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foreword

The International Organization for Migration (IOM) Regional Offi ce for Southern Africa is pleased 
to launch the Regional Guidelines on HIV and AIDS in the Commercial Agriculture Sector in the 
Southern African Development Community (SADC) Region. These guidelines are developed as part 
of IOM’s regional Partnership on HIV and Mobility in Southern Africa (PHAMSA).1  PHAMSA is a 
regional project that aims to reduce the HIV vulnerability of migrant and mobile populations by 
developing partnerships with stakeholders in the SADC region. By developing these guidelines, 
IOM has contributed to one of the key intervention areas of the SADC HIV and AIDS Business 
Plan, which states that “policies on HIV and AIDS for migrant/mobile populations and displaced 
populations should be developed and harmonised”.2 

In the process of developing these Regional Guidelines on HIV and AIDS in the Commercial Agriculture 
Sector in the SADC Region, IOM drew together stakeholders from the SADC Secretariat, SADC 
governments, trade unions, employer and employee organizations, NGOs, research institutions, 
donors and international organizations in the region. We are confi dent therefore that this broad 
participation has contributed extensively to making these guidelines comprehensive. It is our hope 
that policy makers and stakeholders will actively use the guidelines in the commercial agriculture 
sector to develop policies and programmes that will reduce the HIV vulnerability of its workers.

We would like to acknowledge and thank participants in the development of these guidelines. 
Finally, we would like to acknowledge the fi nancial support of the European Union (EU) Regional 
Funds, which was channelled through the SADC HIV and AIDS unit. 

Hans-Petter Boe
IOM Regional Representative for Southern Africa



co
m

m
er

ci
al

ag
ric

ul
tu

re

2 

foreword 1

list of abbreviations 3

introduction 4

section 1
Why are workers in the commercial agriculture sector 
in the SADC region vulnerable to HIV? 5

 Structural factors of HIV vulnerability 6

 Environmental factors of HIV vulnerability 7

 Individual factors of HIV vulnerability 8

section 2 
Agenda for action 9

 Coordination, collaboration, dialogue and regional initiatives 9

 Policy Development and Implementation 9

 Rural development and land reform 10

 HIV and AIDS responses 10

 Working and living conditions 10

 Gender 11

 Migrants’ Rights 11

section 3
Suggestions for further research 12

conclusion  12

appendix 1: International and Regional Treaties and Declarations 13

appendix 2: IOM’s response to HIV and AIDS 14

end notes 15

table of contents



com
m

ercialagriculture

3 

list of abbreviations

AIDS Acquired Immune Defi ciency Syndrome

AU African Union

CBOs Community-Based Organisations

CSWs Commercial Sex Workers 

GDP Gross Domestic Product

HIV Human Immuno-defi ciency Virus

IDPs Internally Displaced Persons

ILO International Labour Organization

IOM International Organization for Migration

KAP Knowledge Attitudes and Practices

MDGs Millennium Development Goals

MOU Memorandum of Understanding

NEPAD New Partnership for Africa’s Development

NGOs Non Governmental Organisation

OCHA UN Offi ce for the Coordination of Humanitarian Affairs

OHCHR Offi ce of the United Nations High Commissioner for Human Rights

PHAMSA Partnership on HIV and Mobility in Southern Africa

PLWHA People Living With HIV and AIDS

SADC Southern African Development Community

SAMP Southern Africa Migration Project

SATUCC Southern Africa Trade Union Coordination Council

SIA Social Impact Analysis

STIs Sexually Transmitted Infections

TB Tuberculosis

UNAIDS Joint United Nations Programme on HIV/AIDS

VCT Voluntary Counselling and Testing

WHO World Health Organization
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introduction

The severity of the HIV epidemic in Southern Africa 
cannot be overstated. Southern Africa is the worst 
affected region with most countries experiencing 
adult HIV-prevalence rates of between 14 and 
33 percent.3 The reason why the epidemic is 
particularly virulent in Southern Africa is still 
unclear. A number of different factors have been 
advanced to explain the epidemiology of HIV and 
AIDS in Southern Africa. These include poverty and 
economic marginalisation; different strains of HIV; 
high rates of sexually transmitted infections (STIs) 
and opportunistic infections; the absence of male 
circumcision; and the role of core transmission 
groups, such as commercial sex workers. 

However, perhaps the key factor explaining 
the rapid spread of HIV over the last decade 
is population mobility. Population mobility 
contributes to the unique patterns of sexual 
networking in Southern Africa, including high 
levels of concurrent sexual partners which is a 
particularly relevant issue in this region.4 The 
links between population mobility and HIV are 
related to the conditions and structure of the 
migration process. Migrants often face poverty; 
discrimination and exploitation; alienation and 
a sense of anonymity; limited access to social, 
education and health services; separation from 
families and partners; and separation from the 
sociocultural norms that guide behaviour in stable 
communities.5  

For example, the system of “circular migration”, 
which exists to this day in many countries of 
Southern Africa, increases the vulnerability of 
migrants to HIV infection and greatly facilitates 
the spread of STIs and infectious diseases such as 
Tuberculosis (TB).6 In Southern Africa, migrants 
and mobile populations, which include miners, 
truck drivers, military personnel, commercial 
farm workers, informal cross-border traders, 
and construction workers, often work and live 
in environments that are breeding grounds for 
unsafe sexual practices, including engaging in 
commercial or transactional sex, alcoholism and 
(sexual) violence. Furthermore, migrant workers 
are usually given limited duration contracts that 
oblige them to return home between contracts, 

exposing their families and communities to new 
diseases. 

Given the high levels of migration, subsequent 
HIV vulnerability of its workers, and the paucity 
of existing HIV interventions, IOM has identifi ed 
the commercial agriculture sector as one of the 
sectors to develop the Regional Guidelines on HIV 
and AIDS for.

