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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, 2004).

Migrant/Mobile worker 

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, 2007c). However, 

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. 

Migration

The process of moving either across an international border or within a state. It encompasses any kind of 

movement of people, whatever its length, composition and causes; it includes migration of refugees, displaced 

persons, uprooted people and economic migrants (IOM, 2004).

Mobile population
People who move from one place to another temporarily, seasonally or permanently for a host of voluntary and/

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, 2007c).

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 defi ne those activities as income-

generating (UNAIDS, 2009b). 

Smuggling of persons

The procurement, in order to obtain, directly or indirectly, a fi nancial or other material benefi t, 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 

traffi  cking, does not require an element of exploitation, coercion or violation of human rights (IOM, 2007c). 

STIs (sexually transmitted 

infections)

Disease resulting from bacteria or viruses and often acquired through sexual contact. Some STIs can also be 

acquired in other ways (blood transfusions, IV drug use, MTCT). The term STI is slowly replacing STD in order to 

include HIV infection (IPPF, 2009).

Traffi  cking in persons

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 giving or receiving of payments or benefi ts to achieve the consent of a person having control over 

another person, for the purpose of exploitation (Protocol to Prevent, Suppress and Punish Traffi  cking in 

persons, especially women and children, supplementing the United Nations Convention Against Transnational 

Organized Crime, 2000).

Transactional sex
Sex in exchange for something such as food, shelter, transportation or permission to go across borders 

(UNAIDS, 2008b).
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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 identifi es 

opportunities and challenges for programming and prioritizes 

key activities that should be pursued.

This country report has been generated by data gathered in eight 

SADC countries to inform the assessment.  It was gathered from 

existing literature, fi eldwork research with migrants and interviews 

with key stakeholders such as government offi  cials, 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.

As the most developed country in the SADC region, South Africa 

experiences a signifi cant amount of labor migration, both of 

internal and external migrants. There are large numbers of migrants 

working in sectors such as construction, mining, domestic work, 

cross-border trading and agriculture. In addition, workers in 

transport, fi shing and the uniformed services experience high 

degrees of mobility. Sex workers are another often mobile group 

with large numbers of migrants. Migrant and mobile populations 

in these sectors experience high levels of vulnerability to HIV 

due to the nature of migration and of their working and living 

conditions. Construction, ICBT, domestic work, and fi sheries were 

chosen for this assessment. For fi sheries the port of Durban was 

assessed since many diff erent migrant groups are associated with 

it, making it a high risk HIV zone. 

The most signifi cant vulnerabilities faced by migrants in South 

Africa are related to the time they spend away from their regular 

partners and families. This makes them more likely to engage in 

high-risk sexual activities with multiple partners or sex workers. 

Desperation and income insecurity faced by many female 

migrants leads them to engage in transactional sex in order to 

secure transport, work, food or shelter. Others may supplement 

incomes made from trading or domestic work with sex work. 

Low levels of education, HIV awareness and condom use 

continue to make migrants particularly vulnerable to the virus. 

For some, such as construction or mine workers, dangerous work 

environments or the stresses of day-to-day survival cause them 

to discount the threat of HIV. Others, such as truck drivers, face 

periods of boredom in places with no alterative entertainment 

facilities other than bars. High levels of alcohol consumption 

place migrant communities further at risk. 

Despite these vulnerabilities, HIV-prevention services are still 

not adequately accessible to migrant workers, especially those 

in informal working arrangements or the informal sector. While 

workplace HIV programs are increasingly being implemented 

by bigger companies, not much exists for migrants besides 

the already overburdened state HIV services. Foreign migrants 

continue to face barriers to accessing state HIV-prevention 

services, despite high-level commitment to allow them the same 

access as South Africans. Few non-state services specifi cally 

target migrant workers and those working with foreign migrants 

are not focusing on HIV. Furthermore, areas in which migrants are 

found in large numbers, such as borders and construction sites, 

are particularly lacking in HIV-prevention services. 

Several interventions are recommended to target the 

vulnerabilities faced by migrant workers in the above sectors, 

as well as existing gaps in HIV-prevention services available 

to them.

Policy-related recommendations 
Government should explore ways to extend legislation • 

and better regulate workplace programs to ensure that 

all employers (large, medium and small-scale) provide 

access to HIV-prevention services to all employees, 

including casual workers.

Government should enforce greater regulation over • 

smaller/less formal employers or provide incentives for 

them to implement workplace policies and/or provide 

regular access for all their employees to other HIV-

prevention services.
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Program-related recommendations 
Government, NGOs and FBOs should target migrant • 

workers in ‘spaces of vulnerability’1 where migrant 

workers are found (such as borders, ports, mines and 

construction sites), with programs that provide HIV-

prevention services. Mobile units with HIV-prevention 

services should be scaled-up. Some good examples are 

the mobile wellness units such as the ‘Tutu Tester’ in Cape 

Town and the New Start Center mobile unit in Durban.

NGO/FBO/CBOs already working with refugees and • 

foreign migrants should incorporate HIV-prevention 

services into their programs. These organizations are in 

a unique position to access migrant populations and the 

communities within which they interact, but many have 

not had the focus or resources to provide HIV prevention 

in the communities they serve. These organizations 

should support the state in providing IEC materials and 

VCT in languages understood by migrant workers.

Workers Unions’ Health Units should be sensitized to • 

the specifi c HIV vulnerabilities of migrant workers and 

their families. This could be done by such organizations 

as ILO or NGOs focusing on migrant health.

1 Spaces of Vulnerability: Often the places in which migrant workers 

live, work or pass through are high-risk spaces of vulnerability. 

The presence of many diff erent migrant and mobile populations 

and interactions with local communities at such places as land 

border posts, ports, construction sites, informal settlements, farm 

compounds and mines creates a fl uid social environment in which 

social norms regulating behaviour are usually not followed and 

migrants may feel a sense of anonymity and limited accountability, 

which can lead to high-risk sexual behavior. Poverty and lack of 

job opportunities in the communities surrounding such places 

also induces many women (both migrant and local) to engage in 

transactional and commercial sex with those who have resources or 

disposable incomes. 

Government, the private sector and NGOs/FBOs should • 

establish alternative entertainment facilities in ‘spaces of 

vulnerability’ such as truck stops, border posts and mining 

settlements, and implement programs to encourage 

healthy lifestyles and bring down the abuse of alcohol. 

All organizations off ering HIV-prevention services • 

should move beyond simply providing information 

and focus on social and behavior change. 

Government should provide better training for all • 

healthcare workers on the rights of foreign nationals to 

healthcare and HIV services at public health facilities. 

Government and non-government HIV-prevention role-• 

players should increase eff orts to provide HIV messages 

and materials in mediums which are understandable and 

accessible to migrant workers from diff erent backgrounds. 

Research-related recommendations
More research should be conducted on the nature • 

and extent of sexual networks and the level of multiple 

and concurrent sexual partnerships that exist in ‘spaces 

of vulnerability’.
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4 Background

4.1 Introduction 
This country report is part of a regional (southern Africa) 

assessment of migration patterns and HIV vulnerabilities, 

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 diff erent patterns of migration and the associated 

HIV-related vulnerabilities of migrants. Furthermore, it 

identifi es opportunities and challenges for programming 

and prioritizes key activities that should be pursued.

These aims were achieved through the identifi cation of 

socio-cultural and behavioral risks and vulnerabilities 

faced by migrants in specifi c 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 diff erent 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, specifi cally 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
A desktop review of existing and current research on • 

migration and HIV in South Africa was conducted, 

as well as a review of existing legislation in South 

Africa as it relates to migrant’s rights to health and 

HIV services; 

Fieldwork was conducted in South Africa between • 

3 August and 18 September 2009. During this 

time, 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;

Focus group discussions were carried out with • 

migrants and one-on-one interviews were conducted 

with the mobile or migrant workers were conducted, 

from hence testimonials were drawn and recorded. 

Interviews with key regional stakeholders (e.g. ILO, • 

UNAIDS) were carried out either in person or through 

telephonic discussions;  

Finally, a mapping of key HIV-prevention services • 

(government, NGO and private) was conducted 

at one site in South Africa, namely around the 

Durban port. 

4.2.1 Timeframe and Set-up

This assessment took place between July and 

November 2009.  The fi eld work and literature 

review was carried out by an IOM-contracted 

consultant during a 3 week period in August-

September 2009.  The data analysis from the fi eld 

fi ndings was undertaken in November 2009.  Key 

informant interviews, focus group discussions 

and one-on-one interviews were conducted in 

Cape Town and Durban.

4.2.2 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, fi sheries and informal 

cross-border traders). 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 importance2 of the sector to 

2  Measured in terms of their contribution to GDP
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the respective target country and the relative 

percentage of the migrant population within the 

sector. Especially for South Africa, the presence 

of irregular migrants from Zimbabwe was also 

a factor in deciding which sectors to examine. 

Although between two and four sectors were 

chosen in the other countries in the assessment, 

more sectors were included for South Africa 

because labor migration is such a pervasive 

phenomenon in the country. 

The sectors chosen for examination in South 

Africa were the fi sheries (Durban port), 

construction, informal cross-border trade and 

domestic work . 

Although fi sheries (Durban port) is not a labor 

migrant sector per se, it was chosen because 

just as there are vulnerable migrant populations, 

there are also spaces of vulnerability which 

are important to examine. Not only is Durban 

the busiest and most economically important 

port in Africa but it attracts a number of 

mobile and migrant populations, whose 

working, living and social environments puts 

them at risk. These include seafarers, truck 

drivers, dock workers, construction workers 

and sex workers. Furthermore, Durban is 

located in the province with the highest HIV 

rate in South Africa, making it a particularly 

vulnerable place. 

The construction sector was chosen because 

of the high number of local and foreign 

migrants working in construction, many of 

them informally. In addition, the sector has 

boomed over the last fi ve years as a result of 

the government’s infrastructure upgrading 

program and developments associated with 

the FIFA 2010 World Cup. Because of their large 

numbers, this assessment looked specifi cally at 

Zimbabwean migrant laborers working in the 

construction sector.

