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1 Acronyms

AIDS  Acquired Immunodefi ciency Syndrome

ART Antiretroviral Therapy

ARV  Antiretroviral

BCC  Behavior Change Communication

CBD Community Based Organization

E  Emalangeni (local currency)

FBO Faith Based Organization

FGD Focus Group Discussion

FLAS  Family Life Association of Swaziland

GNP  Gross National Product

HBC  Home-based care

HCT  HIV Counseling and Testing

HIV  Human Immunodefi ciency Virus

ICBT  Informal Cross-border Trade

IEC  Information, Education, Communication

ILO  International Labour Organization 

IOM  International Organization for Migration

KII Key Informant Interview

MC  Male Circumcision

MOH  Ministry of Health and Social Welfare

MOT  Modes of Transmission

NERCHA  National Emergency Response Council on HIV/AIDS

NGO Non-governmental Organization

NSF National Strategic Framework

NSP  National Strategic Plan

OAU  Organization of African Unity  

OVC  Orphans and Vulnerable Children

PEP  Post-exposure prophylaxis
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PEPFAR President's Emergency Plan for AIDS Relief 

PHAMSA Partnership on HIV and Mobility in Southern Africa

PMTCT  Prevention of mother-to-child transmission

PSI  Population Services International

RSSC  Royal Swaziland Sugar Cooperation

SADC  Southern African Development Community

SBCC Social and Behavior Change Communication 

SNAP  Swaziland National AIDS Programme

STD Sexually transmitted disease

STI  Sexually transmitted infection

SWAGAA  Swaziland Action Group Against Abuse 

SWABCHA  Swaziland Business Coalition on HIV/AIDS

TASC  The AIDS Support Centre 

TB  Tuberculosis 

TEBA  The Employment Bureau of Africa

UN  United Nations

UNAIDS  Joint United Nations Programme on HIV/AIDS

UNDP  United Nations Development Programme

UNFPA  United Nations Population Fund

USAID United States Agency for International Development

VCT  Voluntary Counseling and Testing
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2 Glossary of Terms 

Communicable diseases

Any condition which is transmitted directly or indirectly to a person from an infected person through the agency of 

an intermediate person, host or vector, or through the inanimate environment. Communicable diseases include, but 

are not limited to: infl uenza, tuberculosis, conjunctivitis, acquired immune defi ciency syndrome (AIDS), AIDS-related 

complex (ARC) and positive HIV antibody status, and sexually transmitted diseases.

Contract workers
A worker who is employed by a company that is contracted to provide certain services to the mother organization. 

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

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

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

Drivers of the HIV epidemic The term driver relates to a key factor that increases people’s vulnerability to HIV infection (UNAIDS, 2008a).

Feminization of migration

The growing participation of women in migration. While the proportion of migrants who are women has not 

changed greatly in recent decades, their role in migration has changed considerably. Women are now more likely to 

migrate independently, rather than as members of a household, and they are actively involved in employment.

Gender

Refers to the socially constructed roles, behaviors, activities and attributes that a given society considers appropriate 

for men and women (i.e. society’s idea of what it means to be a man or woman). These attributes can change over 

time and from society to society.

High-risk zones
Generally defi ned as places where a large number of mobile people pass. Examples might be truck stops, train and 

bus stations, market places, harbors, construction sites and customs zones (UNAIDS, 2001: 8).

HIV prevalence
Usually given as a percentage, HIV prevalence quantifi es the proportion of individuals in a population who have HIV at 

a specifi c point in time.

HIV vulnerability

Vulnerability results from a range of factors that reduce the ability of individuals and communities to avoid HIV 

infection. These may include (1) personal factors such as the lack of knowledge and skills required to protect oneself; 

(2) factors pertaining to the quality and coverage of services, such as inaccessibility of services due to distance, cost 

and other factors; (3) societal factors such as social and cultural norms, practices, beliefs and laws that stigmatize and 

disempowers certain populations (UNAIDS, 2008b). 

Informal cross-border trade
Is defi ned as largely unrecorded trade of goods and services, passing through, and in the neighborhood of the established 

customs points along the borders of countries (in the Southern Africa Development Community region in this case).

Internal migration
Internal movement of people from one area to another within the same country. This movement may be temporary 

or permanent.

Irregular migrant 

(also known as 

undocumented migrant)

Someone who, owing to illegal entry or the expiry of his or her visa, lacks the legal status in a transit or host country 

(IOM, 2007c).

Labor migration
The movement of persons from their home country to another or within their own country of residence for the 

purpose of employment.

Migrant
Person who freely chooses to move location (within a country or across an international boundary) for the reasons of 

‘personal convenience’ and without intervention of an external compelling factor (IOM, 2004).
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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, 2007b). 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, 2007b).

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, 2007). 

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).

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.
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3 Executive Summary 

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

assessment commissioned by USAID and funded by the PEPFAR 

Southern Africa Prevention Initiative. 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. Data 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.

The Kingdom of Swaziland is the smallest country in southern 

Africa and has a population of 1.1 million (Whiteside and Whalley, 

2007:3). High unemployment and poverty, especially in the rural 

areas, have led to high levels of cross-border migration in search 

of economic opportunities in neighboring South Africa. This is 

despite a relatively high GDP per capita (CIA World Factbook, 

2009). Traditionally, labor migration has been male-dominated, 

with the majority of migrants headed for the South African 

mines. However, since the 1990s, there has been not only a 

progressive decline in male labor migrants but also a signifi cant 

rise in the participation of women as cross-border traders (IOM, 

2007a:2). Three of the most signifi cant sectors in which Swazi 

migrants participate were chosen for this assessment, namely 

mining, informal cross-border trade (ICBT) and commercial 

agriculture. While Swaziland is primarily a migrant-sending 

country, commercial agriculture within Swaziland also attracts 

seasonal internal migrants. 

Swaziland holds the unenviable distinction of having the 

highest HIV prevalence in the world, estimated at 26% amongst 

productive adults and 42% amongst women of child-bearing age 

(CSO, 2007). High mobility has been identifi ed as one of the major 

epidemiological drivers of the epidemic in Swaziland, along with 

inadequate public awareness, risky sexual behavior, low condom 

use, the young age at which people engage in sex for the fi rst 

time, a high incidence of STIs, intergenerational sex and various 

socio-cultural and economic issues such as arranged marriages, 

wife inheritance, gender inequalities and poverty (MOT 2009:31). 

Common factors that have been found to exacerbate the 

vulnerability of migrant populations in the mining, agriculture 

and ICBT sector include those outlined below.

The regular separation of migrants from their permanent • 

partners can lead them to engage in sexual relations 

with other partners.

The social exclusion and anonymity that migrants often • 

feel in their new environment and the lack of regular 

social sanctions and community cohesiveness in such 

places may contribute to risky sexual behavior.

Female migrants and wives of male migrants in • 

particular have been found to be vulnerable to HIV 

infection due to unequal gender relations and their 

relative lack of power, which can lead to their sexual 

exploitation.

Migrant populations in these sectors often live and • 

work in dangerous and inhospitable environments, 

which may cause them to discount the importance of 

their health or the threat posed by HIV in comparison 

with their daily challenges.

Despite the vulnerabilities to HIV faced by migrants and their 

families, there are still many inadequacies in the HIV-prevention 

services available to them. Mine workers, for example, may have 

access to HIV-prevention services and even medical aid through 

the workplace wellness programs run by the bigger mining houses, 

but their families in isolated rural areas have limited access through 

distant government clinics. Similarly, on big farming estates in 

Swaziland, there are, increasingly, HIV workplace programs in 

place, which provide employees with HIV-prevention services. 

However, seasonal and contract workers as well as companies 

sub-contracted by large estates seldom provide health benefi ts. 

For ICBTs, access to HIV-prevention programs is also limited mainly 

to services provided by the government. ICBTs typically do not 

attempt to access HIV services outside of Swaziland. 

Several interventions are recommended to target the 

vulnerabilities faced by migrant workers in the above-mentioned 

sectors.

Policy-related recommendations
Greater coordination is needed between SADC • 

countries to provide accessible health facilities and 
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HIV-prevention programs in all countries in the region. 