OBJECTIVES OF THE REGIONAL GUIDELINES 
ON HIV AND AIDS FOR THE COMMERCIAL 
AGRICULTURE SECTOR IN THE SADC REGION
The overall objective of these Guidelines is to 
reduce the number of new HIV infections and the 
impact of HIV and AIDS among all workers in the 
commercial agriculture sector in the SADC region. 
Specifi cally, the Guidelines aim to:

1. Highlight and raise the awareness of 
stakeholders in the commercial agriculture 
sector to the factors that increase HIV 
vulnerability among its workers;

2. Provide stakeholders in the commercial 
agriculture sector with practical 
recommendations for action to address HIV 
vulnerability among their workers;

3. Provide stakeholders in the commercial 
agriculture sector with tools to advocate for 
HIV and AIDS programmes and policies in the 
sector; and

4. Contribute to the development of regional/
national policies on HIV and AIDS in the 
commercial agriculture sector by policy makers 
making use of the recommendations from the 
Guidelines in regional/national HIV and AIDS 
strategic plans and policies.

The Guidelines were developed through a 
participatory process of fi eld visits, interviews with 
key informants and a consultative regional workshop. 
In addition, a comprehensive literature review was 
undertaken. Based on the information collected 
and on the recommendations of the workshop, IOM 
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drafted these Regional Guidelines on HIV and AIDS 
for the Commercial Agriculture Sector in the SADC 
Region.

Section 1 discusses the factors that make migrant 
workers in the commercial agriculture sector 

vulnerable to HIV infection. Section 2, Agenda 
for Action, outlines the recommendations 
that need to be implemented by the different 
relevant stakeholders in the SADC region 
to reduce HIV vulnerability of commercial 
farm workers.

section 1
Why are workers in the Commercial Agriculture sector in the SADC region vulnerable to 
HIV? 

Commercial Agriculture is signifi cant in 
the SADC region, where many people 
are dependant on agriculture for their 
livelihoods. Although fi gures are scanty, 
commercial agriculture in the SADC region 
relies substantially on migrant labour, both 
foreign and local. There are several reasons 
for this heavy reliance on migrant labour. 
Firstly, because of its seasonal nature, 
demands for labour fl uctuates with high 
demand during certain key periods such as 
during planting, weeding, harvesting or packing 
produce. During the low season, labourers return 
to their communal areas/countries of origin 
or proceed to other destinations in search for 
work. Secondly, farming areas lie along major 
migration and transportation routes, as in the 
case of the northern and eastern border areas 
of South Africa. Consequently many migrants 
stop over on the farms and work for a while 
before proceeding to their primary destination.7

Thirdly, because they are usually undocumented, 
not unionised and not covered by labour laws, 
farmers can hire foreign migrants at a fraction of 
the cost in comparison with local labourers.8

Studies have demonstrated the negative 
impact of HIV and AIDS on commercial 
agriculture. The UN Offi ce for the Coordination 
of Humanitarian Affairs (OCHA) reported that 
in sub-Saharan Africa crop yields in commercial 
agriculture sector have declined signifi cantly, 
partly as a result of AIDS.9 A study on the impact 
of HIV on commercial agriculture in Swaziland 
showed the impact of AIDS was “…profoundly 
negative” in terms of absenteeism, reduction 

in productivity (due to employees frequently 
falling sick and/or attending funerals), death 
leading to loss of skilled labour, increased pay-
outs for funerals and early retirement on medical 
grounds and increased medical costs.10 The study 
also concluded that AIDS affected the community 
beyond the commercial farming unit. 

Moreover, a study conducted in Kenya on 
the impact of HIV and AIDS on commercial 
agriculture revealed that the sector is facing 
a severe social and economic crisis due to the 
impact of HIV and AIDS. The report highlights 
the “profound fi nancial, economic, and social 
costs for the industry” due to “protracted 
morbidity and mortality”. The study also notes 
with concern the loss of skilled and experienced 
labour to the epidemic and recommends that 
“if agro-estates are to remain viable businesses, 
it will be necessary and urgent to approach the 
epidemic with the seriousness it deserves.”11

Lastly, a survey on the impact of HIV on farming 
in Namibia revealed that deaths due to HIV and 
AIDS are affecting communal farmers and, to a 
lesser extent, commercial farmers.12
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DIFFERENT LEVELS OF HIV CAUSALITY: THE 
INDIVIDUAL, ENVIRONMENTAL AND STRUCTURAL 
LEVELS
Existing HIV and AIDS interventions in the 
commercial agriculture sector primarily focus on 
increasing awareness, education, prevention, 
and voluntary counselling and testing (VCT). The 
fact that most responses are aimed at individual 
behaviour change is because most people view 
the risky sexual practices of commercial farm 
workers and their health-seeking behaviour as 
the main cause of the increased HIV prevalence in 
the sector. However, this approach does not take 
into account the fact that the individual behaviour 
of commercial farm workers is a function of the 
environment and the circumstances in which they 
fi nd themselves. 

In these Guidelines, we identify and analyse 
the structural and environmental factors that may 
increase HIV vulnerability for commercial farm 
workers.13 In the context of migration and HIV, 
while the structural factors motivate people to 
migrate in search of work on commercial farms, 
it is primarily the socio-economic environment in 
which they fi nd themselves that is conducive to the 
spread of HIV. A change in environment is often 
associated with changes in social norms and values, 
which in turn affect individual (sexual) behaviour. 
Thus, the three levels are all interrelated; one level 
creating the context within which the other level 
may persist. 

The diagram below illustrates the 
interrelationship among the three levels of HIV 
causality: the structural level impacts on the 
environmental level, which in turn impacts on the 
individual level.

It must be stressed that internal migrants often 
face the same challenges as cross-border migrants, 
as they are also thrust in alien environments, 
separated from their families for long periods of 
time, and may be subjected to poor and dangerous 
working and living conditions. 

The factors that exacerbate HIV vulnerability of 
migrant commercial farm workers are presented 
below, according to these three different levels: 
structural, environmental and individual.