The informal cross-border traders (ICBTs) sector 

was chosen because, not only is it a growing 

livelihood option for southern African migrants 

but with the increasing feminization of migration, 

it is the sector in which most women migrants are 

to be found. Furthermore, it is a sector in which 

many Zimbabwean women are present. Forty-

four percent of all Zimbabwean migrants are 

women, many of them engaged in cross-border 

trade (Lefko-Everett, 2007: 9). For this reason, this 

assessment focused on Zimbabwean women 

engaged in the sector. 

Domestic workers have often been ignored 

as a migrant group, and yet a large majority of 

domestic workers in South Africa are migrants, 

both foreign and local (Peberdy and Dinat, 2005: 1). 

After ICBT, domestic work is the most common 

work sought by foreign female migrants. This 

sector was chosen to examine because it has been 

ignored in the past, because of its important role 

as an employer of migrant women and because 

of the specifi c vulnerabilities faced by domestic 

workers to HIV. 

4.3 National migration trends 
South Africa’s population is currently estimated to be 

49 million, of which 52% are women (StatsSA, 2009: 3). 

Gauteng and KwaZulu-Natal are the most populous 

provinces, each with almost 11 million people, while the 

Northern Cape is the most sparsely populated. Migration 

is an important factor in shaping the distribution and 

age structure of the provincial population. Provinces 

such as Limpopo and the Eastern Cape are experiencing 

signifi cant out-migration while Gauteng and the Western 

Cape are experiencing net infl ows of migrants (ibid.). 

Migration patterns occurring in South Africa today were 

infl uenced, to a large degree, by the political and economic 

history of the country. South Africa has a long history as a 

labor-receiving country. From the 1880s onwards it attracted 

increasing numbers of labor migrants to the Kimberly 

diamond diggings and the gold mines of the Witatersrand. 

Enduring labor migration patterns were established with 

workers from all over southern Africa, particularly from 

what later became Lesotho, Swaziland and Mozambique 

(IOM, 2007b: 2). Patterns of labor migrancy from South 

African rural areas to mining centers and white-owned 

farms were entrenched as colonial taxation and restrictive 

land laws were imposed, undermining the rural livelihood 

options of black farmers (see Van Onselen, 1996). 
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After 1949, and the introduction of the apartheid Infl ux 

Control and Group Areas Acts, black South Africans were 

forced to live in ethnically distinct ‘homelands’, while 

their presence in ‘white’ areas was strictly controlled 

(Singh, 2005: 6). While overcrowding and poverty in the 

‘homelands’ forced black South Africans to seek work in 

urban, mining and industrial areas, they could not stay 

there longer than the duration of their contract and they 

were not permitted to bring their spouses and families 

with them (Posel, 2003: 2). For the duration of their 

contract, they lived in single-sex hostels at or near their 

places of work. Foreign migrant contract workers had 

to return home every two years, after which they could 

re-apply for a contract in their home countries. These 

apartheid labor laws created a system of male-dominated 

circular labor migration between ‘homelands’ and ‘white’ 

areas where work could be found. 

Beginning in the 1980s, the relaxation and eventual 

abandonment of such control systems led to a huge 

increase in urbanization, as impoverished rural families 

migrated to urban areas in search of better livelihood 

opportunities and in order to be closer to better 

infrastructure and service delivery. For South Africans, 

the formal migrant labor system may no longer pertain, 

but many rural–urban migrants continue to maintain 

strong social and economic links with their rural homes, 

traveling back and forth regularly (Williams et al., 2002: 

19; Posel, 2003). Posel (2003) argues that the continued 

existence of such ‘circular’ migration could have much to 

do with the increasing feminization of migration since 

the end of apartheid. This gender change in migration 

patterns not only applies to the number of women 

now migrating but also to the fact that many more are 

migrating independently, rather than with male relatives. 

Internal migration not only takes on the form of rural–

urban moves, but also rural–rural and rural–peri urban 

moves (Singh, 2005: 16). 

Today, South Africa is still a net importer of labor (IOM, 

2007b: 2). Since the end of apartheid, new opportunities 

have arisen for foreign migrants, including informal cross-

border traders, unskilled laborers and domestic workers 

(Singh, 2005: 21). The mining sector continues to recruit 

foreign workers from countries such as Mozambique, 

Lesotho and Swaziland through its employment bureau, 

much as it did before 1994. The number of people crossing 

South Africa’s borders increased dramatically after 1990 

(Williams et al.: 2002: 18), as did South Africa’s formal trade 

with the SADC region. Most of the goods traded formally 

are carried by long-distance trucks. The number of ICBTs 

also increased dramatically at this time, signaling both 

the growing poverty faced by many in the region and the 

increasing feminization of migration; most of these ICBTs 

were women (ibid.). South Africa has also experienced 

increasing numbers of refugees and asylum seekers from 

countries such as Somalia, Democratic Republic of the 

Congo and Zimbabwe.
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4.4 Sector-specifi c trends

4.4.1  Fisheries sector (Durban port)   

General sector information: The modern port of Durban grew to the signifi cance it currently enjoys largely because of its location as the 

nearest port to the mining and industrial hubs on the Witatersrand and its proximity to the sugar-cane plantations in Natal (Dubbeld, 2001: 2). 

The port attracted migrant laborers from its early days, but the economic boom enjoyed during the Second world war led to a major infl ux 

of Zulu migrants to Durban (Smit, 1998: 78). Most worked as casual stevedores, loading and unloading cargo from the ships was a way to 

supplement their rural livelihoods. During apartheid, a migrant labor system was enforced where fi xed-term contract laborers lived in strictly 

controlled same-sex hostels for the duration of their contract. It was only from the 1970s that the enforcement of migration laws became 

more relaxed. Since the 1980s Durban has experienced huge population growth rates, largely as a result of poverty and confl ict-induced 

rural–urban migration of Zulu-speakers to its townships (Smit, 1998: 78). The migration patterns established during the last century have a 

large infl uence on current migration patterns. 

Workforce: Although signifi cantly fewer workers are needed in current times due to containerization and associated mechanized cargo 

handling procedures, there is still a signifi cant amount of employment created by the port. A recent study (Van Coller et al., 2007: 25) 

estimated that there are about 25,000 workers associated with the port while Transnet estimates there to be 30,000 employed at the Durban 

port overall (Transnet, 2009). At least a third of these are casual workers. 

Most of the workers in the Durban port in non-management positions are migrants from rural KwaZulu-Natal who reside in townships such 

as Umlazi and KwaMashu, or in the various former same-sex hostels closer to the harbor. Since the 1990s more foreign workers, particularly 

from Mozambique, have been coming to Durban to work on the docks, especially in casual work (there are more than 8,000 casual jobs on 

off er). Research for this assessment confi rmed that today men from Zimbabwe and as far afi eld as Tanzania also look for employment at 

the harbor. They rent shacks in the townships or rooms in run-down apartment blocks near the harbor or even sleep rough in places such 

as Albert Park where labor brokers come to recruit them when work is available. In addition, ongoing construction work in and around the 

harbor attracts both local and foreign migrant workers, many of whom work on a casual or temporary basis for sub-contractor companies. 

Road transport: The national and regional importance of the Durban port also creates a huge demand for overland transport of freight, cars, 

oil and produce such as timber, vegetable oils and sugar to and from the port (Van Coller et al., 2007: 23). Since the decline in rail transport, 

road transport has been the most important mode, with literally thousands of trucks visiting the port every week from all over southern 

Africa. Trucks often have to wait for a few days while they load, offl  oad or wait for their next consignment. Truck drivers are thus another 

mobile and migrant group in the port area, one which is particularly vulnerable to HIV given the time these drivers spend away from home 

and the diffi  cult nature of their jobs. Truck drivers often spend nights sleeping in their trucks along Maydon Road or on the Bayhead side of 

the harbor. Commercial sex workers, another population with a high proportion of migrants, frequent the areas where trucks are parked, 

hoping to make some money off  bored or lonely drivers. 

Seafarers: The fi nal signifi cant mobile population at the port is the seafarers who make up the crews, particularly of cargo or container 

vessels, but also of fi shing, ocean liner or navy vessels. Sailors of many diff erent nationalities visit the port, typically for short periods of 

time with limited shore leave, especially for container ships. Filipinos, Koreans, Chinese, Indonesians, Japanese, Indians, Pakistanis, Russians, 

Ukrainians, Croatians, Montenegrins, Lithuanians, Poles, Germans, Brits, Spaniards, Senegalese and Americans pass through the port, many 

visiting clubs in the city center where there are sex workers who provide services exclusively to seamen (Trotter, 2008: 110).  
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4.4.2  Construction sector

General sector information: While there is a growing tendency for construction companies to prioritize the use of locally available labor, 

there is still huge scope for foreign migrants to be employed in construction, especially through sub-contracting and labor brokering 

companies, on a casual basis. A recent shift towards informal employment in the sector and the increasing casualization of labor and use of 

sub-contractors has ensured that this is so (CIDB, 2004). Thus, while permanent positions may not be readily available to foreign migrants, at 

least a quarter of the available jobs are on off er (StatsSA, 2009), especially if such migrants have better skills than their local counterparts. 

The construction sector has attracted migrant workers, mainly from Mozambique and Zimbabwe, but also from other African countries for 

some years (Rogerson, 1999). With the collapse of the Zimbabwean economy coinciding with the growth of South Africa’s construction 

industry, it is clear that many of the young Zimbabwean men who have come to South Africa in growing numbers have found employment 

opportunities in the sector (IOM, 2009: 12), especially ‘illegally’, in non-formal employment (Naidoo, 2008). 

Migration character: Most commonly, Zimbabweans working in the sector have come to South Africa without the necessary papers 

due to the diffi  culties they face in acquiring a passport in Zimbabwe (HR, 2008: 107), or (until recently) a South African visa. Most have 

therefore entered the country illegally through a variety of methods, including paying border offi  cials or the police to let them through 

(ibid.), or paying truck drivers, bus conductors or other ‘people smugglers’ to give them passage. Others have literally jumped the fence and 

sum the Limpopo River, often paying guides to show them the way (IOM, 2009: 19). Since South Africa dropped its visa requirements for 

Zimbabweans migrants have been able to cross the border more freely through legitimate methods. 

