholders, and developing research guidelines and questions for each
group. Participatory research methods and tools and other data collection techniques were identified,
and skills in using these methods were strengthened by drawing on the experiences of the SoH 2005
research ‘Access to Health.” Throughout the entire process in the workshop, the participating members
contributed and often facilitated from their respective fields of expertise and experience, which included
the professional research community, migrant workers’ representatives, migrant support groups and
activists.

This research was divided into three sets of indicators: a) structural indicators, b) impact indicators and
¢) process indicators. Structural indicators reviewed national laws, policies and programmes to ascertain
whether they reflected the letter and the spirit of relevant ratified international instruments, and generally
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assessed whether governments recognised migrant workers’ challenges with regard to health testing.
They looked at whether governments made efforts in laws, policies, programmes and budget allocations
towards assisting migrants to asses how the interests of migrants in testing procedures are considered.
The impact indicators reviewed the demographic, labour migration and related health/testing indices
available to provide an overview of the migration situation and the forces driving migration in each country.
The process indicators, of primary importance to the SoH report, link the structural and impact indicators
to the reality played out on the ground by focusing on how national laws, policies and programmes
related to testing are actually implemented. This was done by gathering the viewpoints and experiences
of relevant stakeholders, and was checked against the experiences and insights of migrant workers in
each participating country to assess the real impact these practices have on migrants’ lives, health and
well-being.

The majority of research was then carried out in the following months. In November 2006, as an outcome
of the first workshop, a five-member SoH work team was initiated and was charged with the responsibility
of coordinating and facilitating the process and progress of the research among the different partners
and to provide necessary technical support as needed. Three members of the taskforce visited partners
in their countries to further oversee and support partners’ field research and data analyses. An extensive
exchange, sharing of experiences and question-answer sessions through e-mail provided instant facilitation
to the entire research process and provided transparency.

DATA COLLECTION

The SoH research allowed a wide range of female and male migrant workers in participating countries
to give accounts of their direct experiences with mandatory testing through direct interviews and group
discussions. Groups of migrants that participated in the research represented all ends of the migration
stream: prospective migrants, including those who were deemed temporarily and permanently unfit (at
origin countries), migrants working at destination countries, and returnee migrants, including those
living with HIV, some of whom had been deported as a result of testing. The occupations held by migrant
workers were diverse and highly representative of the gamut of jobs that migrants take in most destination
countries: domestic work, construction and factory work, sales, hotel and restaurants, chauffeuring,
seafaring, seafood processing, and the entertainment industry. Collectively, they identified issues and
obstacles regarding testing that have a real impact on migrants’ lives, and as a result, recommendations
and possible alternatives emerged filling in the concept of ‘migrant-friendly testing’.

The perspectives of relevant stakeholders were also actively garnered, including interviews with
government policy makers, ministry officials from health and migration sectors, officials from National
AIDS Councils, testing authorities from both government facilities and the private sector, immigration
authorities, recruitment agencies, migrant training centres, workers in health care facilities, HIV positive
care and support groups/networks and NGOs working on migrant issues.

The field research adopted fundamental participatory principles, and used various standard methods and
tools. Focus group discussions (FGDs) and in-depth interviews (IDIs) were the key methods utilised in
most countries. FGDs were used with groups of migrant workers, on average ranging in size from 6 to 12
participants. IDIs were commonly used for stakeholders as well as with migrant workers. Besides the more
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conventional qualitative techniques, participatory learning and action (PLA) methods were used, in which
the emphasis was on allowing people to freely explore their emotions, insights and perceptions. The
PLA methods commonly applied were the balloon opinion exercise, the bubble method, mapping, and
priority ranking. These participatory and visual methods enabled migrant workers to express themselves
more freely in regards to how testing impacted them. Interviews and focus group discussions used semi-
structured guidelines, rather than closed-ended questions, to allow a freedom of expression and thought
by participants. Participating migrant workers and stakeholders could question and comment on the
research process, and some collaborated in modifying this process. In Hong Kong, SAR of China, the
qualitative research was complemented by a quantitative survey, where a questionnaire with closed
questions was given to 108 Filipinos and 97 Indonesians domestic workers.

To ensure accuracy of information and to clarify the understanding of some issues, information was
usually triangulated, meaning that information that came from migrants was posed to stakeholders for
verification and visa-versa. Direct observation of health testing sites for migrants was done in all countries
so that researchers could have a chance to see the actual conditions of testing facilities. Some partners
were even bold enough to actually undergo the actual testing process by posing as prospective migrant
workers in the Philippines, Pakistan and Sri Lanka. CARAM-Asia holds these people in great esteem for
their commitment to the work, and commends them.

Table: Key methods in SoH Research
FGDs and IDIs conducted among Migrant workers and Stakeholders in Partner Countries

Number of IDIs Number of FGDs
with migrant Number of IDIs with with migrant

Country workers stakeholders workers

Bangladesh 5 13 6

Bahrain 9 9 4

Cambodia 18 13 10

Dubai 26 6 10

Hong Kong, SAR of China 25 8

India 40 23 14

Indonesia 5 10 6

Japan 5 4

Korea 3 3 4

Malaysia 3 7 4

Nepal 9 11 3

Pakistan 12 17 8

Philippines 9 6

Sri Lanka 18 17 10

Thailand 4 5

Vietnam 2 11 4

total 155 182 102
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DATA ANALYSIS

All data that was collected through participatory activities was transcribed, translated, and then coded.
This ensured that all quotes used could be referred back to the proper source. It was a tedious and time
consuming process, but ensured reliability of information and accountability to the sources, especially
when quoted in reports.

A second workshop was then held in Kuala Lumpur, Malaysia in March 2007. This workshop brought
together the researchers from each of the 16 partner organisations to promote consistency of results.
The workshop focused on improving partners’ skills in qualitative data analysis and report writing. To
streamline the analysis of the amount of qualitative and quantitative information gathered, guidelines
for analysis at country and regional level were developed and agreed upon by all research partners.
Presentations were given on initial results, giving the work team an opportunity to provide feedback and
assess potential weaknesses in the reporting.

Research partners sent their first reports to the SoH taskforce, who made necessary comments and
feedback. Once the individual country analysis and report writing had been completed, validation activities
were conducted in some countries to confirm that the partners’ analyses reflected the reality of the
migrant workers. This was done by revisiting research participants or representatives of similar migrant
communities to share their findings and confirm the analysis results, while allowing feedback. Some
sent copies of the country report to migrant workers’ networks and concerned stakeholders for their
comments, while others held formal consultation meetings with key stakeholders from migrant forums,
testing centres, recruiting agencies, NGOs and government sectors for validation. Proposed changes were
incorporated to make sure that the final report is acceptable to all concerned: migrant workers as well as
stakeholders. These country reports will be used as the basis of country level advocacy efforts. To fit in
the regional report, each country then pared down their country report to a standard length.

Finally, using the regional analysis framework, information from all the country reports was analysed
and drawn on to develop the Regional SoH report, which looked at the issue of mandatory testing in
both origin and destination countries. In May 2007, a final analysis meeting took place in Malaysia to
shape the regional analysis and finalise recommendations with the participation of work team members
and representatives of SoH partner organisations. Lastly, recommendations intended to bring ‘migrant-
friendly testing’ to fruition were drawn up targeting stakeholders, policy makers and enforcers (mainly
governments), based on the experiences and needs voiced by migrant workers.
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ORIGIN COUNTRIES: BANGLADESH

Bangladesh

Bangladesh is a major labour sending country, where foreign migration for employment has been a
growing phenomenon as a reaction to the widespread unemployment and underemployment that has
prevailed in the country for decades. For this developing country, with its small geographic area of
144,000 square kilometers and a projected population of 150 million in 2007, foreign employment is
seen by many unskilled or semi-skilled people, mostly from rural communities, as the only way to break
free from the vicious cycle of poverty.

In this regard, the Government of Bangladesh (GoB) has been active in trying to maximise the potential
of overseas migration and enhance the flow of remittances. The Bangladesh Bureau of Manpower,
Employment and Training (BMET) was established in 1976 with the responsibility of monitoring the flow of
overseas migration. Then the Ministry of Expatriates’ Welfare and Overseas Employment was established
on 20 December 2001, to ensure the welfare of expatriate workers and the enhancement of overseas
employment. According to BMET sources, the number of documented Bangladeshi migrant workers who
went for employment overseas in the year 2006 alone is over 3,500,000. Their remittance exceeded $4.9
billion, contributing about 32% to the national GDP.

The number of documented migrants is estimated to be almost equal or just a little less than the numbers
who go abroad undocumented. During recent years, a gradual increase of Bangladeshi migrant workers
in Asian countries has been recorded, with Saudi Arabia being the most popular destination. Up till
October 2006, the total figure of documented migrant workers who had left the country since 1976
stood at 4,461,562, amongst which the top destinations were Saudi Arabia (2,196,271), UAE (651,516),
Kuwait (467,596), Oman (246,327), Bahrain (130,001) and Qatar (100,519). During this period, Malaysia
(269,821) was the most sought after destination in the Asian region, followed by Singapore (140,487)
and South Korea (17,949)".

The Ministry of Expatriates’ Welfare and Overseas Employment, GoB, came out with the External Migration
Policy in 2006, which addresses some important issues faced by migrant workers. It does not, however,
mention health or medical testing at all. One of the main pre-requisites set by receiving countries for
employment is being medically fit. Hence mandatory medical testing is a necessity for overseas employment
of Bangladeshi migrant workers, and the standards and requirements of medical tests are governed by
the receiving countries. The new formalised External Migration Policy or National Policy on Health does
not mention any specified rules for mandatory medical testing of migrants. However, the National Policy
on HIV/AIDS and STD has directive guidelines on HIV testing, which mentions protecting the rights of all
those who have undergone testing or will go through testing in the future. The policy very clearly states
that

“Mandatory testing and other testing without informed consent have no place in an AIDS/STD
prevention and control program.” ?
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It does not protect any specific population group but it does mention migrants,

“Screening for HIV infection or other STD will not be mandatory for travellers or migrants into or
out of the country...” 3

The only policy which does mention medical testing for migrants specifically is the recruiting agent’s
Conduct and License Rules, 2002 which states,

“Arrange the medical examination properly.” 4

However, there are no specific laws on testing in the country. Although mandatory testing is not supported
by the GoB National HIV/AIDS policy, in practice testing is adhered to, responding to the demands of
receiving countries, and which are formally stated in existing Memorandum of Understanding (MoU). For
example, in the MoU on the recruitment of Bangladeshi workers between the Government of Malaysia
and the Government of the People’s Republic of Bangladesh Article vi. states “....comply with Malaysian
medical requirements.” C. iii. Pg.10 of the same states that

“The workers shall bring along a copy of the medical examination report and to be shown upon
request at the entry point.....All medical examinations and procedures shall be governed by the terms
and conditions determined by the Ministry of Health Malaysia.”

Although testing is incongruent with the national policy on HIV and STDs, the government has little or no
bargaining power in the matter.

PRE-DEPARTURE

In the process of migration from Bangladesh, the most important stage and the greatest deterrent for
a potential migrant worker is undergoing medical testing. This is ingrained in the minds of potential
migrant workers from the very first contact with their agent or broker. They are very clearly told that in
case of an unfit report, their chance of going abroad is next to impossible.

“It’s a prerequisite for getting a job abroad, for going, we first needed to have the database and then
we are told to do the medical test.The agencies say that.That means for gaining passport medical test
is to be done.” (Returnee male migrant worker from Korea)

The potential migrant workers, mostly uneducated or low-educated, coming from rural areas, are
completely dependent on the brokers or recruiting agencies for any information regarding the migration
process. This ignorance, along with their desperation to go abroad, makes them blindly follow all the
procedures they are told to pursue. The person is informed by their agent or broker as to where and when
he has to undergo medical test; there is no choice.

“When the middleman informed us about medical testing, | asked him where the place was. He told us
to go to Fakirapul. One man (staff) took us there because it was an unknown place for us.” (Potential
male migrant worker)
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Most of the time this implies that the migrants have to travel long distances as most of the testing centres
are situated in the capital Dhaka, except a few in the two major cities of Chittagong and Sylhet. This travel
adds additional financial burden onto poorer migrants, who also have to bear the cost of the medical
test.

“We people come from Chandpur by first trip and get back home the same day after doing the medical
test.The agency does not give us any support.Those who come from outside they live in Fakirapul (in
Dhaka) and by the roadside, or in the hotel.” (Current male migrant worker from Malaysia).

“It takes 160/170 Taka excluding food and other stuff.The per day cost amounts to nearly 350 Taka to
400 Taka .” ® (Another current migrant worker)

This is one of the main reasons that test results are received by agents, to avoid making the migrant
worker travel again.

Medical testing centres in Bangladesh are either approved by the government under the Directorate
General of Health Services (DGHS) office or by bodies set up by receiving countries like GAMCA (Gulf
Approved Medical Centres Association). For GCC countries, the GAMCA centres follow the detailed range
of tests as guided by the GAMCA Rule book. The non-GAMCA centres follow almost similar tests as well,
which might differ on the basis of destination country requirements. There are a total of 34 GAMCA
testing centres in the country among which 27 are in Dhaka, 4 in Chittagong and 3 in Sylhet. These are
well regulated, controlled by the central GAMCA office, where the migrant workers have to be registered
first and distributed equally among the GAMCA centres for testing.

However, there are an unknown number of non-GAMCA testing centres in the country. Some of these
incorporate testing within general medical services already provided, but many are established specifically
as testing centres, solely targeting migrant workers and competing for clients, as shared by one owner,
“The centres who could do marketing best, they used to get most of the work”. These centres seem to
be working in close association with recruiting agents. This association shifts the focus from quality
testing to marketing testing and makes migrant workers a commodity, giving rise to opportunities for
exploitation.

Through a direct visit to one such centre, it was found the clinic was staffed with 2 untrained lab technicians
and one part time doctor running the entire set-up. The same centre employed 5 brokers to maintain
links with recruiting agents, and paid them commissions to ensure a supply of migrant workers to that
particular centre, even though the facilities and environment were observed to be very poor. It is found
that even the payment for medical testing is made to the recruiting agent, which could be much higher
than the actual cost. A migrant from the beginning is kept in total ignorance, is given no choice what so
ever on the matter of selecting a centre, and is often exploited severely, as expressed by a potential male
migrant worker having completed testing,

“They are fleecing us. What can we do? We need to go abroad! They never allow us for selecting
particular testing centre as per our choice.”
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Another Saudi returnee male migrant worker said,

“They took 7 thousand taka from us. We ourselves gave the money to the medical centres. The
medical test for Saudi Arabia is 2150 taka.”

Although the actual fees may vary from Taka 1000 to 2100 depending on the destination country (GCC
and non GCC), through the various steps involving brokers, sub-agents and main-agents, the migrant
workers often have to pay a much higher cost and are tricked into a binding relationship with the agent, as
explained here by a returnee migrant worker from Malaysia, who has much experience on this matter;

“...There are three types of agencies: Broker, Sub-agency and main agency. When the sub-agency
delivers us to middle agency then they do medical test for 40-50 taka just to have mental satisfaction.
Rather | personally believe it is an absolutely bogus thing.VWe do it instantly to convince the clients that
the visa is in process. By sub-agency | mean that the broker is told to collect some people for which
he will get a commission. But sub-agency gives to middle agency and middle agency to direct office or
someone else. For accepting the comment “| will go abroad”, they take 20 thousand taka. Later | saw
this test was totally valueless. | know they took five thousand taka for medical test.”

Consent by migrants to undergo testing is not an option even in standardised GAMCA testing centres,
as found in the research. None of the migrants, prospective or returnee, who had undergone testing in
Bangladesh, indicated that they had to give consent for testing or were told about the procedures, as
reflected here:

“No advice or consent was given to us. We just submitted our passport photocopy only.” (Potential
migrant worker having completed testing)

As for the staff at medical centres, the very fact that a migrant has come to a centre and has an appointment
seems to imply that they have agreed to be tested.

“We could not test unless one has a medical appointment.When a patient makes an appointment then
we take it as consent.” (Medical officer, non-GAMCA medical centre)

Further to this, no information is given about the tests either, as shared by the Office Executive of a
GAMCA Centre:

“No, we don’t give any information on testing to the passenger because if we give them information
then they will try to influence us”.

It is evident that a prospective migrant is not informed about the tests they have to undergo either by the
agent or test centres. Most pleaded ignorance to the tests performed except that they gave blood and
urine, did an X-ray and body-check, but had no idea what was being tested. This included not knowing if
HIV testing was done or not.

“l do not know what happened after taking blood, urine or X-ray.” (Potential male migrant worker)

None of the testing centres visited during the study offer any pre or post test counselling, a fact which is
also confirmed by the migrant workers.
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“No, as far as | know in this country this kind of counselling is not done.” (Returnee male migrant
worker from Malaysia)

The physical examination is perceived by most research participants as a very degrading and humiliating
process, involving as it does a complete undressed body-check.

“In our country it is excessively done. In Bangladesh everything is seen, we undress.” (Returnee male
migrant worker from Malaysia)

Others present at the focus group discussion nodded in agreement. Although it is widely practiced, it is
in fact not a formal requirement, as shared by the Office Executive of a GAMCA Centre:

“Yes, to do physical test, people has to be completely naked. No, this is not a GAMCA instruction, we
do it ourselves.This is to check mainly the skin diseases.There is lady doctor for women.The number
of female patients is very few, only 8 to |0 woman in a month.We give a certain time to gather all the
female passengers and then do the physical test (by a lady doctor).”

This situation could be much worse for some prospective female migrants, as observed in a non-GAMCA
centre, where there is no female doctor and so a male doctor performs the body-check with the assistance
of a female attendant. However, the prospective migrants feel helpless, never question the procedures
and abide by the instructions of testing, all because of the hope of going abroad.

“... my urine and others were taken for tests. After taking all these they opened my underwear. He
(doctor) pulled my penis to see if | had any problem. Then | didn’t have the courage to bargain with
him. But | still remember that fear. | had to go abroad and had to comply with it. | have a lot more to
say but it will take time to explain. In the medical centre | was shunted and was asked why | talked
too much. Then without quarrelling with them | came back arranging my clothes. It was my bitter
experience.” (Returnee male migrant worker from Malaysia)

Although the attitude of medical centre staff in most cases was said to be friendly and helpful by the
migrant workers, the competence of medical staff remains questionable in some non-GAMCA medical
centres that were visited. Some of the lab staff were found to have no formal training. A potential male
migrant complained:

“I suffered this problem when | went a centre and two young staffs were taking blood they repeatedly
couldn’t find the vein.”.

