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1 Acronyms

AIDS Acquired Immunodeficiency Syndrome

ART Antiretroviral Therapy

ARV Antiretroviral

BASICS Basic Support for Institutionalizing Child Survival
BCC Behavior Change Communication

BLM Banja La Mtsogolo (family of the future in Chichewa)
FGD Focus-group discussion

HIV Human Immunodeficiency Virus

HTC HIV Testing and Counseling

ICBT Informal Cross-border Trader

IEC Information, Education, Communication

ILO International Labour Organization

IomMm International Organization for Migration

JHU Johns Hopkins University

MACRO Malawi AIDS Counseling and Resource Organization
MARP Most-at-risk population

MIDSA Migration Dialogue for Southern Africa

MoH Ministry of Health

MSH Management Sciences for Health

MSM Men who have sex with men

NAAF National HIV/AIDS Action Framework

NAC National AIDS Commission

NSO National Statistical Office

PEP Post-exposure prophylaxis

PEPFAR U.S. President’s Emergency Plan For AIDS Relief
PMTCT Prevention of mother-to-child transmission

PSI Population Services International

SRH Sexual Reproductive Health

TB Tuberculosis

UNAIDS Joint United Nations Programme on HIV/AIDS
USAID United States Agency for International Development




2 Glossary of Terms

Any condition which is transmitted directly or indirectly to a person from an infected person through the agency
of an intermediate person, host or vector, or through the inanimate environment. Communicable diseases

Communicable diseases ) - ) , : o o '
include, but are not limited to: influenza, tuberculosis, conjunctivitis, acquired immune deficiency syndrome
(AIDS), AIDS-related complex (ARC) and positive HIV antibody status, and sexually transmitted diseases.
Aworker whoisemployed by a company thatis contracted to provide certain services to the mother organization.
Contract workers

The worker may be employed as a permanent, temporary or seasonal worker (IOM, 2007b).

Cross-border traders

Cross-border migrants who move across an international border for the purpose of trade.

Displacement

A forced removal of a person from his/her home or country, often due to armed conflicts or
natural disasters (IOM, 2007b).

Drivers of the HIV epidemic

The term driver relates to key factors that increase people’s vulnerability to HIV infection (UNAIDS, 2008d).

Feminization of migration

The growing participation of women in migration. While the proportion of migrants who are women has not
changed greatly in recent decades, their role in migration has changed considerably. Women are now more likely
to migrate independently, rather than as members of a household, and they are actively involved in employment.

Gender

Refers to the socially constructed roles, behaviors, activities and attributes that a given society considers
appropriate for men and women (i.e. society’s idea of what it means to be a man or woman). These attributes
can change over time and from society to society.

High-risk zones

Generally defined as places where a large number of mobile people pass. Examples might be truck stops, train
and bus stations, market places, harbors, construction sites and customs zones (UNAIDS, 2001: 8).

HIV prevalence

Usually given as a percentage, HIV prevalence quantifies the proportion of individuals in a population who have
HIV at a specific point in time.

HIV vulnerability

Vulnerability results from a range of factors that reduce the ability of individuals and communities to avoid HIV
infection. These may include (1) personal factors such as the lack of knowledge and skills required to protect
oneself; (2) factors pertaining to the quality and coverage of services, such as inaccessibility of services due to
distance, cost and other factors; (3) societal factors such as social and cultural norms, practices, beliefs and laws
that stigmatize and disempowers certain populations (UNAIDS, 2008a).

Informal cross-border trade

Is defined as largely unrecorded trade of goods and services, passing through, and in the neighborhood of the
established customs points along the borders of countries (in the Southern Africa Development Community
region in this case).

Internal movement of people from one area to another within the same country.

Internal migration )
This movement may be temporary or permanent.
Irregular migrant
(leo knogn as Someone who, owing to illegal entry or the expiry of his or her visa, lacks the legal status in a transit or
wi
K host country (IOM, 2007a).
undocumented migrant)
. . The movement of persons from their home country to another or within their own country of residence for the
Labor migration
purpose of employment.
Migrant Person who freely chooses to move location (within a country or across an international boundary) for the

reasons of ‘personal convenience’and without intervention of an external compelling factor (IOM, 2004c).
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According to International Migration Law, a Migrant Worker is a person who is to be engaged, is engaged or has
been engaged in a remunerated activity in a state of which he or she is not a national (IOM, 2007b). However,

Migrant/Mobile worker . o ) - . e
g within southern Africa, internal and cross-border migrants have similar vulnerabilities and within the scope of
this report, no distinction is made between cross-border and internal migrants.
The process of moving either across an international border or within a state. It encompasses any kind of
Migration movement of people, whatever its length, composition and causes; it includes migration of refugees, displaced
persons, uprooted people and economic migrants (IOM, 2004c).
. . People who move from one place to another temporarily, seasonally or permanently for a host of voluntary and/
Mobile population P P P Y yore y y

or involuntary reasons (IOM Position Paper on HIV and Migration).

Multiple and Concurrent
Partnerships (MCP)

Overlapping sexual partnerships where sexual intercourse with one partner occurs between two acts of
intercourse with another partner (UNAIDS, 2009a).

Regular migration (also
known as documented
migrants)

Refers to people who migrate through recognized, legal channels.

Seasonal migrant worker

A migrant worker whose work by its character is dependent on seasonal conditions and is performed only
during part of the year (IOM, 2007Db).

Sex worker

Female, male and transgender adults and young people who receive money or goods in exchange for sexual
services, either regularly or occasionally, and who may or may not consciously define those activities as income-
generating (UNAIDS, 2009b).

Smuggling of persons

The procurement, in order to obtain, directly or indirectly, a financial or other material benefit, of the illegal entry
of a person into a state of which the person is not a national or a permanent resident. Smuggling, contrary to
trafficking, does not require an element of exploitation, coercion or violation of human rights (IOM, 2007b).

STis
(sexually transmitted infections)

Disease resulting from bacteria or viruses and often acquired through sexual contact. Some STls can also be
acquired in other ways (blood transfusions, IV drug use, MTCT). The term STl is slowly replacing STD in order to
include HIV infection (IPPF, 2008a).