Most of those working in the sector from Zimbabwe faced very long, diffi  cult and dangerous journeys. Many of the young men working in 

construction crossed illegally into South Africa and many have been robbed, beaten or even sexually abused by their supposed guides (see 

IOM, 2009: 20–23). Undocumented migrants are wary of using public transport near the border for fear of being caught by the authorities. 

Once past the border zone, however, they typically proceed on their way by bus, taxi, train or through hitchhiking. 

While the majority of Zimbabwean migrants aim to fi nd work in Gauteng, Cape Town is also a popular initial destination (IOM, 2009: 15). 

For some, Gauteng becomes a staging post for moves to other cities. Informants in Cape Town argued that in Gauteng there is too much 

competition for jobs from fellow migrants, and too much crime and harassment from the authorities (especially deportation). 

4.4.3  Informal cross-border trade sector

General sector information: while cross-border migrants are still predominantly men, there are a growing number of women choosing 

to become migrants in search of opportunities outside their home countries (Williams et al., 2002: 19). The largest proportion of women 

migrants in South Africa are from Zimbabwe, constituting 44% of all Zimbabwean migrants (Lefko-Everett, 2007: 9). Most women migrants 

come for the purposes of informal cross-border trading (ibid.), commonly bringing crafts or items like oven baskets and taking back basic 

commodities which are in short supply in home countries. 

With the collapse of the Zimbabwean economy in recent years, growing numbers of people have resorted to informal cross-border trading. 

ICBT either involves journeying from Zimbabwe to urban centers and tourist destinations in South Africa with Zimbabwean products or 

crossing the border into South Africa to buy goods or food for resale in Zimbabwe, or a combination of both. Some cross-border traders 

have stopped making the journey home regularly in favor of buying (or making) and selling goods in South Africa. 

Migration character: Despite the diffi  culties and costs faced in acquiring the necessary travel documents (HR, 2008 : 107), most women who 

come to South Africa prefer to come with valid documents and use legal channels (Lefko-Everett, 2007: 21). This is probably most true for 

ICBTs was passing through the border illegally is diffi  cult given the bulky and highly conspicuous goods they have to carry. Nevertheless, 

some undocumented ICBTs do come through illegally after paying border offi  cials or arranging for bus or truck drivers to smuggle them 

(ibid.: 29). Passing through the border, especially with goods, is diffi  cult and often involves long delays. ICBTs often have to sleep at border 

posts while they wait to be processed, or for the border to open. 

ICBTs face very long and, especially for undocumented migrants, potentially dangerous journeys. The Beitbridge border area is notorious 

for gangs of robbers who lie in wait for migrants trying to avoid the main roads (see IOM, 2009: 20). Female ICBTs are in danger of being 

robbed or even raped at various points along the journey, especially if they travel alone, as many do. Most ICBTs travel to their destinations 

by a combination of taxi, bus or train, or commonly by hitchhiking with truck drivers. According to informants, trucks are the best mode of 

transport because their drivers do not demand much money to transport them or their goods. However, truck drivers often drop passengers 

before they reach urban centers for fear that their employers will catch them. This exposes ICBTs to the danger of being robbed. While ICBTs 

choose many other destinations, Cape Town is among the most popular because of its status as a tourist destination, which provides a ready 

market for Zimbabwean crafts and other ares.   
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4.4.4  Domestic work sector

General sector information: A high proportion of domestic workers are migrants, predominantly from within South Africa, but increasingly 

also from other African countries (Peberdy and Dinat, 2005: 1). Cape Town, which was chosen as the site for the assessment of this sector, 

demonstrates this trend as well as any other city. Given the legacy of apartheid, which prevented all but a few black Africans from living and 

working in urban areas in the Western Cape (Driver and Platzky, 1995: 26), domestic workers in Cape Town historically came mostly from the 

local Cape Malay/’colored’ (mixed race) population. It was not until the 1980s that black migrants, mostly from the Eastern Cape, came to 

live and work in Cape Town in signifi cant numbers (Poswa and Levy, 2006; Small, 2008: 3). Many of these migrants have sought jobs in the 

domestic sector and there are likely to be nearly as many Xhosa-speaking domestic workers as there are from the local ‘colored’ population. 

Child domestic workers: According to the organization Activists Networking Against the Exploitation of Child Domestic workers (Anex-CD), 

there are a signifi cant number of children, some as young as 11 years old, being employed as domestic workers in South Africa. These 

children are recruited in poor rural areas, often through trickery or false pretence by agencies, individuals and syndicates, to work in urban 

areas. They typically work 12 hour days for 7 days a week and endure bad living conditions, humiliation, little pay and abuse, some of which 

is likely to be sexual.  

Foreign domestic workers: There are increasingly also many foreign women in the sector, especially in informal or casual positions, as 

indicated by the numbers of women waiting at pick-up points for casual jobs, or advertising their skills on supermarket notice boards. In 

addition, many Malawian and Zimbabwean men are off ering their services as house keepers and gardeners. Like other migrants of their 

gender, many female domestic workers prefer to come to South Africa legally and then apply for asylum papers when their visas expire. 

Foreign domestic workers face very long and, especially if undocumented, potentially dangerous journeys. Most travel to Cape Town by bus 

or train and generally cannot aff ord to go back home often. Cape Town is chosen because it is perceived as having less crime, it is easier to 

obtain documentation there and the police do not try to deport foreigners as they do in Johannesburg. Those from South Africa use busses 

or taxis and, especially workers from the Eastern Cape, may go home as many as four times a year. 

5 HIV Vulnerabilities: migrants’ perspective 

According to the latest UNAIDS fi gures, the HIV prevalence 

among adults aged 15 to 49 in South Africa is 18.1%. The number 

of people currently living with HIV is 5.7 million, of which 3.2 

million are women and 280,000 are children (UNAIDS, 2008a). HIV 

prevalence among women attending antenatal clinics was 29% 

in 2006; women continue to be more vulnerable than men to the 

virus. HIV prevalence varies widely by province, with KwaZulu-

Natal being the worst aff ected. Migrancy has been recognized as 

playing a key role in the spread of HIV in South Africa, while transit 

points, such as border posts, truck stops, ports and markets, have 

been identifi ed as HIV ‘hot spots’ (Ansell and Van Blerk, 2004: 8). 

There are a number of vulnerabilities faced by migrant workers in 

the identifi ed sectors.

5.1 Fisheries Sector (Durban port)
Most of the migrant and mobile populations associated 

with the port spend long periods of time away 

from their families, especially seafarers, truck drivers, 

construction workers and foreign dock workers. The 

separation of regular partners encourages the use of 

sex workers and the formation of multiple partnerships 

(Williams et al., 2002: 16). Cultural beliefs around gender 

relations also augment this tendency. Many Zulu and 

Mozambican men in particular see nothing wrong with 

having multiple and concurrent partners. Even though 

informants claimed to use condoms with sex workers or 

casual partners, condom use is low with regular partners 

as men do not perceive a high risk with them. 

The sometimes dangerous and stressful and at 

other times monotonous and unrewarding working 

conditions for truck drivers, stevedores, construction 

workers, fi shermen and cargo vessel crew often makes 

them seek relief with sex workers, especially after being 

away from women for extended periods. The dangerous 

nature of much of the work also causes such men to attach 

a low risk to HIV since they are generally so preoccupied 

with everyday survival matters that they perceive HIV 

as a distant threat. 
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The presence and interaction of so many migrant and 

mobile populations close to the port creates a fl uid 

social environment in which social norms regulating 

behavior are not followed. Migrants may feel a sense of 

anonymity and limited accountability which can lead 

to high-risk behavior. Because the port operates 24 

hours a day and many companies use a shift system, the 

interaction of groups also takes place at night, when bars 

are open and sex-workers are active. 

The areas surrounding the harbor are host to numerous 

bars, clubs and liquor outlets and are well known to be 

frequented by sex workers. The high consumption 

of alcohol combined with the presence of sex workers 

makes for a high-risk environment in which condoms 

are not used as much as they should be. The old hostels 

and apartment buildings where many dock workers live 

are in these areas, making them particularly vulnerable, 

especially as few alternative entertainment facilities 

exist nearby. 

The increasing numbers of women migrants to cities 

like Durban often have very few available livelihood 

opportunities given their low skill levels and the highly 

male-oriented labor market (Williams et al., 2002: 4). Many 

have little choice other than to resort to sex work or 

transactional sex to support themselves (ibid.: 9). 

Lack of education in general, and HIV awareness in 

particular, makes migrants and mobile populations 

particularly vulnerable to HIV and particularly diffi  cult 

to target with HIV messaging and behavior-change 

campaigns. 

Apart from workplace HIV programs, there are few HIV-

prevention services specifi cally targeting port workers 

or mobile populations associated with the port. Casual 

workers in particular are left out because they are not 

given access to company clinics, HIV-education sessions 

or medical aid. Smaller companies, sub-contractors and 

labor brokers do not provide any health-related services 

to their workers, who are mostly employed on a casual 

shift-by-shift basis. Thus, of the 30,000 workers associated 

with the port, an estimated 10,000 or more are particularly 

vulnerable to HIV. 

Foreign seafarers come to Durban from countries 

where HIV prevalence is not as high as it is in KwaZulu-

Natal. They may not have as much knowledge of the virus 

or realize how serious a risk they face. Even where the 

risks are known, there is a high desire for unprotected 

sex among seafarers, and sex workers are prepared to 

have unprotected sex with repeat clients or those who 

pay higher fees (see Trotter, 2008: 188). In Durban, where 

there are mainly cargo ship crews, the risk of HIV spread is 

higher than in ports where fi shing crews are primary. This 

is because, unlike trawlers, container ships make stops at 

many ports, allowing sailors to engage with sex workers 

in many locations (ibid.: 187). However, according to the 

port physician, fi shing boats are known to take children 

on their voyages to be used for sex by all the men on 

board during the trip. 