The non-GAMCA clinics, especially the smaller ones catering solely to the testing of migrant workers, were
clearly operating purely for profit. They were lacking in hygiene, their toilets were dirty, there was a lack
of separate facilities for females, and often they did not have all the testing facilities available. They were
also dependent on external medical centres where they sent samples for testing. At least one such centre
claimed to do confirmatory tests of HIV positive results, even though they only perform the Elisa test, and
seemed to have no clear concept about this.

On the other hand, some non-GAMCA but large establishments like Modern Diagnostic Centre Ltd are ISO
(International Standard Quality) certified medical centres. Here there is compliance with the high quality
standards of testing: equipments are sophisticated and modern, and confirmatory tests are provided for
all, including HIV. GAMCA centres too were observed to be maintaining good standards of operation,
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with proper seating and clean, separate toilet facilities for females and males. They send the HIV cases
to ICDDR,B for confirmation, similarly for hepatitis B and C, and do the confirmatory tests themselves.
However, none of the GAMCA or non-GAMCA facilities make any provision to inform migrant workers
regarding testing procedures, policies or instructions for unfit, or temporarily unfit clients.

In most cases the time taken for delivering the report is 2 days although it can take up to a week. The
results are almost never given to the migrants themselves; their brokers or recruiting agency collect
them, or they are given directly to the authorities in the GAMCA office. The confidentiality of test results
therefore seems to be of no importance in the context of migrant worker’s medical testing. Besides, this
ambiguity with test results just adds to the anxiety the prospective migrants go through, making them
more vulnerable to the schemes and designs of the agents to manipulate and extract more money from
them.

“The report is not given to the patient.There remains a gap. Sometimes the owner of the travel agencies
tells us that we are unfit to earn some money.” (Current male migrant worker from Malaysia)

Moreover, unfit people are not informed on their actual result, let alone given counselling, treatment or
referral; only an unfit result is given, by both GAMCA and non-GAMCA testing centres.

“If a passenger is fit, then we give the entire test result and Fit Certificate. If unfit, then we give an unfit
certificate where we write the reason for unfit. No, we don’t give the entire test result reports to an
unfit person.” (Office Executive , GAMCA Centre)

This is a clear violation of the National Policy on HIV/AIDS and STD policy that states,

“Neither physicians nor anybody else are free to notify any other person other than the person tested
of the test results, unless on the request of the person.”

Further it states:

“The person requesting the testing has the right to know the result.” 7

Referrals are almost non-existent; some centres simply stated they made no provision in this regard. One
non-GAMCA centre proprietor did express the need for something when he said:

“There are 900-1000 migrant workers coming in Dhaka city everyday.Among them 12% are unfit due
to HBsAg.We should pay them attention.”

However, two centres reported that they give a prescription to the temporary unfit people and ask them to
return for a re-test after the treatment is taken. This seems to depend solely on the attitude of the testing
centre, based on which the fate of a prospective migrant could be decided and great financial loss faced,
as explained below:

“The people who fail test here, for SGPT, Serum Bilorubine, skin diseases like chaud (exima), daud
etc... we give them prescription. GCC countries told us if someone has skin problem, then send him
to skin specialist. If he gets well then give him fit certificate later. Arabians are scared of skin diseases.
Many testing centres make people unfit because of skin diseases. This is not right. Many passengers
become very afraid, thinking, “What happened to me?” But it is nothing serious. People should not
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be made unfit only because of skin diseases. Another thing is calcification, which is a spot in the lungs.
People do not suffer for this. But centres are making people unfit for this. It is not right. Many medical
centres make people unfit for pressure or diabetes. But it can be brought under control.We give them
prescription and ask to come again later for testing. We don’t make such cases unfit at first time, for
example this sugar thing.We try to bring it under control.We re-test second or even third time until
the condition is normal. Such diseases which can be controlled, people should not be made unfit.They
have to be advised to bring it under control and reappear for testing. People invest lots of money to
go to foreign country. They give about 200,000 taka for this to the agency. But if they become unfit,
they don’t get the refund like this.Agency gives in broken amounts 10 or 20 thousand taka at a time. It
takes a long time to recover the money, it is a great loss and very painful for them.” (Office Executive,
GAMCA Centre)

The lack of referrals and treatment facilities is evident. This has also given rise to the practice of a
‘pre-medical’, to anticipate such unwanted detection and being declared permanently unfit. Here, some
prospective migrants are instructed to take these ‘pre-medical’ tests prior to the final medical test, thus
adding to the cost, time and efforts invested. As explained by the Manager of a non-GAMCA Centre:

“We do the pre-medical, don’t do the final medical. Pre-medical is the passenger check himself, they
test to be on the safe side. After doing test at my place, they will test again at GAMCA testing centre.
They will submit their name and particulars at GAMCA office, take slip and go to the specific centre
that GAMCA will send them. They do testing themselves before going to GAMCA, because say for
example he knows he has a medical problem or suspects that he might have a problem. If they go
first to GAMCA, pay 1,800 taka to do medical test and found unfit then there will be a seal marked
on his passport. He won’t be able to go again. If he tests here first and know the disease then can
take treatment and get cured before going to GAMCA finally. Or don’t go and waste the money in
GAMCA at all. If someone goes to GAMCA first, then he doesn’t have any chance to take medicine
and can get unfit permanently. If they are unfit in pre-medical, then they apply medicine. May be he has
got chest infection. He goes to chest specialist, take medicine for |5 days or | month. After getting
cured by taking medicine, then retest again and if found fit, only then goes to GAMCA.”

This however could have been avoided if the necessary treatment or referral services were a part of the
migrant workers’ medical testing, which unfortunately is not the case in Bangladesh.

Unlike non-GAMCA centres, which do not follow any reporting system, the GAMCA testing centres have
to submit regular reports to GCC countries, but the GoB does not have any involvement or information
in such reporting, and thus, any opportunity for formal referral to treatment, care and support is thereby
missed.

“Yes, we make quarterly compiled reports of all the fit and unfit test results done. | send by e-mail and
also the hard copy by DHL to the GCC office in Riyadh. No, the Bangladesh government doesn’t know
anything about it. No, can’t give you the report. But yes, | can tell you in general that among the unfit
cases, the highest is for HBsAg, syphilis, HCV and X-ray for TB, implemental lesion and calcification.
HIV cases are very few, this year we had only one case.” (Office Executive, GAMCA centre)

Even for the confirmed HIV positive cases, no counselling is available within the testing centres, or any
other support services, as admitted by GAMCA office and the testing centres visited. However, one GAMCA
centre reportedly referred a person to NGO facilities for counselling services, and another non-GAMCA
centre shared that they do advise persons to go to one of the listed government centres from a list that
was provided by the DGHS office, but both remained doubtful whether the unfit person followed their
advice.
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“We do maintain database which send quarterly to GCC ministry. We do not know about the
consequence of unfit person because it is settled by the testing centre”. (General Manager, Central
GAMCA Office, Dhaka)

“Itiis not our duty to counsel HIV positive cases. But we informed JAGORI of ICDDR,B about the HIV
positive person. Don’t know if they did anything to help him.” (Office Executive, GAMCA Centre)

“If we get HIV positive confirmed case, then first we send the sample to PG. Give the report to
manager.We have list of organisations by DG health where we refer them for support.” (Lab In-charge,
non-GAMCA Centre).

“No, we don’t counsel the HIV positive persons.We refer them to certain places.VWe were given a list
by DG Health of certain NGOs who gets help from abroad to serve AIDS patients and were asked
to send the positive cases to those organisations. We were given the list in 2005 when we attended
a seminar organised by DG Health. Since then we are sending AIDS patients to those organisations.”
(Manager, non-GAMCA testing centre)

In their desperation to seek employment abroad, many such unfit persons try to adopt strategies with the
help of recruitment agents, which makes them even more vulnerable to financial loss and exploitation.
Upon getting an unfit medical report, the brokers and recruiting agency might offer solutions to the
migrants, as was revealed during the research by posing as an unfit prospective migrant and approaching
a recruitment agent for help. The agent said:

“You want to make unfit result fit? Yes, | can help you to solve this problem. Where are you going!
Dubai? If you pay 700 taka then | can make fit report. For GAMCA you have to go to Chittagong and
it will cost you more, about 8 thousand taka it will take 8 to 10 day’s time. How | will do it? That you
don’t need to know. | have my ways”.

Although the GAMCA centres follow strict rules and report the unfit results to the central GAMCA office,
but they are not shared between centres in 3 districts. Due to lack of coordination between the testing
centres in different cities, manipulation and violation of rules seems to be possible. Moreover, the
desperate migrants even take the trouble of changing passports and reappear for tests, as expressed by
the GAMCA Office Executive:

“Unfit persons can’t be tested again in a GAMCA centre in Dhaka because all their details, agency
name, passport numbers are also on record.To test again, he has to come after changing his passport.
He has to spend 8 to 10 thousand taka for this.This is not right.This is violation of human rights.The
agencies just make people suffer to earn money. If one unfit person is made fit, he will be caught finally
anyway after arriving in the foreign country”.

He further added:

“Unfit people are shocked usually to learn the result, one person even became senseless. If a person
becomes unfit, then they try hard to make it fit. Many a time people come to us to make contract.
They come and say,“| have this problem, can you give fitness certificate?” We don’t do such thing here
at our centre.They ask the recruitment agent to help. Unfits can be made fit in many places, it is what
we have heard. But they will get caught afterwards in foreign country. All the GAMCA testing centres
in Dhaka, Chittagong and Sylhet should be brought under one system so that forgery can be stopped.
Passengers should be made aware of the dangers of making unfit results fit by doing forgery, that they
will face financial loss and sent back home finally from foreign country. Passengers create pressure to
make unfit result fit. Recruitment agency also help them and try to create pressure even though they
know that these passengers will become unfit in foreign country and return back home. This should
be stopped.”
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It seems that the brokers and agents have their own nexus with the testing centres; it is all about fleecing
the migrant for as much money as possible at the end. They are earning handsomely from each migrant
in the name of helping them to pass the medical fitness, hence they encourage the migrants to take on
illegal paths.

“Before that one person from Banani told me that you have this disease - is it? “Give me money and |
will send you abroad.This was not any problem”. He was a broker. He sent people. He wanted 200,000
taka from me.” (Deported migrant worker from UAE)

Monitoring of testing policies, procedures and test centres

The DGHS, Ministry of Health, GoB is responsible for issuing license to testing centres, pathological labs
as well as maintaining monitoring standards. But the Office of DGHS does not specify testing labs for the
purpose of migration. There are no standardisations or guidelines available for testing centres from the
government. The Director, Hospital and Clinic Office of DGHS shared:

“Ministry of Health does not have any policy. We work under Health Ordinance of 1982. But we
do work for the help of other ministry like MOEWO (Ministry of Expatriate Welfare & Overseas).
Regarding this matter, we do not have anything to do. We do not have any involvement. We know a
good number of people have been medically unfit.”

In fact, monitoring of testing centres largely depends on their affiliations. The small migrant worker
based testing centres seems to be operating to their own rules, neither subject to any form of regular
monitoring or supervision, nor having to make regular reports to anyone. However, they do mention
receiving visits by Ministry of Health officials when licenses are issued and renewed every year. This so-
called monitoring seems to have no impact on the issue of the quality of the services, since in most of
the observed centres bad infrastructure, lack of trained medical staff, poor hygiene, and lack of necessary
equipments were very common. On the other hand, larger non-GAMCA medical centres maintained good
standards and reported having mobile team visits from DGHS office, but they also do not need to provide
regular reports regarding the testing of migrant workers.

In the case of GAMCA centres, the monitoring is rather strict and the quality has to be maintained, as set
out in the guidelines provided in the GAMCA Rulebook, since there is a high penalty for defaulters. In the
first place, the selection of the GAMCA centres goes through strict procedures as shared by the General
Manager, GAMCA Office:

“Personnel from GCC Health Ministry come to our country and visit different testing centres in
Bangladesh for enlisting new members.We have nothing to do with selection of new members. GCC
Health Ministry selects the test Centres as per their selection criteria.”

As for monitoring, a surprise visit each year is made by a specialist pathology team from GCC countries
that visit centres and punish the defaulters. Again, following the General Manager:

“There is general procedure followed for punishment. We measure on the number of fault cases
then make decisions according to the degree of cases with punishment criteria: For 200 fault cases:
License cancellation + Financial compensation, For 150 fault cases: Short term cancellation + Financial
compensation, For 100 fault cases, Financial compensation.”
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The same was confirmed by the GAMCA centre’s Office Executive:

“Everything here is done as per GAMCA instructions.We are very careful about our testing standard.
If people fail test after going to GCC country, then there is penalty system. If there is | to 3 such fault
cases in a year, then there is penalty of | thousand up to 9 thousand dollar. A centre can be held-up
or cancelled also. A GAMCA team from GCC country visits us once a year.They bring the reports of
such failed test cases with them. Some centres have 54 or 55 cases, even 100 or 200 cases were also
brought. They have even got HIV. But they haven’t cancelled the facility. So the medical centres think
that if we earn 100 percent and give | percent fine then that’s all right! But this is not good”.

While this remark reflects that the sole focus of GAMCA monitoring is on the accuracy of test results, it
misses the human aspect of a migrant’s testing that concerns their satisfaction, access to information,
consent, counselling, treatment and referrals. Also, this remark seems to touch upon the business motive
of testing centres, and questions the effectiveness of such tests. As the manager further continues:

“We do the medical and give the date’s seal. The validity of medical card is 3 months. If a person can’t
go within 3 months of his medical test done, then he has to undergo testing again. People can get
diseases within this time also. So it is my suggestion to GCC countries to make it clear that up to
how many months after going to their country, if people are tested unfit then we will be responsible
for that”?

The observation clearly shows the ineffectiveness of such testing, since a person with a fit certificate might
very well get the infection after the tests done within the home country or upon arrival in destination.

ON-SITE

In most countries a migrant worker has to go through a medical test at the time of arrival and subsequently
for any renewal of their visa. This generates a great deal of fear and anxiety, mostly because an unfit
result results in strict deportation.

“During medical, doctor asks do you have any problem? We say, “No”. Already we are in fear what
will happen if we become unfit. So much fear, our heart becomes cold! Allah, what will happen? Allah
knows best what will happen.” (Returnee male migrant worker from Malaysia)

The frequency of tests depends upon the destination country as well as the kind of occupation one gets
employed in: for example, in the food industry the test is done each year, whereas construction workers
have to test every 3 years (in Dubai) or only once on their arrival (in Bahrain). Some migrants feel that once
they are on foreign land, the testing procedure is much more dignified than in Bangladesh itself, mainly
because a naked body-check is not required in most destination countries.

The cost of tests are usually borne by the large companies, but often many migrant workers in
disadvantaged positions find themselves bearing the costs on their own. The research shows that there
is no formal information available on testing policies, procedures or even test results for migrant workers
in the destination countries either, and there is therefore little preparation for the shock that awaits a
positive result.
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“You have to do medical test in Malaysia. Even if you do medical in Bangladesh, you have to do medical
again in Malaysia. We are doing it each year in Malaysia. | am working for 13 years in Malaysia. | have
medical test |3 times in |3 years.There it takes 180 ringgit for medical. The big private companies give
the medical cost themselves. Small companies, who have 5-6 workers, they don’t pay, workers have to
pay themselves for medical. There first 3-4 years they used to check body by taking off all the clothes.
After that, no more. Before they used to test blood by pricking in the finger and taking only small
blood on a glass plate. Now no more. Next they used to take one syringe full of blood. Now they take
two syringe full of blood. After going to Malaysia, | have given 2 kg blood! No, nobody tell us anything
about the test.They take blood, urine, X ray, height, weight. Report goes to the employer. | don’t know
anything about the report.” (Current migrant worker in Malaysia)

“They told me to get out of the car. | was taken to the hospital (for testing).They did not say anything
else. Our office told that they will take the medical test the next day.” (Returnee female migrant
worker from UAE)

Not much was reported on the subject of confirmatory tests or any system of referral. Only in Saudi Arabia
was confirmatory testing mentioned, otherwise most reported that on being tested unfit they were simply
asked to leave. In most cases they were not even given the reason for being unfit, and without notice or
compensation were asked to leave the country, making them go through great psychological and social
trauma.

“l did not know anything about the disease before. One Bangladeshi boy told me that | was HIV
positive and | should have back to the country. There the counselling is not done. The Bangladeshi
doctor secretly told us.Along with me there was one woman who came back to the country as well.”
(Deported HIV + migrant worker from UAE)

“If someone is unfit, then he will be sent back home.They have sent back many people. From my own
factory, they have sent 20, 25 people.They don’t send back for general diseases.They send back home
for TB, AIDS, Jaundice, for these disease.We have seen it like this, say he is working. He doesn’t know
anything beforehand. He has become unfit. Employer will make the ticket and then will call him from
work. If he is informed beforehand, he will run away or will have anxiety, “| have come by spending
so much money, and now | have to go back!”. So he is not told anything before. He will be told to
pack his clothes and then he will be taken to the airport. That is why everybody is afraid of medical.
Who knows what will happen if we do medical. | am there for many years, still if | become unfit they
will send me back home. No, they don’t give any medicine.They say go to Bangladesh and see a good
doctor. Have treatment.They give the due payments. Company gives the ticket. Nothing extra is given.
If any big kind of injury or loss happens in this country, then there is compensation. For example, if
you cut your finger, or loose your eye, then they give insurance money. But if you are unfit in medical,
they don’t give anything.They are just sent back home then and then.” (Returnee male migrant worker
from Malaysia)

REINTEGRATION

Going for overseas employment is the only resort for many people in attempting to attain a better future
for their families. They invest all their life earnings, and even borrow at a high interest rate to go and work
in foreign lands. Thus being found unfit, whether in the home country or abroad, shatters all aspirations
and dreams of not only the person, but the entire family, leaving them vulnerable not only mentally, but
also financially and socially. The case is even worse for a HIV positive migrant worker, especially those who
have been deported back. Social acceptance of persons with HIV is negligible in Bangladesh. This, coupled
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with lost hopes and ruined investments, leaves a person very isolated and helpless. In the absence of any
information or formal referral systems to care and support groups for persons with HIV in the country,
many suffer alone and are left to survive on their own. Although there are calls for compensation and
rehabilitation for deported migrant workers, much remains to be done.