There is also a need for harmonized ART systems, as 

protocols diff er from country to country.

Government, NGOs and FBOs should  target isolated • 

and/or informal workplaces where migrant workers are  

present (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. 

Program-related recommendations
Given the lack of capacity of the Government of • 

Swaziland to target migrants with HIV-prevention 

services, non-state actors (NGOs, CBOs and FBOs) 

should introduce HIV-prevention services (such as VCT, 

IEC, STI treatment, condom distribution) in spaces of 

vulnerability1 where migrant workers are found, such 

as border posts, mine worker-sending communities 

and agricultural sites, that are open at times which are 

suitable for mobile populations to use (i.e. after normal 

working hours).

Donors and international organizations need to assist • 

the Government better in scaling-up HIV-prevention 

education programs throughout the country. As a 

priority, more emphasis should be placed on easily 

accessible social change communication strategies 

which address issues such as gender relations, sexual 

behaviors and social norms.

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.

In order to reach migrant workers in isolated and/or • 

informal workplaces (such as borders, rural villages and 

farming areas), targeted programmes that would provide 

HIV-prevention services to migrant workers (and their 

families) need to be implemented by government, non-

governmental and faith-based organizations. Mobile 

units with HIV-prevention services should be prioritized.

The Swaziland Government needs to strengthen its • 

eff orts to make workplace HIV-prevention available 

to all types of workers (seasonal and permanent). 

Furthermore, it must improve its ability to monitor 

and evaluate whether employers are fulfi lling their 

contractual obligations for the provision of healthcare 

under the terms and conditions of their contracts with 

Swazi migrant workers.

The Government, donors and•  NGOs need to implement 

a range of interventions in spaces of vulnerability (farms, 

mines and border areas) to create secure working/

income generation opportunities for women and thus 

decrease their need to engage in transactional and 

commercial sex. Such interventions might involve small-

business training and the extension of micro-credit.

Research-related recommendations 
Research should be conducted on the eff ects of the • 

Government’s campaign to scale up male circumcision 

and on the impact of social and behavior change 

communication programs on migrant workers.
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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 forms of migration occurring and the 

associated HIV-related vulnerabilities of migrants. 

Furthermore, it seeks to identify opportunities and 

challenges for programming and prioritize 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 of 

services exercise 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 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 Research Methodologies 
A desktop review of existing and current research on • 

migration and HIV in Swaziland was conducted, as 

well as a review of existing legislation in Swaziland as it 

relates to migrant’s rights to health and HIV services; 

A country assessment mission to Swaziland was • 

conducted from 24 August to 1 September. During 

this mission, key informants such as representatives 

from government, migration and health NGOs 

(national and international), and representatives of 

relevant sector and employers’ organizations were 

interviewed using a standardized interview guide;

Focus group discussions were carried out with • 

migrants and one-on-one interviews were 

conducted with the mobile or migrant workers, from 

where testimonials were drawn and recorded. 

Finally, a mapping exercise of key HIV-prevention  • 

services (government, NGO and private) was 

conducted at the Royal Swazi  Sugar Corporation 

(RSSC) in the Simunye area of the Lowveld of 

Swaziland.

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 2 week period between August 

and 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 

Mbabane, Ngwenya border post and Simunye.

4.2.2 Rationale for Choice of Sectors

At a regional level, this assessment targeted 

eight SADC countries (Angola, Lesotho, Malawi, 

Mozambique, Namibia, South Africa, Swaziland 

and Zambia) and seven labor sectors. It explored 

the traditional migrant sectors (commercial 

agriculture, construction, mining and transport) 

and also looked 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 

paid special attention to Zimbabwean migrants 

(regular and irregular) living in South Africa and 

other countries bordering Zimbabwe.

The choice of sectors in each country was 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. The sectors chosen for examination 

in Swaziland were the mining (sending 

communities), commercial agriculture and the 

informal cross-border trade (ICBT) sectors.

Mining was chosen because Swaziland has had a long 

history as a labor-sending country, mainly to South 

Africa, where large numbers of Swazi men have gone 

to work on the gold and platinum mines. Regardless 

of the steady decline in the number of migrant 

Swazi mineworkers, owing to retrenchments and 

the downsizing of South African mines, a signifi cant 

proportion of rural households and an increasing 

number of urban informal settlements in Swaziland 

rely on migrant remittances for their sustenance 

(IOM, 2007a: 2). 

Agriculture was chosen because it forms the 

backbone of Swaziland’s economy as the 

country’s leading exporter. As in most countries 

in the SADC region, commercial agriculture in 

Swaziland relies substantially on migrant labor. 

Seasonal labor within the sector is particularly 

important for Swazis as it provides employment 

in the absence of other jobs. In addition, this 

sector is also crucial for the rural population, 

where subsistence agriculture is estimated 

to employ 70% of the population (Swaziland 

Government, 2009). 

The ICBT sector was chosen because cross-

border trading provides large numbers of Swazis 

with income-earning opportunities. It is highly 

gendered in nature, with women playing a 

major role in the buying and selling of goods 

between Swaziland and South Africa, as well 

as other SADC countries. ICBTs spend much of 

their time at border crossings, which have long 

been associated with risk factors of transmission 

and high HIV prevalence. Female ICBTs are 

particularly vulnerable because the HIV epidemic 

in Swaziland is feminized, with HIV prevalence at 

31.1% among women (CSO and Macro, 2008).  

The textile industry also employs a signifi cant 

number of migrants (mainly internal migrants 

from rural parts of Swaziland). This sector was 

not studied in detail, as it does not fall into one 

of the seven labor sectors being examined in 

this assessment. 

4.3 National Migration Trends 
The Kingdom of Swaziland is the smallest country in 

southern Africa, covering approximately 17,000 km². In 

spite of a relatively high GDP per capita and its middle-

income status, the country still ranks 146 out of 177 

countries in terms of human development, only one 

country above those ranked as ‘low’ (UNDP, 2006). The 

country is dominated by siSwati speakers and out of 

approximately 1.1 million inhabitants, 75% of Swazis live 

in the rural areas (CSO, 2007). 

Like the rest of southern Africa, Swaziland has had a long 

history of both internal and foreign migration. Traditionally, 

labor migration was male dominated, with the majority 

of male migrants traveling to the South African mines. 

Women did participate in cross-border migration before 

independence (1968), albeit to a lesser extent (IOM, 2007: 

2). The majority of these women traveled alone to trade in 

South Africa. From the 1990s onwards, there was not only 

a progressive decline in male labor migrants but also a 

dramatic rise in the occurrence of women as cross-border 

traders (ibid.). Swazi migrants are now also employed in 

the South African manufacturing sector, agribusiness and 

domestic services in both Mpumalanga and Gauteng, 

with women participating more noticeably than before 

(ibid.). Overall, Swaziland is thus positioned as a migrant-

sending country.

People in Swaziland are also ‘extremely mobile’ within the 

country (Whiteside, 2003: 32). The commercial agriculture 

sector is one of the major employers of internal Swazi 

migrants, who move seasonally between the country’s 

four regions. In addition, post-independence economic 

development was accompanied by rapid urbanization 

(Crush and Simelane, 2004: 12), and this has fed the 

expansion of industries in Swaziland. Field-level discussions 

with informants revealed that besides the agriculture 

sector, the textile industry in Matsapha Township absorbs 

some of the internal migrants, especially female workers. 

Geographically, Swaziland is bordered by South Africa to 

the north, west and south, and Mozambique to the east 

(Whiteside and Whalley, 2007: 4). High unemployment 

(estimated at 40% by the CIA World Factbook 2009) 

and poverty, especially in the rural areas, have led to 
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increasing numbers of cross-border migrants in search 

of economic opportunities. In fact, both internal and 

external migration are practiced as survival strategies by 

many Swazis. Immigration offi  cials at Ngwenya border 

post highlighted that the number of people crossing this 

South Africa-Swaziland border post in both directions – 

mainly to trade, shop, work and seek essential services – 

has increased in the past year (2008-2009). 