The recruitment, transportation, transfer, harboring or receipt of persons by means of the threat or use of force
or other forms of coercion, abduction, fraud, deception, abuse of power or of a position of vulnerability or of the

Trafficking in persons giving or receiving of payments or benefits to achieve the consent of a person having control over another person,
for the purpose of exploitation (Protocol to Prevent, Suppress and Punish Trafficking in persons, especially women
and children, supplementing the United Nations Convention Against Transnational Organized Crime, 2000).
. Sex in exchange for something such as food, shelter, transportation or permission to go across borders
Transactional sex

(UNAIDS, 2008a).
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3 Executive Summary

This country report is part of a regional (southern Africa)
assessment commissioned by USAID and funded by PEPFAR. The
regional report aims to provide policy makers, donors and civil
society with a regional overview of migration patterns and the
HIV vulnerabilities faced by migrants and mobile workers, as well
as the HIV-prevention services available to them. It also identifies
opportunities and challenges for programming and prioritizes
key activities that should be pursued.

Data to inform the assessment was gathered in eight SADC
countries from existing literature, fieldwork research with
migrants and interviews with key stakeholders such as
government officials, healthcare providers and international HIV
organizations. In addition, a mapping exercise was performed to
illustrate the availability of HIV-prevention services to migrant
populations in selected sites.

In Malawi, the assessment specifically focused on commercial
agriculture workers, domestic workers and informal cross-border
traders (ICBTs).
The main factors found to increase vulnerability to HIV infection
for migrant workers (and the communities with which they
interact) were similar in all three chosen sectors. These are:
e long periods away from home
e dangerous working conditions
e single-sex accommodation
e boredom and loneliness
e impoverished social environments in which alcohol and
commercial and transactional sex are the only forms of
entertainment

e multiple and concurrent sexual partnerships

e lack of access to relevant IEC (Information, Education,
Communication) materials

e lack of access to health services

e power relations associated with the workplace and gender

e lack of policy framework to regulate migrants’ access
to health.

Country Assessment on HIV-prevention Needs of Migrants and Mobile Populations

This assessment found that despite the fact that public, private
and NGO health facilities exist in areas where migrant workers are
found, there are no HIV-prevention services or health programs
specifically targeted at migrants. This may be due to the lack of
a supporting policy framework to address migrants’ access to
healthcare specifically.

Although there are some large commercial agriculture
companies that do have workplace HIV-prevention programs,
most of the smaller farms do not have the resources to
provide such programs. Furthermore, due to the nature of
their work, domestic workers and informal cross-border traders
do not have access to workplace programs. The assessment
found that migrants’ access to the services is limited by the
following challenges:

*  Migrants have inadequate time to seek HIV-prevention
services. For example, ICBTs are usually away from home
for many days while domestic workers and commercial
agriculture workers are hardly given the opportunity to
seek the services.

*  Human resource shortages also limit provision of HIV
and AIDS services through clinics on the estates.

e The stigma associating condom use with promiscuity
discouragessome domesticworkersfromgettingcondoms
from public health facilities because of inadequate privacy
in dispensing condoms at these facilities.

e Staff at public health services are often not friendly to
clients, and occasionally keep clients waiting, which
tends to deter some domestic workers.

e Infrastructure problems limit increased provision of HIV
and AIDS services in some commercial tea farms where
employers run clinics accessible to farm workers.

Severalinterventionsarerecommendedtotargetthe vulnerabilities
faced by migrant workers in the above-mentioned sectors.

Policy-related recommendations
e Government should develop a policy framework
which clearly states that non-citizens are allowed to
access basic health services (including HIV-prevention
services) and which outlines specific activities for
reaching migrant workers and mobile populations.



Program-related recommendations:
Mobile health units (offering HIV prevention services)

should be introduced in isolated and/or informal
workplaces where migrant workers are present (such
as farming sites and borders).

Distribution of the female condom should be scaled
up by the government and NGOs working in HIV-

prevention so that female migrants are better able to
negotiate for safe sex.

Research-related recommendations:

More research should be conducted into migrant
workers in general and domestic workers in particular
in Malawi.

4 |Introduction

4.1

Background

This country report is part of a regional (southern Africa)
assessment commissioned by USAID, funded by PEPFAR
and undertaken by IOM.

The objective of the assessment is to provide policy
makers, donors and civil society with a regional overview
of the different patterns of migration and the associated
HIV-related vulnerabilities of migrants. Furthermore, it
identifies opportunities and challenges for programming
and prioritizes key activities that should be pursued.

These aims were achieved through the identification of
socio-cultural and behavioral risks and vulnerabilities
faced by migrants in specific sectors. In addition, a
mapping exercise of services was performed (one per
country) for various mobile and migrant populations
to ensure that approaches are tailored to the distinct
needs of different sectors and groups of migrants. Each
country report includes a synthesis of existing data from
multiple sources (such as the UN, government, NGOs
and migrants themselves) to ensure the use of data-
driven interventions that could be measured in terms
of implementation, outcomes and impact. In particular
the assessment acknowledges the SADC regional HIV
strategies, specifically the draft Policy Framework for
Population Mobility and Communicable Diseases in
the SADC Region that is currently under review. The
assessment primarily focuses on labor and irregular
migrants as these are the biggest migrant groups seen
in southern Africa.

4.2 Methodology

e A desktop review of existing and current research
on migration and HIV in Malawi was conducted, as
well as a review of existing legislation in Malawi as it
relates to migrant’s rights to health and HIV services;

e Acountry assessment mission to key areas in Malawi
was conducted from August to September. During
this mission, key informants such as representatives
from government, migration and health NGOs
(national and international) and representatives of
relevant sector and employers’ organizations were
interviewed using a standardized interview guide;

e Focus-group discussions were carried out with
migrantsand one-on-oneinterviewswere conducted
with the mobile or migrant workers, from whence
testimonials were drawn and recorded;

e Interviews with key international stakeholders (e.g.
UNAIDS) were carried out either in person or through
telephonic discussions;

e Key HIV-prevention services (government, NGO and
private) were mapped at one site in Malawi, namely
in the Mchinji District, a border district with Zambia.

4.2.1 Timeframe and set-up
This assessment took place between July and
November 2009. The

fieldwork was carried out by an IOM-contracted

literature review and
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4.2.2

consultant based in Malawi during a four-week

period between August and September 2009.
The data analysis of the field findings was
undertaken in October 2009. Key informant
interviews, focus-group discussions and one-
on-one interviews were conducted in Lilongwe,
Mchinji and Kasungu.