“While doing Akama in Saudi Arab | was found HIV+. | was sent back to the country within two
days...My wife hates me very much. She attempted suicide with 40 litres octane. My children do not
come to me. My wife does not let them come near me. | feel very bad. | have been very sad for the
last 30 months.” (Deported male migrant worker from Saudi Arab).

“The government does have some provisions for rehabilitating deportee migrants but this is usually not
accessible to people easily, neither are the migrants aware of such provisions. We try to compensate
some portion of the loss though the compensation is not enough.The Government of Bangladesh has
a fund in this regard but migrants have not received any compensation from this fund. When these
sorts of cases come we refer them to BMET.” (Personnel from recruiting agency)

“There are support groups, NGOs for HIV positive who work on rehabilitating the infected persons.
While doing Akama in Saudi Arab | was found HIV+. | was sent back to the country within two days.
After coming back to Dhaka | did the Akama test in Farmgate Green Super Market. Then | went to
Jagarani. They did my counselling. They did it free of cost. At first | did tension a lot. By the by the
tension is overcome.” (Deportee male migrant worker on being tested HIV+)

“If | have become unfit and sent back home, then | will become the loser. | should be given compensation.
| have worked for so many years in the company. If | am given | lakh or 2 lakh taka, then this could
be my capital.With this money | can do business and earn a living. Or, the medical unfit people return
empty-handed, losing all their money and job”. (Current male migrant worker from Malaysia).
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Cambodia

The Cambodian economy is predominantly agrarian, with agriculture employing 73% of its population
Chronic poverty, landlessness, viable livelihood options and natural disasters such as droughts and
floods are compelling many rural Cambodians to migrate to other rural areas, to Phnom Penh and also to
neighbouring countries in order to seek work. The pull factors are the prospect of paid employment and
a better life, the existence of an established network of recruiters and intermediaries that help facilitate
migration, kinship ties in destination countries that results in chain migration, and the ease of travel
within the country and to neighbouring countries.

Recruitment for work abroad is done through the local media, with advertisements placed in newspapers
or announced on radio and television. There are recruitment agencies that set up branches in the provinces
where they deploy brokers to recruit people from the communities. According to the migrant workers who
were interviewed for this study, information regarding the medical testing requirements is included in the
information provided by recruitment agencies. Some migrants said that neighbours and family members
informed them about the health tests. Most migrants were aware of the fact that they again would be
tested upon arrival in the destination countries.

PRE-DEPARTURE
Testing Procedures

As part of their application process, Cambodian migrants are either sent by the recruitment agents to
hospitals or private clinics for their medical testing, or a doctor or medical personnel is invited by the
recruitment agents to perform the tests in the training centres. The latter procedure is done primarily with
the Cambodian domestic workers who stay in training centres before their departure.

Migrants coming from the provinces may be required by the local counterpart of the recruitment agencies
in the cities to undergo an initial medical examination upon filling out their application. Those who pass
this medical examination are then sent to Phnom Penh to proceed with their application process. There,
they will be subjected to another medical examination.

The following conditions are tested for, conducted in accordance with the requirements of the destination
countries: HIV, sexually transmitted infections, diabetes mellitus, tuberculosis, bronchial, asthma, peptic
ulcer, malaria, heart disease, kidney disease, leprosy, hypertension, cancer, epilepsy, hearing problem,
hepatitis, and psychiatric illness. Women migrants are also tested for pregnancy. Domestic workers staying
in the pre-departure training centres are tested for pregnancy every month until they are deployed.

“Firstly, blood testing, lung x-ray to check tuberculosis, second HIV testing, the third hepatitis and
malaria; we have done lots to follow the requirement of receiving country.” (Russian Hospital health
staff, Phnom Penh).
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“Generally, all workers male and female as housemaid or factory workers, they need to be tested
on three important tests, firstly STls, second HIV and third hepatitis, we can accept them after they
pass these tests shown the result after three days or one week. We sent them to Thom hospital for
medical check up like lung x-ray and hepatitis.VWWe monthly need to check urine up during they stayed
in training centre for getting pregnant, it is our guideline to do with domestic worker in Malaysia and
they need to be tested again before employer take them to work.” (Recruiting agency staff, Phillimore,
Phnom Penh).

Cost of Medical Testing

The cost of the medical tests is often not clear to the migrants because the recruitment agencies combine
all the application costs prior to departure into one fee. The migrants then pay the recruitment agencies
through salary deduction. According to the recruitment agents the costs of the tests vary depending
on the clinic or hospital. According to them, the cost for HIV and Hepatitis testing is more expensive at
the Department of Occupation and Health: 45 to 50 USD compared to 20 to 30 USD if conducted by the
hospitals working with the recruitment agencies. However, destination countries, like Malaysia, require
the tests to be conducted by the Department of Occupation and Health for the reason that, being a
government hospital, it is considered to be more reliable.

Migrants have to pay extra indirect costs when they undergo medical testing because they have to travel
to Phnom Penh City where the recruitment agencies and medical clinics are usually located.

However, there are medical clinics that are aware of the difficulties faced by migrant workers applying for
work abroad, so they try to keep their medical testing costs low.

“I think that we cannot charge higher fees because the garment factory and agriculture workers, they
cannot afford and they must dream of looking for another medical treatment place that close to their
house. So we cut down the cost from $40-50 to $4-10, | don’t have income like the others. If they have
income of $10, | have $7-8.We decrease cost to give a chance to garment factory workers.” (Director
of Chantrea Clinic, Phnom Penh)

Informed Consent, Counselling and Disclosure of Test Results

Because migrant workers are required by the destination countries to undergo a medical test, informed
consent seems to be a meaningless notion. Yet the Department of Occupation and Health holds a slightly
different opinion on the definition of informed consent:

“100% are voluntary because they want to work abroad and it is the need of them, they never refuse
and they know clearly on testing.” (Government official, Occupational and Health Department, Phnom
Penh).

Again, it is the recruiters who inform the Cambodian migrant workers about the medical tests that will
be required by the employers and destination countries. This is the case among migrants bound for
Malaysia, Thailand, and South Korea. The positive thing about this is that migrants are not totally unaware
about what tests they need to undergo.
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“I knew and already prepare myself. The broker told that we have to do blood testing on HIV/AIDS,
Hepatitis.The employer will pay for us...” (Migrant returnee from Malaysia).

“In general our company provides information as they want to go to Thailand or Malaysia, they need
to make a contract, they are told about their salary and how much we need to cut down and we told
them first they need to pass the medical exam and which is paid by our company, for [..]. We explain
about taking blood, and that it will not affect their health they only give a few cc of blood.” (Recruiting
agency staff, Phillimore, Phnom Penh).

According to the Cambodian Law, any person who is tested for HIV should have pre-test and post-test
counselling. The provision in the Law states specifically:

Article 24: All testing centres shall provide pre-test and post-test counselling services for those
who request HIV/AIDS testing. The counsellors shall be sufficiently competent in conformity with a
determined standards set by the Ministry of Health.

The data gathered from migrants and from the government and hospital personnel regarding counselling
show contradictory testimony. Migrants stated:

“They told that only one minute we can get the result on HIV/AIDS testing, but the doctor didn’t

provide any counselling. So | wait for about 3 hours to get the result.” (Prospective migrant bound
for Thailand).

“Nothing to explain, when we arrived they started taking blood.” (Female returnee from Malaysia).

At the same time, government officials and hospital personnel state that counselling is provided to
migrants before their blood is taken. The same stakeholders also claim that when the results come out
and a migrant worker is found to be positive for HIV, they are given post-test counselling.

“The counsellor, they take their role and responsibility, before we do the testing we sent them to meet
counsellors, after we know the positive result... Some have skin rash and we need to send them for
treatment and give them good advice to go to other places to get ARV, and some who have cough we
send them for treatment, so we need to explain them how to access health care clinic.” (Government
official, STl Health Centre, Phnom Penh).

However, the stakeholders interviewed in this research admitted that the pre-test and post-test counselling
is rarely performed by doctors or medical personnel. In order to save on costs, the recruitment agencies
hire non-professional counsellors to conduct the pre-test counselling before the migrants are sent to the
Department of Occupation and Health for the medical tests.

When the results of the medical tests come out, they are communicated directly to the recruitment
agencies. The migrants are then informed by a staff of the agency, either in person if the migrant has
been asked to return to the agency for the test results or via telephone call. If the migrant has returned to
the province, the agency’s broker who operates in the community is tasked to inform the migrant of their
medical test results. This is contrary to the Law on the Prevention and Control of HIV/AIDS:
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Article 33: The confidentiality of all persons who have HIV/AIDS shall be maintained. All
health professional, workers, employers, recruitment agencies, insurance companies, data
encoders, custodians of medical records related to HIV/AIDS, and those who have the
relevant duties shall be instructed to pay attention to the maintenance of confidentiality in
handling medical information, especially the identity and personal status of persons with
HIV/AIDS.

Article 34: The medical confidentiality shall be breached in the following cases:

a) When complying with the requirement of HIV/AIDS monitoring program, as provided in
Article 30 of this law.

b) When informing health workers directly or indirectly involved in the treatment or care to
the persons with HIV/AIDS.

¢) When responding to an order issued by the court related to the main problems concerning
the HIV/AIDS status of individuals. The confidential medical records shall be properly
sealed by the custodian, after being thoroughly checked by the responsible person,
hand delivered, and opened officially and confidentially by the judge in front of the legal
proceeding.

Article 35: All HIV/AIDS testing results shall be released to the following persons:

a) The person who voluntarily requests HIV/AIDS testing;

b) A legal guardian of a minor, who has been tested for HIV/AIDS;

c) A person authorised to receive such testing results in conjunction with HIV/AIDS
monitoring program as provided in the article 30 of this law; and

d) The requirement of the court, as provided as point (c) in article 34 of this law.

“[It took] Two days, | heard it from the broker.” (Prospective male migrant to Thailand)

“The doctor told the teacher®and the teacher acknowledged the students (If they were) with hepatitis
infection, they were separated and not allowed to stay and eat (same for) HIV/AIDS infection could
not join eating.” (Female returnee from Malaysia).

“The result was told to the teacher who did the registration at our village.” (Female returnee from
Malaysia,)

Monitoring of Testing Centres

In spite of the availability of excellent rapid tests, the reliability of the test results depends on their correct
use; misdiagnosis may have severe consequences for individuals and for communities as well. Quality
monitoring and evaluation of testing is thus very important. Systematic and continuous quality monitoring
and evaluation of the testing procedures includes: Quality Assurance (QA), Quality Control (QC) and Quality
Assessment (QC), according to the 2004 Guidance for Establishing Voluntary Confidential Counselling
and HIV Testing (VCCT) Centres, National Centre for HIV/AIDS, Dermatology and STD (NCHADS). This
guideline has been enforced by HIV testing centres in Phnom Penh due to a consultation meeting with
individual key stakeholders from the hospital and HIV testing centres facilitated by CARAM Cambodia. The
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majority of them cited that the staff working in these areas were provided training in order to enhance
effectiveness, and that internal monitoring was also done.

“For mechanism the effectiveness is we have trained all staff and after that we do follow- up and we
fill in the gaps.We train more if they used impolite word etc...” (Government official, Keit Tomealear
Hospital, Phnom Penh).

“According to our standard we need to have internal control as quarterly meeting and evaluate by
NCHADS every two years.” (NGO clinic staff, MEC, Phnom Penh).

Even the recruitment agencies have to ensure the quality of their tests and the accuracy of results coming
from the medical clinics where they refer the migrants, because the migrants are again tested in the
destination countries upon arrival. If a migrant who had passed their pre-departure medical testing is
found to be positive for HIV when tested in the destination country, the recruitment agencies would
waste money for transportation, medical check-up and time for sending the migrants back to their
communities.

Impact of Results

Cambodian migrants who tested positive for HIV and hepatitis before going abroad found that they were
discriminated against by their neighbours. While still at the training centres, for example, they had to
eat separately from the group. They were isolated from the other migrants. They also experienced deep
regret because they were no longer allowed to work abroad and can no longer support their families.

“I heard that If found HIV/AIDS, tuberculosis and hepatitis, we would not be allowed to go.” (Returnee
female migrant, Kompong Thom).

“| felt frustration and hopelessness because | felt | won’t be able to support my family and the
neighbours would mock me.” (Returnee female migrant, from Malaysia).

Fortunately, under the Law on Prevention and Control of HIV/AIDS, all persons infected with HIV shall
receive primary health care services free of charge in all public health networks. The Law also encourages
the participation of the private sector in HIV prevention.
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India

India is one of the major labour sending countries in Asia. Although the movement of people across
national boundaries is long standing, labour migration from India has taken two distinct shapes since
independence. The first is where people with technical skill and professional expertise migrate to countries
such as the USA, Canada, UK and Australia as permanent migrants, which has been going on since the
early 1950s. The second is where unskilled and semi-skilled workers migrate to oil exporting countries
of the Middle East on temporary contracts, especially following the oil price increases of 1970s. Other
countries such as Malaysia and Singapore have also emerged as key destinations for Indian workers. In
2004, the number of workers who were given emigration clearance for contractual employment was just
under 500,000, with almost 90% going to the Gulf States. By 2005, the number of such workers had risen
to 559,000'°. Altogether the number of Indians working in the various countries of the Gulf as of 2005
is estimated at 3.7 million''. Other migration issues of importance in India are irregular migration and
trafficking, and given the size of the country, internal inter-state migration.

Despite their contribution to the economies both in origin and destination countries, the imposition of
mandatory testing following the requirement of receiving countries, which generally includes HIV testing,
increases the vulnerability of migrants instead of ensuring their health and rights. Mandatory testing
reinforces either refusal of entry into a country for employment, or deportation. It renders the migrants
open to retrenchment, stigmatisation and discrimination.

However, in India, there is no particular policy or legislation on ‘mandatory testing’ of the migrant workers.
The National AIDS Policy 2002 clearly denied any public rationale for mandatory testing of its citizens, in
particular for employment and/or for treatment during employment. On the grounds of fighting against
AIDS, the National AIDS Policy has emphasised and encouraged voluntary HIV testing, to be accompanied
by proper pre-test and post-test counselling, treatment and support. To this end, the government of India
established the National AIDS Control Organisation (NACO), which has been supporting the establishment
of VCT centres in all states. In June 2004, the number of VCT centres stood at 709'2. These are located
in medical colleges, district hospitals, civil hospitals, PHC, CHC and village hospitals. Apart from those,
different non-government organisations and charitable care centres provide voluntary HIV testing. A good
number of government accredited or non-accredited private hospitals and clinics are also engaged with
HIV testing across the country.

Mandatory testing of migrant workers, in general, takes place in destination-country-approved testing
centres. The Gulf Approved Medical Testing Centre Association (GAMCA) is the sole authority for
overseeing all medical testing of the prospective migrant workers heading for the GCC countries. Though
information is scarce, it is indicated that there are around 200 GAMCA medical testing centres across
India. In Delhi, the number of GAMCA approved medical testing centres numbers just 5. Tamil Nadu, one
of the major areas of outflow migration, has only 8 approved testing centres for GCC countries, most of
them based in Chennai. Further, in Kerala, GAMCA approved testing centres are located in only 4 districts
out of a possible 14. Accurate numbers of panel testing centres for Malaysia, Singapore or South Korea
are unavailable, but may be very few.
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Health status serves as one of the most tangible indicators of a migrant’s well-being, and the mandatory
testing includes an HIV test. But the prevailing practices of testing procedures and the monopoly business
of testing centres are of major concern and contentious. The Rule Books of destination countries for
medical testing of migrants puts the emphasis on the quality of tests in order to halt the spread of the
infectious diseases in the host countries, but do not take into account the rights and well-being of the
migrant workers.

PRE-DEPARTURE

Testing procedures differ from country to country, depending on the employment and the country
the migrant worker is heading for. The GCC countries follow their own testing procedures, apart from
international standards which govern the HIV test. The more ideal provisions related to testing set out
by the National AIDS Policy are rarely seen in practice. Though Article 9 (4) of the GAMCA Rule Book
mentions

‘....medical examinations will be carried out only upon request’,

in practice, the migrants are tested without proper consent. Some testing centres maintain a sort of
formality by providing a ‘consent paper’, but with no information. Most of the time, this paper is written
in a foreign language that the migrants are unable to read. Moreover the terminology of the diseases is
too difficult to understand for the migrants who are, in most cases, uneducated or of lower education.
Few, if any, testing centres give any consideration to the importance of consent. One of the doctors in a
GAMCA approved medical centre in Delhi said,

“We take their signature not consent.They are asked by the embassy to come to here. So they have
already given their consent.”

Accessibility of the medical testing centres is a grave concern for most of the prospective migrant workers.
The panel system of doctors and clinics restricts migrants to the more easily accessed and affordable
testing centres. When the government testing centres subsidised fees for various tests, migrants are
forced to pay an exorbitant amount to the private clinics since it is routed through agents. In addition the
migrants have to bear extra financial burdens for travel, accommodation and food to reach the particular
testing centres, which are very often located in faraway cities. The nexus among the middlemen, recruiting
agents and the medical testing centres, also increases costs of testing either by the way they select testing
centres or by doing false tests. A s related by a prospective male migrant in Delhi:

“My agent has given me the address. | have come here from Punjab. | have come with my brother and
had to spend Rs. 4000 extra excluding testing fees.”

Pre-test and post-test counselling are meant to be provided to all before and after the test. This follows the
ratification of different international instruments, including the International Covenant on Economic Social
and Cultural Rights (ICESCR), which obliges the government of India to promote policies and legislation
against discrimination in the receiving of health information, treatment and care. Through the formulation
of policy guidelines channelled through the National AIDS Control Organisation, the government has in
theory tried to ensure counselling services do exist, through infrastructural establishment of counselling
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centres manned by trained and professional counsellors. But in reality, the benefit to migrants is
questionable. Statements from the migrant workers show that they are not provided counselling either
before or after their medical tests, meaning that the numerous tests are performed on them without any
information or support. Moreover migrants have little or no access to such Government testing centres
since they are under the control of agents, whose main eye is on financial gain. None of the panel medical
testing centres, including those approved by GAMCA, provides counselling services; they give it very
little, if any, importance and may even exhibit a wrong idea of what the role of counselling might mean
to migrants. As a panel doctor in one of the GAMCA medical centres said:

“Those who are fit they do not require any counselling. It is the only unfit people need counselling.”