4.4 Sector-specifi c Trends

4.4.1 Mining Sector

Swaziland has a longstanding history as a 

migrant-sending country to the South African 

mines. Nevertheless, the number of Swazi 

miners has fallen from a high of 12,365 in 1989 

to just 7,099 today (TEBA, 2009). Despite this 

considerable downsizing of the number of Swazi 

mine laborers, mine work remains the most 

signifi cant occupation of Swazi migrants. In 1998, 

approximately 8–10% of Swazi households had 

family members employed on the South African 

mines (Swazi VAC, 2004: 16). 

Mine workers, who come from all parts of 

Swaziland, are formally employed through 

a specialized labor recruitment agency, The 

Employment Bureau of Africa (TEBA) Limited, in 

Hhohho, Manzini and Shiselweni regions. They 

work in South Africa on a one-year renewable 

contract, mainly in Gauteng and the North 

West province for companies such as Anglo 

Gold Ashanti, Goldfi elds, Harmony, DRD, Anglo 

Platinum and Implats. Up until the 1990s there 

were only male miners, but from 2001 females 

were also recruited to work as miners. Female 

mine workers are aged between 25 and 40 while 

male miners tend to be in their 40s (TEBA 2009). 

Migration patterns of Swazis within the 

sector have been adversely aff ected by the 

mechanization of mining activities and a 

growing preference for local labor in South 

Africa (IOM, 2007a:2). Still, many Swazis are hired 

for semi-skilled jobs such as rock-drill operators, 

locomotive drivers, winch drivers and general 

laborers. The majority of workers ‘travel as single 

men for periods of up to a year’ (Whiteside, 2003: 

32), living in single-sex mine hostels during this 

period. They rarely return home in this time due 

to limited leave. At some mines workers are 

allowed to invite their wives to live in rented mine 

accommodation for a maximum of 30 days per 

visit. However, mines are often located in isolated 

and harsh environments which make it diffi  cult 

for spouses to join their husbands there. Those 

workers who have forged sexual relationships 

with women in the vicinity of the mine often rent 

accommodation in neighboring communities.

4.4.2 Commercial Agriculture Sector

Swaziland has experienced several successive 

years of below average agricultural production, 

along with a downturn in the wider economy 

(Swazi VAC, 2004). However, the commercial 

agriculture sector, which includes the sugar, 

citrus and timber industries and the dairy 

farms, continues to contribute signifi cantly 

to the economy and growth of Swaziland. 

For instance, in 1999 the sugar industry alone 

comprised 24% of the nation’s GDP and 13% of 

total exports, contributing 16% to private sector 

wage employment and 11% to national wage 

employment (IOM, 2007: 4). 

Commercial agriculture in Swaziland relies 

heavily on internal migrant labor. A ’traditional 

pattern of migration predominates with migrants 

leaving their rural homes and partners to work 

on the estate for extended periods of time’ 

(Chilimampunga and Simelane, 2007: 6). Many 

Swazis aged between 18 and 50, mainly from 

the less developed regions such as Shiselweni, 

move to commercial farming regions to fi nd 

work. Much of the sector revolves around the 

sugar industry with its estates concentrated in 

the Lowveld. Hence, migration is mainly towards 

Lubombo region, where migrants are absorbed 

by the sugar estates in Simunye, Big Bend and 

Mhlume areas as seasonal farm workers (mainly 

cane cutters). Dalcrue Agriculture Holdings 

also uses migrant laborers to work in the fi elds, 

or for herding and milking cattle. Although 

not statistically signifi cant, there are foreign 

labor migrants within Swaziland’s commercial 

farming sector. There are Malawians who work 

in the timber industry (Swazi Peak Timbers), and 
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Mozambicans who work as gardeners and home 

maids at these estates. In addition, some Swazis 

choose to migrate seasonally into South Africa to 

work on commercial farms in South Africa.  

The nature of work in the commercial agriculture 

sector is labor intensive, especially cane cutting 

and timber processing. While this work still attracts 

more males than females, a large number of 

women are seasonally employed to peel and can 

oranges, pineapples and grapefruits at Swazi Fruit 

Canners, while on sugar estates some migrant 

women weed and change sprinklers while others 

do administrative and clerical work. The demand 

for labor fl uctuates, with high demand during 

certain key periods or seasons such as planting, 

weeding, harvesting or packing of produce. 

Migrant farm workers spend a large amount of 

time traveling and working, especially during peak 

harvest times. During the low season, laborers 

return home to their communal areas or proceed 

to other destinations in search of more work. 

Internal seasonal farm workers return home far 

more often than their counterparts who go to 

South Africa as they are closer and do not have 

to cross international borders (Chilimampunga 

and Simelane, 2007). Nevertheless, some 

internal workers also do not return home often, 

especially if they have established new homes 

with additional partners in commercial farming 

areas, as is common. 

While the more senior permanent workers are 

often provided with family accommodation, 

seasonal workers are usually housed in 

dormitories. Companies normally employ more 

people than they can house, with around eight 

seasonal workers sharing a single room as a 

result. Some employers within the sector also 

provide farm workers with ‘sex houses/rooms’ 

where spouses can visit and enjoy their conjugal 

rights for a limited number of days, which vary 

from estate to estate. 

4.4.3 Informal Cross-border Trade Sector

There has been a steady increase in the number 

of people crossing the border between Swaziland 

and South Africa in recent years. One of the main 

reasons for increased commercial border traffi  c 

is the growth in cross-border formal and informal 

trade across southern Africa. Formal trade within 

the region has grown exponentially since 1994, 

with goods carried mainly by long-distance 

truckers. Informal trading is gendered, with 

women playing a major role in the buying and 

selling of goods across international boundaries 

throughout the region (IOM, 2007a: 6). ‘Small-

scale cross-border trade provides a signifi cant 

income earning opportunity for women in 

the region’ (INSTRAW, 2007: 23), including 

Swazi women. 

Since Swaziland has experienced a major 

downsizing of its mine workforce in the last 

two decades, the result has been a loss of 

remittances to households and communities in 

migrant-sending regions of Swaziland. ‘This new 

economic reality has forced a number of women 

to enter the workforce and engage in forms of 

cross-border trade to supplement household 

income’ (Crush and Dorey, 2007: 28).

A signifi cant proportion of female cross-border 

migrants from Swaziland are informal traders 

who take handicraft goods to sell in diff erent 

parts of South Africa. Once they have sold their 

goods in South Africa the women use their 

proceeds to buy goods in Swaziland (IOM, 2007a: 

2). These women also bring home goods bought 

in South Africa (ibid.: 7), to resell in Swaziland. 
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5 HIV Vulnerabilities 

Swaziland holds the unenviable distinction of having the 

highest HIV prevalence in the world (UNAIDS, 2006), estimated 

at 19% among the entire population and 26% among productive 

adults (CSO, 2007). The 2006 UNAIDS Report on the Global AIDS 

epidemic estimates that there are currently 220,000 people living 

with HIV in Swaziland (UNAIDS, 2006); HIV threatens to destroy 

Swazi society (Whiteside and Whalley, 2007: 5).

The major epidemiological drivers of HIV in Swaziland include lack 

of comprehensive knowledge of HIV, multiple and concurrent 

sexual partners, low condom use, intergenerational sex, low age 

of sexual debut, low rates of MC and the presence of STIs. Socio-

cultural and economic factors such as arranged marriages, wife 

inheritance, gender inequalities, poverty and high mobility – both 

internal and foreign – due to lack of economic opportunities also 

drive the epidemic (MOT, 2009:20-31).

Although regional HIV prevalence appears to be similar across 

the country, according to the latest National HIV Serosurveillance 

Survey conducted by the government (2008), slight variations 

exist, with diff erent regions reaching prevalence peaks at 

diff erent times. This has been attributed to population mobility 

among other factors, with the more industrialized regions having 

higher prevalence – Manzini, Hhohho and Lubombo: 41.6%, 

42.9% and 45.4% respectively – than less industrialized regions 

such as Shiselweni (38.5%) (MOH, 2008). 

There are a number of vulnerabilities faced by migrant workers 

and their spouses in the identifi ed sectors.

5.1 Mining Sector
Mine workers are faced daily with diffi  cult and • 

dangerous working conditions and risk of physical 

injury. As a result, they tend to be preoccupied with 

these immediate challenges and may regard HIV as 

a distant threat. 