5.2 Construction Sector 
Construction workers typically live a nomadic and 

isolated lifestyle as they move from site to site (IOM, 

2007a: 7). Many migrant construction workers are young, 

unmarried men whose job makes them too mobile to 

form permanent relationships with women. This puts 

them at risk of HIV since they tend to form short-term 

relationships at each construction site or use commercial 

sex workers to fulfi ll their sexual needs. In addition, isolated 

work sites are often located near impoverished local 

communities whose local women resort to sex work to 

make a living. The lack of the normal support structures 

and social cohesion may create a sense of anonymity 

which feeds into risky sexual behavior. 

Boredom and loneliness are also experienced by many 

workers at construction sites, especially since there are 

rarely any recreational opportunities available. The most 

common entertainment on off er is at shebeens in nearby 

settlements, where alcohol and sex are often used to 

fulfi ll the needs of workers (ibid.). 

Construction workers tend to be poorly educated, with 

low levels of HIV knowledge and various misconceptions 

about the disease. This often translates into high levels of 

risky behavior. 

The dangerous working conditions and high risk of 

injury in the sector also feeds into a lo-risk perception of 

HIV. Construction workers tend to be preoccupied with 

immediate challenges, regarding HIV as a distant threat. 

Casual workers, who form a large proportion of the 

labor on construction sites and are commonly brought 

in by sub-contractors or labor brokers, are not provided 
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with health support and rarely receive HIV education or 

access to Voluntary Testing and Counseling (VCT) (IOM, 

2007a: 7). 

Even for workers looking for piecework jobs within urban 

areas there are many risks brought about by the bad 

social environment in the townships where they live. 

Many local women engage in sex work and transactional 

sex, and they are reported deliberately to target foreign 

men for their money. Informants explained that the dress, 

attitude and sexual frowardness of such women are very 

diff erent to their experience of women in Zimbabwe, 

where cultural norms do not allow such frowardness. 

Because sex is cheap and always available, informants 

said that they found it very diffi  cult to refuse such easy 

advances. Also, informants admitted to the exotic novelty 

of sleeping with the many ‘colored’ women engaged in 

sex work in Cape Town. 

Condom usage is reported to be low, especially when 

alcohol has been consumed and with longer-term (often 

concurrent) partners. 

 5.3 Informal Cross-border Trade Sector
ICBTs regularly spend long periods of time in high HIV 

transmission areas such as border posts and adjacent 

settlements. Many borders have inadequate facilities and 

staff  to handle the high numbers of vehicles and people 

trying to pass through them, leading to long delays. In 

addition, some borders are not open 24 hours a day, 

which exacerbates the delays and causes people to 

have to sleep overnight in such places. There is limited 

aff ordable accommodation available so people often 

have to sleep in the open, where they might be at risk of 

robbery or sexual abuse. Borders generally host a mixture 

of mobile populations, including ICBTs, commercial sex 

workers, truck drivers, bus and taxi operators, customs 

and immigration personnel and others. The nature of this 

environment contributes to an ‘intricate web of sexual 

relationships’ (IOM, 2007b: 8) between members of 

these groups, making all of them particularly vulnerable 

to HIV. 

More specifi cally, female ICBTs are vulnerable to sexual 

exploitation, especially by border offi  cials and truck or 

bus drivers, with whom they may resort to transactional 

sex in exchange for transport, shelter or passage through 

the border (see Lefko-Everett, 2007: 31, 73). High customs 

duties (see The Herald, 21 September 2009) and transport 

costs for ICBTs exacerbate this vulnerability. At the same 

time, younger ICBTs use sex to get cheaper transport and 

other benefi ts from such men. Informants felt that leaving 

home for lengthy periods to engage in cross-border trade 

put ICBTs at risk of forming other partnerships which 

could lead to the spread of HIV. 

Undocumented female ICBTs who cross the border 

illegally are extremely vulnerable to rape by gangs of 

robbers who patrol the bush in order to prey on migrants 

trying to avoid the authorities (see IOM, 2009: 20). 

ICBTs typically have limited access to healthcare 

services, as border areas and places where they live or 

travel through when they are away from home are not well 

covered with accessible medical facilities. Thus condoms, 

IEC (Information, Education, Communication) materials 

and other important HIV-prevention services are not 

readily available in high-risk areas. Being only temporarily 

present in their destinations ICBTs may also not know 

what services exist. Since they have limited funds, they 

are unlikely to seek medical treatment while traveling, but 

rather wait until they are at home. Delaying treatment of 

STIs (Sexually Transmitted Infections) is a particular risk 

since they increase the chance of HIV infection. 

The great mobility of ICBTs makes them hard to reach 

with HIV-prevention interventions. They are also traveling 

specifi cally for business and prioritizing their survival 

needs rather than their long-term health. ICBTs may thus 

not be interested in or receptive to HIV-prevention eff orts, 

even where they do exist.   

5.4 Domestic work Sector
Particularly for foreign female domestic workers, 

there are several factors related to the nature of their 

journeys which put them at risk of HIV. The danger of 

rape is a real risk. Men in powerful positions, such as 

transport operators, police and border offi  cials often take 

advantage of isolated and desperate women migrants 

who may resort to transactional sex in order to cross 

borders, obtain aff ordable transport or avoid deportation 

(Lefko-Everett, 2007).

Being far away from regular partners for extended periods 

of time increases the chance that migrants and/or their 

partners at home may form other relationships to counter 

their feelings of loneliness and isolation or to meet 

their sexual needs. This may be particularly true for the 



 16

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

men who leave their families to work as housekeepers 

and gardeners in urban areas. 

While some domestic workers may have full-time, 

permanent jobs, for many, the work is largely casual, part-

time or temporary – especially for foreign and newly 

arrived migrants. 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 

basics. Several informants spoke of responding to adverts 

for domestic workers, only to fi nd out that those behind 

such adverts wanted to recruit them was sex workers. 

In addition, the townships where most domestic workers 

can aff ord lodgings are dangerous and insecure places, 

especially for foreign migrants. Informants argued that 

it is easy for migrants to engage in commercial and 

transactional sex because, being away from home, they 

feel anonymous as there is nobody to monitor their 

behavior and the cultural and behavioral norms they 

experienced at home do not apply. 

The nature of domestic work is a vulnerability factor for 

some domestic workers. Since such work is carried out in 

the domestic sphere, where there are often paternalistic 

and gendered power relations, domestic workers often do 

not have much power to negotiate or enforce their rights. 

Some employers use their power to coerce female domestic 

workers to have sex with them, or to rape them. The 

isolation, lack of large social networks and eff ective support 

systems for migrants makes them particularly vulnerable to 

such abuse. Furthermore, domestic workers may ignore HIV 

messages or avoid fi nding out their status for fear that 

their employers will fi nd out and dismiss them. 

Low levels of education is a problem for many 

domestic workers (see Peberdy and Dinat, 2005: 14), 

who consequently have low levels of knowledge about 

HIV and a low perception of the risk the disease poses 

to them. This translates into low-levels of condom use or 

even mistrust of condoms, increasing their vulnerability 

to HIV (ibid.: 35). Furthermore, their scattered and isolated 

working situations make them diffi  cult to target with HIV-

prevention interventions and consequently there are a 

lack of HIV interventions aimed specifi cally at them. 

6 HIV-Prevention policies relating to migrants/migration 

South Africa is party to the following international and regional 

instruments, which have bearing on the access of migrants to 

healthcare (IOM/SIDA, 2009: 21): 

The International Covenant on Civil and Political Rights• 

The International Convention on the Elimination of all • 

forms of Racial Discrimination

The UN Convention Relating to the Status of Refugees• 

The African Charter on Human and People’s Rights• 

The OAU Refugee Convention• 

The SADC Protocol on Health• 

In addition, South Africa has signed, but not yet ratifi ed, the 

International Covenant on Economic, Social and Cultural Rights. 

Although the above instruments would have to be domesticated 

to be enforceable in a court of la, South Africa’s Constitution 

obliges the courts to consider such international legal instruments 

when interpreting the Bill of Rights. 

The Constitution of South Africa guarantees everyone in the 

country, including foreign migrants, access to healthcare services 

(IOM/SIDA, 2009: 20). This applies to HIV-prevention and care 

services, although at a local level many foreigners have struggled 

to gain the access they are guaranteed at policy level.  

There are several national-level pieces of legislation relevant to 

access to healthcare by migrants in South Africa. The National 
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Health Act of 2003 seeks to enable the fulfi llment of the right to 

healthcare set out in the Constitution, outlining the various rights 

which are available to patients in South Africa. The South African 

Refugee Act (1998) stipulates that refugees are entitled to enjoy 

all the rights set out in the Bill of Rights, including those relating to 

health. Meanwhile, the Occupational Health and Safety Act seeks 

to ensure a safe and healthy work environment for all employees, 

some of whom may be migrants (ibid.). When it comes specifi cally 

to HIV prevention, the National HIV/AIDS Policy and the National 

Strategic Plan (NSP) are the most important documents. 

6.1 The National HIV/AIDS Policy (1997)
The National Policy on HIV/AIDS provides a framework 

for a reduction in the transmission of STIs and HIV. It also 

provides a framework for the provision of appropriate 

care, treatment and support for those aff ected by HIV.  

6.2 The HIV & AIDS and STI Strategic Plan for 
South Africa 2007–2011
The HIV & AIDS and STI Strategic Plan for South Africa 

2007–2011 (NSP) provides a guiding framework to the 

national multi-sectoral response to the AIDS epidemic. 

The primary aim of the NSP is to reduce the number 

of new infections by 50% by 2011, and to mitigate the 

impact of the AIDS epidemic by expanding, among 

others, access to treatment, care and support to 80% of 

all people diagnosed with HIV by 2011. 

The NSP identifi es population mobility and labor 

migration as one of the drivers of the AIDS epidemic 

and recognizes the vulnerability of mobile populations 

to HIV. It acknowledges that individuals who engage in 

work-seeking, mobile forms of work or migrant labor are 

at increased risk to HIV. Mobile populations described 

as vulnerable to HIV in the NSP include informal traders, 

long-distance truck drivers, sex workers, cross-border 

migrants, seasonal agricultural workers and migrant 

workers (mine workers, construction worker and 

uniformed personnel).