STRUCTURAL FACTORS OF HIV VULNERABILITY
Many of the underlying factors sustaining 
the migration of commercial farm workers, 
such as unbalanced distribution of resources, 
unemployment in rural areas, socio-economic 
instability and political unrest, are determinants 
of the increased risk of HIV infection. Therefore, 
national and regional responses to reduce HIV 
vulnerability in the commercial agriculture sector 
should also be cognizant of these root causes of 
migration. 

Some other structural factors increasing HIV 
vulnerability for commercial farm workers, 
their families and the communities surrounding 
farms, include limited development and 
implementation of labour rights frameworks for 
migrants, limited provisions for work permits, and 
gender inequality and dynamics around farms.

Labour rights frameworks
SADC has given some attention to the regional 
harmonization of domestic labour laws but the 
extent to which this has resulted in direct discussions 
and policy development on labour migration 
between countries is limited. Furthermore, there 
is limited ratifi cation and implementation of 
applicable international conventions on migration 
among SADC member states, such as the UN 
International Convention on the Protection of the 
Rights of All Migrant Workers and Members of 
Their Families (2003), and the ILO Convention No. 
97 on Migration for Employment (1949).

Immigration laws
Most SADC member states do not have provisions for 
unskilled or semi-skilled commercial farm workers 
to obtain valid work permits and therefore many 
are forced to work undocumented. Undocumented 
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workers are usually apprehensive of any contact 
with immigration departments due to fear of 
deportation. Because of their lack of legal status, 
many workers therefore do not access health, 
and/or HIV and AIDS services, which results in STIs 
left untreated and workers not knowing their HIV 
status.

Gender inequalities
The economic and social gender inequalities 
between men and women have perpetuated 
the dominance of men over women in Southern 
Africa. In general, women have limited access 
to social and economic resources. Consequently, 
the majority of women are poor, economically 
dependent on men and have limited decision-
making powers. Women from impoverished 
communities may have no other option than to 
engage in transactional sex and/or are powerless 
to negotiate safe sex. As a result of these dynamics, 
women are more vulnerable to contracting HIV. 
This partly explains the relatively higher HIV-
infection rates amongst women than men in the 
SADC region. 

Research by IOM on foreign migrants on 
commercial farms in South Africa reported high 
levels of gender inequality and women commercial 
farm workers to be more vulnerable to HIV than 
men. Female commercial farm workers showed 
lower levels of knowledge HIV transmission, 
high levels of unsafe sexual practices (including 
transactional sex) and low levels of condom use 
with casual partners.14   

ENVIRONMENTAL FACTORS OF HIV VULNERABILITY 
Environmental factors that increase HIV 
vulnerability of commercial farm workers include 
poor living and working conditions, and limited 
access to and inadequate healthcare and HIV 
and AIDS services. It is important also to note the 
particular HIV vulnerability of female commercial 
farm workers.

Poor living and working conditions
Living and working conditions of commercial farm 
workers are often characterised by separation 
from families, physically demanding work with 
low wages, exploitation, poor accommodation 
facilities, and limited recreational facilities.

Migration in the commercial agriculture sector 
is mainly seasonal and temporary. This separates 
families for long periods and increases the 
likelihood of both partners (the migrant and his/
her non-migrant spouse) to have additional sexual 
partners. An IOM study reported male commercial 
farm workers having “…multiple sex partners, 
sometimes having two or more ‘girlfriends’ on 
the farm they work on and a ‘senior wife’ back 
home in Zimbabwe.” The same report also noted 
that there was “…very little condom use with 
partners”.15

In the working environment, long working 
hours, physically demanding work, low wages 
that are often delayed, short, or even unpaid, and 
physical abuse, are not uncommon. There have 
been reports of farmers who hire undocumented 
migrants and call police to arrest them before 
paying them their due wages.16 In addition, 
commercial farm workers are entitled to very little, 
if any, sick leave, and have limited opportunities 
or permission to visit health facilities.17   

An IOM survey in South Africa and Namibia 
revealed commercial farm workers, particularly 
seasonal workers, living in extremely poor, 
overcrowded and unhygienic accommodations: 
Two to three families living in one hut or 
room, poorly ventilated with no electricity, and 
communal water taps and ablution facilities. 18  
Further, another IOM survey revealed that there 
were few recreational facilities on farms, with 
the commercial farm workers often resorting to 
alcohol and/or sex for entertainment.19   

In all, such poor living and working conditions 
are conducive to the spread of HIV. 20 Since the 
majority of migrant commercial farm workers 
are unaccompanied, separation from family, 
friends, and familiar surroundings on top of 
poor living and working conditions may lead to 
boredom, loneliness. Combined with a 
sense of anonymity and alienation, and the 
need for companionship, this may lead some 
migrants to engage in sex with commercial sex 
workers and/or excessive consumption of alcohol 
and/or drugs. Such behaviour, viewed against the 
backdrop of high levels of HIV transmission and 
limited condom availability on commercial farms, 
exacerbates HIV vulnerability of commercial 
farm workers. 21 
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Limited access to healthcare Services and lack of 
HIV and AIDS interventions
Most commercial farming areas have inadequate 
healthcare facilities, HIV and AIDS awareness 
programmes, and condom distribution points. In 
most cases health facilities are far and workers 
cannot get sick leave unless they become seriously 
ill.22 In general, the paucity of HIV and AIDS 
interventions on farms is partly attributable 
to farmers’ lack of knowledge of appropriate 
measures they can take, and the fact that some 
farmers view HIV and AIDS as a distant threat to 
their farming operations. 23 

Additional vulnerability of female commercial 
farm workers
Female commercial farm workers face additional 
HIV vulnerability due to high incidence of 
commercial and transactional sex on and around 
commercial farms. 24 In general women commercial 
farm workers are paid lower wages than men.25

In some cases women cannot access farm housing 
independently - only men have housing contracts. 26

Single female commercial farm workers, therefore, 
may choose to live with “boy friends” who have 
accommodations on farms, to save transport costs 
of having to have to commute to work.27 They may 
also engage in sex with male farm supervisors in 
return for accommodation, permanent employment 
or other favours.28  Lastly, the seasonal nature of 
employment in the agriculture sector means that 
during the off-season, female seasonal workers 
have limited sources of income. For this reason, 
some women resort to commercial sex work for 
survival or to supplement their low incomes. 