Mine workers often have no choice but to live in • 

single-sex hostels without the option of being 

accompanied by their partners and families. The 

social exclusion that migrants often feel in their new 

environment and the lack of community cohesiveness 

may lead to risky sexual behavior among workers. The 

social structures and norms in these environments 

may create feelings of anonymity, and these feelings 

could also be due to shifting social norms and lack 

of community sanction for errant individual behavior 

(IOM, 2007a).

In addition, the proximity and availability of • 

commercial sex within the surrounding community 

may be used to fi ll the workers’ emotional and 

sexual needs. 

Although mine workers may have limited home • 

leave, they are also vulnerable to HIV infection 

during their travel back to Swaziland. On their way 

home, many miners pass through Mbabane and 

Manzini before they get to their rural homes, where 

they often engage with commercial sex workers. 

It is unlikely that they use condoms because of 

the stigma attached to condoms. Condom use is 

generally associated with having multiple sexual 

partners and promiscuity (FGD, Malelane, 2009).

Swazis are knowledgeable about HIV and AIDS • 

but there are a lot of misconceptions and myths, 

resulting in denial and lack of correct information. It 

is this denial that makes them infect their wives back 

in Swaziland. Many miners also hold the belief that 

those with HIV have been ‘bangiloyile’ (bewitched) or 

‘bangidlisile’ (poisoned) even if they themselves are 

HIV positive. 

In addition, most Swazi miners who were interviewed • 

for this assessment, are in polygamous unions and it 

is considered acceptable for men to have multiple 

sexual partners. Women in Swaziland are expected 

by men to be subordinate and submissive. These 

gender inequalities in Swaziland expose women to 

HIV infection as they fi nd it diffi  cult to negotiate safe 

sex and condom use. 

While husbands are away, their wives can also • 

engage in extra-marital sexual relationships or resort 

to transactional sex if they are not being provided 

for by their husbands. For instance, the spouses of 

miners who were interviewed revealed that ‘these 

husbands do not return home and we are deprived 

of our conjugal rights for long periods of time which 

in some cases translate to a full year. We have no 

option, except to look for other men’ (Interview, 29 

August 2009). 
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Mine workers also have limited access to HIV • 

prevention and general healthcare services through 

mine clinics and hospitals, which sometimes run out 

of drugs and medication to treat STIs. Health facilities 

are also closed at times when it would be convenient 

for miners to visit them, making it diffi  cult for mine 

workers to access them after they fi nish their shifts.  

It is worth noting that the few female mine workers • 

are also just as vulnerable to HIV infection as their 

male counterparts, plus they face the additional risk 

of sexual abuse by senior offi  cials or co-workers. 

5.2 Commercial Agriculture Sector
Despite the relative availability of free condoms in • 

Swaziland and South Africa, their use is still reported 

to be low and inconsistent among farm workers due 

to enduring stigma attached to them (One-on-one 

interview, Simelane, 2009). These include the lack 

of adequate accommodation where most seasonal 

workers live in overcrowded single-sex hostels or 

temporary structures such as tents. Poor working 

conditions including a lack of job security and the 

increasing casualization of labor prevents workers 

from bringing their families to the farm sites. These 

circumstances may lead some workers to seek other 

(multiple) relationships. The practice of polygamy is 

common among Swazis, augmenting this tendency 

and increasing the risk of HIV spread. 

A lack of recreational facilities on farms encourages • 

alcohol and other substance abuse. In addition, 

the proximity and availability of commercial sex on 

and around commercial farms may fi ll the workers’ 

emotional and sexual needs.

The fl uid and temporary nature of life in the farm • 

compounds encourages high-risk sexual behavior 

because of the anonymity it creates and the lack of 

accountability fostered by the absence of societal 

norms and values that regulate social behavior. 

Faced daily with preoccupations about their • 

livelihoods, farm workers tend to focus on their 

immediate challenges and may regard HIV as a 

distant threat. 

Although large estates such as RSSC have HIV-• 

prevention programs, there is generally limited 

access to healthcare and HIV and AIDS services on 

small commercial farms in Swaziland. 

Farm workers who are on contract employment and • 

sometimes employed illegally in South Africa have 

no health benefi ts – lessening their means to protect 

themselves against communicable diseases. 

Due to limited legal protection and rights in South • 

Africa, both undocumented and documented farm 

workers (whose passports are often collected and 

kept by the farmer upon arrival) may be unable or 

unwilling to access existing clinics because of a desire 

to remain far from any type of ‘offi  cialdom’. This has a 

negative impact on their access to health information, 

condoms and treatment for STIs (IOM, 2007: 4). 

Despite the relative availability of free condoms in • 

Swaziland and South Africa, their use is still reported 

to be low and inconsistent among farm workers 

due to enduring stigma associated with them. A 

farm worker who was interviewed said that he 

‘actually sneaks into the bathroom and corridors to 

access condoms from dispensers in the absence of 

fellow employees’. South Africa-based farm workers 

are also unlikely to use condoms when they return 

home because of the stigma attached to them 

in Swaziland. 

Female farm workers are also just as vulnerable to • 

HIV infection as their male counterparts, plus they 

face the risk of sexual abuse by senior offi  cials or 

co-workers. In some cases, female seasonal workers 

are forced to engage in transactional sex with senior 

male workers in exchange for work at the farm. 

5.3 Informal Cross-border Trade Sector
HIV prevalence is at 31.1% among women (CSO and • 

Macro, 2008), while approximately half of all women 

between the ages of 25–29 are HIV positive. 

Administrative delays at border-crossing • 

points, coupled with inadequate facilities (e.g. 

accommodation, food, transport and recreational 

facilities) at borders, increase the vulnerability of 
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mobile populations such as informal cross-border 

traders to HIV and AIDS (SADC Policy Framework, 

2009: 9). 

Furthermore, the presence of truck drivers, border • 

offi  cials, sex workers, local border-town residents and 

deportees at border posts creates a complex web of 

sexual interactions which increases HIV vulnerability 

for all involved.

Due to limited legal protection and rights, • 

undocumented cross-border traders may be unable 

or unwilling to access existing clinics for health-

related matters due to the need to remain far from 

any type of ‘offi  cialdom’. This may result in less 

access to health-care facilities, impacting on health 

information, access to condoms and treatment for 

STIs (IOM, 2007a: 4). 

The absence, or inappropriate operating hours, of • 

health-care centers in border areas and on transport 

routes, and the fact that informal cross-border 

traders tend to be preoccupied with their immediate 

livelihoods means that they often do not set aside 

time to look after their health needs while undertaking 

their trading journeys. They may also discount the 

seriousness of HIV and other STIs when they are 

traveling, while their lack of permanence in any one 

place often means that they do not know what health 

services are available to them.  

In addition, because of their meager resources most • 

informal cross-border traders do not seek treatment 

in foreign countries, preferring to wait until they get 

home where they can access subsidized healthcare 

by the government of Swaziland. 

Migrants in Swaziland have been found to be • 

vulnerable to HIV infection due to unequal gender 

relations, which include the relative lack of power of 

women and their socio-economic status (UNDP, 2002; 

Simelane, 2006). Most of the informal traders who 

engage sexually with truck drivers and mine workers 

have limited power to insist on condom use.

6 HIV-Prevention policies relating to migrants/migration 

The scale and importance of migration in SADC, as well as 

the link between migration and HIV, requires that states take 

action in order to make meaningful and relevant legal and 

policy interventions. International and regional treaties and 

declarations seek to reduce the impact of the AIDS epidemic 

on vulnerable groups and to address socio-legal and structural 

factors that render certain population groups vulnerable to HIV 

(IOM, 2007a: 8).

Swaziland is party to the following international and regional 

instruments that are relevant to HIV and access to healthcare: 

International Convention on the Elimination of All • 

Forms of Racial Discrimination;

UN Convention Relating to the Status of Refugees; • 

African Charter on Human and Peoples’ Rights; and • 

OAU Refugee Convention (IOM, 2008: 22).• 

Being a signatory to all of these declarations illustrates a 

willingness to engage with issues relating to the rights of 

migrants, including their health-related rights. However, 

Swaziland has not domesticated any of the international treaties. 