The NSP provides an HIV-prevention framework that 

seeks to promote the adoption of behavior change 

curricula for diff erent target groups including higher risk 

groups. It also provides a framework for the increased roll-

out of comprehensive customized prevention packages 

to higher risk occupational groups including access to 

VCT and provision of male and female condoms, STI 

symptom recognition and STI services. Another objective 

outlined in the NSP for prevention is to increase rollout of 

workplace prevention programs. One of the interventions 

outlined under this objective includes assisting SMEs to 

implement workplace policies.

The NSP also provides a guiding framework for the 

protection of rights of casual, contract and/or poorly 

organized workers. It also seeks to ensure non-

discrimination in access to HIV prevention, treatment and 

support by marginalized groups including sex workers, 

refugees and undocumented migrants and immigrants. 

However, the NSP does not provide a framework for 

interventions that specifi cally address mobile populations’ 

access to treatment, care and support.

 

7 HIV-Prevention programs in selected sectors and sites 

7.1 Fisheries Sector (Durban port)
One kind of HIV-prevention service that exists for port 

workers is workplace HIV programs. The Transnet companies 

such as the National Ports Authority and the Port Terminals, 

which employ approximately 6,000 workers between 

them, have a Lifestyle Management Programme, including 

comprehensive HIV-prevention and care for all permanent 

workers. There are about 4,000 workers covered by this 

program, while the 2,000 casual workers are not included 

except for access to condoms in bathrooms and IEC 

materials on an ad hoc basis. Peer educators are also trained 

to pass on education to their colleagues. The program carries 

out VCT on an ongoing basis at the to clinics for port staff . 

Workers who test positive are put onto ART (Antiretroviral 

Therapy), which is paid for by Transnet. If they leave the 

company, they are kept on the program for a year to give 

them time to transfer to the state’s ART program. 

Large private-sector companies operating at the port, 

such as Rennies, Bidvest and Grindrods, also have 
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workplace HIV programs for their permanent workers. 

Workers on fi xed-term contracts are also typically covered 

for the duration of their contract. These companies have 

fully operational clinics with several trained nursing staff  

who carry out HIV education, VCT, condom distribution 

and administration of ART. They also treat STIs, which are 

a common compliant among workers. When contract or 

permanent staff  leave, they are referred to their local clinic 

to continue ART through the state or privately. Casual 

workers, who are often brought in on a shift-by-shift 

basis, are not covered by these workplace HIV programs. 

Smaller and less formalized companies, most of whose 

labor is casual, tend not to have workplace HIV programs 

since they cannot aff ord the extra costs. Of the almost 

30,000 workers employed in jobs connected to the port, 

it is probable that more than a third are not receiving HIV-

prevention services through workplace programs since 

they are casual workers or working for small companies. 

Truck drivers who visit the port do not have access to 

any dedicated services in the port area, but can visit the 

eThekwini wellness Centre at the truck port in Mariannhill, 

on the N3 highway. The center is run by Trucking wellness 

(a program of Trucking Against AIDS, which is a partnership 

of various donor, government and private-sector 

organizations). It is operated at convenient times for drivers 

(4pm–10pm) by a trained nurse and off ers treatment for all 

the usual ailments faced by drivers (such as hypertension) 

as well as HIV prevention and care. The center does VCT, 

hands out condoms and IEC materials, treats STIs and refers 

all HIV-positive drivers whose employers are registered 

with the National Bargaining Council for the Road Freight 

Industry (NBCRFI) to Careworks for ART. 

Those not covered by workplace HIV programs are unlikely 

to be able to aff ord the several private hospitals (such as 

Durdoc) and clinics (such as Rose family planning clinic) in 

the vicinity of the port. Their most accessible options for 

healthcare are the government-run clinics and hospitals, 

which (on paper) are accessible to everybody and most 

services are free. There are 59 municipal clinics in greater 

eThekwini. They do VCT, treatment of STIs, PEP (Post-

exposure prophylaxis), PMTCT (Prevention of Mother-

to-child Transmission) and hand out condoms and IEC 

materials. They do not administer ARVs at this point but 

refer HIV-positive patients to the district hospitals for ART. 

Clinics relatively close to the port include The Point Clinic, 

Commercial City Family Planning Clinic, Lancers Road 

Clinic, Prince Cyril Zulu Communicable Disease Centre, 

Glenwood Clinic, The Bluff  Clinic and Austerville Clinic. 

Migrants who commute to work from township areas 

might use clinics closer to where they live. 

Government hospitals are also commonly used by port 

workers, especially Addington Hospital in The Point and 

King Edward VIII Hospital in Sydney Road, Congella. They 

also off er VCT, PEP, PMTCT, STI treatment, and hand out 

condoms and IEC materials in a range of local languages. 

In addition, they put HIV-positive patients onto ART and 

provide support and adherence monitoring. The staff  at 

these hospitals say that foreigners can access treatment 

like anybody else, but admit that without documentation, 

getting onto ARVs is diffi  cult. A healthcare practitioner at 

a private clinic indicated that the ART service off ered by 

Addington Hospital was a ‘dead loss’. Other state hospitals 

reasonably close to the port are St Aidan’s Hospital, Inkosi 

Albert Luthuli Hospital and Wentorth Hospital. Port 

workers might also go to a number of other hospitals in 

the areas where they live for a similar range of treatment. 

There are a number of NGOs (Non-governmental 

Organizations), CBOs (Community Based Organizations) 

and FBOs (Faith Based Organizations) off ering HIV-

prevention services to the general public. Although they 

are not specifi cally targeting migrant port workers or based 

at the port, they are in areas where port workers might 

access them. Durban New Start Centre in the city center 

provides VCT and distributes government IEC materials 

and condoms. Their services have a R25 charge, which can 

be waived if the patient cannot pay. They do not provide 

treatment but refer patients to public or non-governmental 

services if they need PEP, STI treatment, PMTCT or ART. The 

New Start Centre also has a mobile testing unit which 

visits prisons, malls, churches and other places that request 

their services. The Centre works with a few HIV-education 

drama groups, such as Youth AIDS, to raise awareness. Also 

close to Durban central is the DCC Hope Centre, which is 

a faith-based HIV organization. The Hope Centre off ers free 

VCT and CD4 counts to all nationalities. It also gives out 

government-issued condoms and IEC materials but refers 

patients to nearby clinics for STI treatment, PEP and PMTCT. 

Until recently, the Hope Centre was administering ART to 

50 patients, but this was phased out as funding became 

unavailable. Although it does not specifi cally target 

migrants, a lot of foreigners use the clinic, particularly from 

Mozambique, Zimbabwe, Nigeria and Zambia.  
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The Blue Roof wellness Centre and Wentorth Aids Action 

Group in the Wentorth area are also off ering important 

HIV services. Although not located near the port, they are 

located in the industrial zone where many port-related 

businesses are based, as well as some hostels where 

workers reside. The Blue Roof wellness Centre is a project 

of the international NGO Keep a Child Alive. It provides 

VCT, condoms, IEC materials, PMTCT, PEP and ART free of 

charge to all comers. Foreigners, however, must produce 

some form of identifi cation papers to access these services. 

It does not specifi cally target migrants but anyone in 

the surrounding community. The Wentorth AIDS Action 

Group is a CBO in the same area. Sponsored by the 

Department of Health, it provides free VCT, condoms and 

HIV education (including over the radio) to anyone who 

needs it. WAAG also has 25 home-based carers who look 

after critically ill patients in the area. It does not treat STIs 

or off er PMTCT, PEP or ART. In addition, WAAG visits some 

of the hostels in the area to do VCT, hand out condoms 

and raise HIV awareness. While it does not specifi cally 

target migrants it does reach them through this 

outreach program.  

According to the port physician and Durban Port 

Chaplaincy (which includes 10 faith-based outreach 

programs to seafarers), the majority of ships visiting 

Durban do no have basic HIV-prevention programs which 

provide condoms and HIV education to seafarers. The 

various faith-based groups visit ships daily, where they 

provide information on health matters, but it does not 

appear that HIV is specifi cally prioritized over other more 

immediate needs such as dental and smoking-related 

problems. Seafarers who need treatment of any kind are 

referred to the port physician, who also does HIV testing 

and treatment of STIs. 

7.2 Construction Sector
Workplace HIV programs are increasingly being 

implemented by bigger construction fi rms, especially 

as all construction contracts from the government now 

stipulate that the contractor must have one in place. 

Many fi rms are using the HIV service provider Careworks, 

which implements a holistic program, including training 

of peer educators, condom provision, IEC materials, 

stigma reduction, VCT and managing ART for those who 

test positive. The approach is working well, with 55–80% 

of employees reporting for VCT. 

However, as construction companies and Careworks 

staff  concede, only permanent employees are included 

in workplace programs although some casual workers 

might access condoms, IEC materials or VCT on 

occasions. Careworks refers temporary or casual workers 

to appropriate government or NGO services if they test 

positive in tests carried out by them. Another shortcoming 

of workplace HIV programs is that they do not cover the 

families of workers. Many sub-contractor fi rms and labor 

brokers still do not provide their workers with any health-

related benefi ts since they are overwhelmingly casual 

workers. Foreign migrant workers are thus largely not 

covered by HIV workplace programs since they almost 

always work in the casual sector. 

Most migrant construction workers therefore access 

health services from government health facilities in the 

areas in which they live. These provide a range of HIV-

prevention services, but migrants have mixed feelings 

about whether they are freely accessible to foreigners. 

Facilities used by foreign migrants include Delft, Nyanga 

and Khayelitsha Clinics as well as a mobile testing unit 

in Salt River. None of the informants knew of any NGOs 

off ering HIV education or VCT, but some mentioned 

seeing a van from which condoms and HIV education 

materials were being handed out in Delft. They said 

that most of their HIV knowledge came from radio and 

television adverts.