Article 5.8.2 of the prevailing National AIDS Policy protects the rights of confidentiality of the HIV status of
a person. Clauses in the rules meant to be followed by medical centres approved by the GCC also affirm
the need to maintain proper confidentiality during the disclosure of test results:

“Confidentiality and privacy should be protected as related to the results of the test...” '?

However, the experience of the migrant workers show that there is no mechanism for the disclosure
of the test results. The migrants themselves or anybody on their behalf can collect the results on the
submission of the token given when they are tested. Some testing centres do not give the results to the
client at all, but only to the agents. Apart from that, the results of unfit migrants are directly sent to
GAMCA headquarters, and sometimes to the appropriate embassy, without even disclosing the results to
the migrants.

“When | went to medical centre for my result, one lady in the reception counter announced in front
of many people ‘You have defect in blood. Have you met bad girls?’ | replied ‘l haven’t done this, | have
my wife.’ When | met her after second time tests, she told me “You have bad diseases, you must
have met with bad girls.” (Prospective male migrant in Delhi)

The migrant workers also disclosed that they are made to strip for a physical check-up. Sometimes they
are checked in a group and therefore have to be naked in front of many people. Sometimes doctors from
the opposite sex conduct these physical check-ups. This situation clearly can be highly uncomfortable for
both male and female migrant workers. Many migrant workers expressed how humiliating and shameful
they found such an experience.

“After routine tests, a male doctor asked me lie down on the bed. Then he pulled down my salwar
(trousers) till my lower abdomen. He pressed and checked my abdomen, and asked me the date of my
last menstruation. | became very much ashamed”. (Female migrant worker in Tamil Nadu)

Language is a further barrier for many potential migrants in India. Many times the prospective migrant
workers have to go to other states for their medical test, depending on the agent’s decision or the
availability of approved testing centres. The language barrier was pointed out by a female worker in
Kerala:

“l did not know the language. My brother did all the talking in his broken English. | kept silent all the
time”.
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Referral services for medically unfit migrant workers hardly feature in the pre-departure stage. For those
temporarily unfit cases, with conditions that will respond to treatment, the doctors in the testing centres
prescribe medicine prior to a re-test. But in case of permanently unfit workers, particularly those infected
with HIV, referral services are very limited: in very few cases do the testing centres provide addresses of
care and support centres, and there is little in the way of proper information or follow-up activities. In
any case, most of the prospective migrants have already returned to their homes after the test and so will
come to know their results only through the recruiting agents, who certainly do not provide any referral
service.

Monitoring of testing policies and procedures

India has a number of laws at national or state level designed to safeguard the health of the general
population. These include the Consumer Protection Act, the Indian Medical Council Act, the Human
Organ Transplant Act, and the Medical Termination of Pregnancy. Together with other criminal and civil
legislation, these laws lay down the basic code of conduct for medical and clinical practices, as well as
the various determinants of negligence and grounds for consumer complaints. However, none of these
laws specifically govern the medical testing of migrant workers, which is then done by reference to
mechanisms of the panel system set by the destination countries.

Further, even where existing laws arguably cover the interests of migrant workers as clients of a healthcare
facility, their impact may be limited. Regrettably, many service providers are little aware of the various
provisions in the laws, and neither are the migrant workers. This is true of the general population, meaning
people using the health sector have become more and more vulnerable. It is then even more important
that the role of the government and professional agencies, in instituting processes and mechanisms to
ensure the provision of safe and appropriate services in this sector, is optimally fulfilled.

In terms of the voluntary HIV test, VTC centres are obliged by law to follow the code of conduct, including
providing pre-test and post-test counselling, consent taking and maintaining confidentiality in the
disclosure of the result. Experience shows that confidentiality is respected, but the rules relating to
counselling and consent taking may not be followed so well, in the absence of any close monitoring
mechanism.

This is in contrast to the rules and regulations of GCC countries, which are strictly enforced through a
strict monitoring mechanism. However, these focus more on the areas of specialists and technicians,
and on technical aspects such as the quality of equipments, the cleanliness and the spaciousness of the
facility. Of course these help ensure the proper screening of diseases, but concerns and rules about the
rights and well-being of the migrants are absent. Incidentally, one GCC rule states that there will be a
penalty (up to 3 months suspension along with a fine of 6,000 USD) if a centre exceeds a set limit of unfit
cases. Surprisingly, the government has no part in the monitoring of panel medical centres approved by
GAMCA, nor do the latter have any obligation to provide any report to the government. Regrettably, some
government officials consider the medical testing of migrant workers the responsibility of the labour
receiving countries.
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ON-SITE

In the destination countries, the migrant workers have to undergo the same medical testing again. They
are screened either to confirm the testing results done in the country of origin, or before the renewal of
work permits. The timing and content of any medical testing for the renewal of a work permit depends
on the policies of particular destination countries. For example, in the Gulf Cooperation Council States,
migrants have to repeat medical testing annually; in Malaysia, which has recently updated its mandatory
medical testing policy, migrants face medical tests once post arrival, and then for the renewal of work
permits in the first and second consecutive year; and for other countries, migrants may have to test every
six months. Annual or twice-yearly medical testing is particularly likely for migrant workers who work in
factories, construction, or garments sectors.

In the Cooperative Council States and in Malaysia, the medical testing is done by the panel clinics approved
by GCC and FOMEMA (Foreign Workers Medical Examination Monitoring Agency) respectively. The research
found that the medical testing in destination countries takes place with no accompanying information.
Migrant workers are rarely informed about what they are being tested for, nor are they provided with pre-
test or post-test counselling. The consequences are aptly described by the following:

“Baba (employer) had all the papers.We have to give thumb impression on a paper. It was written in
Arabic.They asked me to put my thumb on it and | did it.” (Returnee migrant worker from GCC)

“The nurse took me to a lady doctor. It was a beautiful room. The doctor asked me to lie down and
pressed my stomach. She said something in English to the nurse that | could not understand. Then, |
was asked to wait in the waiting room. After 10 minutes, the nurse took me to another lady doctor
who took my blood. | got scared during that moment. | came out and worried about the result. After
blood test while | was waiting, the nurse called me again and gave a bottle.Though | did not understand
what she said, | assumed what | had to do. | gave her back the bottle with my urine.Then | was taken
to the x-ray room.A male doctor asked me to go to the changing room to wear a gown. | was hesitant
but changed my dress as there was no option. After x-ray, nearly 15 minutes waiting they called
my name. A male doctor said okay. | didn’t know whether he mentioned my test result. Then | was
returned back to the agent’s house in the same vehicle. | was so worried about the result after each
test. | was tensed how would | pay back Rs. 35,000 that | took as loan to come here if | was sent back
to India...... | was not told anything about result and | don’t even know the details about who got the
reports from the hospital.” (Female returnee migrant worker, back from Singapore)

If language is a barrier within India for prospective migrant workers, it is potentially even bigger once
migrants have arrived in their destination country. They may well be sent for a post-arrival test on the very
first day of this arrival, and certainly within the first month. The chances of migrant workers being able to
communicate to the local doctors or employers are remote, even if there was encouragement for them to
do so. Many migrant workers shared that they were not treated well at these tests; many recounted how
they had been treated rudely.

“No one spoke to me. Even if they had spoken, | would not have understood. | could not understand
what the doctors spoke.” (Returnee female migrant worker from Singapore)

“Yes, we are treated differently.We are treated very harshly. For example we were pushed into a room
forcefully to remove clothes. While injecting we are treated like animals. They speak in their own
mother tongue (Arabic).We feel discomfort.” (Returnee male migrant worker from GCC)
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Any human being deserves a dignified exit even during deportation. Migrant workers are denied this basic
human right in the Gulf Countries. When a migrant worker undergoes a medical test in the receiving country,
they do not get an opportunity to understand their health status. As soon as the health practitioners get
the results in their hands, they move into action, without informing the migrant worker what the problem
is. HIV positive migrants are usually taken straight to a confinement, which the migrant workers term as
jail in many of the GCC countries. The test results are kept between the company and the medical testing
centres.

For most of the unfit cases, the employers keep the results secret until the deportation has taken place.
Some employers inform the migrants only at the eleventh hour, with the intention of not paying them any
remaining dues. In other words, migrant workers are sent back to their home country without any proper
information or referral for treatment. The government officials retain all official documents, including
passports, until the deportation procedures are completed. These documents are then returned to the
migrant worker only when they are about to board the plane, or even after entering the flight.

Mandatory HIV testing not only denies a migrant the right to work, but it strips self respect and self
esteem in the process. Confidentiality is completely breached, as there are many people involved in such
health-based deportations.

“l got my test results at | lam and by 5pm the company settled my accounts and by 7pm | was put into
a flight. | was under the observation of Oman police during my flight from Salalah to Muscat. None
of my documents including my passport were given to me until | boarded the flight from Muscat. It is
only after an hour’s flight that the attendant handed over the documents to me.” (Deported migrant
from Oman)

“l don’t know what my problem is? Nobody told me...... neither my Boss nor the Doctor. | have
come only one year back and | don’t know the language....so | could not able to deal with my Boss.”
(Deported migrant worker from Malaysia)

The immediate confinement following an unfit result also creates fear and violates the human rights of
migrant workers, as expressed by a returnee in Kerala:

“As soon as | finished my retest, there were 2 policemen to arrest me. | was immediately taken to a
jail, which is within the clinic premises. | had no clue what was happening.”

REINTEGRATION
Impact of results

Once back home, there is no support system for migrant workers to help reintegrate them back into
society. The absence of a referrals mechanism in the country of origin makes migrants more vulnerable.
Sometimes the trauma results in depression and can bring suicidal thoughts, since it becomes impossible
for them to cope with the loss of their job and their livelihood as well as come to terms with an unknown
infection like HIV.
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On top of the personal issues, a migrant is likely to face a severely negative reaction from society. Most
families see an HIV infected member as a shame to the prestige of the family as well as a hindrance to
the possibility of good marriage alliances for other members in the family. Most of the families prefer to
hush up the HIV status of their family member for fear of getting ostracised. As a result, many deported
migrants never disclose their HIV status either to their family or their social circle.

Some of the deported migrants confided that their test results were disclosed without their consent. The
nurses or doctors who had their results with them disclose results to their family and neighbourhood.
This disclosure can cause serious discrimination and stigmatisation. A deported migrant worker in Kerala
described how

“within a few days, an evening newspaper in my hometown had a spicy headline saying ‘A gulf migrant
deported and returned after having tested as HIV positive’. It mentioned my village name as well.
All the fingers started pointing at me, as | was the only migrant who had returned from Gulf at that
time.

Another migrant worker deported from Saudi Arabia reflected on his situation:

“l became a drunkard, a full-blown drunkard. | just wanted to die. | was totally lost. After sitting
idle for sometime, | started doing light jobs like I'd some plumbing, painting houses etc. After that |
got TB and my family took me to a hospital and there they got to know that | have HIV. They were
very disappointed and didn’t want to acknowledge me in their family anymore. They ostracised me,
particularly my brother-in-law. | was so depressed that | didn’t take any medicines for TB. | was adamant
to die somehow. Slowly, TB affected my head and | started getting fits. | used to get convulsions almost
5-6 times a day. One side of my body got paralysed. My family just wanted to avoid me and was only
ashamed of me.The only reason why they put me in Trichur Care centre was just to shun me from the
family. After throwing me into that institution, they never looked back till today. It was at Trichur care
centre that | recovered. | was inspired to pray to God. | prayed from my heart and you won’t believe
it, but | recovered from my paralysis. Then for 9 months | devoted my services for that centre. After
that | got shifted to this institute that takes care of HIV positive people.”

Most of the migrant workers pay their migration costs by either selling their belongings or taking a loan
at a high interest rate. This means any premature deportation, in the absence of compensation, brings
untold miseries for the migrant workers.

“I need more examinations to confirm my result. | think TB is not dangerous disease. | want treatment
here (Malaysia) not going back home. | have spent a lot of money to come here... Now | feel very
upset...| don’t know what will happen in future.” (Deported migrant worker from Malaysia)

Unfortunately, health-based deportations are not treated as any cause for concern in India. Although there
are special government departments working for the welfare of the migrants, they will not be informed or
aware of deportations based on health status. As there are no referrals given by the receiving countries,
migrants are left in the dark, as they do not know how to get treatment for their diseases, especially if
they are infected by HIV. Such situations are exploited by quacks who claim that they can cure AIDS; they
have successfully exploited many migrants from the Gulf. The Gulf countries even had advertisements of
one such quack in one of the confinement cells where HIV patients were kept. In the home country, there
is no system or organisation that takes care of the health rights of migrants. Many deported migrants
testified that it was by accident or coincidence that they managed to become associated with a care and
support organisation.
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“When | reached the cell, it was the posters stuck on the walls that helped me understand the reason
why | was jailed. It talked about HIV and deportation. | was heartbroken as it meant a loss of job and
a goodbye to Dubai.The cell even had the advertisement of a notorious quack in Kerala who used to
claim that he could cure AIDS.” (Deported migrant worker from Dubai)

Accessibility to treatment, care and support for migrants

In India, adequate policies on migration and related to migrant workers have yet to be developed. For
example, as we have seen, there is no legislation or even mechanism in place to respond to those migrant
workers who are deported from destination countries due to infectious diseases. It is something of an
irony that while India is a significant competitor in the arena of medical tourism, having among the best
qualified professionals in each and every field and offering world class medical facilities at competitive
charges, migrant workers have very limited access to treatment, care and/or support. There are two main
factors about which to be concerned: the lack of policy, and the steady privatisation of healthcare, which
has increased the cost of such care, with such increase being even more pronounced for the poorest
Indians, such as migrant workers. These of course include those who have just deported from working
abroad.

In a close-knit society like India, where people’s identity is tied to their family or social identity as much
as to their individual identity, social stigma is a major threat to the access to treatment and care. Many
deported migrants in Kerala testified that they have not disclosed their HIV status to their families for fear
of ostracism. Although government hospitals do have provisions to give free treatment to HIV patients,
the fear of society stands as a primary barrier that prevents such patients from taking treatment. Migrants
face such exclusions all the more because once a person returns to their native country, they lose the
precious status of being a non-resident Indian. This is valued because of its perceived financial power. In
such a scenario, any association with HIV related clinics or groups automatically create a suspicion in the
neighbourhood. Those who have told their families have in many cases been excluded from their families
and societies, so that the latter might retain what they see as their family prestige. Many non-charitable
institutions that give shelter to HIV patients similarly do not disclose the fact to the public, for fear of
exclusion. Deported migrant workers in a rehabilitation centre in Kerala shared,

“I was ashamed of myself. Even if someone looks at me unintentionally, | feel that they’re judging me. It
continues even today.That is the reason why | left my family as well. My family has a respectful status
in the society.When | stay with them, | feel that the future of my nieces and nephews who are growing
up will be affected badly. Be it a marriage alliance, if someone comes to know that their uncle is a
HIV positive, no one will bring any alliances for them. | thought | shouldn’t be burden on anyone. My
brother still comes to visit me in this rehabilitation centre.”

“l went to almost all the good hospitals in the Indian metro cities including Bombay, Delhi, Madras,
Bangalore, Pune to double check the results. | was so terrified that my identity will be revealed that |
always registered my medical files under different names and religion.”

Another barrier to treatment and care is the physical distance to healthcare centres. Government subsidised

treatment is only available in medical colleges. These are few and far between, and located only in certain
districts. As many migrants have no money to travel long distances, they do not access treatment.
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Generally speaking, there have been positive initiatives. The National Health Policy 2002 endorsed HIV and
AIDS as one of the serious threats to public health and economic development. The central government
has formulated a national policy on AIDS, and has launched a national AIDS control program, in different
phases. Along with the 709 VCT centres across the country, the NACO has been providing ART and regular
follow-up services through 91 centres throughout the country. Under the initiative, about 85,000 people
were expected to take up the offer of free anti-retrovirals at the government health centres. Besides
that giant public sector organisations such as the Railways provide free treatment to nearly 10,000 HIV
infected people'™. In addition, a good number of non-government organisations, homecare services, self-
help support groups, HIV positive networks have been providing treatment, care and support services
to the people living with HIV across the country. But despite all this, and very unfortunately, the HIV
infected deported migrant worker can hardly access available treatment facilities, because there is no
proper mechanism to facilitate the process of integration between them and the support service centres
or organisations that can help them.

52



ORIGIN COUNTRIES: INDONESIA

Indonesia

Indonesia is a major sending country of migrant workers, with key destinations being the Middle East
countries and also neighbouring countries like Malaysia, Hong Kong, SAR of China, and Taiwan,
Province of China. In 2006 alone, a total of 680,000 Indonesian migrant workers were deployed by the
government, among which 502,432 (73.9%) worked in the non-formal sector including domestic work,
and 177,568 (26.1%) worked in the formal sector. Female migrant workers make up a large majority of
these workers, numbering 541,708 (80%) compared to 138,292 (20%) males'>. The government
projection for 2007 is for 1 million Indonesians to be working abroad'®. It should be noted that a
significant number of Indonesian undocumented migrant workers are thought also to be employed
abroad: in 2007, this figure is as high as 40,000 in Saudi Arabia alone'’. The Government has hoped to
reach 5 billion USD in remittances, with the actual amount achieved in 2006 standing at 4.4 billion
USD'8. Between 2006 and 2009, the Government estimates to deploy 6 million Indonesian migrant
workers to 25 countries.

All migrant workers from Indonesia are required to undergo a range of medical tests, including an HIV
test, as mandatory before employment. These tests should be conducted in clinics appointed by the
Government. Based on the latest data from the Association of Medical Test Clinic for Indonesian Migrant
Workers (HIPTEK), as of 2006, a total of 119 clinics are approved by the government as ‘Medical Check
Centres for Prospective Indonesian Migrant Workers’, based on the Decree of Minister of Health No. 1586/
MENKES/SK/XI/2005'. These centres are distributed in 16 provinces: North Sumatra (5), West Sumatra
(2), Riau (5), Islands of Riau (2), South Sumatra (1), Lampung (2), Jakarta (43), West Java (18), Central Java
(20), Jogjakarta (6), East Java (15), West Kalimantan (1), South Celebes (1), North Celebes (1), West Nusa
Tenggara (6), East Nusa Tenggara (1).2° However, only 85 clinics among these are official members of
HIPTEK. These member clinics are found in eight provinces; Jakarta (43), Central Java (10), Jogjakarta (2),
East Java (13), West Nusa Tenggara (7), West Java (3), Islands of Riau (6), North Sumatra (1).?' Among these
centres, 26 are accredited by the Gulf Approved Medical Centres Association (GAMCA) to test migrants
going to the Gulf countries. As members of GAMCA, they are guided by their own rules, regulations and
monitoring system, but they also need to follow HIPTEK standards. Meanwhile, around 70% of HIPTEK
members are approved to test migrants bound for Malaysia. Only 10 HIPTEK members are appointed to
test migrants going to Taiwan, Province of China.