Rationale for choice of sectors

At a regional level, this assessment targets
eight SADC countries (Angola, Lesotho, Malawi,
Mozambique, Namibia, South Africa, Swaziland
and Zambia) and seven labor sectors. It explores
the traditional migrant sectors (commercial
agriculture, construction, mining and transport)
and also looks at sectors that have to-date been
somewhat ignored/overlooked by researchers
(namely domestic workers and informal cross-
border trade). In addition, the assessment pays
special attention to Zimbabwean migrants
(regular and irregular) living in South Africa and
other countries bordering Zimbabwe.

The choice of sectors in each country is based
on the economic importance' of the sector to
the respective target country and the relative
percentage of the migrant population within
the sector. Between two and four sectors were
chosen per country. The sectors chosen for
examination in Malawi were the commercial
agriculture, domestic work and the informal
cross-border trade sectors.

Commercial agriculture: Agriculture is the
mainstay of Malawi's economy, accounting
for over 38.6% of the Gross Domestic Product
(GDP), employing about 84.5% of the labor force
and accounting for 82.5% of foreign exchange
earnings. As such, it was imperative that this
sector be included in the assessment.

Domestic work: The domestic work sector is
to-date the sector least investigated in Malawi,
despite many reports of abusive conditions.
Furthermore, many of the people working in this
sector are migrants, albeit mainly internal.

1

Measured in terms of their contribution to GDP

Country Assessment on HIV-prevention Needs of Migrants and Mobile Populations

Informal cross-border trade (ICBT): ICBT forms
a substantial percentage of economic activity
in southern Africa although it is almost entirely
undocumented. Most existing studies on ICBTs
in Malawi (such as Minde and Nakhumwa, 1998)
have concentrated on the economic aspects while
very little is known about the migration patterns
of ICBTs and their vulnerability to HIV and AIDS.

4.3 National migration trends

Malawi shares borders with Mozambique, Zambia and
Tanzania. Its borders are very porous as there are many
unofficial crossing points along all of these borders. The
population of Malawi is estimated at 13.1 million, with 6.7
million females and 6.4 million males (National Statistical
Office (NSO), 2008). More than 80% of the country’s
population live in rural areas and are predominantly
involved in subsistence agriculture. Malawi is divided into
three administrative regions, namely southern, central
and northern. It has four cities (Lilongwe, Blantyre, Zomba
and Mzuzu) and 28 districts out of which 13 are in the
South, nine in the Centre and six in the North.

Malawi has one of the highest population growth rates
in the world, estimated at 32% between 1998 and 2008,
representing an annual growth rate of 3.2% (ibid.). Such a
growth rate has put pressure on agricultural production
resources (particularly land) for subsistence farmers.
Consequently, some people have migrated from rural to
urban areas in search of jobs. An Integrated Household
Survey conductedin 2005 shows that 8% of the population
had moved from rural to urban areas (National Statistical
Office, 2005) in the last few years. Internal migrants mainly
come from the southern region of Malawi. It seems the
high poverty levels and population density (189 per sq.
km) in this region (compared to a population density of
154 per sq. km in the central and 63 per sg. km in the
northern regions) (National Statistical Office, 2008) put
great pressure on resources, making migration the only
option for many.

However, the most common type of internal migration is
rural to rural migration. According to the last Integrated
Household Survey done in 2005, more than 75% of
households had moved from one rural place to another



4.4

during that year. Commercial farm workers who participated

in this assessment fall under this category. It appears that
commercial farm workers migrate with their families; however,
one of the spouses typically visits home at least once a year.

There is also migration from outside Malawi (from
neighboring countries as well as Pakistan and India). The
Ministry of Home Affairs reported that Malawi is perceived
to have reasonably tolerant immigration rules and foreign
migrants have taken advantage of this. Recently, some
migrants from Pakistan and India have used Malawi
to transit into South Africa (Key informant interview,
August 2009). However, compared with migrants from
neighboring countries such as Tanzania and Zambia, the
Pakistani and Indian migrants are a minority. Informal
cross-border traders (ICBTs) from Tanzanian and Zambia
enter the country as visitors.?

In southern Africa anecdotal evidence reveals a striking
increase in migration by women, who traditionally
remained at home while men moved around in search
of paid work (UNFPA, 2006). The traditional pattern of
migration within and from Africa, which has been male-

Sector Specific Migration Trends

4.4.1 Commercial Agriculture Sector

dominated, long-term and long-distance, is increasingly
becoming feminized. A significant share of these migrant
women is made up of those who move independently
to fulfill their own economic needs; they are not simply
joining a husband or other family members. Lack of
education often restricts women to the informal trading
sector or domestic work, while also putting them in
danger of resorting to more vulnerable means of income
generation. The increasing mobility of women as traders,
laborers, sex-workers and refugees has been referred to
as the feminization of migration (Dodson and Crush,
2000). A number of factors explain the feminization
of migration, which includes political and economic
shifts, poverty and changing social traditions (Dodson
and Crush, 2000). Moreover, the social construction of
gender and sexuality underpins the HIV vulnerability of
migrants and mobile workers. Gender norms supporting
many sexual partners and endorsement of multiple
sexual partnerships are often found among migrant men,
exacerbating HIV vulnerability. Indeed the focus-group
discussions held with cross-border traders and domestic
workers revealed that the majority of people who work in
these sectors are women.

General sector information: In Malawi, the agricultural sector is dualistic, comprising the small-scale and estate sub-sectors. Tobacco, tea,
sugar and coffee are some of the crops grown in the estate sub-sector. Tea estates are located mostly in the Mulanje and Thyolo districts in
the southern region. Tobacco estates are found mostly in the central region districts of Kasungu, Mchinji, Ntchisi and Dowa, and Mzimba in
the northern region. Sugar estates are found in Chikwawa in the southern region and Nkhotakota in the central region. There are a few coffee
estates, mostly in the Thyolo and Zomba districts in the south and Mzimba district in the north (Malawi Government, 1997).

Workforce: Evidence from FGDs shows that most of the commercial farm workers on tobacco estates migrate from the southern region
(Mulanje and Thyolo) and parts of the central region (Dedza, Dowa and Ntcheu, among others).

Due to labor demands for tobacco production, the majority of commercial farm workers on tobacco estates travel with their families in order
to supplement production labor. Usually a spouse goes back home at least once a year (more frequently if required).

The urban-based tobacco processing factories, such as Limbe Leaf Tobacco Company (LLTC), Alliance One and Premium Tobacco, employ
workers who migrate from their rural-based homes. The majority of the workers in the processing factories are seasonal; they only work from
around April to September and spend the rest of the year at home.

