Introduction

While migration itself is not documented as a direct risk factor for HIV infection, overseas migrant labour populations have been recognized by the international community as vulnerable to HIV. Driven by poverty and a lack of education and opportunity in their homeland, forced to struggle with inequality, discrimination and sometimes questionable legal status in their host countries, they are often unable to overcome language, cultural and other socio-economic barriers in order to access sexual and reproductive health information and services to prevent them from engaging in high risk behaviour. Limited knowledge of condom use and safer sex practices and easy, affordable access to commercial sex further increase migrant workers’ susceptibility to the infection. 

By subjecting overseas migrant labour to mandatory testing, health becomes the criteria by which entry and stay in the host country is determined. Unless detection and deportation is connected to information and treatment upon return, such policies only undermine Pakistan’s public health response as unless they know their status, they will never seek treatment nor adopt preventative behaviours thereby lowering the risk of infecting others. In the context of risk, transmission and prevention of HIV, a failure to acknowledge the linkages between mobility and the epidemic translates to policies and practices in both the country of origin and destination, which undermine the global endorsement of the principle of universal access to HIV prevention, treatment, care and support as a basic human right.
 

Migration: Necessary “Evil”
In 2009, approximately 168,915
 Pakistanis migrated to the Middle East to work as skilled and unskilled labour; of these 114,633 came from Khyber-Pakhtunkhwa alone. Largely hailing from the rural districts of the province, where literacy and employment rates are extremely low, many young men grow up uneducated, uninformed and unprepared for the handling the risks and responsibilities of living in a foreign country. Although they lack the knowledge and skills to generate income, they are bound by gender roles and cultural obligation to support large families, which include aging parents, and younger, unmarried siblings. 

“I was the oldest child at home. I had younger siblings to support; the entire responsibility was mine… I had two sisters, and had to arrange for their marriages.”  

In the face of insurmountable financial hardship, often caused by death, protracted illness or the need to accrue dowries for female family members, prospective migrant labourers willingly risk economic dispossession, often taking large loans and even selling lands, just to pay exorbitant fees charged by brokering and recruiting agents for the opportunity to work in the Middle East and Asia. Those unable to meet the costs risk being smuggled via lengthy land and sea routes through Afghanistan, Iran and the Persian Gulf to their destination countries, where they will work as illegal labour, unable to access health and other mainstream social services for fear of disclosure of their legal status. 

“It was difficult to work discreetly, to live in hiding, to live in the derra and because everything was new. We also faced many problems in communicating; we had no relatives or connections there. If someone sent us from here, we had no one of our own there.”

Mandatory vs. Voluntary Testing 

The Middle East, which absorbs a large percentage of the migrant labour workforce from Pakistan, have strict migration policies, which include mandatory screening in the country of origin for HIV, TB, and Hepatitis B and C during the work permit and visa application phase. Once the visa processing begins, prospective labourers are provided with a Gulf Cooperation Council (GCC) Approved Medical Centres’ Association (GAMCA) number through their recruiting agents. The number allows them to get a blood test done from a GAMCA approved testing centres in major cities in Pakistan. At the GAMCA approved labs, labourers report that blood samples are taken for screening without elucidating upon the list of conditions monitored, especially HIV. Thus, international best standards for voluntary confidential counselling and testing (VCCT) are overlooked, contradicting the policies and programming of the National and Provincial AIDS Control Programmes.
Ultimately, prospective labourers do not see their own blood test reports, nor are prospective labourers referred to an HIV service organization or the KP AIDS Control Programme. Instead, they are simply notified of their eligibility status to work. In a breach of confidentiality, test results are sent directly to recruiting agencies, while client information is uploaded onto GAMCA databases, preventing prospective labour from applying for work permits to a different GCC member state. 
The process of pre-departure screening ignores international guidelines and best practices outlining the need for explicit consent for VCCT, for provision of pre-test and post-test counselling, for the protection of confidentiality and referral to services and treatment. While GAMCA’s mandate includes imparting “training to the technical staff and other employees of the member medical Check-up Centers…”
, the Association has yet to build the capacity of approved labs to implement international VCCT guidelines. Instead of merely reinforcing exclusionary policies, pre-departure blood tests could actually operate as a referral mechanism, connecting the HIV positive individual to relevant HIV service organizations and Government agencies providing HIV positive persons with information, counselling, treatment, care and support. 
Pre-Departure Prevention Training: 