There are some policies related to the medical testing for migrant workers that have been issued by the
Ministry of Manpower and Transmigration and the Ministry of Health. These policies cover all aspects
of medical testing for migrants, ranging from their obligatory medical tests, the procedures of medical
testing, accreditation of medical testing institutions, and the monitoring of medical testing facilities,
The policies also lay down the minimum standards for medical testing facilities. To be specific, Act No.
39/2004 on the Placement and Protection for Indonesian Migrant Workers in Foreign Countries (PPIMW)
obligates a medical check for prospective migrant workers. Besides physical and psychological tests
(Article 49), female migrant workers have to undergo a pregnancy test, since a prospective migrant
worker should not be pregnant (Article 35). Specifically on HIV testing, the policy prohibits the use of HIV
test results as part of the recruitment process or determination of working status. The Decree of Minister
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of Manpower and Transmigration on HIV/AIDS Prevention and Control in the Workplace (No. KEP. 68/
Men/IV/2004) in Article 5 states:

(I) Employers or officials are prohibited to perform HIV/AIDS tests as part of recruitment
requirements or working status of workers/labourers or as a compulsory regular medical check-

up.
(2) HIV tests can only be performed on the basis of a written agreement from workers/labourers
concerned, with a condition that the result will not be used as mentioned in article ().

Article 6 states:

“Any information obtained from counseling activities, HIV/AIDS tests, medical treatment, medical care
and other related activities must be kept confidential just like any medical records.”

However, this policy does not seem to have any bearing on migrant workers since most receiving countries
require mandatory HIV testing, to which the Indonesian government and migrant workers must comply.
This is ensured by the Decree of Minister of Health No. 138/Menkes/SK/11/1996 on Medical Check for
IMWs:
Every prospective IMWs that are going to work abroad should have a statement letter of health
(Article 1);
Medical check for prospective IMWs which is coordinated by IMWSs recruitment agency is the responsibility
of IMWs recruitment agency (Article 2);
Medical check as stated in Article 1 and 2 also in effect for prospective foreign migrant workers that
are going to work in Indonesia and IMWs that are returning to Indonesia (Article 3);
Types of medical check that is mentioned in Article 1, 2 and 3 at least are in line with types of test that
are requested by the relevant country (Article 4).

PRE-DEPARTURE

In Indonesia, medical testing for migrants is the responsibility of the recruitment agency. Medical tests
are conducted after the prospective migrants have registered and passed the written exam in the agency.
Most prospective migrants do not have clear information about test procedures and the purpose of the
tests.

“They just gave us briefing, for instance, “You enter the room then follow the instructions.” (Female
returnee from Saudi Arabia)

Most migrants were only told that they should have a medical test, and that if they suffer from any
disease they will not be allowed to go abroad. When they are in the clinic, the migrants only follow what
is instructed or arranged by staff from the clinic.

“Yes they did (giving information), but just like,“you’re going to get a medical check-up tomorrow, you
have to sleep well, maintain your health, and don’t forget” they said, what they meant is, when it is
believed that we have some health condition, we have to drink our medications first.And that we have
to dress properly.Things like that.Yea, about an hour before the medical they told us to drink milk and
soda.” (Female returnee from Saudi Arabia)
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“The one who told me was the nurse, ‘you change your clothes there, in that room’, after urinated,
later | was told,‘you go to that room.” (Male returnee from Malaysia)

Clearly, lack of information on testing is evident among the migrant workers in Indonesia.

According to the Guidance of Minimum Requirements Physical Health on Medical Facilities for Indonesian
Migrant workers issued in 2002, the procedures for medical test are: an interview with migrants about their
history of medical conditions and treatment they have had in the past; a mental and physical examination;
a laboratory examination; and a radiology examination. Women migrant workers are tested for pregnancy
prior to departure. According to the migrant workers, the requirements to pass these tests can be severe,
and unrelated to a work performance issue.

“A burnt scar, you wouldn’t even notice it, but they said it’s not allowed scars like that (and made
unfit).” (Female returnee from Saudi Arabia)

Moreover, the research findings show that none of the prospective migrants have experienced any form
of pre-test or post-test counselling.

“Pregnancy pre-test is a barometer for us before answering claim from the agency. If there’s a
repatriation or deportation because of that, we'll check their date of the first medical test, date of
pregnancy retest and the date of departure. If she happened not to have the pregnancy retest, then it’s
the agency’s fault.We don’t want to take liability on this”. (Chairman of HIPTEK)

“Not really (counselling). They were busy, can’t expect anything at times like that. The least they did
was telling us, ‘you’re having a low blood pressure; you have to pay for the medicine prescribed’.”
(Female returnee from Saudi Arabia)

The testing centres are relatively accessible because the agencies provide for the transportation of the
migrants to the medical clinic. The agency’s staff also accompanies the migrants. What is costly for
the migrants is reaching the recruitment agencies, especially for those who come from the provinces.
However, in case of the GCC countries, Malaysia and Taiwan, Province of China, since only a limited
number of centres are authorised to perform testing, this might cause additional travel and costs.
Usually the testing process takes half a day to one day maximum, as shared by the migrant workers,
depending on the number of prospective migrant workers assembled for testing on a given day.

“A day maximum. Because the only reliable medical check-up equipments were at this hospital, one
hospital, that was the one they trusted, so people from everywhere went there.” (Female returnee
from Saudi Arabia)

“Sometimes when there was just one of us they (recruiting agency) wouldn’t take us yet, we have to
wait for the others, so that we can do it all at once.” (Female returnee from Saudi Arabia)

“Because there was plenty of us. So we’d have this long queue. Sometimes it’s not like that though, we
have to go home, and come back again the next day, one shift could include a lot of people.” (Female
returnee from Taiwan, Province of China)

Usually, the cost of tests is initially covered by the agencies and later deducted from the salary of the

migrants. However, the sponsors may also advance the cost of the tests, which are paid for by the
migrants eventually, or the migrants pay for the cost of testing by giving money to their sponsors before
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they are brought to the testing centre. The cost of the medical test is around USD 21 without an HIV test:
if that is included, the cost is around 28 USD. Since the cost of the test is lumped together with other
recruitment fees, the migrants involved in this research revealed that they were unaware of the actual cost
of the tests. Given this situation, it may open possibilities for the sponsors and the agencies to exploit the
migrants by asking for amounts larger than the actual fees.

“The medical money has to be cash, 300, but if we don’t make it, we won’t get our money back.”
( Female returnee from Jordan)

“If we turn out to be unfit, then we lost the money.Well yea, the company asked for 300, but sometimes
we give the sponsors 500-600.” (Female returnee from Saudi Arabia)

When having medical tests, most of them expect comfort and sympathy from the personnel of the testing
centres. But some of them are disappointed with the attitude of medical personnel. Some expressed that
the clinic staff are not friendly, are harsh and often snap at the prospective migrants. Nurses in the clinics
tend to be sharp-tongued and fussy while some doctors always seem to be angry when they examine the
migrants. A prospective female migrant worker going to Saudi Arabia said,

“When we were told to be naked (only wearing knickers), the staff was rude.We did a simple mistake,
we were snapped at...”.

The workers are often treated impolitely, with rude words used against them. However, the general
environment was said to be clean and satisfactory:

“Alhamdulillah it’s clean. The nurses are grumpy, but yeah, it's comfortably clean.” (Female returnee
from Saudi Arabia)

According to the migrant workers, the clinic staff do not discriminate against them based on their origin,
culture or ethnicity. When undergoing the medical testing process, migrant workers are usually told to
undress in a gender segregated group, just leaving the underwear on. Although not comfortable with
these practices, migrant workers do not object and follow the instructions by the medical staff. Another
reported issue is even though most of the medical staff are female, those who are on duty in radiology or
x-ray are usually men. This sometimes leads to harassment of female migrant workers.

“They’d tell us to breathe in, but when you’re pretty they’d do your x-ray for long, that’s a male.‘Hold
on,’ they said. They’d be very long. But when you’re ugly you’d have a quick x-ray.” (Female returnee
from Saudi Arabia)

“Yes. “Don’t get surprised, they'll tell you to take off your clothes”, like that... Yes, they’d touch us
all over, probably afraid if we have some kind of skin diseases, fungus, or something. But the doctor
could be a man or a woman...we have a lot of female doctors these days, but back then we had male
doctors.” (Female returnee from Taiwan, Province of China)

Even though the Indonesian language has been taught since first grade elementary school, there are
those who cannot speak the national language fluently. Several prospective migrants who are used to
speaking in their local dialects experience difficulty in communicating with medical personnel. No formal
translators are provided by clinics to overcome this obstacle.
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The migrants receive their test results within one to three days, sometimes a week. The test results are
delivered by the recruitment agency. The migrants are only informed whether they are fit or unfit. Only
migrants who receive an unfit result are told about the details of their tests. The clinic usually suggests
that the recruitment agency brings the unfit migrant to the clinic again, to be given information on details
of test results. According to the HIPTEK’s Chairman, migrants who test positive for HIV are called directly.
However, they still inform the agency which prospective migrant tested positive for HIV. Once an unfit
migrant worker returns to the clinic, he or she is referred to a doctor and a counsellor. They are also
informed about the hospitals where they can access health services.

According to the Guidance of Minimum Requirements Physical Health on Medical Facilities for Indonesian
Migrant Workers issued by the Department of Health in 2002, test results should be treated confidentially
and should be delivered in writing to the prospective migrant worker or to PJTKI, with the written
permission from the prospective migrant worker. But in reality, confidentiality on the medical status of
migrant workers is not respected, since the results, including any HIV test results, are received first by
agencies. Also, in practice, counselling or referrals are often not made available, if at all.

“They called and said that | wouldn’t be deployed because | was unfit.To have further information, the
agency told me to go there. And, after | arrived there, my test result was already opened; and in the
form, there were several columns, like HIV/AIDS, Hepatitis, Tuberculosis, Malaria, etc, and on the right
columns, there was a statement, ‘ yes and no’. Thus, on my medical check result, on HIV/AIDS, it was
ticked in “yes”, the rests were “no.” Under it, it was informed that my test result was unfit because
there was an indication of having STI.” (Prospective female migrant worker to Hong Kong, SAR of
China)

“To the people from the company (Test result delivered). Yes, the company would then tell it to us.
For instance, A or B, one of them is fit.While the other is unfit, she has to go home or get a pending
status.” (Female returnee from Saudi Arabia)

“If you passed, they’ll take you to the education centre, or straight to the shelter. If you failed, they’ll
take you to the shelter first, wait for the result there. Because sometimes we didn’t get the result right
away. Sometimes we have to wait for 3 or 4 days.” (Female returnee migrant, Saudi Arabia)

“No, we don’t have a counsel. How can we have a counsel since those who are unfit used our
money, while those who are unfit suffer diseases that take a long time to be healed, like hepatitis, or
bronchitis?” (Director, Recruiting Agency)

The medical results may also be ‘pending’ if the migrant worker has a treatable condition. If this is the
case, the clinic suggests that the migrant undergoes the necessary treatment and then undergoes medical
testing again. One agency provided treatment for unfit migrants by having a doctor check them up,
although they are charged 80,000 IDR (10 USD) per month for the service. However, most of the agencies
do not provide this kind of treatment. If the second test result passes the migrant worker as fit, then
they will be deployed for work abroad. There is at least one clinic which sells prescriptions for treatment
for migrant workers who are ‘pending’. Usually after buying a prescription from that clinic, migrant
workers will be declared fit on the next test. However, research findings show that some unfit prospective
migrants were sent back home without any treatment or even advice.

“There’s a clinic that’s trying to sell prescriptions. So, a person is stated pending, then we should buy
prescription and medicine there; the day after, he/she’s fit. Actually, we should give medication for
quiet a time to the person who'’s pending, then we do the medical check on the next day. It’s not
like this; buy this medicine, this is the prescription, tomorrow takes him/her back, and the next day
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it’s stated fit. Such a clinic would make all prospective migrant workers be stated pending, although
they’re actually fit, in order to make them buy medicines prescription there; you know, such a trick.”
(Director, Recruiting Agency)

“When you have a pending status, you have to get a treatment from a doctor, drink your medication
for several days, and then get another check-up.” (Female returnee from Saudi Arabia)

“Well, having a re-test is another thing. If you did a medical, and it turns out that you have to re-do
it, the first fee we paid won’t comeback to us. And we still have to pay for the next one.” (Female
returnee migrant from Jordan)

“Never the doctor, home straight ahead.” (Permanent unfit female prospective migrant)

In the current medical testing procedure, confirmatory tests are not standard practice. Usually, the
initiative to request a confirmatory test comes from the sponsor and the recruitment agency. They do a
re-test in another clinic or hospital in Jakarta, as well as somewhere near their village or area. Sometimes,
the two test results are found to be contradictory. Particularly when a migrant worker tests positive for
HIV or hepatitis, a confirmatory test from another hospital is requested. However, the migrant workers
pay the cost of any confirmatory test themselves.

Several institutions in Indonesia have been established to provide services for people living with HIV.
However, there is no standardised referral system in providing care, support and treatment to migrant
workers stated unfit or who are found to be HIV positive during their medical test. Usually the unfit
migrants are referred to the Ciptomangunkusumo Hospital or to NGOs providing services for people
living with HIV.

“So afterward if they’re HIV positive we will refer them to NGOs or to Ciptomangunkusumo Hospital
to assure that they’re indeed positive HIV. If they’re proved to be fit, then it all return to the company
whether to continue or not. At the mean time, we are discussing about handling them in the villages.”
(Chairman, HIPTEK)

Monitoring of Testing Centres

The monitoring of testing centres is conducted by a team which consists of persons from the Department
of Health, Department of Manpower and Transmigration, health officials at province and regency level,
HIPTEK, the Association of Indonesian Health Laboratories (ILKI) and the Association of Indonesian
Radiology (IRI). If possible, the team also involves representatives of embassies and Immigration officials
from the countries receiving Indonesian migrant workers. The monitoring is conducted at least every
six months, with or without notice. The Directorate General of Medical Service Department of Health
manages the monitoring of medical testing for migrants. In 2007, they will involve the Sub Directorate of
Labour and Health. The Department of Health and HIPTEK have a yearly auditing system for the testing
centres that is referred to as Internal Quality Establishment. The audit process is done by checking the
service quality, facilities, and the equipment, based on established standards.

Sanctions, including the withdrawal of operating licences, are imposed if it is found that the clinic has
violated the standards set by the health officials at the province level. In reality, however, this rarely
happens.
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“There are several issues in which have many problems. For instance, they weren’t checked according
to, e.g., should be checked for this, this, but only examined at minimum, then got the certificate; thus,
when they were re-examined in destination countries, there was a problem with their health, so they
were sent home.Well, that’s the most problem happens.” (Doctor, Department of Health)

ON-SITE

All the migrants who participated in this research had to undergo a medical test upon their arrival in
destination countries. Most of them already knew that the test had to be undertaken again in the host
country, but knew little else, for example about the test procedures, requirements, the diseases being
tested for, or the results. Unfit migrant workers are deported back home, especially for HIV, TB and
pregnancy for females. The duration between the arrival and the medical check varies. Mostly it is done
within one day to one week after arrival. There will then be regular recurring medical tests, every year,
or every 2 or 3 years, depending on the host country and the type of employment. These tests are
compulsory since the result determines the continuation of their work permit. All costs for these tests are
covered by the employers or the recruitment agencies.

Comparing the pre-departure with the on-site testing experiences, many of the migrant workers expressed
that testing is conducted more carefully in the destination countries. Migrants also testified that the clinics
in the destination countries meet a higher level of sanitation. However, consent and pre-test or post-test
counselling are also not experienced in host countries. All migrants involved in this research stated that
there was no discrimination when they had their medical tests on-site, but language is still a problem for
many of them. Since they do not really understand the language, they simply did what was instructed to
them without understanding the rationale undergoing the medical test.

“Cleaner there. Here, it’s dirty, smelled bad.There, it smelled good, big as well.” (Female returnee from
Taiwan, Province of China)

“Practically, the examination there was careful.” (Male returnee from Brunei)

“My first time to Arab, | didn’t know where they were taking me, just like a goat being taken to a
slaughterhouse. But when you get used to it, you'll feel more relaxed.You'll know what they’ll do next
on the procedure.” (Female returnee from Saudi Arabia)

Although female migrant workers are tested for pregnancy in Indonesia, and, if testing fit, are taken to
shelter homes to avoid physical contact with their husband, some might manage to visit home before
they leave. If they get pregnant before departure and test positive for pregnancy in the host country, they
will be deported back home. Sometimes deportation takes place immediately, but it might also take a
few months, depending on the wishes of the employer. This might give rise to social problems, including
problems of acceptance of pregnancy by the husband or family.

“We have to do the last urine check here (Indonesia) too. Cause most of the times, people got delayed
too long at the company, haven’t been medical checked again for 2 months, and they got pregnant.
But sometimes the husband won’t admit the pregnancy as to his, while of course she wouldn’t find
out until then...that’s why now they have the medical check-up sooner, back then women labours are
not as much as these days, we have to wait and wait for the others, but our concern is when she got
pregnant, they’d have a negative image upon her, while she didn’t get it elsewhere but from home.That’s
why when we have had a medical check-up, they’d still have to do another check-up on us afterwards,
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and they didn’t. When we got to Arab, they’d check us up again, there they found out that she had a
2 months pregnancy. A husband once took his wife home. That’s why now the procedure’s become a
lot tighter, before we go we must have another urine check. Because there are a lot of cases where
they thought the woman got pregnant in Arab, while it was actually with her husband or boyfriend.
Her husband asked her to go home (from shelter or centre).They’d send her back (from destination
country), she got there, but her employer would claim for a refund because she just got there and they
already have to send her back.That’s why it didn’t take long for the employer to do so, 2-3 days; they
sent her home, immediately. But some employers delayed and delayed to do it, what they don’t realise
is the husbands here would suspect that it happened there.” (Female returnee from Saudi Arabia)

In 2007, the Indonesian and Malaysian governments negotiated an MoU on medical testing for Indonesian
migrant workers. This MoU will govern the conduct of medical testing among Indonesian migrants in
Malaysia; included are standards for testing centres in both countries. However according to the
Department of Health, it is Malaysia who dictates these standards.