They are thus not legally enforceable but do have persuasive 

value in the interpretation of the Bill of Rights. Swaziland has not 

yet signed the UN International Convention on the Protection of 

the Rights of all Migrant Workers and Members of their Families, 

which states that ‘migrant workers and members of their families 

shall have the right to receive any medical care that is urgently 

required for the preservation of their life or the avoidance of 

irreparable harm to their health’ (IOM, 2007a: 9). 

The right to health is enshrined in the Constitution of Swaziland as 

a principle of state policy. The state is obliged to take all practical 

measures to ensure the provision of basic healthcare services to 
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the population. A progressive interpretation of the right to life 

and non-discrimination would accord migrants in Swaziland a 

right to access health services especially in emergency medical 

situations. Section 13 (b) of the Refugees Control Order of 

Swaziland empowers the Deputy Prime Minister to make rules 

that provide for the ‘reception, treatment, health and well-being 

of refugees’. 

The following policies are relevant specifi cally to HIV and AIDS. 

6.1 The National Multi-sectoral HIV/AIDS 
Policy (2006)
Swaziland’s National Policy on HIV/AIDS was adopted 

in 2006. The National Multi-sectoral HIV and AIDS 

Policy provides broad guidelines for the design, 

implementation and management of HIV interventions, 

programs and activities at various levels. The overall goal 

of the policy is to create an enabling environment for the 

national multi-sectoral response to the AIDS pandemic. 

However, the policy does not address the vulnerability of 

mobile populations. 

6.2 The Second National Multi-sectoral HIV/
AIDS Strategic Plan (2006-2008)
The National Multi-sectoral HIV/AIDS Strategic Plan for 

HIV/AIDS 2006–2008 (NSP) acknowledges that high 

mobility in Swaziland is one of the key drivers of the 

AIDS pandemic. 

The following are strategies outlined to support 

prevention:  

Strengthening and promoting programs that address • 

both HIV vulnerability and risk factors among special 

groups such as sex workers, mobile populations 

including migrant workers, and their sexual partners 

among others. 

Expanding HIV and AIDS workplace programs to • 

include all categories of workplaces, including the 

informal sector, small to medium scale and big business 

as well as families and communities of employees. 

 
The NSP recognizes that there is generally poor targeting 

for STI prevention and management of high-risk 

populations such as sex workers, long-distance drivers 

and their sexual partners. However, no specifi c strategy 

is outlined to address the needs of this specifi c target 

group for STI prevention and management. The thematic 

areas of intervention in the Plan that focus on Treatment, 

Care and Support, Impact Mitigation, and Management 

of the National Response, do not provide strategies for 

accessing services to mobile populations and programs. 

However, Swaziland has realized that one of the major 

milestones towards the care of key populations is their 

inclusion in the country’s National Multi-sectoral Strategic 

Framework on HIV/AIDS (2009–2014).

6.3 The National Multi-sectoral Strategic 
Framework (NSF) for HIV and AIDS 
(2009–2014)
The Strategic Framework (2009–2014) attempts to build 

on the previous NSP and aims to address the weaknesses 

identifi ed in its 2008 joint review, such as under-spending 

on prevention (Attawell et al., 2009: 4). Prevention is 

consequently the principal strategy of the Framework. 

Priority areas include:

social and behavior change communication;• 

male circumcision;• 

provider-initiated testing and counseling;• 

PMTCT;• 

condoms; and • 

integration of prevention programs for key • 

populations at risk. 

The Framework states that interventions will focus on 

key drivers such as multiple and concurrent partners, 

the age at which people engage in sex for the fi rst time, 

intergenerational sex, mobility and migration, commercial 

sex, gender inequalities and sexual violence and low and 

inconsistent condom use (ibid.).
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6.4 Swaziland Partnership Framework (PF) 
on HIV/AIDS 2009-2013
The Swaziland Partnership Framework is the fi ve-year 

strategy of the US Government and Government of the 

Kingdom of Swaziland . It supports the NSF and outlines 

fi ve key pillars that the US Government funding (through 

PEPFAR) will support, namely: sexual prevention, male 

circumcision, decentralized care and treatment, impact 

mitigation with a focus on children and decentralized 

care and treatment. Mobile populations are considered 

within the fi rst two pillars. The PF is used by the prime 

minister to hold his government accountable for HIV-

related goals and objectives.

7 Findings from fi eldwork: HIV-Prevention services 
 and programs in selected sectors 

Swaziland’s national response to HIV/AIDS adopts a Multi-sectoral 

approach which, led by the MOH and diff erent stakeholders 

such as PEPFAR, USAID and the UN, provide technical support 

to facilitate HIV-prevention interventions. The Swaziland National 

AIDS Programme (SNAP) under the MOH focuses on thematic 

areas of HIV/AIDS which include ART, VCT/HCT, PMTCT, STI, 

HBC, MC, Condom Promotion, BCC/IEC, workplace programs, 

psychological care and support and Blood Safety. SNAP works 

together with NERCHA and other implementing partners such 

as NGOs and faith based organizations (FBOs). Theoretically, 

migrant populations like any other Swazis should benefi t from 

all HIV-prevention programs but in reality, they are not a specifi c 

focus of existing programs. 

One of the strategies in the NSP (2006-2008) was to strengthen 

and promote programs that address both HIV vulnerability and 

risk factors among special groups including migrant workers 

and their sexual partners, as well as families and communities 

of employees. However, there are fragmented eff orts to 

ensure that migrant populations are reached especially in the 

agriculture sector.

7.1 Mining Sector
TEBA Limited runs HIV programs every morning from 

its offi  ces, targeting miners who have come home 

for contract renewal. The organization also conducts 

community visits to all mine-sending communities in 

Swaziland through its Home-Based Care unit, and teaches 

the migrant-sending communities about HIV prevention, 

treatment and care, family planning, condom use, PMTCT 

and STIs. To prevent infection and re-infection TEBA tries to 

provide communities such as Jubukweni with condoms 

supplied by the government. However, these visits and 

training sessions are limited as they are provided through 

one healthcare worker for all mine-sending communities 

in Swaziland. 

Many mine workers do benefi t from workplace HIV-

prevention programs provided by their employers in 

South Africa, and these include provision of condoms, 

VCT and ART. Mine workers also have access to general 

healthcare provided through mine clinics and may also 

be provided with medical aid cover. 

Migrants and their spouses in the rural mine-sending 

communities such as those in the western Hhohho 

region, face signifi cant challenges in accessing general 

healthcare facilities, let alone HIV-prevention services. 

Jubukweni, for example, one of the labor-sending 

communities about 40 km out of Mbabane, is not easily 

accessible as the roads are not tarred and the terrain 

is very mountainous. Migrants and their spouses can 

only access a mobile clinic in Jubukweni (provided by 

government) which provides VCT, family planning and 

general healthcare services on a monthly basis. Although 

good HIV-prevention services are provided by a Salvation 

Army Hospital, most migrants and their spouses cannot 

aff ord this because it is a private center. Even miners who 

are on medical aid schemes through their employers in 

South Africa do not have easy access to private facilities 

in Swaziland as they still have to pay.

This leaves the families of migrant mine workers with 

limited options other than government hospitals and 

clinics in either Mbabane or at Ngwenya border post 

for most HIV-related services such as PMTCT, PEP, ART, 

VCT, condoms and IEC materials. Most of them prefer 



 18

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

visiting Motshane Clinic, Ngwenya’s single health facility, 

26 km southeast of Mbabane, because the clinic has 

an adequate supply of frontline STI drugs, although it 

encounters shortages when drugs are not delivered 

from the Swaziland Ministry of Health medical stores. 

Staff  members have all been trained in STI management. 

Although the consultation fee is only E10 at government 

clinics and hospitals, there are other challenges that deter 

miners and their spouses from accessing the services, 

including long queues and transport costs.

7.2 Commercial Agriculture Sector

A detailed mapping of services was conducted at RSSC 

Simunye (see section 10), in the Lubombo region of the 

north-eastern Lowveld of Swaziland. RSSC was one of 

the fi rst companies to run an HIV/AIDS unit which was 

established as part of the national eff ort to create sectoral 

structures to address HIV/AIDS issues. At Simunye, this 

specialized HIV/AIDS unit educates the workforce about 

HIV and AIDS and also provides access to appropriate 

testing and healthcare through pamphlets, television, 

workplace peer education and the Siphephile HIV 

outreach program. VCT services are provided to all 

employees and their dependents free of charge through 

the company’s VCT centre. 