INDIVIDUAL FACTORS OF HIV VULNERABILITY
Individual factors of HIV vulnerability relate to 
individual sexual behaviour and practices in a given 
environment. Individual factors that increase HIV 
vulnerability of migrant commercial farm workers 
include low HIV and AIDS knowledge and risk 
perception, and low social cohesion and perceived 
self-worth. 

Low HIV and AIDS knowledge and risk perception
In general, knowledge about HIV and AIDS is low 
among commercial farm workers. Many believe 
in myths and have misconceptions about HIV 
transmission and AIDS.29  The presence of these 
factors shapes the individual’s perception of risk of 
contracting HIV, and therefore sexual behaviour. 
This partly explains low condom use and the 
prevalence of concurrent sexual relationships 
among commercial farm workers.30

Low social cohesion and perceived self-worth
The change in migrants’ social environment 
may result in a sense of anonymity, which may 
lead to risky sexual behaviour. This may also be 
compounded by shifting social norms and lack 
of community sanction for errant individual 
behaviour. Due to social exclusion, the migrant’s 
new environment in host countries/areas often 
lacks strong community cohesiveness. This creates 
a sense of anonymity and a lack of social sanction, 
possibly having the effect of increasing risky sexual 
practices.31  Therefore, there is a need to build 
social networks/structures that would help knead 
individuals into communities, and thereby create a 
sense of community and purpose. 

Further, due to life-threatening 
situations experienced in crossing 
borders illegally, the poor and 
often dangerous working and living 
conditions and xenophobia, migrants’ 
perception of self-worth is relatively 
low. In this situation, migrants may 
not view high-risk sexual behaviour as 
a matter of importance or priority. 
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Given the vulnerability to HIV infection of 
commercial farm workers in the SADC region, 
specifi c recommendations for action, which 
were derived from consultations with a 
wide range of stakeholders, are presented 
below. The recommendations are targeted at 
specifi c stakeholders including the SADC 
Secretariat, SADC member states, commercial 
farmers and commercial farmers’ associations, 
and trade unions, NGOs, CBOs and other 
service providers.
As the regional political coordinating body, the 
SADC Secretariat (“SADC”) has an important role to 
play to ensure that the structural and environmental 
factors that increase vulnerability to HIV infection for 
commercial farm workers are properly addressed. 

As the primary service providers for its citizens 
and foreign migrants living and working within 
its borders, Governments of SADC Member 
States – be it national, provincial, district or local 
municipality authorities - in the SADC region have 
important roles to play in reducing the number 
of HIV infections and the impact of HIV and AIDS 
among workers in the commercial agriculture 
sector.

Commercial Farmers and Commercial Farmers’ 
Association, as employers, are key players 
in overseeing the actual implementation of 
interventions on the ground.

Lastly, trade unions, NGOs, CBOs, and other 
service providers may provide critical interventions 
in advocacy, awareness raising and education.

section 2
Agenda for Action

RECOMMENDATIONS STAKEHOLDERS 

COORDINATION, COLLABORATION, DIALOGUE AND REGIONAL INITIATIVES

Initiate and coordinate regional dialogue on HIV in the commercial agriculture sector: Being 
a regional body, SADC is well positioned to initiate and coordinate HIV and AIDS related 
initiatives targeting commercial farm workers. 

SADC governments should ensure the national implementation of some of these initiatives by 
creating national coordination forums and facilitating programmes to address HIV and AIDS in 
the commercial agriculture sector. 

Further, SADC should initiate and promote cross-border HIV and AIDS initiatives targeting 
border communities in migrant sending and receiving areas, and include mobile and 
migrant workers, (including commercial farm workers) in regional HIV and AIDS policies and 
programmes.

SADC and member states should play a strong advocacy role to make sure HIV vulnerability in 
the commercial agriculture is on the agenda regionally, nationally and locally.

SADC 

Governments of SADC 
member states

Establish a focal point on migration: A focal point for migration should be established at the 
SADC Secretariat, focusing on issues related to labour migration, preferably located within the 
Social and Human Development and Special Programmes Unit. The focal point should focus on 
(cross-border) migration issues, including sectors that employ large numbers of migrants such as 
the commercial agriculture sector.

SADC

POLICY DEVELOPMENT AND IMPLEMENTATION

Facilitate easier movement of persons in the SADC region: Current efforts at economic regional 
integration within SADC aim to enhance regional economic development, as expounded 
in the SADC Trade Protocol, “…to enhance the economic development, diversifi cation and 
industrialization of the Region.”32 However, while it facilitates the movement of goods and 
capital, the Trade Protocol ignores the movement of labour, which is likely to move within and 
across national boundaries as it follows capital. Thus, SADC should facilitate easier movement of 
labour in the region.

SADC

Governments of SADC 
member states

Harmonize labour practices: SADC should develop, implement and enforce regional 
immigration agreements that regularise the movement and employment of people across 
borders. Regularising employment will facilitate: i) The formulation, implementation and 
monitoring of minimum working and living conditions for foreign migrants; ii) Protection 
under existing labour legislation; iii) Increased access to social services and healthcare services 
including VCT and treatment; and iv) Increased worker mobilisation by trade unions

SADC

Governments of SADC 
member states
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RECOMMENDATIONS STAKEHOLDERS 

Actively advocate for the implementation of the SADC Protocol on Health:33 Following this 
protocol, policies should be harmonized ensuring access to treatment for various diseases 
including HIV and AIDS, and STIs for all people in the SADC region, regardless of their country 
of origin, or legal status.