REINTEGRATION

Migrants who are declared unfit in the destination countries are usually sent home directly, without any
treatment or referral, and sometimes without even knowing the reason why they are unfit. There are some
who were allowed to undergo treatment and have continued to work. This happens only if the employer is
willing to take care of them and pay for their treatment. As a male returnee from Saudi Arabia reflected:

“For instance, in Saudi Arabia, if the employer cares about his/her domestic worker’s disease, he/she
may be treated; that’s OK since it’s merely this kind of disease. But, if the employer doesn’t care, he/she
will say, ‘how could Indonesian doctor let sick people to be sent’. At the end, it would be a problem.
Instead of our people earning money, he/she is filed for a case in the representative in Arab, | can’t
accept why a sick person was stated fit.That’s what would happen to those that are unfit, not waiting
for them to do wrong.”

There are many cases in which migrant workers were declared fit in Indonesia, but were found unfit in the
destination country. The guidance of minimum requirements of physical examination for migrant workers
stated that if there is a difference between the medical test result in Indonesia and the medical test result
in the foreign country, the clinic in Indonesia who conducted the initial test is required to perform a
re-examination. The results will then be reported to the Health Officials, Department of Health and the
embassy of the relevant country. However, there are still clinics that fail to carry out their functions in a
responsible fashion:

“Once we had an experience with irresponsible clinic. There were six people that were returned,
but only one was compensated; therefore, my commitment was useless. Now, therefore, we have an
agreement. If they do not do the medical check up seriously or if there is any problem, they are the one
who will suffer consequences.” (Owner, recruitment agency)

To prevent this, recruitment agencies draw up an agreement with the medical clinics that, if a migrant
they declare fit is sent and then declared unfit on-site and is repatriated, the clinic responsible will
compensate the agency to an amount of 1,000 USD, and provide free examination for 20 migrant
applicants. Repatriation of migrants declared unfit should be done by the employer, in coordination with
a representative of the recruitment agency in the foreign country. However, there are employers who just
send their workers directly to the airport without the agency’s knowledge.
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“After | returned from the hospital, | was told to pack my clothes right away. | didn’t think that | would
be sent home because my employer often went to go to Syria, often had a vacation there. | thought

he/she was going to take me there. In fact, | was taken to the airport.” (Deported migrant worker
from Saudi Arabia)

Accessibility to treatment, care and support for migrants

Article 75 Act No. 39 Year 2004 on the Placement and Protection of Indonesian Migrant Workers in
a Foreign Country states that the recruitment agency is responsible for the reintegration of migrant
workers, including providing a health service for those who are sick during the repatriation process.
Unfortunately, this policy does not cover undocumented migrants or victims of trafficking. Moreover,
recruitment agencies just return the migrants to their villages without providing for treatment or even
proper referrals services available within the country.

Presently, only the Medical Service Centre (Pusat Pelayanan Medis or PPM) provides medical services
for distressed migrant workers, particularly trafficking victims. This is part of the Integrated Service
Centre (Pusat Pelayanan Terpadu) of Raden Soekanto Hospital in Jakarta. The PPM cooperates with the
International Organisation on Migration (IOM) in taking care of, and giving treatment to, migrants, as
well as returning them to their villages after they get better.?? Usually, migrants are treated for two
weeks, some for more than a month. If they need further treatment after returning to their villages, they
are referred to the Society Medical Centre (Puskesmas) or a District Public Hospital (Rumah Sakit Umum
Daerah) near their village, in coordination with the nearest NGO.

When an HIV test is needed, the informed consent of the migrant is solicited and counselling is provided
prior to the test. Results are also kept confidential. There is also a mechanism for accessing free ARV from
the government. These services are free of charge. As the Migration Health Physician of IOM Indonesia
said:

“In all of our works, there must be counselling, informed consent, and we do not expose someone’s
confidentiality deliberately.”

Several other institutions in Indonesia that provide care, support and treatment services for persons
with HIV can be accessed by migrant workers. These include Yayasan Layak, Pokdisus RSCM, Yayasan
Pelita llmu and RSPI Soeryanti Saroso, Jakarta. For instance, Yayasan Layak has provided service for
around 15 migrant workers since 2003. In their work, they also often cooperate with IOM Indonesia.
However, without the existence of proper and systematic referral services, treatment and support to the
migrant workers are often denied. In this context, a coordinated effort between government, recruitment
agencies, testing centres and care and support groups is a must to safeguard the health and rights of the
migrant workers.
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Nepal

Foreign employment has been an alternate livelihood option for many younger people in Nepal. In
2006 alone, a total of 177,506 Nepali migrant workers left the country through formal channels, either
individually or through an organisation. The vast majority of them were male, with only a small fraction
of women (1,535). The top destination countries were Malaysia, Qatar, Saudi Arabia, U.A.E, Kuwait, South
Korea and Bahrain?.

According to the Foreign Employment Act of Nepal, submission of a health certificate recognised by the
Government of Nepal (GoN) is one of the preconditions to be fulfilled by a national applying for foreign
employment. Although there is no provision of mandatory HIV testing, in practice, a migrant worker has
to undergo mandatory medical tests, including HIV, as per the requirements of the receiving country. The
proposed HIV and AIDS (Prevention, Control and Care) Bill of 2005 is in the draft stage, so there are no
legally binding documents on HIV Testing and Care. Instead, there is the National Guidelines for Voluntary
HIV/AIDS Counselling and Testing (VCT), and Anti Retroviral Therapy (ARV Therapy), which was produced
by the National Center for AIDS and STI Control (NCASC). To date, the guidelines are used as ground rules
for HIV testing and ARV Therapy. According to the guidelines, HIV testing is not mandatory in Nepal,;
however, compulsory testing can be done in the case when it is required to receive a specific benefit, such
as in the case for employment placement abroad?*.

For the purpose of the medical tests for foreign employment, the Government of Nepal (GoN) Ministry
of Health has given approval to 51 medical testing centres, a decision taken on August 25, 2006. It has,
however, yet to accredit them. In addition to that, there are 5 GAMCA (Gulf Approved Medical Center
Association) affiliated medical centres. The prospective migrant workers wanting to go to Gulf countries
have to do their tests only in centres approved by GAMCA. All medical testing centres approved by the
GoN and GAMCA are situated in Kathmandu, the capital city.

PRE-DEPARTURE
Testing procedures

The medical tests are done at the time of visa processing or even before applying for foreign employment.
The migrants are generally informed by the recruiting agents about the test. The testing procedure
involves an exhaustive list of series of tests, which vary slightly from country to country, but are generally
applicable to all prospective migrants at pre-departure stage.

For Non-GAMCA Testing Centers, the tests performed are:

I. General Examination (psychiatric disorder, neurological disorder, allergy, hernia, varicose vein,
extremities, deformities, venereal diseases, height, ear, eye, blood pressure, abdomen, lungs, skin);

Il. Laboratory Examination (urine, stool), and

lll. Biochemistry (sugar, cretinine, bilirubin, SCOT, urea, VDRL, TPHA, HIV, HBsAg, Hev).
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For the GAMCA Testing Centers, the tests performed are:

lll. Other (pregnancy test done for all female applicants).

Infectious Disease (HIV reactive, hepatitis B Surface antigen Positive and anti HCV, Microfilaria Positive
& malaria blood film positive, known leprosy, tuberculosis, chest x-ray, fibrosis, calcification, pleural
thickening, tuberculosis pleural effusion, tuberculosis lymphadenitis, VDRL, TPHA);
. Non-Infectious diseases (chronic renal failure, chronic hepatic failure, congestive heart failure,
uncontrolled hypertension, uncontrolled diabetes mellitus, known case cancer, psychiatric disease,
neurological disorders, physical disabilities, colour blindness, deafness) and

The national VCT guidelines state that all those who undergo compulsory HIV testing should be informed
that they are being tested for HIV. Unfortunately, this is not the case in practice. The research findings
show that consent is not taken for general medical testing, much less for HIV testing. Accordingly, most
of the prospective migrant workers never knew that they were being tested for HIV, as there is no pre-
test or post-test counselling either. There is no formal provision of information about testing procedures
given to migrants, and no informative posters were observed on the walls of testing centres. Migrant
workers interviewed only remember that they gave blood and urine samples, had a chest X-ray and a
physical examination, and female migrant workers had a pregnancy test.

“You have to do medical check up from here, only then you can go” said the Manpower staff, and so
| did medical. They checked up blood, x-ray, eye, weight, they checked all.” (Returnee deported male
migrant worker from Malaysia, on the tests he had done in Nepal before departure)

“They called us up and made us photo copy of our passport. After submitting the photo copy they
told us to perform the medical test. | came down with the medical test slip and got X-rayed, gave my
blood and | was told to go for the physical examination.” (Fit prospective male groups going to Saudi
Arabia)

“Nothing regarding doing this or that is mentioned so we don’t know that.We don’t know. | think they
perform the pregnancy test while checking the urine. | don’t know regarding the blood test. Some
married women are tested positive for pregnancy while checking their urine. No, even if you didn’t
take the documents, they send us to different sections showing directions for different tests. So later
on we felt needless to ask such questions.” (Fit female migrant workers going to Israel)

Migrant workers consider medical testing as compulsory to get a visa, and some consider the medical

report equal to testimony of legal status and would go to any lengths to fulfill the requirements.

“It is very important to have a doctor’s report because there are a lot who go illegally. And there
are fake agencies. But if we have doctor’s report than we can go ahead on legal basis. So | was aware
about all this, that’s why | felt | should have my medical checkup done.” (Fit female prospective migrant
worker going to Israel)

“Manpower told us. We can also be confident to go for foreign employment. Medical is done for
ourselves.When it is confirmed about going abroad they tell us to undergo the medical test. It is only
after having passed the medical test that other process starts. If one fails the medical test then every
thing is doomed!” (Fit male prospective migrant worker going to Saudi Arabia)

In Nepal, in spite of the existence of VCT guidelines, most medical testing centres do not practice any
pre-test or post-test counselling. Some medical testing centres claim to provide post-test counselling, but
in fact, it was found that post-test counselling is only done if a person makes further enquires about their

disease. If there is no counsellor available, the migrant is referred to another service provider for post-test
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counselling. This is reflected in the comment made by staff of a GAMCA Testing Center,

“We don’t provide counselling even in case of permanent failure. If it is HIV positive then we refer them
to Teku Hospital for confirmative test.We don’t explain them anything about HIV or Hepatitis”.

The VCT guidelines says,

“Any disclosure of confidential information, no matter how inconsequential it may seem, whether it
occurs in public settings, over the telephone, on an answering machine, by mail, fax, or email requires
the client’s consent”.

However, the test results are generally given directly to the recruitment agents. It has been found that
the migrants do not have any idea about the things inscribed in their report, neither do they ask nor do
the centres show them their reports. Migrants seem to only be concerned about whether they are fit or
unfit and do not seem to care to go through the details of their reports, as reflected in this fit prospective
migrant’s comments:

“I don’t know about this because | and my friends did not go to get the report. It was the staff of the
Manpower that brought our reports.All we needed to know was the result, so we did not care about
the report; it was the staff who took our result.”

In Nepal, the issue of gender sensitivity is not given due attention, as it is not compulsory that a person
should be examined by a doctor of the same sex. In some medical centres it was found that female
migrants were examined by a female doctor, but this was not the case in other centres; whereas there
were also cases where males were examined by female doctors.

“Yes, she checks the migrants (male) making naked during physical exam. Till now there are no
complaints from the client.” (Doctor, non-GAMCA testing centre)

“We were tested by a male, they behaved well.” (Fit female prospective migrants going to Israel)

The cost of testing varies from country to country and from one centre to another. For going to Malaysia,
it costs 1,500 Nepalese Rupees (NR)?*, while for Iraq it is NRs 9,000. For Israel, it is also high as they have
to perform the tests twice: the pre-test cost is NRs 2,000 and the post test cost is NRs 3,100. In addition
to this, the migrant workers claim that they also have to pay commission to the manpower agency.
Most migrants felt the testing cost is expensive and some expressed that the price they have to pay is
unreasonable.

“I don’t think it is reasonable; it is costly. | don’t know if it is right or wrong. It is expensive. After all,
it is for same urine test, blood test and X-Ray. Migrant workers are always made to pay in everything
and everywhere. Doctors outside charge just NRs. 200 for the urine and blood test but we migrant
workers are always being harassed in terms of money. It’s always the distressed are being agonised.
Manpower takes the commission for Rs 400-500 which is very maximum. | think paying that amount is
maximum, but normally | feel it does not cost as much as they make us pay because Rs 3100 is a huge
amount for us. | did feel the charge was maximum.” (Fit Female migrant worker going to Israel)

As all the testing centres are located in Kathmandu, the migrants living in the rural areas of Nepal have

to travel to the capital for the medical tests. Proximity to medical centres was expressed as one of the
greatest needs of migrant workers, since those who have to come to Kathmandu face problems accessing
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these centres, including having to bear the extra expenses involved. They often have to be accompanied
by a friend or agent, again adding extra costs of travel, food and stay in the capital. It was found that the
funds are mainly provided by parents, the father-in-law or by borrowing money at a very high interest rate
of 36%. The situation for female migrant workers is even more difficult, since in Nepal, they do not have
fixed properties in their own name. They have to sell their personal property like jewelry and livestock,
whereas a male person can mortgage the property and manage money more easily.

“There were lots of problems since | needed to come from my village, and it takes lots of bus fare as
well as one night to come here.” (Deported male migrant worker from Malaysia)

“...by selling land as well as giving land as collateral for loan [On arranging money].” (Deported male
migrant worker from Malaysia)

“We girls don’t have anything — not any kind of treasure nor do we own any share in our parent’s
property. We even don’t own any kind of fixed property. All we have is our jewelry that we usually
wear i.e. earrings, necklace and so on. But these are not enough. Either we have to borrow money
from banks or the other option is to sell our livestock.” (Fit prospective female migrant workers going
to Israel)

Although referral services exist in Nepal, they are weak in practice. Reports are usually delivered within a
day after the test, but rural migrants go back to the village right after the tests and the agent will inform
them of their test results. In such circumstances, if they fail the health exam, the migrant workers will not
have access to referral services. Those persons who wait and collect their report themselves might get
access to referral services. However, experience shows that the testing centres do not even give proper
referral to those who are found unfit, and they usually just told to return home without receiving any
treatment or referral to treatment or care centres.

“Three of our friends have failed the medical test and they were told that they should never try going
for foreign employment. My friends asked me which medicine | should take for being cured. When |
asked at the medical, they told me that it was not so necessary to under go medication. There was
some problem with his blood.” (Group of prospective male migrant workers)

Different strategies are applied by the agents to make the migrants medically fit for departure. Drinking
milk and curd are found to be common strategies adopted by the migrants, which they are taught by the
agents. Stories were shared that they have heard about the different strategies adopted by the prospective
migrants to help pass the medical test.

“From somewhere | heard that prior to X-Ray, if we eat curd it will bring positive result, that’s why |
ate a lot, it is said that there would be no spots and scratches visible after drinking one pound milk.”
(Fit migrant worker)

There are confirmatory procedures done by some testing centres, but these result in extra expenses,
which are prohibitive for poorer migrants. Additionally, migrants have little information on accessing
further testing or treatment. Migrants who are located in Kathmandu can try to access treatment on their
own, with some having an x-ray in another centre to confirm the results. The government of Nepal does
not have any specific schemes for those who have failed health exams, and there is no mechanism to
inform those who are HIV+ to go for further treatment or care.

65



STATE OF HEALTH OF MIGRANTS 2007: MANDATORY TESTING

Monitoring of testing policies and procedures

Monitoring of GoN approved medical testing centres is done once or twice a year by a monitoring
committee from the Ministry of Health (MoH), following guidelines prepared by the GoN. Not all the
centres are monitored, and various factors like the political situation have also affected the monitoring
process. The monitoring committee is comprised of persons from a multi-ministerial team including the
Ministry of Health and Ministry of Immigration, which does the task in the presence of one physician and
one radiographer. The group sends a notice prior to visiting the centres, and the monitoring is done
based on the guidelines mentioned.

The GAMCA associated medical centres, on the other hand, are monitored by a team that comes from the
GCC every year, comprising 1 or 2 doctors and GAMCA officials.

“Groups of 6-7 persons go there and check the guidelines. If the requirements are satisfactory then
we publish a notice certifying ok. On the other hand, those whose guidelines have not been found
to be satisfactory are also informed along with all the reasons why they have not been certified.”
(Ministry of Health official)

“They come to visit every place from which people are going to their country. So, they come for the
inspection.Yes, after approving, they certify. Main thing is equipment - is there equipment available or
not for the lab tests? What are the procedures for X-rays etc.! X-rays are of different qualities and
they look and certify. When they come there should be a waiting room, physical check up room, lab
and x-ray etc...” (Staff, GAMCA associated medical centre)

While monitoring focuses mainly on the technical aspects of testing, the issues of access to information,
counselling, referrals and client satisfaction seem to play no role at all. On one hand, the staff of the
medical centres claim the facility to be good, but on the other hand, the migrant workers have a different
perspective and often express their dissatisfaction with the quality of services.

“Places for sitting and toilets are not good. The waiting place is also not fine. Since there is a huge
crowd out here a good management for waiting has to be performed. Many friends are standing the
whole time while they are waiting. When the clinic was established it should have been advertised. It
took a lot of time to locate the place.There is not even an advertising board attached anywhere.After
a long struggle to find the place, we guessed and entered finally. We even don’t know whether it has
been recognised by the government.” (Fit prospective male migrant workers going to Saudi Arabia)

ON-SITE

As a rule, according to the requirement of the destination country, all migrant workers are obliged to go
for medical examination again upon arrival. The testing is done at the time of entry in some countries,
and in others within one to three months. No medical testing is required once the migrant workers reach
Israel, and migrant workers will not be deported on the grounds of medical fitness or illness upon arrival
in Israel. Nepalese workers in Malaysia are tested over an initial three year period, but do not need to be
tested again after that. In some destination countries, when migrants are told to undergo medical tests
by their employer, they are not allowed to be examined in any health clinic other than where they were
referred to by their employers.
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“I don’t know much about re-testing and confirmation. It took at least three hours to reach the place
were they tested us.They took us from the work place in the morning and bring us back in the evening.