Although RSSC has a good HIV/AIDS program, companies 

contracted by RSSC do not have workplace policies and 

programs, and are not obliged to have them. Therefore, 

more than 3,000 workers employed by sub-contractors 

do not have good access to HIV-prevention services. Peer 

education is conducted by full-time employees who only 

conduct sessions within their assigned departments. 

Thus, employees who work outside these departments 

(mainly seasonal and contract workers) are not reached. 

At Simunye, RSSC provides primary healthcare services 

to all employees through Lusoti clinic. ART is off ered in 

partnership with NERCHA and MOH through the support 

of the Global Fund and PEPFAR. This is available, free of 

charge, to all employees and community members 

living on the estate and also those from nearby squatter 

camps. Although the clinic off ers treatment for STIs, this 

is not free of charge. In addition, PEP is only provided to 

RSSC’s permanent employees, hence seasonal workers 

and contractors are excluded. Furthermore, clinic fees 

are prohibitively high for seasonal workers who instead 

visit the government hospital at Siteki, 40 km away from 

Simunye. Administrative procedures stipulate that farm 

workers can only get paid on condition that they work 

every day. Therefore farm workers do not risk losing 

productive hours seeking medical treatment for ‘minor 

sicknesses’. Most farm workers wait until they cannot walk 

anymore before they seek treatment for STIs. 

The challenge of insuffi  cient IEC materials hinders the 

much needed expansion of public awareness campaigns 

for surrounding communities, given their high level of 

interaction with the employees. Currently, SWAGAA and the 

Ministry of Health supply RSSC with IEC material (Swaziland/

RSSC Mission Report, 2007). However, RSSC receives 

technical and fi nancial support from IOM to strengthen 

HIV responses, reduce HIV vulnerability and mitigate the 

impact of HIV/AIDS amongst migrant and mobile workers. 

This intervention targets seasonal and temporary workers 

within RSSC and the surrounding communities of both 

Simunye and Mhlume. HIV-prevention programs that 

benefi t migrants and the community include: Siphephile 

Outreach program, Siphilanje, Inhloko campaigns (which 

include discussions with men on gender equality) and 

Soul City’s ‘One love Campaign’ in partnership with 

Lusweti. RSSC also works with the Red Cross society on 

Male Circumcision, and receives technical guidance on 

issues of policy development, training and peer education 

through the Swaziland Government Regional offi  ce, ILO 

and SWABCHA. 

7.3 Informal Cross-border Trade Sector
While in Swaziland, Swazi cross-border traders operate from 

market places such as the one in Manzini. Here, they trade 

with people from all over southern Africa who come once 

a week to sell handicrafts at the so-called ‘Thursday market’. 

Traders at Manzini Market can access HIV-prevention 

services through St Theresa Hospital, Mozombodze Mpilo 

Hospital, Raleigh Fitkin Memorial (RFM) Hospital and the 

Family Life Association of Swaziland (FLAS). HIV-prevention 

services include free condom distribution, VCT, ART, PMTCT, 

family planning and STI treatment. FLAS conducts outreach 

programs through its mobile clinic where it provides 

services such as MC, VCT, STI care and family planning to the 

residents of Manzini. Both Swazi and foreign cross-border 

traders should therefore be able to benefi t if they are in 

the country.
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The Swaziland Business Coalition on HIV/AIDS (SWABCHA) 

also holds discussion forums on HIV/AIDS with cross-

border traders every month in various regions. Each 

discussion has to cover the complete range of issues as 

there are no follow up programs and because of high 

mobility, there is no guarantee that the same traders 

will join the next discussion. SWABCHA reaches out to 

cross-border traders through its one-stop shop or mobile 

wellness bus where VCT, Glucose/Cholesterol and TB 

screening are done. This program is supported by the 

government specifi cally to target people who are mobile 

and cannot access health institutions and these include 

traders at market places and border areas.   

The main exit and entry points for Swazi informal cross-

border traders are Lavumisa and Ngwenya border posts 

on route to KwaZulu-Natal and Gauteng provinces 

respectively. Ngwenya’s only clinic, Motshane, has no 

inpatient facilities but has an adequate supply of frontline 

STI drugs, although it encounters shortages when drugs 

are not delivered from the Swaziland Ministry of Health 

medical stores. It also off ers STI treatment and distributes 

condoms. Members of staff  from the Swaziland National 

AIDS Program (SNAP) also visit the area once a month 

to carry out AIDS-awareness programs. Lavumisa has 

two health facilities: a local clinic catering for the urban 

population and a health center serving both rural and 

urban populations. Cases that cannot be treated at the 

local clinic are referred to the health center, which is 12 

km west of the border post. The clinic and health center 

together distribute free condoms, making them available 

to all stores and bars and the border post, among 

other places.
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8 Gaps, Challenges and Recommendations  

Gaps & Challenges Recommendations

Workplace HIV policies do not cover the informal 

sector, seasonal or casual labor.

There is a lack of coordinated HIV-prevention 

interventions in the country (lack of Government 

capacity to coordinate in-country programmes).

There is poor targeting of prevention strategies for 

high-risk populations.

Prevailing unequal gender relations between men 

and women undermine women’s power to negotiate 

condom use and other safe sexual practices.

There is no specifi c legislation for the protection of the 

rights of women.

Major protocols on HIV and human rights have not 

been domesticated as yet, which means they are not 

fully enforceable. 

Programs: There is a need to lobby, and support with 

funding, NGO/FBO/CBOs already working with refugees and 

foreign migrants to incorporate HIV-prevention services 

into their programmes. These organizations are in a unique 

position to access migrant populations, 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.

Programs:  Given the lack of capacity of the Government of 

Swaziland to target migrants with HIV-prevention services, 

non-state actors (NGOs, CBOs and FBOs) should introduce HIV-

prevention services (such as VCT, IEC, STI treatment, condom 

distribution) in spaces of vulnerability where migrant workers are 

found, such as border posts, migrant-sending communities and 

agricultural sites, that are open at times which are suitable for 

mobile populations to use (i.e. after normal working hours).

Programs:  In order to reach migrant workers in isolated 

and/or spaces of vulnerability (such as borders, rural 

villages and farming areas), targeted programs that 

would provide HIV-prevention services to migrant 

workers (and their families) need to be implemented 

by government, non-governmental and faith-based 

organizations. Mobile units with HIV-prevention services 

should be prioritized.

Programs and Monitoring:  The Swaziland Government 

needs to strengthen its eff orts to make workplace 

HIV-prevention available to all types of workers. 

Furthermore, it must improve its ability to monitor 

and evaluate whether employers are fulfi lling their 

contractual obligations for the provision of healthcare 

under the terms and conditions of their contracts with 

Swazi migrant workers.

Programs:  Donors and international organizations need to 

assist the Government better in scaling up HIV-prevention 

education programs throughout the country. As a priority, more 

emphasis should be placed on easily accessible social change 

communication strategies which address issues such as gender 

relations, sexual behaviors and social and cultural norms.

Policy:  All international and regional protocols relating to 

health and human rights should be domesticated by the 

Swaziland Government to enable greater legal protection 

of migrants and mobile populations living in the country. 

Attention also needs to be given to ensuring that women’s 

rights, especially to health, are legislated and enforced.

Entrenched cultural practices such as polygamy and 

various beliefs and myths such as those surrounding 

witchcraft and HIV encourage denial and hinder 

behavior change among migrant laborers and the 

communities from which they come.  

Migrants are diffi  cult to reach with HIV-prevention 

services due to their mobility, while their families are 

diffi  cult to reach because they live in isolated and 

inaccessible areas.

The mountainous and remote areas which serve as 

labor-sending communities do not have suffi  cient 

healthcare and HIV-prevention services from either 

government or NGOs.

Stigma about condom use and HIV provide a challenge 

in reaching migrant workers with HIV messaging and 

behavior change.