SADC

Government of SADC 
member states

Ratify international human rights treaties: National governments should ratify relevant 
international conventions on migrants’ human rights, especially the UN International 
Convention on the Protection of the Rights of All Migrant Workers and Members of Their 
Families (2003) and the ILO Convention No. 97 (Migration for Employment). 

Governments of SADC 
member states

Include migration-related issues in the national and local AIDS response: National AIDS councils 
and ministries of health should advocate for the inclusion of policies and programmes for 
reducing the HIV vulnerability of migrant commercial farm workers in national multisectoral 
AIDS response strategies. 

Further to national policies, SADC governments should formulate provincial/district policies and 
implement HIV and AIDS programmes that target migrant commercial farm workers.

Governments of SADC 
member states

RURAL DEVELOPMENT AND LAND REFORM

Promote disaster preparedness: SADC should strengthen regional response plans and capacity 
to respond to natural calamities, including strengthening the Famine Early Warning System 
Network (FEWS-Net) to gather and disseminate drought/fl ood watch information. This may not 
only provide support to those affected by natural disasters, but may also alleviate some of the 
structural factors that push people to migrate.

SADC

Give priority to the development of rural areas to prevent excessive out-migration from rural 
areas: SADC governments should more vigorously focus on rural development strategies within 
their national development plans, and adequate budgets should be allocated to develop and 
implement sustainable and gender sensitive rural development programmes. For example, 
rural and community development, income generation, and job creation projects should be 
promoted, particularly in migrant-sending areas. Also, governments should encourage private 
sector investment in rural areas through, for example, the provision of tax incentives.

Further, SADC governments should promote land reform programmes and rural agro-industries 
that process local agricultural products, taking into account principles of equity, economic 
viability and gender.

Governments of SADC 
member states

HIV AND AIDS RESPONSES

Sensitise commercial farmers on HIV and AIDS issues: This includes sensitisation on the possible 
impact of HIV and AIDS on their farming operations, and the need for workplace HIV and AIDS 
interventions. 

Further, Commercial Farmers’ Associations should facilitate access to farms for AIDS service 
organisations, development agencies, NGOs, etc. to conduct HIV and AIDS programmes.

Commercial Farmers 
and Commercial 

Farmers’ Association

Implement HIV and AIDS responses targeting commercial farm workers and surrounding 
communities: Participatory HIV and AIDS education, prevention, care and support programmes 
should be implemented in migrant sending/receiving sites (including adjacent communities) 
with a focus on gender dynamics and life skills training. 

These programmes should be based on the specifi c needs and circumstances of the target 
population, and the messages should be relevant, clear and communicated through appropriate 
channels.

Governments of SADC 

member states

Trade Unions, NGOs, 

CBOs, and Other Service 

Providers

Promote community participation in local HIV and AIDS responses: This includes ensuring the 
participation of commercial farm workers, CSWs living on and near farms and communities 
residing in areas adjacent to commercial farms in HIV and AIDS initiatives. Also, CSWs should 
be provided with skills training and income generating initiatives for possible alternative 
employment. 

Trade Unions, NGOs, 

CBOs, and Other Service 

Providers

WORKING AND LIVING CONDITIONS

Promote social cohesion and sense of community in commercial farming areas: Governments 
and commercial farm owners/managers, in collaboration with development agencies and 
NGOs/CSOs, should facilitate the establishment of community self-help initiatives on commercial 
farms. Community initiatives could include burial societies, women’s groups, solidarity group 
lending/stokvels, sports teams, etc. which would be run by commercial farm workers. Once 
established, these structures could also serve as entry points for other community/social 
initiatives, including HIV prevention and care  programmes.

Governments of SADC 
member states

Commercial Farmers 
and Commercial 

Farmers’ Association
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RECOMMENDATIONS STAKEHOLDERS 

Improve working and living conditions of commercial farm workers: In collaboration with 
national/local authorities and development agencies, commercial farmers may: i) Provide 
recreational facilities in commercial farming areas employing migrant workers; ii) Allow/
facilitate farm workers to live with their families at place of work; iii) Facilitate frequent contact 
between farm workers and their families; and iv) Enable farm workers to access health services 
v) Ensure compliance to all relevant labour rights regulations

Governments and local authorities can provide incentives (e.g. tax relief or subsidies) to farmers 
to improve working and living conditions. 

Trade unions can lobby for improvement of working and living conditions on commercial farms.

Commercial Farmers 
and Commercial 

Farmers’ Association

Governments of SADC 
member states

Trade Unions

GENDER 

Actively advocate for inclusion of gender in policies and programmes: SADC should continue 
to focus on and increase awareness on gender issues to decrease gender stereotyping and 
discrimination in the region. The SADC Gender Unit along with relevant partners should 
continue to monitor the gender commitments of SADC Member States under relevant 
international and regional treaties and advocate for the adoption of new and existing relevant 
international and regional human rights treaties.

Further, SADC should fi nalise, adopt and implement the proposed SADC Code on the Equality 
of Women and the Reduction of Risk of HIV Infection34; mainstream HIV and AIDS in the SADC 
Declaration on Gender and Development (1997)35; and develop a SADC Charter on Gender.

SADC

Ratify and implement human rights treaties on women’s rights: For example, the 1979 UN 
Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW),36 which 
all SADC member states have ratifi ed, needs more vigorous implementation. 

Governments of SADC 
member states

Provide public education on gender issues: Governments should continue to focus and 
increase awareness on gender issues so as to decrease gender stereotyping and discrimination. 
Governments should advocate for the mainstreaming of gender with all stakeholders in the 
commercial agriculture sector, including employers, trade unions, schools, media, churches, and 
other civic organisations. It is important to include men in all gender interventions.