Work environment: The majority of the estates in Malawi utilize labor-intensive modes of production, and many of them employ tenant
farmers™ (IOM, undated, HIV Vulnerability and Migrant Farm Workers in Southern Africa). Commercial farm workers typically work in alien
environments, may be separated from their families for long periods of time, are subjected to poor and dangerous working and living
conditions and suffer from boredom and loneliness (IOM, 2008). This was substantiated by FGDs with commercial farm workers who reported
their poor working and living conditions, including their inadequate access to health and HIV-prevention services.

* Type of commercial farm workers who work on annual farming contracts.

2 Visitors are officially allowed to stay in the country for a maximum of
one month per visit; they must renew their permits for a longer stay.

Country Assessment on HIV-prevention Needs of Migrants and Mobile Populations



4.4.2 Informal Cross-border Trade (ICBT) Sector

General sector information: There is evidence of ICBT between Malawi and its neighbors — Zambia, Mozambique and Tanzania (Minde and
Nakhumwa, 1998). This trade occurs among communities residing along the porous border areas, and includes both agricultural and non-
agricultural commodities.

Workforce: Informal Cross-border Traders are both Malawian and foreign — such traders being mainly from Zambia, Tanzania and Zimbabwe.
(This assessment focused on foreign ICBTs because the assessment issues were relevant to this category of ICBTs.)

A study of female ICBTs conducted in Botswana, Malawi, Mozambique, South Africa and Zimbabwe found that of the 182 women surveyed
in Blantyre (Malawi), 127 were Malawians while the rest were from neighboring countries such as Botswana, Mozambique, South Africa and
Zimbabwe.

Border officials in Mchinji estimated that on average 143 people (more than half of which are ICBTs) pass through Mchinji Border using passports
daily, while an estimated 17-20 people pass through the same border using a border pass.”* They estimated that the average stay in Malawi for
ICBTs is one week. Generally, more people pass through the border at the end of the month.

Work environment: Informal cross-border traders are constantly on the move. They spend extended periods of time in high HIV transmission
areas, particularly cross-border areas where there are limited sanitation, accommodation and entertainment facilities.

*%

A border pass is an authorization document border officials give to people staying around the border areas, allowing them to cross into the
country. The border pass only allows border residents to travel up to 10km from the border. A border pass is given regardless of whether one
has a pssport or not and it is specifically intended for border residents.

4.4.3 Domestic Work Sector

General sector information: Domestic work is a large sector of employment, mainly for women but also men and children, in southern Africa
(Cockerton, 1997). However, very little research has been conducted on this group in Malawi.

Workforce: In the areas studied during this assessment, it was found that there are more female than male domestic workers. The female
domestic workers living in Lilongwe are mostly from Ntcheu (central region of Malawi) and Mulanje (southern region of Malawi).

Assignificant proportion of domestic workers travel from their rural-based homes to the urban areas to work as domestic workers. Evidence from
FGDs conducted with female domestic workers in Lilongwe suggests that most migrant female domestic workers were married previously
but are now divorced or separated. They usually travel to town alone, leaving their children in the care of relatives. Male domestic workers are
usually young men, predominantly unmarried. Both men and women travel back home at least once a year.

Work environment: Overall the working conditions are hard. Domestic workers work long hours for low pay. They frequently live in isolation,
separated from families and support systems for long stretches of time. They are often housed at the residence, where they are employed in
basic accommodation, and have few recreational facilities (Peberdy and Dinat, 2007).

While some domestic workers may have full-time, permanent jobs, for many the work is largely casual, part-time or temporary. This insecure and
poorly paid livelihood option pushes many women in the sector to supplement what they earn with sex work, or to engage in transactional
sex in order to secure shelter and other basic survival needs (Peberdy and Dinat, 2005).

Country Assessment on HIV-prevention Needs of Migrants and Mobile Populations



5 HIV Vulnerabilities: Migrants’ Perspective

The national HIV prevalence in Malawi is 12% — which equates to
between 800,000 and one million Malawians living with HIV in
2007.HIV prevalence among sexually active adults is higher among
females (13%) than males (10%) (Malawi Government, 2007).

5.1 Commercial Agriculture Sector

Men who are employed on commercial farms in rural
areas are most often economically better off than the
local men. In this respect, these male commercial farm
workers draw the attention of local women, married
or otherwise, who may have their own financial and
sexual needs. Reports of male commercial farm workers
having sexual relationships with local women were
given during FGDs conducted at two tobacco estates
in Kasungu. For example, a commercial farm worker in
Kasungu said that he was involved in at least three sexual
relationships with married local women and was regularly
having unprotected sex.

Infact, it was reported at both estates that many workers
were dying from HIV-related illnesses. Within the
three years prior to the assessment, one commercial
farm had lost four workers, including the manager, due
to HIV-related sicknesses. Some commercial farm owners
are taking unusual measures by insisting that all workers
on the estate be married and stay with their spouses on
the farm. A commercial farm owner reported that he has
special sessions when he talks to his workers about HIV
and AIDS. Elsewhere, host communities blame migrants
for spreading HIV in the communities through their
sexual liaisons with locals (IOM, undated, Briefing Note on
HIV and Migration in Malawi).

Commercialfarm workers have limited opportunities to
seek health services generally because the employers
hardly give them time off work to seek these services
unless they look sick.

In a study commissioned by IOM which focused on a
number of countries including Malawi, HIV vulnerability of
the commercial farm workers was found to be high, whether
or not their spouses or partners were with them, due to
power imbalances between older male farm workers
and younger spouses as well as gender disparities in the
ability to negotiate condom use, and alcohol use.

5.2

5.3

Informal Cross-border Trade Sector

Informal cross-border trade (ICBT) contributes immensely
to socio-economic development in the southern Africa
region but ICBTs are often not formally recognized and
included in policy formulation (including policies on HIV
and AIDS). In many countries such as Malawi there are no
formal associations representing them.

Structural factors which increase ICBTs' vulnerability to
HIV and AIDS include unbalanced distribution of
resources, unemploymentin rural areas, socio-economic
instability and political unrest, limited development
and implementation of labor rights frameworks, non-
recognition of their status as traders and gender
inequalities. Environmental factors include extended
periods of time spent in high-transmission areas,
particularly cross-border areas, poor working conditions,
limited access to healthcare services and lack of HIV and
AIDS services. Individual vulnerability factors include
low HIV and AIDS knowledge and risk perception and
low perceived self-worth.