High mobility of migrant laborers makes monitoring 

the eff ectiveness of HIV programmes diffi  cult.

The low education and literacy levels among many 

migrant laborers and their families makes targeting 

them through the print media and written IEC 

materials a challenge. Also, providing IEC materials to 

foreign workers in their fi rst languages is a challenge.
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9 Migrant Stories

Anna (not her real name), who lives in the mountainous area of Jubukweni about 40 km out of Mbabane, is the spouse of a 

migrant mine worker. She married John (not his real name) in 1992 when she was only 16 years old. Her husband works at a 

platinum mine in Rustenburg, South Africa. He was already a mine worker in South Africa at the time of their marriage and 

before then was living with another woman at the squatter camp. 

Currently, John stays with fellow miners in single-sex hostels where Anna cannot be accommodated. He used to come home 

after every three months but now he only comes to renew his contract after a year. Anna also used to visit him and they 

would utilize the 30-day accommodation off ered by the mine for married workers. John does not seem to be interested in 

this arrangement anymore. This is because he now has additional partners at the mine. Anna says: ‘The last time I visited the 

mine, I had a chance to meet his girlfriend who had also come to see him, carrying a baby. He confi rmed that he is still having 

an aff air and the child is actually his’. 

Anna believes she is vulnerable to HIV infection because her husband does not want to use condoms regardless of their 

availability in Swaziland and South Africa. They once had an STI infection which was treated in Mbabane as there are no 

healthcare facilities in Jubukweni. Currently, if she wants to access healthcare she uses the hospital next to Ngwenya border 

post. A return trip costs her E40 (roughly USD5.30) while she spends E10 (roughly USD1.30) for hospital consultation. She 

therefore does not bother seeking treatment unless it is for ‘something serious’. 

9.1  Mining Sector

Gaps & Challenges Recommendations

Most HIV service providers identifi ed inadequate and 

insecure funding as a challenge.

The poverty experienced in communities near mines 

and commercial farming areas encourages transactional 

and commercial sex, which are hard to reduce with 

HIV-prevention messages due to the underlying socio-

economic situation.  

Swazi workers who migrate to other SADC countries for 

work are seldom provided with adequate healthcare 

in receiving countries. There are also problems around 

such migrants’ access to suitable and ongoing ART 

systems while they are outside the country.  

Programs: The government, donors and NGOs need to 

implement a range of interventions in spaces of vulnerability 

(such as agricultural sites and border areas) to create secure 

working/income generation opportunities for women and 

thus decrease their need to engage in transactional and 

commercial sex. Such interventions might involve small-

business training and the extension of micro-credit. 

Funding: Donors should strive to harmonize their 

funding in the area of HIV programs that target 

migrants/mobile populations. 

Coordination: Greater coordination is needed between 

SADC countries to provide accessible health facilities and 

HIV-prevention programs in all countries in the region. 

There is also a need for harmonized ART systems, as 

protocols diff er from country to country.
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Thabang (not his real name) is a 30-year-old seasonal farm worker from the Hhohho region of Swaziland. Although Thabang 

aspired to be a mechanic, he did not take his studies far enough, having dropped out after a few years of high school due to a 

lack of money. Infl uenced by his friends who were working seasonally as cane cutters, he left behind his wife and migrated to 

RSSC, Simunye, in 2005. 

Thabang currently works as a cane cutter under Wilpar Holdings, a company sub-contracted by RSSC. He is on an eight-

month contract which is renewable every year depending on his conduct in the previous year. He says: ‘If one leads the “toi-

tois” [demonstrations] then defi nitely the contract will not be renewed’. Since the condition for employment as a cane cutter 

is possession of a Swazi Identity Document, he works with fellow Swazis aged between 19 and 40. 

RSSC provides Thabang with accommodation and he lives in a room in a single-sex hostel together with three other workmates. 

However, due to a shortage of accommodation, some of his colleagues fi nd themselves sharing a single room with up to 

seven colleagues. The company also provides cane cutters with ‘sex rooms’ where they can invite their spouses or partners. 

Thabang has never used these before. Instead he goes back to his rural home because he is faithful to his ‘sweetie’ (wife). 

However, some married men do form new families at the farm and cease visiting or sending money back home. Thabang says 

that having multiple partners is ‘akudhlalwa lapa’ (serious business here): he often witnesses other cane cutters, including his 

own friends, hiring sex workers with whom they practice unsafe sex despite the availability of condoms. 

Thabang says he is not engaging in unsafe sexual behavior because he has paid attention to the HIV information and 

awareness he has received at RSSC. Upon arrival at RSSC, he was taken through an induction process where HIV-related 

issues were discussed, including where to fi nd hospitals and clinics. He continues to receive information provided by the 

employer through the VCT center. Thabang also benefi ts through the Siphephile HIV Outreach program and Siphilanje 

Drama Society. 

His main challenge is that RSSC Lusoti clinic is not free of charge except for services such as VCT, condoms and ART. The 

only time Thabang used the clinic was during an emergency situation where his employer paid all the bills. Nevertheless, he 

was told that he should use hospitals such as Siteki Government Hospital, about 40 km away, which he fi nds to be very far. 

Thabang says, ‘a lot of seasonal workers do not go to hospital because of a “no work no pay” policy and a lot of friends wait 

until they cannot walk anymore before they are treated for their STIs’. Thabang works from 4am to 5pm, which leaves him 

with no time to ‘waste’ because seeking medication implies canceling his shift for the day. 

9.2  Commercial Agriculture Sector
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Zodwa (not her real name) is a 40-year-old cross-border trader from Fairview, Manzini. She is a single mother of three 

daughters, each by a diff erent father. Back in the 1990s, she relied heavily on transactional sex for subsistence as she had to 

take care of her children in the absence of a husband. But as her children grew older, it became a challenge because she had 

to pay school fees. She then decided to join other Swazi women in cross-border trade in October 1995. 

Initially, Zodwa traded from Daveton Market in Johannesburg before she moved to Rustenburg. In 2006, when the industry 

became fl ooded by Zimbabweans, Mozambicans and fellow Swazis, she decided to go to Qwaqwa in the Free State. She 

says that cross-border traders do not frequent this part of South Africa, besides those from Lesotho. Zodwa has been selling 

handicrafts, mats and traditional Swazi dresses ever since she became a trader. At the border, she has to pay duty for her 

goods. This usually costs around E1,000 (roughly USD132) for handicraft goods alone, depending on the quantity. Her goods 

are sometimes confi scated when she fails to pay the duty. Buses cost about E300 (USD40) per single trip so Zodwa relies 

heavily on cross-border trucks whose drivers she pays with sex. The rule of this kind of payment is ‘strictly no condom’. 

While in Free State, she rents a room in Qwaqwa and pays ZAR250 (USD33) for rentals every month even if she is not there. 

Every trip lasts two to three weeks but largely depends on how good business is. Customers sometimes take her goods on 

credit, promising to pay her at a later date, but some fail to honor their word. Zodwa then has to stay even if she has nothing 

to sell, specifi cally to collect money from her debtors. It is during such times that she sometimes engages in transactional 

sex while she is idle. This exposes her to infections as she often has unprotected sex. Although health seeking is not a priority 

due to limited time and also because there is no one to run the business for her, she has been treated several times for STIs 

at Monapu clinic, where she only paid ZAR20 (USD2.60) for consultation.

Back home, Zodwa can name almost all the private and government hospitals and clinics in Manzini but she does not know much 

about the services that are provided in relation to HIV prevention. All she knows is that ARVs and condoms are free in Swaziland 

but she does not use either. She says: ‘Although I have never been tested for this HIV they always talk about on television, I feel 

vulnerable. Like any Swazi woman, I do not have power over these men as I cannot tell them to use condoms which are everywhere 

in the country: at border posts, public toilets, hospitals and clinics’.

9.3  Informal Cross-border Trade Sector
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10  Mapping

10.1 Localized, Detailed Mapping of Services: 
RSSC, Simunye  
A detailed mapping of services was conducted at RSSC 

Simunye, in the Lubombo region of the north-eastern 

Lowveld of Swaziland. RSSC is a major sugarcane company 

operating on two estates over 20,000 hectares in the 

Mhlume and Simunye areas. It is the largest employer in 

Swaziland and has an estimated 6,000 workers including 

permanent, temporary and seasonal workers. Apart from 

RSSC’s direct employees, it is estimated that a further 

20,000 people live on the estates. This is primarily because 

many individuals and their families have not gone back 

to their communities after retrenchments and these 

contribute to the total population of the two estates. 