Governments of SADC 
member states

Promote safer sexual practices: Governments should put in place policies and programmes that 
make male and female condoms available and affordable at all times at different geographical 
locations, including border posts. 

Governments of SADC 
member states

MIGRANTS’ RIGHTS

Protect migrants’ right to health: Both human rights law and public health imperatives require 
that migrants’ right to health be protected and promoted by governments and employers. 
Firstly, international human rights instruments explicitly recognise that human rights, including 
socio-economic rights and specifi c health-related rights, apply to all persons – migrants, 
refugees, and other non-nationals.37 Secondly, policies and strategies in migrant receiving 
countries should acknowledge that HIV transmission (as with any infectious disease) is bi-
directional. Failure by a host country to offer health services to migrants will impact negatively 
on the public health of that country.38 Foreigners (legal or irregular) should therefore have 
access to health services, including STI treatment, VCT and HIV and AIDS prevention and care 
programmes, indiscriminately.

Governments of SADC 
member states

Commercial Farmers 
and Commercial 

Farmers’ Association

Engage in education and awareness programmes: Governments at national and local levels 
should undertake public education and information campaigns to reduce xenophobia and 
discrimination towards foreign migrants and develop and enforce national laws criminalizing 
expressions of xenophobia.

Trade unions should advocate with governments and employers to increase their understanding 
of migration issues. Semi-skilled and unskilled migrant workers, especially if undocumented, will 
most likely not belong to trade unions. However, unions should be trained on migration issues, 
recognize this group of workers, and advocate for legal protection and minimum standards for 
them.

Further, trade unions should provide education and awareness on women’s rights, workers’ 
rights, general human rights, and prevention of sexual exploitation. In particular, healthcare 
providers, shop stewards and workers should be educated on workers’ labour and human rights 
with the aim of mitigating xenophobia and discriminatory practices towards migrant workers.

Governments of SADC 
member states

Trade unions
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section 3
Suggestions for further research

EXAMPLES OF HIV AND AIDS INTERVENTIONS WITHIN 
THE COMMERCIAL AGRICULTURE SECTOR
In 2005, IOM’s PHAMSA programme, in partnership 
with the Hlokomela Home Based Care, developed the 
Commercial Farm Worker HIV and AIDS Prevention 
and Care Project. The project targets commercial farm 
workers on 18 different commercial farms around the 
Hoedspruit area of Limpopo Province, South Africa, 
and aims to reduce HIV vulnerability of commercial 
farm workers, many of whom are migrant or seasonal 
workers, through: 

1) Advocacy activities among farm owners in order to 
establish HIV and AIDS programmes on farms and to 
adopt HIV workplace policies; 

2) Care and support activities focused on the training 
of commercial farm workers as care givers and 
providing home-based care to people living with HIV 
and AIDS; 

3) Behavioural Change Communication (BCC) activities; 
4) Provision of recreational activities to farm workers; 

and 
5) Gender training targeting male supervisors. 

There is a general lack of information on the impact 
of HIV and AIDS on the commercial agriculture sector, 
which makes it diffi cult to develop and monitor and 
evaluate policies and programmes adequately. Thus, it 
is recommended that research in the following areas be 
pursued to ensure the development of better policies 
and programmes on HIV and AIDS in the future: 
• Labour migration patterns and statistics in the 

commercial agriculture sector: To understand 
the target groups for interventions and their 
specifi c circumstances, more information is 
needed on the numbers and patterns of labour 
migration including: the direction, size, nature of 
migration; the routes and patterns of migration; 
and gender dynamics.

• Impact assessment and analysis of HIV and AIDS 
on the commercial agriculture industry: Anecdotal 
evidence shows that HIV and AIDS are already 
negatively impacting on the commercial agriculture 
sector through increased absenteeism, skills 
shortages, declining productivity and increasing 
costs. In order to inform better responses, public 
and private authorities involved in the industry 
should perform HIV impact studies. This can 
be done through (anonymous) HIV prevalence 
surveys, knowledge, attitudes and practices (KAP) 
surveys, and vulnerability assessments.

The analysis and recommendations outlined above are 
a synthesis of the consultative process IOM undertook 
during 2004 and 2005 with relevant stakeholders in 
the commercial agriculture sector in the SADC region. 
It is hoped and envisaged that these guidelines will 
contribute to reducing HIV infections and the impact 
of HIV and AIDS among workers in the commercial 
agriculture sector in the SADC region by the increased 
awareness of key stakeholders in the commercial 
agriculture sector of the factors that increase HIV 
vulnerability among commercial farm workers. In 
addition, it is hoped that the Guidelines will be actively 
used by stakeholders to develop policies, programmes, 
and interventions and will be utilised as a tool to 

advocate for HIV and AIDS programmes and policies 
in the sector. Lastly, it is hoped that the Guidelines 
may contribute to the development of regional/
national policies on HIV and AIDS in the commercial 
agriculture sector by policy makers making use of the 
recommendations in regional/national HIV and AIDS 
Strategic Plans and Policies. 

In addition to these Regional Guidelines on HIV and 
AIDS in the Commercial Agriculture Sector in the SADC 
region, PHAMSA has developed regional guidelines on 
HIV and AIDS for the construction and the informal 
cross border trade sectors. In the future, PHAMSA 
hopes to develop more regional guidelines for sectors 
that are characterized by high levels of mobility.

conclusion
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There are a number of regional and international declarations 
and treaties that require countries to address the health needs of 
migrants, mobile workers, refugees and internally displaced persons 
(IDPs) that work and/or reside within their borders. Most countries 
of the SADC region have committed to and/or ratifi ed these treaties 
and declarations. The most relevant regional and international 
treaties and declarations are listed below. These provide a tool for 
advocating with SADC governments for policies and programmes 
that will reduce the vulnerability of migrants to various diseases, 
including HIV and AIDS. 