Although a number of HIV NGOs are present in Cape Town, 

there is very limited NGO activity specifi cally aimed at HIV 

prevention among migrant workers. One of the few services 

is the Refugee HIV Awareness and Management Project, 

an initiative of the whole world women Association, which 

is partly sponsored by the Western Cape Department of 

Health. This NGO provides education workshops and 

counseling to migrants and refugees but refers to public 

health facilities for HIV testing. Doing very similar work with 

foreign migrants and refugees is the Sonke Gender Justice 

Network, through its Refugee Health and Rights project. 

Another service, which does not primarily target migrants, 

but does provide for them alongside local benefi ciaries, 

is the Tutu Tester of the Desmond Tutu HIV Foundation. 

Through a partnership with the organization Men on the 

Side of the Road, the Tutu Tester provides (mobile) HIV-

prevention services to work-seeking migrant workers, 

among others, twice a week. 
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7.3 Informal Cross-border Trade Sector
Border areas and many of the places frequented by 

ICBTs are not well covered by government or NGO 

HIV-prevention services. Where private services exist, 

they are mostly too expensive for migrants to use. Like 

other migrants, ICBTs tend to rent accommodation in 

impoverished or informal areas where rent is cheap, 

but there is typically poor healthcare available there. 

Furthermore, there are not many HIV-prevention initiatives 

which specifi cally target ICBTs either at border posts, on 

transport routes or even in urban areas. 

Few cross-border traders choose to access healthcare 

while traveling, preferring to delay treatment until they 

return home. Those who do seek health services in South 

Africa mostly use the government clinics in the areas 

close to where they stay. Most of these provide a range 

of HIV-prevention services free of charge to people of any 

nationality (condoms, IEC materials, VCT, PEP). They may 

refer patients to state hospitals for PMTCT and ART. On 

paper, as clarifi ed in 2007 by the Department of Health, 

foreigners should be able to access HIV prevention and 

care freely, without having to present any papers (Breen 

and Gwyther, 2009). 

Although a number of HIV NGOs are present in Cape Town, 

there is very limited NGO activity specifi cally aimed at HIV 

prevention among migrants. One of the only available 

services is the Refugee HIV Awareness and Management 

Project, which is an initiative of the whole world women 

Association. This NGO, in partnership with other refugee-

focused NGOs (e.g. Cape Town Refugee Centre and the 

Scalabrini Centre), provides HIV education workshops and 

counseling to migrants and refugees but refers to public 

health facilities for HIV testing. Doing very similar work with 

foreign migrants and refugees is the Sonke Gender Justice 

Network, through its Refugee Health and Rights project. 

Another service, which does not primarily target migrants, 

but does provide for them alongside local benefi ciaries, is 

the Tutu Tester of the Desmond Tutu HIV Foundation. 

7.4 Domestic Work Sector
If not staying on the property of their employer, migrant 

domestic workers tend to rent accommodation in 

impoverished or informal areas where rent is cheap but 

there are inadequate public amenities, including health 

services. Where private services exist, they are mostly too 

expensive for domestic workers to use. Some domestic 

workers, especially long-term employees, might gain 

access to some basic private healthcare through their 

employers. Most, whoever, like domestic workers in other 

major cities, use the government clinics in the areas 

close to where they live (see Peberdy and Dinat, 2005: 

31). Most of these facilities (on paper) provide a range of 

HIV-prevention services free of charge to people of any 

nationality (condoms, IEC materials, VCT, PEP). They may 

refer patients to state hospitals for PMTCT and ART. 

Informants knew of and had visited quite a number of 

health facilities, including the reproductive health clinic at 

Cape Town train station, Du Noon, Brooklyn, Philippi and 

Spencer Road Clinics, Blouberg, Woodstock, Somerset, 

Jooste and Groote Schuur Hospitals and Khayelitsha 

Health Centre. None of the informants knew of any NGOs 

off ering HIV-prevention programs. 

Although a number of HIV NGOs are present in Cape Town, 

there is very limited NGO activity specifi cally aimed at HIV 

prevention among migrants. One of the only available 

services is the Refugee HIV Awareness and Management 

Project, which provides HIV education workshops and 

counseling to migrants and refugees but refers to public 

health facilities for HIV testing. Doing very similar work 

with foreign migrants and refugees is the Sonke Gender 

Justice Network, through its Refugee Health and Rights 

project. Another service, which does not primarily target 

migrants, but does provide for them alongside local 

benefi ciaries, is the Tutu Tester of the Desmond Tutu 

HIV Foundation. 

It appears that despite fairly low levels of HIV awareness, 

domestic workers in Cape Town have acceptable access, at 

least to government health services. Most of the informants 

had experienced satisfactory treatment and few problems 

at the public health facilities they had visited, although a 

few were not satisfi ed with the quality of service. Because 

there are so few NGOs in Cape Town specifi cally targeting 

migrant workers, and a general lack of knowledge among 

migrants about what NGO HIV-prevention services do 

exist, access to such services is very poor. 
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Gaps & Challenges Recommendations

Lack of behavior change approaches targeted at 

migrants, including seafarers. 

Language is a barrier for some migrant workers or 

mobile populations (such as seafarers), which prevents 

them from understanding HIV messaging. There are 

limited HIV services for foreign migrant workers, 

including materials and services in foreign languages. 

Although there are many NGO, CBO and FBO 

ongoing HIV-related services, few are specifi cally 

targeting migrant workers and their families. 

Smaller and unregulated construction companies and 

sub-contractors are reluctant to allow their workers time 

off  to attend VCT or HIV-education sessions as it would 

require time off . 

There are few workplace programs for those at small and 

medium-sized companies, casual workers employed 

through brokers and/or sub-contractors and those 

employed in the informal sector (domestic workers, ICBTs).

Workplace programs tend to provide HIV services for 

permanent workers only.  

Programs: Government and non-government HIV-

prevention role-players should increase eff orts to provide 

HIV messages and materials in mediums which are 

understandable and accessible to migrant workers from 

diff erent backgrounds. 

Policy: Government should enforce greater regulation over 

smaller/less formal employers or provide incentives for them to 

implement workplace policies and/or provide regular access for 

all their employees to other HIV-prevention services.

Programs: workers Unions’ Health Units should be 

sensitized to the specifi c HIV vulnerabilities of migrant 

workers and their families. This could be done by such 

organizations as ILO or NGOs focusing on migrant health.

Programs: All organizations off ering HIV-prevention 

services should move beyond simply providing 

information and focus on social and behavior change. 

Programs: Government, the private sector and NGOs/

FBOs should establish alternative entertainment 

facilities in ‘spaces of vulnerability’ such as truck stops, 

border posts and mining settlements, and implement 

programs to encourage healthy lifestyles and bring 

down the abuse of alcohol. Such facilities might include 

soccer fi elds, gyms or swimming pools, or programs that 

encourage health lifestyles.

Programs: NGO/FBO/CBOs already working with refugees and foreign 

migrants should incorporate HIV-prevention services into their 

programs. These organizations are in a unique position to access 

‘spaces of vulnerability’ (migrant populations and the communities 

within which they interact), but many have not had the focus or 

resources to provide HIV prevention in the communities they serve. 

These organizations should support the state in providing IEC 

materials and VCT in languages understood by migrant workers.

Workplace policies: Government should explore ways to 

extend legislation and better regulate workplace programs 

to ensure that all employers (large, medium and small-scale) 

provide access to HIV-prevention services to all employees, 

including casual workers.

Migrant workers often have limited access to radio and 

television and so are not exposed to HIV messaging 

through these methods. 

 Fear of victimization or dismissal discourages some 

migrant laborers (e.g. domestics) from learning about 

their HIV status or seeking treatment. 

The traveling, working and living conditions experienced 

by migrant workers are often bad and lacking in 

amenities which facilitate healthy lifestyles. Their 

lifestyles often put migrants at greater risk of HIV.  

8 Gaps, Challenges and Recommendations 
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9 Mapping

The Durban port was chosen as the location for the mapping of 

health services in South Africa. As can be seen on the map (below), 

there are a range of private, public and non-governmental, faith-

based and community-based HIV services in the area of the port 

and the industrial and residential areas to the south of the port. 

Not every health facility is represented on the map, particularly 

not the private facilities, which are unlikely to be aff ordable for 

migrant workers. Instead, the map represents health facilities most 

accessible to migrant workers/seafarers or mentioned as important 

facilities where they access healthcare or HIV-prevention services. 

9.1  Localized, detailed mapping of services

 

Programs: Government, NGOs and FBOs should target 

‘spaces of vulnerability’ where migrant workers are found 

(such as borders, ports, mines and construction sites), with 

programs that provide HIV-prevention services. Mobile 

units with HIV-prevention services should be scaled-up. 

Some good examples are the mobile wellness units such 

as the ‘Tutu Tester’ in Cape Town and the New Start Centre 

mobile unit in Durban. Information on what services are 

available should also be made available to migrant workers 

at borders and other places where they might access them.  

Lack of education, HIV awareness and enduring HIV 

stigma mean that even where health facilities are 

available, migrant workers may not use them. Migrants 

(particularly ICBTs) do not know what local HIV services 

are available to them, decreasing their access. 

It is diffi  cult to reach migrant workers with HIV services 

(including ART) because of their mobility. The remote 

areas that migrant workers travel through and work 

at (border posts, mines, construction sites, transport 

routes) do not have suffi  cient HIV-prevention services.

Poor services, long queues and xenophobic attitudes at 

government health facilities discourage migrant workers 

from using them. 

Gaps & Challenges Recommendations

Programs: Government should provide better training for 

all healthcare workers on the rights of foreign nationals 

to healthcare and HIV services at public health facilities. 
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10  Migrant Stories 

Ali (not his real name) is a 23-year-old Tanzanian migrant worker who came to Durban in 2007 to look for work at the port. 

He completed two years of high school in Tanzania after which he did odd jobs, including assisting a mechanic to repair 

motor vehicles. A combination of bad luck and the desire to fi nd better working opportunities made him decide to leave 

Tanzania. He witnessed a crime about which he did not want to testify for fear of repercussions, so he left suddenly for 

Mozambique without documentation. 