Although RSSC’s Simunye estate provides employees 

with accommodation there are also slum areas next to the 

sugar estate, consisting mainly of illegal immigrants from 

neighboring Mozambique. These immigrants interact a 

lot with people from the estates.  

RSSC was one of the fi rst companies to run an HIV and 

AIDS unit, which was established as part of the national 

agenda to create sectoral structures to address HIV and 

AIDS in Swaziland. At Simunye estate, this specialized HIV 

and AIDS unit educates the workforce about HIV/AIDS, 

provides access to appropriate testing and healthcare 

through pamphlets, television, workplace peer education 

and an outreach program. The company’s VCT centre, 

which was established and contracted to the AIDS Support 

Centre, a local NGO, provides services to all employees 

and their dependents free of charge. Condoms, including 

female condoms, are distributed through the Community 

and Development Services center and other accessible 

areas within the workplace in partnership with PSI.  

Although RSSC has a good HIV/AIDS program, companies 

sub-contracted by RSSC do not have, and are not obliged 

to have, workplace policies and programs. It therefore 

follows that the workers employed by sub-contractors 

(more than 3,000 in total) have limited access to VCT, 

ART and condom distribution. Peer education is done by 

full-time employees who only conduct sessions within 

their assigned departments. Therefore, employees who 

work outside these departments (mainly seasonal and 

contract workers) are not typically reached. Results of the 

Anonymous HIV Prevalence Survey of 2002 estimated HIV 

prevalence at 38% at the Simunye sugar estate despite 

their workplace program.

At Simunye, RSSC provides primary healthcare services 

to all employees through Lusoti clinic. ART is off ered in 

partnership with NERCHA and MOH through the support 

of the Global Fund and this is accessible to all employees 

and farm community members free of charge. Although 

the clinic off ers treatment for STIs, it is not free of charge. 

In addition, PEP is only provided to permanent employees, 

hence seasonal workers and contractors are excluded. 

Furthermore, clinic fees are prohibitively high for seasonal 

workers whose other choice is to visit the government 

hospital at Siteki, 40 km away. Administrative procedures 

stipulate that farm workers can only get paid on condition 

that they work every day. Therefore, farm workers do not 

risk losing productive hours seeking medical treatment for 

‘minor sicknesses’. Most farm workers thus wait until they 

cannot walk anymore before they get treated of the STIs. 

Insuffi  cient IEC materials hinders the much needed 

expansion of public awareness campaigns for surrounding 

communities, given their high level of interaction with 

the employees. Currently, SWAGAA and the Ministry 

of Health supply RSSC with IEC materials (Swaziland/

RSSC Mission Report, 2007). However, RSSC receives 

technical and fi nancial support from IOM to strengthen 

HIV responses, reduce HIV vulnerability and mitigate the 

impact of HIV/AIDS amongst migrant and mobile workers. 

This intervention targets seasonal and temporary workers 

within RSSC and the surrounding communities of both 

Simunye and Mhlume. IOM also linked RSSC to other 

relevant organizations such as Sonke Gender Justice for 

gender programs and Sibambane Communications for 

social change programs. HIV-prevention programs that 

benefi t migrants and the community include: Siphephile 

Outreach program, Siphilanje, Inhloko campaigns (which 

include discussions with men on gender equality) and 

Soul City’s ‘One Love Campaign’ in partnership with 

Lusweti. RSSC also works with the Red Cross society on 

Male Circumcision, and receives technical guidance on 

issues of policy development, training and peer education 

through the Swaziland Government Regional offi  ce, ILO 

and SWABCHA. 
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11  List of key contacts in SWAZILAND

Sector Organization Person Contact Details

All PEPFAR / USAID/ Swaziland
Jennifer Albertini: USAID Country Director, 

PEPFAR Prevention Advisor

Tel: +268 404 3100 /+ 268 404 3116 ext 221

Cell: +268 602 7522

Email: albertinijm@state.gov

All ILO, Swaziland Khombi Nkonde: National Project Coordinator

Tel: + 268 404 4814

Cell: +268 617 8577

Email: nkonde@realnet.co.sz

All
UNAIDS

Swaziland

Thembisile Dlamini:

National Programme Offi  cer

Tel: +268 404 2301/2/3/4 

Email: thembisile.dlamini@undp.org

All

Population Services 

International (PSI), 

Swaziland

Jessica Greene: Technical Service Director 

Babazile Dlamini: Deputy Country 

Representative

Panganai F. Makadzange: Research Manager 

Tel: +268 404 9716/18 

Cell: +268 602 2574

Email: jessica@psi.co.sz

Tel: +268 404 9718

+268 404 9817/47 

Cell: +268 604 9556

Email: babazile@psi.co.sz 

Tel: +268 404 9718

+268 404 9847 

Cell: +268 618 1949

Email: panganai@psi.co.sz

All
Swaziland Council of NGOs 

(CANGO) 

Emmanuel Ndlangamandla: Director

Thabile Dlamini: Assistant

Tel: +268 404 4721 / +268 404 9283

Email: assistant@cango.org.sz 

All MSF, Swaziland
Elias Pavlopousos: Head of Swaziland Mission 

(MSF Switzerland) 

Tel: +268 404 8307

Cell: +268 618 2622

Email:msfch-swaziland-hom@geneva.msf.org

All

Ministry of Health and 

Social Services

Swaziland National AIDS 

Programme (SNAP)

Muhle Dlamini:

Health Education Offi  cer

Tel: +268 605 2293 

Cell: +268 605 2293

Email: muhledlamini@gmail.com
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All

National Emergency 

Response Council on HIV/

AIDS (NERCHA)

Derek von Wissell: National Executive Director

Tel: +268 404 1703/8

or +268 404 1720/6 

Cell: +268 602 6967

Email: dvwi@nercha.org.sz

All

Swaziland Business 

Coalition on HIV/AIDS 

(SWABCHA)

Alice M. Tembe: Acting National Coordinator 

Tel: +268 404 8252/69

Cell: +268 642 1328

Email: alice@swabcha.org.sz

All

The Family Life Association 

of Swaziland ‘TEMNDENI’ 

(FLAS) 

Dudu P. Simelane: Executive Director 

Tel: +268 505 3586/505 3082

Cell: +268 602 5091

Email: d.simelane@fl as.org.sz

All Ministry of Labour Zodwa Dlamini: Labour Offi  cer 

Agriculture 
Royal Swazi Sugar 

Cooperation (RSSC)

RSSC Community and 

Development Services Center

Edwin Simelane: HIV Outreach Facilitator 

RSSC Lusoti Clinic

Tel: +268 313 4765

Cell: +268 623 1919

Email: edwins@rssc.co.sz

Tel: +268 313 4768

Mining
TEBA 

Swaziland

Dennis Mbongeni: Regional Coordinator 

Thokozile Dlamini: Nursing Sister

(Home-based care)

Tel: +268 404 1650 

Cell:+ 268 612 2550 

Email: DennisD@teba.co.za

ICBT
Ministry of Home Aff airs 

(Ngwenya Border post)
Alfred Gule: Senior Immigration Offi  cer 

ICBT

Royal Swazi Police

(Ngwenya-Oshoek 

Border post) 

E. Kunene: Surgent
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12  Annexes

12.1 Annex 1

Sectors 

Swaziland

Number. of FGDs Female Male

Commercial Agriculture 1 5 5

Informal Cross-border Trade 1 7 2

Mines 1 6 3

TOTAL 3 18 10

Number of Focus-group Discussions (FGDs):   

 Number of Key Informant Interviews (KIIs):

Number of KIIs 

Swaziland

20

 Number of One-on-one Interviews

Sectors 

Swaziland

Number of one-on-one 

interviews
Female Male

Commercial Agriculture 1 0 1

Informal Cross-border Trade 1 1 0

Mines 1 1 0

TOTAL 3 2 1
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