First of all, it is important to place the HIV vulnerability of 
migrants and mobile populations in a human rights framework. All 
human rights, including the right to health, apply to all people – 
including migrants, refugees and other non-nationals. The Offi ce of 
the United Nations High Commissioner for Human Rights (OHCHR) 
and the Joint United Nations Programme on HIV/AIDS (UNAIDS) 
have issued the International Guidelines on HIV/AIDS and Human 
Rights in order to assist states and other organizations in creating 
positive, rights-based responses that will be effective in reducing 
the transmission and impact of HIV and AIDS. The principle outlines 
of non-discrimination, equality and participation are particularly 
important in the case of groups affected by societal discrimination, 
such as migrants and refugees.39 

GENERAL INTERNATIONAL AND REGIONAL TREATIES AND 
DECLARATIONS
The International Covenant on Economic, Social and Cultural Rights 
(ICESCR) recognizes the right of everyone to the enjoyment of the 
highest attainable standard of mental and physical health by all 
(article 12(1)).40  Article 12 (2) of the ICESCR states that steps to be 
taken by the states parties shall include those necessary for
• The improvement of all aspects of environmental and 

industrial hygiene
• The prevention, treatment and control of epidemic, endemic, 

occupational and other diseases.

In addition, the Universal Declaration of Human Rights (article 25) 
states that “everyone has the right to a standard of living adequate 
for the health and well being of himself and of his family, including 
food, clothing, housing and medical care and necessary social 
services”. This includes vulnerable groups such as migrants and 
mobile populations.41  

The International Convention on the Protection of the Rights of All 
Migrant Workers and Members of Their Families42 (2003) provides 
a set of binding standards to address the treatment, welfare, and 
human rights of both documented and undocumented migrants, as 
well as the obligations and responsibilities of sending and receiving 
countries. It recognizes the right of all migrant workers and their 
families to emergency medical care (article 28) and the right of 
documented migrant workers and their families to equal treatment 
with nationals, and access to health services (articles 43 and 44). 

Furthermore, it recognises the equality of migrant and state 
national workers with regard to safety, health and conditions of 
work (article 25), and urges state parties to ensure that working 
and living conditions of migrant workers and their families are in 
keeping with the standards of fi tness, safety, health and principles 
of human dignity (article 70). 

ILO Convention No. 97 on Migration for Employment (1949)43  
requires “… appropriate medical services … ensuring that migrants 
and members of their families enjoy adequate medical attention 

and good hygienic conditions at the time of departure, during the 
journey and on arrival in the territory of destination” (article 5). 
Further, the Convention requires that members “… undertake to 
apply, without discrimination in respect of nationality, race, religion 
or sex, to immigrants lawfully within its territory, treatment no less 
favourable than that which it applies to its own nationals in respect 
of …” remuneration, membership of trade unions and enjoyment 
of the benefi ts of collective bargaining, accommodation, and social 
security (article 6).

In 2000, the General Assembly of the United Nations adopted the 
UN Millennium Declaration (GA Resolution 55/2)44,  which outlines 
the commitment of signatory countries to achieving the Millennium 
Development Goals (MDGs). The MDGs are used as benchmarks in 
social and economic planning at national, regional and international 
levels, and serve as a common policy framework for the entire UN 
system.45 The UN Millennium Declaration also commits to taking 
“… measures to ensure respect for the protection of the human 
rights of migrants, migrant workers and their families, to eliminate 
the increasing acts of racism and xenophobia in many societies and 
to promote greater harmony and tolerance in all societies.”46 

The New Partnership for Africa’s Development (NEPAD)47, which 
was adopted in 2001, describes a number of objectives and actions 
that will improve the health of all Africans. For example, one 
of its objectives is “to strengthen programmes for containing 
communicable diseases” (paragraph 123), and it recommends 
actions “to lead the campaign for increased international fi nancial 
support for the struggle against HIV/AIDS and other communicable 
diseases” (paragraph 124). NEPAD also makes mention of the need 
“to reduce delays in cross-border movement of people, goods and 
services” and “recognises the need to harmonise border crossing and 
visa procedures” which will indirectly affect the HIV vulnerability of 
migrants and mobile populations (paragraphs 111-112).

Article 16 of the African Charter on Human and People’s Rights 
(1981) states that “[e]very individual shall have the right to enjoy the 
best attainable state of physical and mental health,” and that State 
parties “… shall take the necessary measures to protect the health 
of their people and to ensure that they receive medical attention 
when they are sick.”48 Further, The Protocol to the African Charter 
on Human and People’s Rights on the Rights of Women in Africa 
(2003) recognises the equal rights of African women, including the 
right to healthcare, sexual and reproductive health and the right to 
be protected against STIs including HIV and AIDS.49 

The SADC Charter of Fundamental Social Rights (2003), in article 
2(c), urges member states to “promote labour policies, practices 
and measures, which facilitate labour mobility, remove distortions 
in labour markets and enhance industrial harmony and increase 
productivity in member states”.50 

INTERNATIONAL AND REGIONAL TREATIES AND DECLARATIONS 
ON HIV/AIDS
At the United Nations General Assembly Special Session (UNGASS) 
on HIV/AIDS in June 2001, 189 countries (including all SADC member 
states) adopted the Declaration of Commitment on HIV/AIDS. The 
meeting was a historic landmark, acknowledging the scope of 
the HIV/AIDS pandemic and setting out “global actions” to this 
“global crisis”. The Declaration established a number of goals for 
the achievement of specifi c quantifi ed and time-bound targets on 
which progress all countries have to report on biannually.

appendix1
International and regional treaties and declarations
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Paragraph 50 of the Declaration acknowledges the needs of 
migrants and mobile populations as a vulnerable group that 
should be explicitly addressed: 

… by 2005 member states should develop and begin to 
implement national regional and international strategies 
that facilitate access to HIV/AIDS prevention programmes 
for migrants and mobile workers involving the provision of 
information on health and social services.51  

In April 2001, the heads of state and government of the 
Organization of African Unity (OAU) signed the Abuja Declaration 
on HIV/AIDS, Tuberculosis and Other Related Infectious Diseases52 
which declared AIDS a state of emergency on the African continent, 
and accorded the fi ght against HIV/AIDS the highest priority in 
national development plans. The declaration called on State parties 
to strengthen ongoing successful interventions and to develop 
new and more appropriate policies, practical strategies, effective 
implementation mechanisms and concrete monitoring structures at 
regional, national and continental levels. 