The majority of women who engage in informal cross-
border trade usually do not have enough money to meet
their transport, food and accommodation needs. Some
of them therefore resort to finding ‘man-friends’ to
provide for these needs in exchange for sex. ‘They
usually have to find a man friend to meet transport needs,
another man friend to meet accommodation needs
and another man friend to meet their food needs’ (FGD
participant, Mchinji-Chipata Border). These practices put
them at risk of HIV infection. FGDs showed that being away
from home, consumption of alcohol, the need for money
to supplement household income, security of goods,
polygamy and mistrust between partners were the reasons
frequently cited by female border traders for indulging in
extramarital sex (Malawi Government, 2004).

Domestic Work Sector

Both domestic workers and commercial farm workers
said that when people migrate from their homes with or
without their spouse in search of employment, they find
themselvesin an alien place where they do not know the
people there. When they engage in sexual relationships,
they do so not without really knowing who they are
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having relationships with. In most cases, the local people
know who the ‘promiscuous lot is and who are not’ but
they don't tell the migrant workers, hence the migrant
workers find themselves in sexual relationships which
put them at risk of contracting HIV.

Sometimes female domestic workers run away from
abusive relationships at home in search of a more

independent life. As one informant revealed:'| know of a

woman who runs away from her husband to come and
look for work and she got herself two boyfriends. She
tells me she is doing it to get money to send home
to support her children back home. Her husband is
also saying that when she goes back to the village, they
will get back together’ (one-on-one interview, Mchiniji,
August 2009).

6 HIV-Prevention policies

relating to migrants/migration

Malawi is one of the few countries in the region where no
identification is required to access public health services. As such,
many foreign migrant populations are able to access public health
services. This was confirmed during interviews with ICBTs based
in Mchinji and Lilongwe who reported that they were able to
access public health services. While acknowledging that virtually
anyone can access public health services in Malawi, the Ministry of
Health observed that there is no specific migration health policy
or guidelines in Malawi. The following are some of the key policies
and guidelines related to HIV and AIDS in Malawi.

6.1 Malawi: National HIV and AIDS Policy (2003)
This policy provides a framework for the strengthening
of a coordinated multi-sectoral response to the HIV
epidemic. The policy also provides a framework for the
reduction of HIV vulnerability, to improve the provision
of treatment, care and support for people living with
HIV/AIDS (PLWHAs), and to mitigate the socio-economic
impact of the epidemic. Significantly, the policy provides
a framework for all public and private-sector workplace
policies and programs.

Despite not clearly defining what is meant by the
term ‘mobile populations, it does define the group as
vulnerable. One of the guiding principles on which the
policy is based is the promotion and protection of human
rights, particularly those of vulnerable populations. The
policy recognizes mobile populations as a group that
can be discriminated against, and that may be less able
to fully access services for HIV prevention, treatment,
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care and support. In addressing the vulnerability of
mobile populations, the policy commits government
and the private sector to identify, address and reduce
the vulnerability of all mobile groups to HIV, including
their living and working conditions. It also stipulates that
government will collaborate with regional institutions
such as southern Africa Development Community (SADC)
and International Organization for Migration (IOM) in
developing regional responses to HIV.

The Extended National HIV/AIDS Action
Framework (NAAF) (2010-2012)

The overall goals of the Extended NAAF are to prevent the
spread of HIV infection among Malawians, provide access
to treatment for PLWHA and mitigate the health, socio-
economic and psychosocial impact of HIV and AIDS on
individuals, families, communities and the nation.

Interms of HIV prevention, the Extended NAAF specifically
targets multiple and concurrent partnerships, discordant
(MARPs).2
Transportation workers are the only mobile population

couples and  most-at-risk  populations
that are specifically mentioned and targeted in the NAAF,
otherwise other mobile or migrant populations are not
singled out in the framework. Consequently, none of its
objectives and strategies specifically address migrants

and their need to access prevention services.

Malawi HIV-prevention Strategy (2009-2013):

The overarching goal of this strategy is to reduce new HIV

3

According to the Extended NAAF, MARPs include MSM, sex workers,

high-risk professional groups (transport, police, teachers).



infectionsinordertofurthermitigatethe burdenandimpact
of HIV and AIDS in Malawi. The strategy has the following
eight strategic objectives (a) reduce sexual transmission
of HIV (b) prevent mother-to-child transmission of HIV (c)
prevent HIV transmission through blood, blood products
and invasive instruments (d) increase access to quality
of and linkages between services and interventions (e)
address the cultural, social and economic environment to
support reduction of HIV risk and vulnerability (f) promote

legal and human rights issues that reduce HIV risk and
vulnerability (g) increase the capacity and strengthen

systems and structures to support, manage, expand and
sustain the national prevention response and (h) monitor
and evaluate the national prevention response.

The strategy singles out long-distance truck drivers as
needing HIV-prevention interventions. The strategy is
silent on other mobile and migrant populations.

/7 Findings from Fieldwork: HIV-Prevention
Services and Programs in selected sectors

7.1

Commercial Agriculture Sector

The assessment found that there are no existing HIV-
prevention programs or services that specifically target
migrant workers or mobile populations. As such, the
following list of programs and services are those that
exist in Mchinji, Kasungu and other areas in the country,
and can be accessed by migrant workers and mobile
populations free of charge (except in cases where such
services are provided by private health facilities). Interviews
with District Health Offices, World Vision International
and Banja La Mtsogolo (BLM) in Mchinji and Kasungu
showed that internal and external migrants, including
farm workers, have access to HIV-prevention services. This
was confirmed by one-on-one interviews with migrant
workers who reported that they are able to access the
services whenever they have the opportunity to do
so. Therefore, the following programs and services are
available and accessible to migrants and non-migrants.

e Public health facilities such as Mchinji and
Kasungu District Hospitals* provide HIV Testing and
Counseling (HTC), antiretroviral treatment (ART),
prevention of mother-to-child transmission (PMTCT),
post-exposure prophylaxis (PEP), [EC (Information,
Education, Communication) through posters, leaflets
and brochures usually in English and Chichewa
(vernacular), male and female condoms. Third-tier
health centers also provide HTC, PMTCT, IEC through
posters, leaflets and brochures usually in English and
Chichewa, and male and female condoms.