Under Rule 15 of the Emigration Act 1979, the Bureau of Emigration of Overseas Employment (BEOE), the central organization for regulating labour emigration, requires labourers accompanied by recruiting agents to register with one of seven regional Offices of the Protectorate of Emigrants prior to departure. A certificate of registration must be stamped onto their passports, without which they are unable to exit the country. During the registration visit, prospective labourers partake in a two-hour long orientation session conducted by Orientation and Briefing Officers. The orientation aims to acquaint workers with their rights, with labour laws and the rules and regulations of their host country. They are also informed of the working terms and conditions of foreign service between themselves and their employers, along with a cultural briefing on their host country. A lecture on HIV prevention has recently been incorporated into this training in an effort to mitigate high-risk behaviours within this community, however 2 hours is not enough time to disseminate relevant HIV prevention information in addition to all of the other complex orientation topics.    

“A friend told me about HIV. I asked him what is AIDS, he told he that it was an illness in which your head aches and dirty women spread it.”
Culturally sensitive, prevention-based HIV interventions in the form of pre-departure orientation sessions conducted by the BEOE during registration or as a part of the recruitment process are critical. Both timely and cost effective, pre-departure orientation will ensure that prospective migrants are equipped with the relevant information, counselling and services needed to cope with the challenges of the new environment, while avoiding HIV infection. Male and female condoms must be distributed and usage demonstrated, as migrant labourers generally have limited access to information regarding condom use, reproductive health, sexually transmitted infections (STI’s) and HIV in their home districts. 

“One time I saw it, and tried it, but I did not like it. After that I never used it again.”

“They said it prevented pregnancy, that’s why it was used.” 
Strict censorship policies in the electronic and print media are compounded by religious and cultural constraints, confining discussion on sexual health to informal conversations amongst young men. Condoms are seen only as a birth control measure rather than for preventative health, and while they may be affordable, usage is extremely limited due to religious stigma and a fear of inhibiting pleasure. 

“Religious reasons are the main factor for not using condoms, because it is said that a man’s birth is a gift from God, which it is.”

Furthermore, most migrant workers do not frequent district level health facilities when addressing general health concerns, opting instead to visit local faith healers, hakims (traditional/herbal healers), or village dispensaries. 

“I had STI’s three or four times.... That’s when I decided to stop (engaging in commercial sex). I took medicine for the STI’s, medicine that I bought from a regular store. I told the storekeeper what my problem was, and he gave me the appropriate medicine. The problem was solved.”
Given that sexual transmission is one of the primary routes of transmission of HIV in Khyber Pakhtunkhwa, public sexual and reproductive health services must be expanded to include HIV prevention information and counselling on safer sex practices, parent to child transmission and contraception. Community based programs should be designed keeping language and literacy level in view, and should aim to reach the largest number of people possible, with special attention paid to women and young girls. Overall, there is a need for a specific and targeted behaviour change communication campaign for the general population directed towards potential and current overseas migrant labourers.  

Life Abroad: Responsibility and Risk

Once abroad, migrant workers face language and cultural barriers, which compound their sense of alienation and loneliness. Away from all that is familiar, they tend to rely on tribal affiliations for a sense of comfort and an introduction to general life in their host country. Work is toiling and unregulated, with many workers speaking of long hours, drudgery and overt apathy bordering on contempt from their employers. Those whose status is illegal fare even worse: subject to discrimination, they are forced to work discreetly, at lower wages. The perpetual fear of discovery also inhibits them from accessing mainstream health and social services, forcing them to resort to the high fees of private doctors or self-medication. 