Having jumped the border into Mozambique, Ali hitchhiked southwards in the hope of fi nding work. But he found it very 

diffi  cult to earn money in Mozambique and had to walk long distances because he had no cash. Ali decided to continue on 

to South Africa, where his older brother was already working. Again, he jumped the border, this time into northern KawZulu-

Natal, and proceeded to Richards Bay. When he fi nally arrived in Durban he could fortunately stay with his brother in a fl at 

near the Durban harbor. He still lives there today. 

Work was also diffi  cult to come by in Durban, but Ali found that the most readily available work was casual shift work 

unloading cargo from ships. He spends a lot of time hanging around in Albert Park waiting for the labor brokers to recruit 

young men like himself when extra labor is needed. He is paid per shift and does not sign a contract or enjoy any benefi ts 

from this work. Having arranged to acquire some papers from the Home Aff airs Department, he feels more secure but still 

complains of harassment by the Municipal Police. 

Because work is so sporadic, Ali started his own small business, which involves procuring and delivering paper to small 

companies around the city center. 

Despite having a girlfriend back in Tanzania, Ali regularly uses the sex workers who hang around Victoria Embankment. He 

knows that HIV can be deadly, but claims always to use a condom when sleeping with sex workers. Ali has never visited a 

health facility since arriving but says Addington Hospital is the nearest to where he lives. He does not know whether they 

provide HIV-prevention services or not. 

10.1  Fisheries Sector (Durban port)

Country Assessment on HIV-prevention Needs of Migrants and Mobile Populations 
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Peter (not his real name) as born in southern Zimbabwe in 1986. 

Having completed four years of high school, he could not fi nd a job but stayed at his rural home growing vegetables and 

doing odd jobs. Since 2000 life as very tough in Zimbabwe due to the political and economic crisis. 

After the further social and economic problems associated with the violent elections in 2008, work-record hyperinfl ation 

and the cholera outbreak, Peter decided to come to South Africa to fi nd employment as an unskilled laborer in the 

construction sector. 

Having no passport or visa, he decided to jump the border, which he did in February 2009 with a group of several other 

illegal immigrants. They passed through the border, bribing some South African police to let them through. They then took 

a taxi, but disembarked before Musina and went into the bush to avoid using the heavily patrolled main roads. 

However, they were unaware that on the bush paths used by illegal immigrants lurk Mgumagumas – supposedly smugglers 

who assist people to cross the border illegally, but in reality groups of bandits ho demand money from travelers in return for 

being allowed to pass unharmed. Most of the Mgumagumas are from Zimbabwe, reputedly with ex-soldiers among their 

ranks; they prey on their compatriots for a living. 

While journeying, they met a woman whose breast had been sliced open, and a little further on, found the body of a dead 

man. ‘Its rare to move around that area and not see a dead body’, says Peter. 

Then, their group was accosted by the Mgumagumas, who demanded money from them. Having paid most of their money 

to the border guards, they did not have any to give the Mgumagumas, which angered them. One of the men in Peter’s group 

was accompanied by his wife. According to Peter, the Mgumagumas gang raped her and then forced her husband to have 

sex with her while they watched. 

Peter then tried to escape, but they chased him, hitting him with stones and cutting his back with a machete. When he 

fell down, they continued to beat him with branches, and took his shoes and trousers. Having got what they wanted, the 

Mgumagumas departed, leaving the group penniless and injured. 

Luckily, some nearby villagers helped them, giving them food and clothes. Peter went to a hospital close to Thoyohandou 

where his wounds were treated. He says that the local hospitals are used to treating injured immigrants and did not ask for 

his papers or turn him away. He camped out in the bush for several weeks, doing odd jobs for local people until he was 

strong enough to travel again. 

Peter heard of a construction job in Lephalale, building foundations, and he went there to earn some money. While there, 

the workers stayed in a construction camp, which he says as visited by sex workers every night. Having survived a near 

death experience crossing the border, he admits that HIV was not foremost in his thoughts. But the local bar did provide lots 

of condoms. 

After a while, his cousin in Cape Town invited him to come and stay with him in Delft, an off er he accepted in the hope 

of fi nding more work. However, since arriving in the Cape, he has had very few work opportunities and is still looking for 

construction jobs every day.  

10.2  Construction Sector
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Gladys (not her real name) is a 43-year-old widow from eastern Zimbabwe. She used to be a secretary in Harare but came to 

Cape Town in 2007 to look for a job and seek medical treatment, namely Antiretroviral Therapy (ART) since she is HIV positive. 

She contracted HIV from her husband, who died a few years ago of an AIDS-related illness. 

Gladys chose to come to Cape Town because a friend invited her. She does not like being a migrant, but had no option as she 

needed a job and to seek ARV treatment. As she says: ‘l heard ARVs were available and free here, so I came’. 

When she arrived, she decided the only available income-generating activity she could do was to become an informal trader. 

Rather than travel back and forth between Zimbabwe and South Africa, she decided to buy and sell in Cape Town. She had 

found her journey too long to repeat often, and the bus she traveled in had almost had an accident. Consequently, she has 

only been home once to visit her family. 

Gladys used her passport and a valid visa to cross the border but applied for, and as granted, an asylum permit in Cape Town 

when her visa expired. She travelled alone and is also living alone in a shack in Philippi, despite the xenophobic violence 

which swept through such areas in 2008. She does not feel very secure there and is always careful not to move around 

during the night. She travels into central Cape Town several times a week to sell hair and beauty accessories, snacks, earrings 

and small articles of clothing. 

Gladys has seen fi rst-hand how deadly HIV can be since she lost her husband to the virus. She believes that staying away 

from your partner for a long time can put you in danger of contracting the virus and that both men and women who cross 

borders are at risk, depending on their sexual behavior. 

One of Gladys’ friends recommended that she go to Groote Schuur Hospital for her ART since they off er the full suite of HIV 

prevention and treatment to members of the public. When she arrived, the staff  at Groote Schuur asked to see her identity 

documents and she presented them with her asylum permit, which they accepted. She has since been to the hospital many 

times to collect her ARVs and says that she has received good treatment (especially compared to the kind of treatment she 

was off ered in Zimbabwe), and has never been asked to pay. Gladys has not experienced any diff erent treatment because 

she is a foreigner and believes foreigners have nothing to be afraid of since everyone is treated the same. 

On the issue of multiple partners, Gladys is outspoken: ‘I think that is very cruel of men to have more partners because they 

spread the disease to innocent people, just like in my case. My husband was very promiscuous and I am now HIV positive 

because of him!’

10.3  Informal Cross-border Trade Sector
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Maria (not her real name) was born on a farm in the eastern Free State in 1963, the second youngest of nine children, born 

to migrant farm workers from Lesotho. 

Possibly because their parents could not look after all the children, Maria and her younger sister were sent to live with 

relatives in Lesotho when she was seven years old. When soon afterwards their parents were killed in a car accident, more 

of her siblings joined them. 

Maria was able to go to junior school, but after standard seven her guardians refused to send her to high school. She took a 

job at a supermarket, even though she dreamed of going back to school. She then moved to her older sister’s house because 

her guardians were no longer treating her well. 

One day, when she as 17, she as given a note by a man claiming to be a friend of her brother. When she got to her sister’s 

house the man and his friend kidnapped her and took her to another village. She realized that her older siblings had arranged 

her marriage to this man without telling her. Although she resisted and tried to run away, Maria as eventually forced to marry 

this man and have his two sons. 

Maria’s husband as a migrant mineworker in Carltonville. He was away for most of the time, but when he was at home, he was 

very abusive and violent. She feared that he had other partners in Carltonville and Johannesburg. She was bitterly unhappy, 

and after 10 years Maria decided to run away to an uncle in Port Elizabeth with her sons. 

Once in Port Elizabeth, she stayed with her uncle for a while, until he tried to force her to have sex with him, at which point 

she moved out to her own shack. Maria found work as a domestic worker for a middle-class black family in New Brighton. 

Her boss, however, repeatedly raped her but she was too afraid to tell anyone because she thought his wife might accuse 

her of seducing her husband. 

In 1997, Maria heard about a domestic worker job in Cape Town through a friend. She moved and was accommodated 

in fl ats reserved for the domestic workers of government offi  cials. Again, she was treated badly, but was not sexually 

abused. Eventually, she made some local connections who helped her to fi nd better work in restaurants and domestic 

worker positions. 

At that time, she met a man from Zimbabwe with whom she had a brief relationship. She did not trust him, and when a 

condom burst during sex she was afraid she might have contracted HIV. She went for a test and it came back negative. 

Having had bad experiences her whole life, she decided that she did not want to go out with a man who treated her 

badly again. 

It was then that Maria met an older man of German origins ho treated her with the kindness she had so long craved. 

Unbeknown to her, this man had had many diff erent sexual partners after the death of his wife some years before. 

Furthermore, he did not believe that a well-off , healthy and fi t person could contract HIV, and refused to wear a condom. 

After a while, he became ill, and Maria heard rumors of his promiscuity. Fearing the worst, she went for an HIV test and tested 

positive. Her partner initially denied he could have given her HIV, but by the time he accepted this possibility, it was too late 

to save him. He died shortly after that. 

Maria now has to come to terms with the fact that she is HIV positive and has been going for counseling and medical 

treatment. So far, she has had a mixed experience of the government hospitals. Her various employers have been very 

supportive and helped her to obtain the medical assistance she needs. She has not yet had to go onto ARVs because she is 

looking after herself well. 

It is both ironic and tragic that Maria contracted HIV from the one man in her life who did not force her to have sex with him 

and treated her with kindness. 