4

Second tier.

e In addition to the public health services in the
assessment districts (Mchinji and Kasungu), there
are district hospitals in almost every district (except
Likoma, Neno and Phalombe) and many health
centersacross the country where mobile and migrant
populations can access HIV-prevention services.

e USAID in Malawi supports the following partners
in providing HIV-prevention services: Management
Sciences for Health (MSH), Pact, Population Services
International  (PSI), Johns Hopkins  University
(JHU), BASICS, Light House and the National AIDS
Commission.  These partners implement HIV-
prevention programs which focus on HIV Testing
and Counseling (HTC), prevention of mother-to-
child  transmission  (PMTCT), behavior change
communications (BCC), access to free as well as socially
marketed condomsand biomedical prevention (blood
and injection safety). There is at least one USAID-
funded NGO partner in each district in Malawi.

e NGOs such as World Vision International (WVI),
Adventist Relief Agency (ADRA)andBanjal.aMtsogolo
(BLM) provide HTC and IEC to the general population.
However, in addition to the general population, BLM
targets young people with reproductive health
services, specifically focusing on socially marketed
condoms. Most of the services provided by the NGOs
are free. Mchinji District Hospital, WVI in Mchinji and
BLM reported that some migrants from Zambia
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access HIV-prevention services. In fact, the District
Health Officer in Mchinji reported that so many
migrants from Zambia access public health services
in the district that this causes medical supplies to run
out frequently in the respective facilities.

e Private clinics (e.g. ITES in Mchinji) provide a limited
number of HIV-prevention services such as HTC and
IEC. As a private clinic, everyone including migrants
can access the services as long as they can afford
the charges.

*  Workplace policies and programs have been developed
by some of the larger commercial agriculture
companies. However, smaller companies do not have
such programs. Furthermore, due to the nature of their
work, domestic workers and informal cross-border
traders do not have access to any such programs.

Despite the presence of the above generalized services,
farm workers face the following challenges in accessing
HIV-prevention services:

e Limited opportunity to access the services because
health facilities are either too far away or employers
are unwilling to allow workers to seek HIV-prevention
services unless they look sick.

e Infrastructure problems limit increased provision
of HIV and AIDS services at some tea estates where
employers run clinics accessible to the workers.
At Kasungu tobacco estates and some tea estates,
human resource shortages also limit provision of HIV
and AIDS services through clinics on the estate.

Informal Cross-border Trade Sector

InMalawi, public healthand HIVand AIDS services are available
toall Malawians free of charge. Lack of a national identification
system makes it difficult to identify service users in terms of
whether they are Malawians or not, more so given the similar
physical and cultural characteristics between Malawians and
people from neighboring countries. Although there is no
specific policy from government that states that non-citizens
can access basic public health, the Ministry of Health clearly
reported in key informant interviews that 'no one in Malawi's
public health facilities has ever been refused access to health
services on grounds of being non-Malawians' (key informant
interview, Lilongwe, August 2009). However, the Ministry
acknowledged that there is a possibility that some migrants,
particularly illegal ones, would not visit a public health

7.3

facility for fear of being apprehended (ibid). This implies
that while literally everyone can access health services, lack
of a deliberate policy framework on migrant health could be
scaring away migrants in need of the services.

FGD findings and literature have shown that ICBTs
occasionally seek HIV-prevention services. However, most
of those who sought the services did so in their home
country rather than in the country of business (Peberdy
et al, 2008). The following are the main challenges ICBTs
face in accessing and using HIV-prevention services:

e Because of the time constraints facing informal
cross-border traders they hardly have time to access
healthcare, and only tend to do so if they feel sick.
They are always on the move in and out of their
home country (ibid.).

e In Malawi, foreign traders may access HIV-prevention
services as long as they disguise themselves as
Malawians. Given the cultural similarities (including
similarities in names), it is possible for Zambians,
Zimbabweans andTanzanians to disguise themselves
in order to access the services. In some cases, the
traders have to lie about their real identity in order
to get assistance. FGD findings showed that they can
be refused access to the services if their real identity
is known to the service providers.

Domestic Work Sector

Domestic workers in Malawi are able to access the same

HIV-prevention services listed above which are available to

the general population. The following factors, however, limit

the accessibility of such services for domestic workers:

e Domestic workers usually work from early morning
to late at night, six days a week and in some cases
seven days a week. They do not have time to seek
medical assistance let alone HIV-prevention services.
Male domestic workers who participated in the
FGDs suggested the need to introduce mobile HIV-
prevention services targeting domestic workers.

e The stigma associating condom use with promiscuity
discouragessomedomesticworkersfromgettingcondoms
from public health facilities because of inadequate privacy
in dispensing condoms at these facilities.

e Staffat public health services are often not friendly to
clients, and occasionally keep clients waiting, which
tends to deter some domestic workers.
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8 Gaps, challenges and recommendations

Gaps & Challenges

Lack of deliberate strategies to prevent HIV

among migrants.

Farm workers have limited opportunities to access
health services because facilities are either too far
away or employers are unwilling to allow workers to

seek HIV-prevention services unless they look sick.

Staff from most public health services are sometimes
not friendly, especially to foreign migrants, and
they can keep clients waiting which makes migrants
reluctant to use public health facilities.

The long and inflexible hours faced by many
domestic workers means they often do not
have time to seek medical assistance let alone

HIV-prevention services.

Due to time and business constraints, informal
cross-border traders seldom seek healthcare and

HIV-prevention services when travelling.

Where workplace HIV policies exist, such as in the
farming sector, resource constraints often mean
they do not fully meet the needs of mobile and

migrant workers.

Gendered power relations among farm workers
and other migrant groups make it difficult for
women to insist on condom use by their partners.

The stigma associating condom use with

promiscuity discourages some domestic workers

from getting condoms from public health
facilities because of inadequate privacy in
dispensing condoms at these facilities.

Lack of awareness of the special needs of
migrants at the policy and service provider level.

X

Recommendations

Policy: In order to produce HIV programs that
are targeted at migrants, the Government
should develop a policy framework with specific

activities to reach these groups.

Policy: The Government should seek to expand the

options for legal entry and stay in the country and
adopt a human rights based approach in the provision
of health services to migrants, regardless of their status.

Programs: Healthcare workers should be
sensitized to the specific needs and health-related
rights of migrant workers and their families.

Programs: In order to reach migrant workers in
isolated and/or informal workplaces (such as in
private homes, at borders, mines and agricultural

sites), targeted programmes that would provide HIV-
prevention services to migrant workers, need to be
implemented by government, non-governmental
and faith-based organizations. Mobile units with HIV-
prevention services should be scaled-up.