Living conditions are meagre for all, regardless of legal status, with ten to fifteen men sharing a sparse room in a dormitory with woven mats spread on the floor as the only furnishing. In such an all-male environment, many migrant labourers resort to homosexual relationships amongst themselves, both for companionship and sexual relief. 

While they may be far from the comfort of their homes, there is a sense of freedom migrant workers nonetheless enjoy, away from the conservative cultural and social codes of their province, and the wary eyes of their elders. Many indulge in activities otherwise prohibited at home, from alcohol use to accessing commercial sex. Commercial sex is affordable, even on laborers’ wages, and easily available, albeit discreet, in most Gulf countries. Men frequent “hotels” together in groups, although sex workers are not shared between them. 

Engaging with female sex workers primarily from Asia and Africa, there is little or no verbal communication that takes place between the worker and the client. Condom use is rarely suggested by either sex worker or pimp. Migrant labourers themselves choose not to use condoms, as they are unfamiliar with them anyways, and are concerned that they inhibit pleasure. 

“Sex workers kept condoms with them, but they left the decision up to us, if we wanted it. They never forced us; it was up to us. I asked them if they were unwell, or had an illness. They said no, so I thought there was no need for using it. 

Engaging in unprotected commercial sex has been identified as the most common route of HIV transmission amongst migrant workers. 

Detection and Deportation: Universal Access Denied 

Migrant workers seeking renewal of their work permits are subjected to mandatory HIV testing again during the renewal application process. Once more, language-barriers and a lack of pre-test counseling means that testing is neither informed nor consensual. Nor is the migrant labourer made aware of the consequences of adverse test results. 

They said that there was a problem with me and that I needed treatment. They did not inform me properly. I asked them what illness did I have so I can pursue treatment accordingly, but they did not tell me. They sent a letter to my boss disclosing my status, as health records are all computerized there. Then my boss informed me that he would take me for a blood test. I accompanied him to a large lab, but they sent me back informing me I was ill, yet not telling me (I was HIV positive). Then he turned me over to the police. He did not even let me speak, or give me time to ask what was wrong, he just directly took me to the police station, where I spent 14-15 days in the lock up. I pleaded with them, until my boss visited me, got me out of there and sent me back to Pakistan.”
On testing positive for HIV, migrant workers are immediately confined or incarcerated, thus compromising confidentiality, with the labourer himself entirely unaware of his status. Unable to claim their possessions or unpaid wages, the HIV positive worker is deported on the next available flight back to Pakistan. Moreover, embassies are not informed of the deportation either, and contact between Community Welfare Attaches (CWAs) of the Pakistan embassies and Pakistani nationals working as manual labour in the Middle East is limited in any case. And with no national policy on HIV, migrant labour and health-based deportation, Pakistan officials in the host countries have no legal mandate to intervene in such a scenario. 

In host countries overseas migrant labourers are criminalized and denied their basic rights: universal access to HIV treatment, care and support. By targeting unskilled workers from developing countries, mandatory HIV testing is exclusionary and only works to further marginalize a group already socially and economically marginalized. By enforcing health-based restrictions on employment, States officially endorse discriminatory policies against migrant PLHIV’s who are deemed a threat to the general public welfare. Discourse on HIV is therefore shrouded with humiliation and equivocated to a loss of legal and socio-economic status, which only work to reduce prevention, testing, and treatment opportunities. With immediate expulsion the priority, supportive interventions such as post-test counselling and positive prevention education are ruled out, as is the possibility of providing migrant workers referrals to support mechanisms, offering counselling, care or livelihood development, upon return to the country of origin. 