In Article 11, the Declaration acknowledges the particular 
vulnerability of migrants and mobile populations to HIV infection: 

We acknowledge that forced migrations due to war, confl icts, 
natural disasters and economic factors including unilateral 
sanctions imposed on some African countries, lead to an 
increased vulnerability and the spread of the disease. We 
note that special attention should be given to migrants, 
mobile populations, refugees and internally displaced persons 
in national and regional policies. We also note that special 
attention should be given to the problem of traffi cking in 
human beings and its impact on HIV/AIDS.

The SADC HIV and AIDS Business Plan: Strategic 5-Year Business 
Plan 2005-200953 describes the regional priorities that have been 
identifi ed by the SADC member states on HIV and AIDS. Output 
1.4 of the Business Plan states, “… policies on HIV and AIDS for 
migrant/mobile populations and displaced populations should 
be developed and harmonised.” This output specifi cally looks at 
four target areas: 1) high transmission areas like cross-border sites 

and high traffi c sites [..], 2) health issues for displaced and mobile 
populations including undocumented migrants, focusing on 
treatment continuity, health services, and messages [..], 3) transit at 
border points, and 4) antiretroviral treatment for migrants and the 
equity in treatment access across countries.

In July 2003, all SADC countries signed the SADC Declaration on HIV/
AIDS54 in Maseru, Lesotho (commonly referred to as “The Maseru 
Declaration”). In this Declaration, the SADC countries state that 
halting and rolling back HIV infection constitutes a top priority on 
the SADC agenda, and an integral part of the regional programme 
of eradicating poverty. Although migrants or mobile populations 
are not specifi cally mentioned, article 3c of the Declaration makes 
reference to the needs of people living close to national borders: 
“Enhancing the regional initiatives to facilitate access to HIV/AIDS 
prevention treatment care and support for people living along our 
national border including sharing of best practices.”

The SADC Protocol on Health (1999) highlights the need to harmonise 
and coordinate policies on HIV/AIDS/STIs. The protocol states that 
SADC member states “shall endeavour to provide high-risk and 
transborder populations with preventative and basic curative services 
for HIV/AIDS/STDs” (article 10(2)).55

The SADC Code on HIV/AIDS and Employment was adopted by the 
SADC Council in May 1997 as one of the responses to the HIV/AIDS 
crisis in the region. The code covers twelve policy components, 
which provide guidelines for workplace programmes and policies 
that should be developed. The 8th policy component of the Code 
“risk management, fi rst aid and compensation” makes reference 
to people on the move. It states, “[u]nder conditions where people 
move for work, government and organisations should lift restrictions 
to enable them to move with their families and dependents” 
(paragraph 8.3).

People who are in an occupation that requires routine 
travel in the course of their duties should be provided 
with the means to minimise the risk of infection including 
information, condoms and adequate accommodation 
(paragraph 8.4). 

The International Organization for Migration (IOM) is mandated 
to work with migrants, refugees, displaced persons and others 
in need of migration services or assistance.56 For the purposes 
of IOM’s work on HIV and AIDS, the term “migrants and mobile 
populations” refers broadly to people who move from one place 
to another temporarily, seasonally or permanently for a host of 
voluntary and/or involuntary reasons.57 IOM’s global policy on HIV/
AIDS, which is described in IOM’s position paper on HIV/AIDS and 
Migration,58 focuses on three target areas: 1) advocacy and policy 
dialogue; 2) capacity building and mainstreaming; and 3) research 
and information dissemination.

IOM’s response to HIV and AIDS targets migrants throughout 
all stages of their journey – before they leave, as they travel, in 
communities and countries where they stay and work, and after they 
return home. This often requires going beyond national approaches 
to develop regional and cross-regional approaches.

Cognizant of the increased vulnerability to HIV infection, IOM and 
the Joint United Nations Programme on HIV/AIDS (UNAIDS) signed a 
cooperation framework in 1999 to ensure that the needs of migrants and 
mobile populations are fully integrated into national and regional AIDS 

strategies and that these populations have access to adequate HIV/AIDS 
prevention as well as care and support.59 

Furthermore, in October 2004 IOM signed a memorandum of 
understanding (MOU) with SADC with the aim of developing 
and strengthening cooperation on matters of common concern 
regarding the growing regional challenges of migration; 
advancing understanding of migration issues; encouraging social 
and economic development through migration; and upholding 
the human dignity and wellbeing of migrants.60 

Given IOM’s mandate to work on all issues related to migration, 
and the afore-mentioned agreements with international and 
regional partners, IOM identifi ed the importance of addressing 
HIV and AIDS in the commercial agriculture sector in the SADC 
region. Owing to its linkages with other sectors, economic 
growth-generating characteristics, and the fact that the sector is 
labour intensive, the commercial agriculture sector is important 
for a country’s development. However, despite the fact that 
there is increased realization within the sector of the potentially 
devastating impact of HIV, there have been limited interventions 
to date. Thus, it is with urgency that IOM and other stakeholders 

appendix2
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end notes

realized the importance of addressing the issue of HIV and AIDS 
in the commercial agriculture sector. Recognising the high levels 
of labour migration in the commercial agriculture industry within 
and across borders of the SADC region, and acknowledging the 

need for a regional approach, IOM facilitated the development 
of these Regional Guidelines on HIV and AIDS for the Commercial 
Agriculture Sector in the SADC Region.

For more information on PHAMSA, please visit http://www.iom.
org.za/PHAMSA.html 
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