Programs: Government and non-governmental
organizations should scale-up the distribution of
female condoms and programs promoting their use.

Programs: Government and NGOs should

increase efforts to reduce HIV and condom-
related stigma among migrants through
education and behavior-change programs.

Programs: Health service providers should raise
the profile of migration health issues through
training and orientation on migration health.

Research: More research and data is needed

on the movements of mobile and migrant

populations (internal and foreign) and on
their living and working conditions in Malawi,
especially in sectors such as domestic work.




Mapping

9.1

Localized, Detailed Mapping of Services

A localized, detailed mapping of health services was
conducted in Mchinji District, a border district with
Zambia. There are four main health facilities around
Mchinji District headquarters which are accessible to
mobile populations.

Mchinji District Hospital: This is a public health facility
and a referral for 16 smaller public health facilities in the
district. Malaria, pneumonia, diarrhea and HIV and AIDS
related illnesses are the most common diseases treated at
the facility. Mchinji District Hospital has two medical doctors
and more than 20 nurses.” Like all public health facilities in
Malawi, the hospital provides all services free of charge to
its users. Mchinji District Hospital provides HIV Testing and
Counseling, ART and treatment of Sexually Transmitted
Infections, counseling, PMTCT, free condoms, PEP and IEC.

Mchinji Banja La Mtsogolo (BLM) Clinic: Banja La
Mtsogolo (in vernacular Chichewa“family for the future”) is
one of the leading sexual health providers in the country.
BLM is a member of Marie Stopes International and has
clinics in most of the districts in the country. The clinic
in Mchinji treats malaria, upper and lower respiratory
infections and Sexually Transmitted Infections (STls). All STI
treatment is free. The clinic has no doctor but one Clinical

5
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The doctor in charge could not give exact figures.

Officer and two nurses. HIV and AIDS services provided
include HIV Testing and Counseling, treatment of Sexually
Transmitted Infections, counseling, free male and female
condoms and IEC through on-site health education and
brochures, leaflets and posters which are usually in English
and Chichewa (vernacular language). All these services
are available to Malawians and non-Malawians. The clinic,
however, does not provide PMTCT, PEP and ART.

ITES Private Clinic: TES is a private clinic and most of its
services are not free to Malawians or non-Malawians. The
clinic has one Clinical Officer and two nurses. In terms of
HIV and AIDS services, ITES clinic provides IEC, PMTCT and
treatment of Sexually Transmitted Infections. Brochures,
leaflets and posters are usually in English and Chichewa.
It does not provide HTC, ART and condoms.

World Vision International (WVI): World Vision is an
International  Non-Governmental Organization which
implements various health and non-health project
interventions in the communities. In Mchinji, it works
closely with the District Health Office. WVI provides on-site
HIV testing services, pre-counseling HIV services and IEC
through leaflets, brochures and posters. The organization
does not provide PMTCT, PEP and ART. Where applicable, STI
patients are referred to the nearest public health facility.



10 Migrant Stories

10.1 ICBT Sector

| am a female ICBT whose mother is Malawian and father is Zambian. | am a holder of both Malawi and Zambian passports.
When travelling to Zambia, at times | use a border pass or | use the unofficial routes. | came to Malawi with my mother after
my father died in Zambia. | chose to come to Malawi to do informal trade because there is a lot of competition in Zambia
and you need a bigger capital outlay to start a business in Zambia than in Malawi. | travel between Malawi and Zambia once
every month but can travel more if demand for my goods is high. Most Malawian and foreign female traders in Malawi have
failed marriages.

When | go to Zambia to buy commodities to sell in Malawi, | use official border routes. However, when | am returning, |
sometimes use unofficial border routes in order to evade payment of customs duty. There are times when we are caught by
immigration officials using the unofficial routes. At times they demand money from us or they confiscate our goods.

When we have health problems, we usually go to private clinics or the Kamuzu Central Hospital in Lilongwe. Malawi does
not have strict rules on identity cards. We also get treated even at the Light House to access ARVs. All they need is where
you live and you just give them your friend’s details and you can get treated. But when you are getting operated on then
you will have to pay. | once heard of a Tanzanian who got so sick and when they realized she was foreign, she was asked to
pay. Private hospitals are faster and they don't ask your nationality. Most migrants go to Mtengowathenga Hospital (privately
owned hospital, owned by the Roman Catholic Church in Malawi) where they have the best medication. They can access all
the available services, operations and Tuberculosis (TB) treatment as long as they can pay.

Women are more vulnerable to HIV and AIDS than men because they buy goods and use a truck (the women travel as a
group). The truck can breakdown or the driver can just park it and ask for sexual favors. | believe vulnerability applies to both
internal and external migrants because the migratory nature of informal trade puts any migrant at risk of contracting HIV.
They have these additional relationships. They do it for money and favors and other pleasure. Both men and women can
have the relationships. These days, men also have these relationships just to benefit from their money. Some are long term,
others are short term, depending on the goal.

The HIV programs usually target the locals but there are some times we get involved if we have a sick friend. People can
access HTC but many are not keen. However, they can access ARVs without problems because they don't ask for identity
documents.

Condoms are available in Clinics and Hair Salons. There are vendors who sell them as well. Female condoms are also available
but they don't sell well even at border posts where you can get them. The challenge is people always think of their business
first more than getting condoms and that is why they end up not even taking them.
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10.2 Commercial Agrigulture Sector

Five years ago, | left home in Zomba' for the first time to come to Kasungu (in the central region) to look for employment. |
was with my uncle. My brother had been here earlier and advised me to come and look for employment. | left Zomba with
only K5 on me and my uncle had his own money, thinking this was adequate to meet our transport and food needs to get
us up to Kasungu. However, when we reached Lilongwe, we ran out of money. We slept in a bus depot and by morning we
started walking towards Kasungu, a journey of 125 kilometers. We travelled for two days without food, sleeping in the bush
at night and doing most of the walking during the day. At some point, we ignored advice against drinking water from Bua
River, which was heavily infested with crocodiles. Fortunately we drank the water without any crocodile attacks. While on our
way, a sympathetic person gave us a lift to Kasungu district headquarters. We slept at the district headquarters preparing for
another part of the journey to reach the final destination, 30 kilometers away. In the morning we started off, finding another
sympathetic person on the way who gave us a lift. By the time we arrived, our legs were so swollen that we couldn't walk.
A community leader gave us shelter and nursed us for three days. When we got better, he escorted us to Press Agriculture’s
Estate #192 where we were well received and that'’s when we realized that we had finally arrived. | came to this estate (Estate
#47) three years ago.