As a signatory to the International Covenant on Civil and Political Rights (ICCPR), Pakistan has committed to protect the rights of all persons to equal protection of the law, regardless of race, colour, gender, language, religion, opinion, national and social origin, property, birth or other status
. Under this pledge, all individuals within a State’s precincts and jurisdiction have the same rights, regardless of citizenship. Of the GCC states, only Kuwait and Bahrain have ratified the Covenant while Saudi Arabia, Oman, Qatar and U.A.E. have neither signed nor ratified the covenant. Approaches to HIV prevention, treatment, care and support must be based of a human rights framework, which ensures that the right to health is universal, equal and participatory. Middle Eastern countries built on the labour of overseas migrants should sign and ratify the ICCPR.

Barriers to Accessing Treatment

Facing the trauma of an unexpected homecoming, returned overseas migrants are forced to confront a hard reality: having lost their livelihood and social status, they are not only burdened with debt and readjustment issues, but must also struggle to understand the underlying health issue for which they were deported in the first place. Many visit numerous private and government health facilities, taking up costly medical tests until their HIV status is determined. Lab results are given without upholding HIV best practices for VCCT, including confidentiality and without any referral information on NGO and Government centres providing HIV related information, treatment, care and support. 

In addition, expansion of HIV as a subject in Pakistan’s medical curriculum, in which HIV is studied as “cause for genital infection”
, as a “causative organism of viral encephalitis” and under “microbiology”, is needed. There is a critical shortage of information and awareness of HIV and AIDS amongst doctors and nurses only reinforces already widespread stigma and discrimination against PLHIV, and encumbers access to timely information and treatment. 

The overall lack of coordinated support between the public and private sectors not only compromises the health and welfare of returned overseas migrant workers, but also endangers their spouses and their children as well. Gender inequality and a lack of education and access to sexual and reproductive health services only work to increase their spouse’s vulnerability to HIV. Cultural restrictions further exacerbate vulnerabilities, with women in rural Khyber-Pakhtunkhwa unable to travel to the cities to access diagnosis and treatment without the accompaniment, and thus the implicit support, of their husbands. 

A fear of discrimination, which contributes to denial and a need to hide an HIV positive status from family can be offset by targeted, community-based intervention programs offering women and children outreach services, condoms, peer education, counselling on positive prevention methods and beneficial health practices. Public service messages in the electronic and print media on HIV prevention and treatment can further raise general awareness, reduce stigma and shift the general perception of HIV and AIDS from one of intolerance and morbidity, to inculcating a collective stake in curbing the epidemic. Thus, political commitment and funding must be directed towards designing, implementing and regularly evaluating harm reduction measures, as an effective and cost effective means of reducing the spread of the epidemic. 

Free provision of antiretroviral drugs (ARVs) reduces viral load and increases survival. In KP there are two government-run HIV centres in Peshawar and Kohat offering HIV and AIDS treatment. Distance, financial difficulty and an unpredictable law and order situation often impede regular access to clinical care and treatment. Poor adherence to an ARV regimen may cause resistance of the HIV virus towards a particular ARV drug, increasing the viral load increasing disease progression. Counsellors at government HIV centres counter these difficulties by providing ARV medication for more than one month for patients living very far away and urging patients to inform their families in order to develop a support structure, regulating ARV uptake. However, secondary health tests such as liver function tests (LFT’s) and renal function tests (RFT’s) remain a costly burden on most positive clients who live below the poverty line. When possible, NGOs providing care and support services cover these charges.

Most HIV positive individuals express an improvement in their overall health as a result of taking ARVs, allowing them to become socially and economically active as well a providing them with a feeling of hope and that death is not imminent. However, alternative means of generating income must be developed, alongside skill development and literacy programs, keeping HIV patients’ health issues in mind. Financial constraints force HIV patients to subsist on substandard diets which, combined with poor access to medical care, results in reduced immunity, greater chances of co-infections and an overall enhancement of viral replication. As disease progression is increased, so are feelings of despondency and helplessness.
Conclusion