They did not let us go to other place.” (A returnee migrant worker from Malaysia)

Many migrant workers do not know that they have to be tested upon arrival in the destination country.
They undergo various tests, but have no information on the tests performed, and most could only recall
that there was a blood test. The tests are done following the employer’s requirement and they differ from
country to country. The results are given to the company or employer, and not directly to the migrant

workers.

“It may be done accordingly with the company’s requirement... In fact the medical test | had to
undergo was just the blood test. They took my blood from between the nail and flesh. That is all for
the medical test done in Saudi Arabia.” (Male returnee migrant worker from Saudi Arabia).

“Everywhere we have to do medical but not in beginning. When | went to Qatar, they checked up
blood and x-ray after about fifty days.” (Male returnee migrant worker from Qatar)

“No, | did not get any information. Boss got the report and said you are failed so you have to go back
to your country.” (Deported male migrant worker from Malaysia)

The findings show that pre-test and post-test counselling is not available to migrant workers in destination
countries. In case of an unfit test result, they are just told that they are sick and have to go back home.
The migrant workers do not receive any treatment, care or counselling in the destination country; they
are simply deported, as indicated by these deported Nepalese migrant workers:

“He did not do Samjaune bujaunaa (which means counselling). They told (the employer) that you
will get back your money and (the employer) is not allowed to keep the sick person. They told (the
employer) that if they will keep me, their work will be seized and | will also be sent to jail. Then
(the employer) told that it would be better if | return back.” (Male deported migrant worker from
Malaysia)

“They told me to do medical test there. 6-7 days after medical test, boss told me that there is scar
in your chest. | asked boss that if the scar can be cured by taking medicine. He told me that he has
to look at report. Then | worked for 14-15 days and after that, he told me that | have TB and | have
to take medicine for six months to one year.They bought ticket and sent me home.” (Male deported
migrant worker from Malaysia)

Though medical testing could be used as a mechanism to assess the health status of migrant workers
and ensure treatment and care, in practice it is used as a tool to screen out and deport migrant workers
who may have health conditions. Unfortunately, there are cases where migrant workers have reportedly
been sent back even in cases of minor illness that are treatable. Moreover, there does not seem to be a
general provision of confirmatory testing; and even where it is available, it does not seem to be available
for migrant workers.
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Testimony of a Deported Male Migrant Worker from Malaysia

First time | stayed 3 years in Johor, Malaysia, then went back to Nepal. When | arrived in Malaysia
again | got common cold and had problem in throat and nose. | was unable to walk and do the work
and they did a medical check up. After |5 days | got report and the boss said that my medical report
is unfit. They said you go back and | said there is problem to go back. They said it is government
rules, so | must follow and then | came back. | don’t use any drug like hashish or anything. | use only
tobacco and nut.When | asked boss, he said you use drug? Then | replied no. | was really in terrible
situation, problem was on throat, chest pain, coughing. | am using that medicine and | have a good
health now.They deported me due to drug but when | did check up twice here, there is no problem.
| said to Boss | ate De-cold medicine (medicine taken in Nepal for fever), which was given by my
friend, but Boss said you must use drug. | said them please do my medicine check up again but they
said it is done only one time and then deported me.

REINTEGRATION
Impact of results

Once deported, the plight of the migrant workers takes a new shape when they return to their own
country. They cannot easily tell their family, and seeking support while keeping their situation secret is
difficult. Financially, it is a real burden on the part of the deported person as well as their family, as the
migrant worker has returned home empty handed after investing all the family savings and even borrowing
money with a high interest rate to go abroad for employment. Not only are they affected socially and
economically, but the migrant also goes through tremendous psychological pressure. Often it becomes
impossible for the deported migrant workers to disclose the reason for returning, so they try to hide their
health condition thinking that they are safeguarding the family from distress. But in reality, the returned
migrant must bear the burden of their shattered dreams, as well as the guilt of the fact that the family is
potentially faced with economic ruin, as they will find it difficult to impossible to pay back the loans.

“Family members think that the son, husband, brother, whatever the relation is who has gone for
foreign employment will earn money and come back and their family status will improve. But in
contrast, when the person returns back empty handed, the family perspective towards the person
changes and the trust level decreases. Due to this he feels difficult to face family members. He starts
thinking that he has wasted lots of money and how can he get all the money back. This thing runs in
his head and affects him psychologically. Due to this he again tries to go to another country as soon
as possible. He thinks that he will succeed next time so he takes a risk. This is also one of the direct
mental effects.” (Male Trade Union staff)

There are many cases where migrants have returned back due to diseases which are considered minor in
Nepal, and many return very soon after their departure, within just a few months.

“Someone could be all right this moment and then could be infected with pneumonia, bronchitis, chest
infection etc....We cannot give guarantee for that.” (Male Doctor in GAMCA centre)

“Some of the labourers go there after being told that they are fit here and then are found unfit there,
sometimes found seriously ill and sometimes they just have simple diseases. Though these types of
disease are taken as simple in our country, they are taken as serious disease in foreign country.” (Male
Trade Union staff)
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In such cases of deportation due to illness, the only option a migrant is left with is to treat the disease
on his own and then seek some other livelihood to pay back the amount taken on loan. The migrant may
also still plan to go for foreign employment again in the future, as this is often the only way they can see
to recover the lost initial investment made on going abroad for employment. The comments made by this
migrant worker who was deported from Malaysia reflect this:

“If | get my whole money back, including the amount | have paid as interest and if my health is fine, |
will go to another country after a few years. | need to go to another country to earn money.”

Accessibility to treatment, care and support for migrants

There are no existing policies, guidelines or legislation in Nepal that guarantee access to treatment, care
and support for migrants declared unfit or for their families.

“Since we are a trade union, some of our policies and our working style do not match with those of
deported. But we are slowly putting our hands in the field of social sector too. Hence in near future
we are planning to do something but we are not able to support them at present.” (Trade Union

staff)

Treatment and care services for the deported migrant workers are also not found to be a main concern of
other organisations, even though referrals could be made. The practical experience of migrant workers
in accessing care and support is not very promising currently and the expense of treatment is also borne
by the migrant worker or his family.

“l am from Dhanusa, | spent eighty thousand (to go abroad) and now | am in great trouble. | did x-
ray from my side. It’s all right. When | came here | bought Rs.2000 medicine. It’s all right now.” (Male
deported migrant worker from Malaysia)

“Now there are lots of organisations working in this sector, if anyone needs immediate help and
needs temporary shelter, they have to fight for their rights, then we send that person to our partner
organisation. We try to convince them that people with HIV have equal rights like other people and
should be allowed to work with full dignity. It is the responsibility of the government to take care of
these people as well as to provide them opportunities to work and make environment for them in the
society and family to live their life with full dignity.” (Trade Union staff)

However, members of the National Network on HIV revealed that 18 information and counselling service
centres exist that provide support services for migrants. These centres are all located in the western
development region. This is difficult to access and thus the research team could not ascertain to what
degree unfit and deported migrants might use these centres.
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Pakistan

In Pakistan, it has been observed that over the past 10 years, people with technical skills have been
migrating to Canada, UK and Australia, whilst the majority of semi-skilled and unskilled workers tend to
head for the Gulf Countries or to other popular destinations such as Malaysia and South Korea.

The Bureau of Emigration and Overseas Employment (BEOE) and its seven regional offices, known as the
Protectorates of Emigration (POE), are the main government agencies responsible for overseeing and
protecting international Pakistani migrant workers. Established in 1971, BEOE is a centralised agency
of the Federal Government that processes recruitment demands for Pakistani labour through Licensed
Overseas Employment Promoters.

Migrant workers from Pakistan going into unskilled labour abroad number approximately 150,000 every
year?®, Pakistan has an unusually young overall population, with 63% of the country’s population below
the age of 25. Unsurprisingly in the light of this, the government’s Bureau of Emigration data shows that
the majority of the Pakistani migrants working in the Gulf countries are aged between 20 and 30 years
old. Most of them are also illiterate, unskilled and ill-informed about health issues, including HIV.

In Pakistan, there is no law on mandatory HIV testing and no legal obligation or regulation that requires
health testing for migrant workers. However, as a sending country, documented Pakistani migrant workers
are at the behest of the receiving countries, and, if so required, they must get medically tested from an
authorised medical testing centre recommended by the embassy of the receiving country. Sea-based
workers are required to get medically tested from a ports’ health officer under the Merchant Shipping
(Medical Examination) Regulation of 2002.

The Pakistan National HIV and AIDS Policy, which is in its final draft stage, states that:

“HIV testing and counselling will be voluntary and confidential, and testing will always be accompanied
by access to information and counselling. People who test HIV positive will be assisted in accessing on-
going counselling, treatment, care and support.Test results will be confidential and systems put in place
to ensure the privacy of people who undergo HIV testing. Even in cases where services recommend
testing because of perceived risk or as a diagnostic measure in the presence of illness, the specific
consent of the person will be obtained before testing”.

In the National HIV and AIDS Strategic Framework (2001-2006), migrant workers are considered among
the groups of concern with regard to HIV transmission within the country. The main reason for this is
that Pakistani migrant workers, especially those in Gulf States who are found to be HIV positive through
mandatory testing, are deported back to Pakistan without any referral. In addition to this, significant
numbers of migrants who may also have reproductive and sexual health problems return to Pakistan
upon completion of their contracts, yet the health system has no effective mechanism in place to track
and provide health services for these returnees. Attesting to this, it has been found that a significant
number of those who tested positive for HIV in Pakistan were primarily males who had been migrant
labourers in the Gulf States but had been deported. Without proper counselling, these returning migrants
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pose a significant risk to their spouse and family, with newspapers increasingly reporting cases of HIV
among spouses of deportees, and related mother-to-child transmission.

PRE-DEPARTURE
Situation with regard to mandatory testing

In Pakistan, as a criterion for employment abroad, it is obligatory for prospective migrant workers to pass
a medical examination for conditions stipulated by receiving countries. Some tests like HIV, TB, hepatitis
B & C and STls are generally required for employment in every country. Some countries ask for additional
tests: for example, the Malaysian Health Ministry now includes a drug abuse test and include major
psychiatric or neurological disorders in the list of tests required for employment there. Although testing
is not a state requirement, migrants and the sending country must comply as expressed by an official at
the Sindh AIDS Control Program:

“We don’t have any such laws (mandatory testing). In fact it is taken as human rights violation. Generally
the HIV testing is done on voluntary basis. Only migrant workers are required to go through mandatory
testing which is because of the requirements of receiving countries”.

Generally, medical testing of migrants can be performed in any government approved medical diagnostic
centre, but for GCC countries, the tests must be done by centres accredited by Gulf Approved Medical
Centres Association (GAMCA), following specific testing criteria. According to a GAMCA testing centre
authority, candidates found to have any of the following conditions will be considered unfit for employment
abroad, following the instruction received from the relevant diplomatic mission:

Detection of AIDS test positive (HIV reactive).

Hepatitis B or C positive (HbsAg or HCV reactive).

Tuberculosis or cancerous diseases. (pulmonary or extra pulmonary).

Constitutional syphilis (VDRL-TPHA positive).

Very low standard vision which cannot be corrected with glasses (for drivers).

Any degree of squint or colour blindness. (for drivers).

Deafness.

Pronounced stammering (fitness at employer’s discretion).

Any chest deformity leading to inability to perform the declared profession.

. Abnormal curvature of the spine leading to inability to perform the declared profession.

. Hernia, hydrocele, spernatocele or varicocele.

. Hemorrhoids, internal or external.

. Diabetes mellitus uncontrolled (as per company’s regulation)

. Valvuloar or other diseases of heart, and hypertension blood pressure above 150/100 mmHg.

. Present/ past history of epilepsy, asthma, peptic ulcer, nervous breakdown, kidney stones & chronic renal or
hepatic failure.

16. Drug addiction (morphine test positive).

17. Microfilariasis positive & malaria thick blood film positive.

18. Known leprosy patient.

19. Pregnancy test positive (for a woman)

20. For any disease which can be treated in 15 days, the applicant would be considered temporarily unfit.
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Until 1998, there were only 2 GAMCA testing centres in Pakistan, of which the one in Karachi used to
test 500 to 600 people per day. But this changed following the decision taken by a visiting GCC panel
of doctors, who opted for decentralisation of testing. Since then, new centres were recruited to operate
under GAMCA in all provinces. There are currently accredited GAMCA centres in Karachi (3), Lahore (5),
Islamabad and Rawalpindi (5 to 6), Multan (3), Quetta (1), Gujrawala (1) and Peshawar (5), according to
a GAMCA centre official. All GAMCA centres throughout the country are in contact with each other via
internet, and test results are shared on a daily basis to make sure that the same prospective migrant does
not apply again to another centre, if proved unfit in one of the centres in another province.

The testing centres do not provide any pre-test or post-test counselling, nor do they have the facility
to provide counselling, as found during the visits made to various GAMCA and non-GAMCA centres in
Karachi and Islamabad. This was also shared by the migrant workers. Testing centre personnel were
generally found to be unconcerned with the counselling component in the testing of migrants, since it is
not required either the employers or the host country authority. For example:

“No we don’t provide counselling and don’t have any policy in this regard.” (Administrator, GAMCA
office)

“No, we do not have a lot of time to council them”. (Doctor, GAMCA Testing Centre in Karachi) And
“Who does this?” (Doctor in Islamabad)

Even in the case of an HIV positive test result, experience shows that no information or counselling was
provided, as shared by a returnee HIV positive migrant worker from Saudi Arabia:

“I lived in Saudi Arabia for 5 years.When | came to Pakistan on leave after 5 years | went for medical
test to Urgent Medical Centre, Rawalpindi and was declared as HIV positive. No, when | went Urgent
Medical Centre for test they did not give me any information or counselling regarding HIV test.They
recommended me 4-5 tests and asked me to go for these to get my status confirmed.”

Moreover, it seems that prospective migrants are not even informed about the nature or content of
testing, neither in the testing centres nor during the briefing in Protectorate office, as confirmed by the
migrant workers and stakeholders. These prospective migrants are largely ignorant of the nature of the
health test, and are not aware of the greater meaning or impact of the results beyond the fact that they
have to get the fit medical report, as it is required by the employers in receiving countries.

Although there is a pre-departure briefing system for migrant workers, observation of such briefing
showed that it does not include any information on mandatory testing, or the HIV test or the consequences
of an unfit result. Although an official from Sindh AIDS Control Program observed that

“The Government Protector of Immigrants briefing officer should be aware of HIV/AIDS”,

this seems not to be the case right now. The Executive Director of a PLWH Support Organisation expressed
his frustration over the lack of information on testing, especially HIV.

“You talk about half hour in training of migrant workers about rules, laws (briefing in Protectorate
Office). Why don’t you talk 10 minutes on HIV and AIDS? The majority of reported HIV cases of
Pakistanis were deported Pakistanis from Gulf countries, who were deported for contracting HIV
when they were working there”.
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This total lack of information is clearly reflected among the sharing made by migrant workers and
stakeholders alike:

“Just my promoter told me that tests were necessary before going abroad. Nobody briefed me about
it in lab.” (Prospective migrant worker going Dubai)

“No, | was not given any information about testing. No, we were not told anything before or after the
testing. We just performed the tests, no information was there. The candidate does not care at that
time. He just wants to go out and make money. Only if you face problem, if you are unfit then you
ask. First we go to the travel agent and they told us, “You have to do medical”. It is their and medical
centre’s responsibility to give us information about testing.What are these tests, the purpose of tests?
They say it is only formalities. But if they said that we will be tested again in Medina, then we will not
be so scared there.” (Returnee migrant worker, Saudi Arabia)

“No we don’t have to give them any such information because most of them know about why have
they come to the laboratory and why is their test being taken.” (Doctor, GAMCA Testing Centre)

“No, because they know that it is required for before getting a visa for abroad.” (Doctor, non-GAMCA
Testing Centre)

“There is no pre-test and post-test counselling in labs or testing centres. There should be clear
instructions, briefing and policy by the Government of Pakistan on HIV and AIDS regarding migrant
workers. Government should also take step on follow-ups, monitoring for the better system.”
(Overseas employment promoter)

The cost of testing varies depending on the country of employment and the testing centre used. Generally,
migrant workers do not have information regarding the comparative costs involved, but rather are guided
by their employment promoters: “I paid Pak Rs.2,800” said one prospective migrant going to Dubai, while
another going to Saudi Arabia said, “I paid Rs. 4,000 for the test”.

The environment, sitting arrangement, hygiene and cleanliness in GAMCA testing facilities were expressed
to be good by the migrant workers, which was confirmed through observation during site visits.

“In Taj Medical (GAMCA centre), they are very good. They are very high quality, has got very good
equipment, good testing facility like foreign country and are very strict. They will not pass you if you
have illness. They will treat you. After getting well, they will test and give fitness report.” (Returnee
migrant worker from Saudi Arabia)

However, some of the non-GAMCA testing facilities were clearly lacking in these areas, especially the
toilets, which were considered to be in dirty and miserable condition. In one mapping exercise of non-
GAMCA testing centres, the prospective migrants explained that they were given strips to put drops
of urine on and were directed to an adjacent dirty street corner to perform the task, much to their
dissatisfaction. Migrants are not given any privacy during the testing and the bathrooms are also in a bad
state. One such frustrated and embarrassed prospective migrant shared:

“l had a problem because of the small and dirty bathroom. | think it was not a bathroom but a
storeroom.We were four people who went together.They did not take care of our privacy.”

Many male migrants shared that only male staff conducted the testing, but some said that female as
well as male staff did the testing, which could be considered a problem in the socio-cultural context of
Pakistan. According to one person,
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“There are majority female staff members who do the testing.Of course | was feeling very uncomfortable
while giving the test, even female staff does X-rays and body screening.”

The same was confirmed by a GAMCA testing centre doctor who said,
“Yes we have three female doctors working with us.The lady doctors do the body screening”.