There aren't many health facilities in this area but when | feel unwell, | go to Kasungu District Hospital. The hospital is about
15 kilometers away and | use public transport since walking would take too long. The hospital offers a range of services
including outpatient department (OPD) services and admissions. HIV-prevention services are provided within the OPD. | can
describe the quality of services at the hospital to be average because there are usually long queues and sometimes staff are
not so friendly. I go to the hospital when | am unwell because it is the only public facility available around here.

| have heard about HIV. It is transmitted through unprotected sexual intercourse, blood transfusions, sharing razor blades and
tooth brushes. HIV and AIDS has no cure. Scientists all over are trying to find a cure but they haven't yet. They only managed to
discover Antiretroviral (ARV) drugs, which only prolong the life of those suffering from the disease. Women are more vulnerable
than men in this area because men generally earn more money than women (separated, divorced or widowed) and women
struggle a lot to make a living, hence sometimes they sell sex. Many people build alternative relationships, even though some
of them have their wives with them right here. Particularly when they send their wives home to see relations immediately after
harvest that's when ‘hell breaks loose’ Due to economic reasons in this area, women are more likely than men to have more
than one sexual partner.

| get information on HIV and AIDS from the radio, a drama group (which came once sometime ago), posters and the district
hospital. Press Agriculture Limited has clinics at most of its estates - we, however, do not have a clinic at this estate because
the Clinician left and he hasn't been replaced. When there was a clinic, it was easy to get information on HIV but now |
only rely on the radio. | hear there are some HIV programs in this area but due to our migrant status, they do not involve us
because they call us ‘alendo a ku maesiteti”. In fact, the local community does not involve us in any development programs.
At the district hospital, HIV Testing and Counseling (HTC) and antiretroviral therapy (ART) are available and | found out about
availability of these services from my workmates here. Anybody who has been tested and is found to be in need of ART can
access the treatment there. Personally, I got an HIV test at the district hospital. It was easy to get HTC and apart from the
queues, it doesn't take that much time to get tested there. Condoms are available from the shop outlets and the district
hospital. Due to long distance to the hospital, most people buy condoms from the shop outlets.

1 Zomba is in the southern part of Malawi. It is 300 kilometers from Lilongwe and 425 kilometers from Kasungu.

2 Literary translated ‘aliens working in the estates’
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10.3 Domestic Work Sector

| left home when | was a boy of 15 or 16 years old. | have been a domestic worker for 18 years. My uncle got me a job as a cook
in Lilongwe’s Area 43, and later in Gulliver. | decided to come and work because my parents could not afford to send me to
school and | thought finding a job would be a good way of making a living. | dropped out of school in Standard 3.

My uncle came to pick me up on a vehicle after we had talked about it and took me straight to my employer. After his wife died he
got another wife and | left and worked in Area 18B and later in 18A. | live in Ntandire (slum) at the moment.

At times | walk for an hour to my place of work or cycle if my bicycle is not broken down. | usually only visit my village every
two to three months.

Most domestic workers | know come from Ntcheu (central region) and the southern region, particularly Chiradzulu district
(Lomwe tribe). In general, it is usually women who work as domestic workers due to problems in their marriages or because
they have dropped out of school. Employers usually prefer people from their own home areas. What | have noticed is that
those from other districts usually don't stay long at work because they tend to go back to their homes.

Working conditions are usually not good, based on verbal agreements and you leave when you feel the place is longer
conducive for you.

| have heard about HIV from the radio, the clinic and some HIV and AIDS organizations. One of them once came to where | stay
and they were talking to us about modes of transmission and prevention of HIV and AIDS. HIV is transmitted through use of
unsterilized injections and other piercing objects and more importantly through unprotected sexual intercourse with an infected
partner. HIV can be prevented through abstinence and using a condom.

All men and women are vulnerable to contracting the disease. Women are more vulnerable because they usually would
want more money to help them look after their children. Migrants seem to be more vulnerable to contracting the disease.
Migrants usually get involved in other relationships because they are lonely and look for someone to love and trust. Usually
they think that the girls in town are better that their wives at home and this gets them into all sorts of trouble, particularly
HIV and AIDS.

Generally, men have more sexual partners than women because of lust and lack of sexual satisfaction. Women are usually
forced into it mainly in order to get money and meet their sexual needs. These relationships are usually short lived. The
danger is that people have so many short-lived relationships such that in the end they become more vulnerable to HIV.

| think Malawi AIDS Counseling and Resource Organization (MACRO)' is the best place to seek HIV and AIDS services. When
you get there, you feel welcome and are given a talk on HIV and AIDS. The place is nice and clean and people are friendly. The
18B health centre (public) is another good place. They usually talk to the women before they give them any help. If someone
is HIV positive they can go to the Light House at Kamuzu Central Hospital.

One can get free condoms at MACRO, Area 18B health centre and Light House and one can get as many as one wants. The only
problem sometimes is that the condom dispenser is in an open place where everyone can see you taking the condom. In such
cases, it is difficult to take the condom because everyone seeing you thinks you are promiscuous.

HIV and AIDS services are available in this area but it is difficult to go and get assistance because | am so busy with work
and my employer hardly allows it unless I look sick. Mobile services targeting domestic workers would be a good way of
increasing access of these services to domestic workers.

1 Anon-government organization providing sexual reproductive health (SRH) services.
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11 List of Key Contacts in Malawi

\ET Organization and Contacts

Chimwemwe Mvula Assistant Director of Preventive Health Services

Felix Pensulo Policy Officer, National AIDS Commission

Mbalose Mapemba Principal Immigration Officer, Department of Immigration, Ministry of Home Affairs
Martin Mtika HIV-prevention Specialist, United States Agency for International Development
Roberto Campos Partnership Advisor, UNAIDS Malawi Office

Mr Lamiere Assistant Immigration Officer, Mchinji Border Post

Dr Fosiko District Health Officer, Mchinji

Lameck Chimphero Mchinji Cluster Manager, World Vision International
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12 Annexes

12.1 Annex1

Number of Focus-group Discussions (FGDs):

Commercial Agriculture 2 5 22

Domestic work

Informal Cross-border Trade

Number of Key Informant Interviews (KlIs):

Number of one-on-one interviews:

Number of one-on-one
interviews

Domestic work 6
Commercial Agriculture 4 0 4

Informal Cross-border Trade
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