Migration, one of the inevitable outcomes of globalization, must be acknowledged as a mutually beneficial phenomenon, providing countries of origin with foreign exchange and destination states with much needed manpower. Seen as an economic and social burden rather than as an asset, a shift in perspective on mobility and labour is necessary to develop HIV treatment systems serving international migrants based on principles of reciprocity and a common goal to reduce inequalities and address the interests of origin and host countries in a fair and equitable manner. Legislative priority and financial resources must be directed towards developing a comprehensive legal, policy, and programmatic response targeting Pakistani citizens with HIV prevention, treatment and care programs. These policies and programs, in turn, comprise a long-term public health strategy aimed at combating the epidemic from a human rights perspective. 

Host countries are called upon to repeal policies that require mandatory HIV testing as a pre-condition for entry and employment by making HIV and other treatable conditions non-exclusionary. It is only when testing is voluntary, informed and consensual, and preceded and followed up with counselling, and connected to treatment, care and support that the rights of all individuals involved are guaranteed. Confidentiality of test results must also be maintained. This would require national and inter-regional cooperation among organizations involved in HIV testing, including Government bodies, International Agencies, embassies, PLHIV associations and groups working with migrant workers. Mandatory HIV testing must be recognized as unethical, a violation of the basic right of the individual, and only works to augment HIV-related stigma, while undermining HIV education and prevention efforts.

Host countries are also called upon to mitigate all policies outlining health as a pre-condition for entry and employment. Were these laws to be retained, governments must at least comply with testing practices that conform to international guidelines for best practices. Deportation should be replaced with universal access to prevention, treatment, care and support. Access to health timely, affordable, equitable health care is key to surmounting any public health issue, including HIV. 

In 2001, along with 98 other member-states of the United Nations, Pakistan adopted the Declaration of Commitment on HIV/AIDS in the United Nations General Assembly Special Session (UNGASS) on HIV/AIDS. Following the 2006 UN Political Declaration,(UN General Assembly 60/262 Political Declaration on HIV/AIDS) an Enhanced Programme for HIV/AIDS Prevention and Control was formulated based on the National Strategic Framework (NSF1), and the tacit agreements made by the Government of Pakistan as a signatory to Goal 6 of the Millennium Development Goals (MDGs) to halt and reverse the spread of HIV, and to the UNGASS Declaration. The initial and current Enhanced Program in Pakistan focuses on expanding HIV prevention and interventions in the general population, included a targeted provision of services to high risk and bridging groups; it also aims to reduce HIV transmission through improved blood safety and to build the capacity within National and Provincial AIDS Programs, within private sector and NGO partners offering treatment, care and support to PLHIV (UNGASS Pakistan Progress Report 2007). 








Text Box: Gulf Cooperation Council (GCC) Medical Centres’ Association (GAMCA) was formed on Sept 20th, 1999 under the under the GCC constituted by the Kingdom of Saudi Arabia, the state of Kuwait, the State of Qatar, the sultanate of Oman, the United Arab Emirates and Bahrain. GAMCA is a coordinating body liaising between manpower recruiting agencies, identified medical testing labs and centres and the Embassies of GCC states located in Pakistan. GAMCA ensures that the diagnostic labs implement the testing standards and guidelines as outlined in the Rules and Regulations For Medical Examination of Expatriates Recruited, Edited by Dr. Tawfik A.M. Khoja, The Director General of the Executive Board of the Health Ministers' Council for G.C.C. States. 








In 2006, Pakistan drafted the HIV Prevention and Treatment Act, but the legislation has yet to be ratified by the Ministry of Law. A National HIV/AIDS Policy was finalized in 2007, and is currently awaiting approval by the Ministry of Health. Together, the two create a legal and policy framework focused on the provision and maintenance of “an enabling environment for HIV and AIDS prevention, treatment, care and support programs and services”. (Pakistan National HIV and AIDS Policy Final Draft, 2007). A National HIV and AIDS Strategic Framework 2007-2012 has also been drafted..
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