On the other hand, it is considered a big problem in some labs where female staff is not available to
perform tests of female persons, as shared by the Head of a PLWH Care and Support NGO:

“Male staff deals with females who feel very uncomfortable due to their questions, language and
gestures.There should be female staff in labs and testing centres”.

Regarding the delivery of test results, which are usually given the next day, it is possible for the migrant
workers to collect the reports themselves from the testing centre, but most usually returned to their
villages upon completing the testing, with the recruitment agency collecting the results. Sometimes the
reports are sent directly to the companies or the agents and they then verbally inform the migrant of
the result, whether they were fit or unfit, without giving any further explanation. Some migrants who are
illiterate had to depend on others to read the results, which are written. In such cases, confidentiality was
not considered an issue by most:

“The envelope was sealed, when | told the doctor to read it then | came to know that | am fit.”

On the other hand, for those who are determined unfit, receiving the results was not helpful, with a
common complaint being that nothing is written to explain why they are not fit to go abroad.

In relation to confirmatory tests, it is claimed that in case of HIV infection there is always a confirmatory
test. Other than this, usually a re-test is not done, as explained by a doctor in GAMCA testing centre:

“No, we don’t test them again.The migrants themselves are not interested in having a test again. They
just want to know their result”.

In case the migrant worker wants to be re-tested, usually they are told to go to another lab to confirm
the results:

“We refer permanently unfit intending migrant workers to other hospitals.” (Doctor, GAMCA Testing
Centre)

The system of treatment and referral services offered to temporarily unfit cases varies among testing
centres; some state they do not offer any treatment; while others give prescriptions for treatment and
advice to appear for a re-test after a certain period. Or they might refer the individuals to other hospitals
for necessary treatment. This sometimes happens with those who have already been deported from a
destination country for a treatable illness and have attempted testing to go abroad again. In case of a HIV
positive test result, along with the recruitment agency, the testing centre’s administration department is
notified as well. Practice shows that during delivery of HIV positive test results, confidentiality is not always
ensured. However, HIV positive cases are generally referred to the government AIDS Control Program with
a referral letter given to the person, but the centres have no time or interest to follow-up and ensure that
the person complies.
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“No we don’t have a referral system.We usually advise them to go to Aga Khan Hospital because we
know that they have good doctors there.” (Doctor, GAMCA Testing Centre)

“Those who are temporary unfit are usually got infected from malaria, pneumonia, blood pressure
etc. In many cases the patients feels stressed and their Blood Pressure gets shoot up while taking the
medical test.VWe recommend them to take pills and come next day.Those who are unfit on permanent
bases are usually diagnosed with Tuberculosis, Hepatitis B and C, HIV positive. In case of pregnancy
women can not get foreign employment. We give them counselling and suggest them to have a test
from another laboratory. If the person is HIV+ we refer them to the Sindh AIDS Control Program,
along with the medical letter.We have received | | cases in 3 years, the |st case of HIV was diagnosed
in March 2003 and the last was diagnosed in December 2006.” (Medical Officer, GAMCA Testing
Centre)

“Two patients were diagnosed HIV positive within last two years. But the ratio of Hepatitis B or Cis
very high as 7or 8 persons are diagnosed with this infection on daily basis.Yes, we do refer them to
Civil Hospital, other government and private hospitals including Sindh AIDS Control Program. No we
don’t have any such policies for HIV positive people but if we have any such case so we refer them to
Sindh AIDS Control with a referral letter.” (Administrator, GAMCA office)

Monitoring of testing centres

There seems to be no government policy or control over the testing centres or tests of migrant workers,
as reflected by an official at the Sindh AIDS Control Program:

“We don’t have government policy for accredited testing centres for migrant workers”.

The GAMCA testing centres shared that they are not accountable to any of the Pakistan government
authorities; however, they do report directly to the GCC countries. The GAMCA centres have to send a
compiled report on test results, including unfit cases and the categories, on a quarterly and annual basis,
to the Executive Board of the Health Minister’s Council for GCC States in Riyadh. In case a certified fit
case is found to be unfit through testing upon arrival in a GCC country, the concerned testing centre is
penalised. A doctor in a GAMCA testing centre verified this:

“If this kind of problem occurs the responsible laboratory has to pay $3,000 and if it happens from the
same lab again, then their license is cancelled.”

The GAMCA testing centres are strictly monitored and regulated by a GCC monitoring panel, who come
on surprise visit.

“Once in a year the GCC panel send group of doctors to visit the authorised countries and then they
verify.They have a very strict vigilance.Assigned countries are Oman, Qatar, UAE, Bahrain, and Kuwait.”
(Doctor, GAMCA Medical Centre)

However, the monitoring focuses mainly on the efficiency in tests and the physical and clinical aspects of
the testing centres, while the issues of consent, counselling and information seem to have no significance
at all, as reflected in comments made by the Administrator of a GAMCA Office:

“Every year a team visits the laboratories to check the standards of various labs. Before giving license
they visit and observe the laboratories and then they give a license for a year.Yes we do have certain
policies such as the laboratory should be certified from ISO, the machinery of the laboratory should
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be of the new technology so that the results can be improved.We see the Lab staff, their qualification,
machinery at the lab and its condition, if it is of a good and a modern state, and the environment of
the laboratory either it is hygienic or not”.

ON-SITE

When prospective migrant workers leave Pakistan, they have no clear idea that medical testing awaits
them again in the host country. Most returnee migrant workers shared that they were not prepared in
advance to undergo mandatory testing again upon arrival in the destination countries, and this had come
as a great surprise to many.

“We want to know fully what are the tests in Pakistan and what they are testing again in Saudi Arab?
We did a medical exam already, then why we are tested again? What are these tests? What are the
results? We want to know. But they said it is Saudi law.” (Returnee migrant worker from Saudi
Arabia)

General migrant workers have to repeat the medical testing every 2 or 3 years during the period of work-
permit renewal, depending on their occupation in most countries. However, migrants working in the
service industry like hotels and restaurants have to undergo testing at least once a year, and in some cases
as frequently as every 3 months. The testing is usually carried out by either a clinic or a local hospital.
However, there is a general lack of information, counselling or even access to test results. According to a
returnee migrant worker from Saudi Arabia,

“No, | don’t get a copy of the report. It went to Human Resource Department directly.”

It was reported by migrants that there are those who were deported despite having taken the medical
examination at home, where they were declared fit, but never given any reason, information or explanation
in the host country regarding the tests or results.

“Before leaving Pakistan, | had medical test in Taj Medical Centre in Karachi. After a week of arrival in
Medina, | was tested again in Medina National Hospital. They told its a general requirement of Baldia.
Its a municipality department, inspection of staff is controlled by it.They just took blood, urine, stool,
checked tongue, ear, hands, X-ray. For housekeeping and others, there is only urine, stool and blood
test. But | am F&B staff, so | had to do many more tests. The people who work in F&B, they have to

test everything after every 3 months. Others are tested every 6 months.” (Returnee migrant worker,
Saudi Arabia)

“My annual medical test showed my HIV status but no one informed why exactly | was declared unfit.
They simply asked me to leave the country and asked me to go through confirmatory test in my home
country.” (Deported HIV+ migrant worker from Saudi Arabia)

Many migrant workers were found to be quite satisfied with the personnel at clinics in destination
countries, since there were many Pakistani and Bangladeshi people at the reception, with who they were
able to communicate with easily in Urdu. On the other hand though, migrants were not informed about
testing or the consequences of an unfit result by the testing centre staff, but from fellow colleagues or
friends. Stories circulated about deportation for failed test results, especially for AIDS, making mandatory
testing associated with great fear and a sense of uncertainty regarding their employment status abroad.
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“He (Doctor) did not say anything. Just ok, give urine, give blood, like this.They didn’t tell us what the
tests are for. No, not before test, not after test, nothing was said to us. But | heard from the colleagues
what is the purpose of medical. They told us they want to see if you have HIV, hepatitis B, C, chicken
pox or any big illness, then they will send you back home. If you have HIV then there and then they
will send you back home. Say “You go”.They will give no treatment. Just send back home.” (Returnee
migrant worker from Saudi Arabia)

As an unfit result involves a swift and often very humiliating process of deportation without any treatment
or support offered, some would attempt to evade such process either by fleeing and staying illegally as
long as they can, or by returning home on their own with the hope that upon treatment they could return
again. As one such suspected returnee from Dubai said:

“I'lived in Dubai for 7 years where we used to go for medical tests every year. In the 7th year, when
the Dubai authorities conducted my HIV test it was positive.The authorities did not tell me the truth.
They asked me to give my passport to them to make some corrections. | myself realised there was
something wrong, as | was aware of their rules and regulations. One of the doctors was my friend, he
told me that | am HIV positive and the police will arrest me and deport me. | did not give my passport
to them and came back to Pakistan on my own.”

Generally, the process of foreign employment requires long efforts and huge investments, and the impact
of an unfit result will simply destroy the entire investment, in terms of time, effort and most importantly
money. One returnee migrant worker from Saudi Arabia narrates,

“We saw an ad in newspaper for vacancy abroad. We apply. After two, three months the delegation
comes. They check our documents and then call us for interview. If we qualify, then he calls us again
for second interview.Then we are selected to go.And the travel agent asks us for money. 60,000 rupee
we arranged in two, three months. We pay 3000 more for medical and again to the protectorates of
emigrant’s office. We have lots of doubts that the travel agent might cheat us. Finally we are ready to
go after a long struggle, leaving mother, father, family behind us. After all these process, then we arrive
to Saudi Arab and then we are tested and you are surprised to find that you are a patient of Hepatitis
B, C, and you have to go back.That is a very painful time”.

The behaviours and attitudes shown to an unfit person were described as being without any human
dignity or care, adding to the persons’ suffering, mental agony and torture in their isolation. The lack of
care and sympathy is clear in this narration from a returnee migrant worker:

“If something is found during test, they don’t tell, never. Inmediately within two three days they are
sent back home. They don’t leave him (unfit person) with his colleagues. They lock him in a room
in staff housing and then send back home. My own colleague was sent back. He had chicken pox.
Normally 3 persons live in a room. He was left alone. Even the staff supervisor did not go to see him.
They called by the intercom. The doctor gave him medicine for one week. For food, the supervisor
will ring, unlock the door and leave the food in the table in the lobby and go back. If anyone wants to
meet him, supervisor say,“No, sorry”. He could only watch TV and do nothing else. He had cell phone.
He called me and said,”“l am feeling more sick by the behaviour than the illness | have. | am feeling like
[ am in jail. | want to see you”.We also wanted to see him, but couldn’t. Once | secretly went to meet
him. But by that time he was also very scared and thought he had a very bad illness. He did not want
to meet me anymore. He said, “Go away from here. If you meet me, you will have it also. Don’t come.
Go away”. In Pakistan, we also have it. Children have it. And we care for them, we are not afraid! They
stay and live in the same room. But there they are very afraid!”

Host countries are particularly strict on migrants who are found with certain communicable diseases such
as HIV, TB, hepatitis and STIs.
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“For HIV, no treatment. Send back home. For hepatitis, if you have jaundice, they will send you back
on 2nd day, no treatment. If your medical test is unfit, you are sent back home. It is wrong. It is against
human rights. It has to be stopped.” (Returnee migrant worker from Saudi Arabia)

Similarly in most receiving countries, if one of these diseases is found, the test results are usually not
disclosed to the migrants, they are deported immediately and the employer takes no responsibility as
they feel they have no obligation towards the worker. In many cases, the company’s manager just told
migrants that they are suffering from a major illness and they have to go home.

“Yes there are many people who are sent back. Some of them were sent back because of eyesight
problem. Some of them don’t tell the reason of deportation. Company didn’t give us any appropriate
reason of being unfit for the job.” (Returnee migrant worker from Dubai)

The attitudes and treatment towards HIV positive migrants is often expressed to be similar to that of a
convict; it is therefore not possible for one to ask for a confirmatory test or any form of care or support.
A deported HIV+ migrant worker from Saudi Arabia shared this,

“They kept me in jail for 15 days and did not tell me any reason. Then they simply deported me and
informed me that | could not stay over there any more. | was not allowed to contact anybody during
my imprisonment. Policemen dropped me at airport from jail in very strict security. No official notice
was given to Pakistani government before they deported me. Awareness raising is a simple solution.
Their policies should be changed and no one should be deported on the basis of his/her HIV status”.

Most deported persons said that they were not even informed of their HIV status and the cause for
deportation, let alone any counselling, treatment or referral back home. In fact, in some countries,
migrants were put in jail, not permitted to meet anyone and not even allowed to get there belongings
until the deportation papers were ready. They passed the custody period in a state of mental shock and
disbelief at the inhuman treatment, on top of the loss of their investment to work abroad. They were
dropped directly at the airport without being provided any medical reports; some were given a ticket to
travel back to Pakistan, whilst others had to manage from their own account.

“No we were not informed, they just gave us a ticket and sent us back.We travelled back in disgrace.”
(Deported HIV+ migrant worker from Saudi Arabia)

“They did not give us money for the ticket. They didn’t give us the expenses for travelling purpose.
They just dropped us to the airport under the custody of immigration officer. We spent our own
money and came back home.” (Another deported HIV+ migrant worker from Dubai)

The Executive Director of BRIDGE, a PLHA Support Organisation has long experience of dealing with
the deportation cases of HIV positive persons and portrayed the scenario of Pakistani migrant workers’
deportation in detail. Again, it points to the lack of care in the host country, and then the return to yet
another hostile environment in the home country.
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The majority of our positive people clients are migrant workers. Now the trend is changing (towards
injecting drug users) but initially if you work with positive people then 99% will say, I am a migrant
worker’. The usual story is the semi literate migrant worker goes to Gulf country, mostly work as a
driver, mostly they are without family. They earn money, they indulge in sex, mostly with female sex
workers but sometimes with male sex workers. He doesn’t know anything about HIV. But then he is
routinely tested for HIV. If found HIV positive, he is isolated, even not allowed to go to his quarters
to take his belongings. He is flown back. The time given before deportation - it depends, if it is from
testing facility, he is directly flown out. If from factories, they don’t want to allow staying anymore in
that country. Send in jail or anywhere else on isolation cell.

Once found positive, they just throw back to parent country. He is not even handed over the passport.
Passports are directly given to the immigration authority of Pakistan. No treatment, counselling,
nothing, not even the information of the infection is given. They are just told, “You have a dangerous
disease and that’s why you are sent back”. Here the Pakistani authority does not even allow them to
drink in a glass, because they are not aware.

In the past, they used to inform the AIDS Control Program. When | was Project Director of Sindh
AIDS Control Program, | used to get call at 12 at night saying, “We have 6 HIV Mujrim. We want to
hand them over to you”. What can | do taking them? | just would say to release them. Mujrim means
accused, man who has committed crime.This is how positive people are considered here. No medical
report is given with them.They just stamp in passport,‘Deported’.The deporting authority here tells
them that they have HIV, harass them, mistreat them. Sometimes they take money from them and
release them from airport. When deported, they have to be informed properly and give counselling.
They are in state of denial.They are more depressed because they lost job.They want to go back.

When they come here, usually they tell me,“l am healthy. There was an Indian doctor. Indian doctors
don’t want us to work there. They tested and gave me an HIV report. But | am healthy. | don’t have
any illness. It’s a trap”. But when we test them here again, we find them HIV positive.When deported,
the HIV positive migrant workers have to be informed properly and brought under the care support
facility for counselling and necessary assistance.

REINTEGRATION

Even though there are government as well and NGO initiatives to offer treatment, care and support to
persons with HIV, in the absence of any formal referral systems, deported or returnee HIV positive migrant
workers are unaware of these services and thus fail to access them.

“There is no such system or policy that the receiving country is bound to inform the Government of
sending countries before deporting unfit migrant workers.That is why and we are not able track HIV
positive migrant workers when they are back to home.” (Official, Immigration Bureau, Islamabad)

Moreover, as of yet there is no treatment and care program focusing on the particular needs and access
issues of migrant workers.

“We don’t have any particular policy for migrant workers, but any can be treated at our centres.
Our services are for everyone. We provide medical treatment for which they are sent to Jinnah
Post Graduate Medical Centre and Civil Hospital. Different NGOs provide them financial support
according to their needs and we provide them counselling and medicines.” (Official, Sindh AIDS
Control Program)
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On the other hand, since the migrant workers that are deported for HIV infections are not informed
properly on their status, they do not have any idea on the treatment or care they may need, as expressed
by a group of deported HIV positive migrant workers during a focus group discussion:

“We didn’t know about our disease so how could we get treated?”

All the focus group participants, except one, shared their feelings that they were totally lost and
disappointed and waiting for their death, which they then thought could finish them at anytime. This was
because neither were they counselled by anyone on how they could spend a healthy and positive life with
HIV nor did they know of anyone who could assist them. On the other hand, one returnee HIV positive
from Dubai expressed he was very lucky as he was clearly briefed and counselled by his physician and
referred to treatment and care facility immediately, so he was not as dispirited as the other participants.

This clearly shows the difference that timely assistance makes in the lives of HIV positive returnees, and
in spite of all these challenges, some fortunately do succeed in receiving assistance from NGOs upon
their return to Pakistan. Some care and support groups have established direct referrals with some testing
centres that test migrants, while others make contact through peers.

“Yes, we reach/contact through labs, agents, networking and NIH recommend our name to patients.
We have developed and distributed information, education and communication (IEC) material including
broachers, posters, flyers and we have database of organisations.” (Head of New Light AIDS Control
Society)

However, there is a need to strengthen and reinforce these referrals, since for many, it takes longer than
expected to know about or access the desired services.

“l came to know about that after five years. One of New Light members contacted me and visited my
home and to provide me information.” (Deported HIV positive migrant worker from Saudi Arabia)

Moreover, calls for change are being made by migrant workers to move Pakistan towards more migrant-
friendly measures within mandatory testing.

“As human beings, they should not deport positive persons. Then financial package should be
announced for HIV positive people for their care, support, treatment so that people living with HIV
can live a healthy life and earn bread and butter for their families.” (Deported HIV+ migrant worker
from Dubai)

“Behaviour of lab staff and doctors should be improved through extensive training programmes so
that they treat us politely and counsel us. Migrant workers should be briefed about deportation
process and the rules and regulation of receiving country regarding HIV and AIDS.” (Returnee HIV +
migrant worker from Dubai)

“There should be policy for HIV positive workers in receiving countries. Deportation is not a solution.
Workers and company should cooperate with people living with HIV.” (Head of New Light AIDS
Control Society)
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Philippi