10.4  Domestic Work Sector
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11  List of Key Contacts in South Africa

Sector Organization Person Contact details

All USAID South Africa Mathata Madibane
Tel: +27 12 452 2222

Email: mmadibane@usaid.gov

All UNAIDS Nkhensani Mathabathe
Tel: +27 12 354 8496

Email: mathabathen@unaids.org

All South African National AIDS Council (SANAC) Bonakele Dlamini
Tel: +27 12 312 0531/0391

Email: dlamim@health.gov.za

All Western Cape Department of Health
Msokoli Qotoli:

Deputy Director: Social Mobility 
Email: mqotoli@pgwc.gov.za

All International Labour Organisation, Pretoria Vic van Vuuren: Director

Tel: +27 12 818 8000

Cell: +27 82 882 1759

Email: vanvuuren@ilo.org

All CareWorks HIV Management
Joseph Adams:

Product Manager

Tel: +27 21 673 5305

Email: josepha@careworks.co.za

All Sex Worker Education and Advocacy Taskforce Vivienne Lalu: Director
Tel: +27 21 448 7875

Cell: +27 82 494 0788

All Sonke Gender Justice Network
Baku Kionga: Refugee Health 

and Rights Project Coordinator
Tel: +27 21 423 7088

Cape Town Refugee HIV Awareness and Management Project Mary Tal: Director Tel: +27 21 448 5022

Cape Town COSATU
Mandisa: HIV/AIDS Awareness 

Section

Tel: +27 21 448 0046

Cell: +27 76 329 0286

Cape Town Desmond Tutu HIV Foundation Jill Thorn: General Manager Tel: +27 21 650 6966

Durban port National Ports Authority Health Nonhlanthla Mbokazi
Tel: +27 31 361 4591

Email: Nonhlanhla.mbokazi@transnet.net

Durban port
Ship Med Medical Services/South African 

Maritime Safety Authority

R.D. Dungan:

Port Physician

Tel: +27 31 261 8291

Email: docdavid@shipmed.co.za

Durban port Mission to Seafarers David Schooling: Chaplain Tel: +27 31 205 6508

Durban port Durban Port Chaplaincy Paddy Percival Cell: +27 82 321 6840

Durban port eThekwini Municipality Health Department Ms Madondo Tel: +27 31 311 3689/3604
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Sector Organization Person Contact details

Durban port Durban New Start Centre Sibusiso Sithole Tel: +27 31 305 6942

Durban port Blue Roof Wellness Centre
Rhona Buckley:

Director

Tel: +27 31 461 3101

Email: rhona@keepachildalive.org

Durban port Rennies Distribution Services Rhona Newman
Tel: +27 31 452 1900

Cell: +27 73 030 1567

Durban port Bidfreight Port Operations
Yoga Thinnasagaren: HR Offi  cer 

Lana Lambert: Nurse

Tel: +27 31 274 2519

Cell: +27 31 274 2563

Durban port Wentworth AIDS Action Group (WAAG)
Irene Stainbank:

Coordinator

Tel: +27 31 461 2799

Cell: +27 73 954 1313

Durban port DCC Hope Centre Clinic R.N. Adams: Director
Tel: +27 31 307 2691

Cell: +27 83 308 0401

Durban port eThekwini Trucking Wellness Centre 
Marcus Dimba: 

Registered Nurse
Cell: +27 73 576 8863
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12  ANNEXES

12.1 Annex 1

Number of Focus Group Discussions (FGDs)   

Sectors 

South Africa

Number of FGDs Female Male

Domestic work 0   

Construction 2 0 9

Informal Cross-Border Trade 0   

Fisheries 0   

TOTAL 4 1 12

Number of Key Informant Interviews (KIIs)

KIIs 

South Africa 

32

Number of One-on-One Interviews

Sectors 

South Africa

Number of one-on-one 

interviews
Female Male

Domestic work 9 9 0

Construction 2 0 2

Informal Cross-Border Trade 6 6 0

Fisheries 10 2 8

TOTAL 28 17 11



 30

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

Ansell, N. and van Blerk, L. 2004. HIV/AIDS and Children’s Migration in 

Southern Africa. Southern African Migration Project, Migration Policy 

Series No. 33. 

Breen, D. and Gwyther, L. 2009. ‘Refugees and Other Potentially Vulnerable 

Groups’. In Hospice Palliative Care Association of South Africa and Open 

Society Institute, 2009. Legal Aspects of Palliative Care. Pinelands: HPCA. 

Construction Industry Development Board (CIDB). 2004. SA Construction 

Industry Status Report: Synthesis Review on the South African Construction 

Industry and Its Development. <www.cibd.org.za/Resources/report.pdf>.  

Driver, A. and Platzky, L. 1995. Southern Cape Regional Development Study. 

Cape Town: Development Action Group. 

Dubbeld, B. 2001. ‘The Decline of Stevedoring Labour in Durban: 1959–

1990’. Unpublished paper for the History and African Studies Seminar, 17 

October 2001. 

Human Rights Watch (HRW). 2008. Neighbors in Need: Zimbabweans 

Seeking Refuge in South Africa. New York: HRW. 

International Organization for Migration (IOM). 2004. International  

Migration Law – Glossary on Migration. Geneva: IOM. 

International Organization for Migration (IOM). 2007a. Regional Guidelines 

on HIV and AIDS for the Construction Sector in the SADC Region. 

International Organization for Migration (IOM). 2007b. Briefi ng Note on 

HIV and Labour Migration in South Africa. Pretoria: IOM. 

International Organization for Migration (IOM). 2007c. HIV and 

People on the Move: HIV and Vulnerabilities of Migrants  and Mobile 

Populations in Southern Africa.  Pretoria.  IOM http://www.iom.org.za/

HIVAIDSPublications.html 

International Organization for Migration (IOM). 2007d. International 

Migration Law No. 10 – Glossary on Migration.  Geneva:  IOM. 

International Organization for Migration (IOM). 2009. Migrants’ Need and 

Vulnerabilities in the Limpopo Province, South Africa. Pretoria: IOM. 

International Planned Parenthood Federation (IPPF). 2009. Glossary. 

http://www.ippf.org/en/Resources/Glossary.htm  (accessed in November 

2009) 

Joint United Nations Programme on HIV/AIDS (UNAIDS). 2008a. South Africa: 

Country Situation http://data.unaids.org/pub/FactSheet/2008/sa08_sa08_

soa_en.pdf. 

Joint United Nations Programme on HIV/AIDS (UNAIDS). 2008b. 

Drivers of the Epidemic. http://www.unaids.org/en/PolicyAndPractice/

DriversOfTheEpidemic/default.asp 

12  References

Joint United Nations Programme on HIV/AIDS (UNAIDS). 2008c. UNAIDS’ 

Terminology Guidelines. Geneva: UNAIDS. 

Joint United Nations Programme on HIV/AIDS (UNAIDS). 2009a. Consultation 

Held on Defi nition and Measurement of Concurrent  Sexual Partnerships. 

http://www.unaids.org/en/KnowledgeCentre/Resources/FeatureStories/

archive/2009/20090424_Consultation_Sexual_Partnerships.asp 

Joint United Nations Programme on HIV/AIDS (UNAIDS). 2009b. 

Guidance Note on HIV and Sex  Work. http://data.unaids.org/pub/

BaseDocument/2009/jc1696_guidance_note_hiv_and_sexwork_en.pdf 

Joint United Nations Programme on HIV/AIDS (UNAIDS). 2001. Population  

Mobility and AIDS: Technical Update. http://data.unaids.org/Publications/

IRC-pub02/JC513-PopMob-TU_en.pdf

Lefko-Everett, K. 2007. Voices from the Margins: Migrant Women’s 

Experiences in Southern Africa. Cape Town: Southern African Migration 

Project: Policy Series No 46.   

Naidoo, J. 2008. ‘What the Zimbabwean Crisis Costs South Africa’. Article 

published by the MJ Naidoo Foundation for Social Justice on 13 June 

2008. <http://www.socialjustice.org.za/archives/17>.

Peberdy and Dinat. 2005.’Domestic Workers in Johannesburg: World of 

Migration, Work and Health’, SAMP Migration Policy Series No. 40. Cape 

Town:SAMP.

Posel, D. 2003. ‘Have Migration Patterns in Post-Apartheid South Africa 

Changed?’ Paper prepared for Conference on African Migration in 

Comparative Perspective, Johannesburg, 4–7 June.  

Poswa, N. and Levy, R. 2006. Migration Study in Monwabisi Park (Endlovini) 

Khayelitsha. Strategic Development Information and GIS Department: 

City of Cape Town. 

Rogerson, C.M. 1999. Building Skills: Cross-border Migrants and the South 

African Construction Industry. Cape Town: South African Migration Project 

(SAMP), Migration Policy Series No. 11. 

Singh, G. 2005. Patterns of Migration, Settlement and Dynamics of HIV/AIDS 

in South Africa. South African Cities Network. 

Small, K. 2008. Demographic and Socio-economic Trends for Cape Town: 

1996–2007. Strategic Development Information and GIS Department: 

City of Cape Town. <http://www.capetown.gov.za/en/stats/CityReports/

Documents/2007%20Community%20Survey%20Summary.pdf>.

Smit, W. 1998. ‘The Rural Linkages of Urban Households in Durban, South 

Africa’. In Environment and Urbanisation. Vol. 10, No. 1. 

StatsSA, Quarterly Labour Force Survey, Second Quarter. 2009. <http://

www.statssa.gov.za/publications/P0211/P02112ndQuarter2009.pdf>.



 31

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

The Herald. 21 September 2009. www.theherald.co.za/

Transnet. 2009. Information on Durban Port. <http://www.

transnetnationalportsauthority.net/NPA_ports_durban_overview.html>. 

Trotter, H. 2008. Sugar Girls and Seamen: A Journey into the World of 

Dockside Prostitution in South Africa. Auckland Park: Jacana. 

Van Coller, J., Maasdorp, G. and Mavundla, K. 2007. ‘Durban Maritime 

Industry: A Value Chain Analysis’. Unpublished Report. 

Van Onselen, C. 1996. The Seed is Mine: The Life of Kas Maine, a South African 

Sharecropper 1894–1985. Johannesburg: Jonathan Ball Publishers. 

Williams, B., Gouws, E., Lurie, M. and Crush, J. 2002. Spaces of Vulnerability: 

Migration and HIV/AIDS in South Africa. Southern African Migration Project, 

Policy Series No. 24. 



 32

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

Notes






