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I am an invisible man. 1 am a man of substance, of flesh and bone, fibre and liguids. I might even be said to possess a mind.
I amr invisible, simply because people refuse to see me.

- Raiph Ellison

Human Rights exigt. Labor Rights exist. Hedth Rights exist. Yet, there exigs one class of labor that ill
remansinvisble before most nationd policies and programs B The Migrant Workers.

Migrant workers survive as a stateless community in source countries as well as destination countries,
despite the huge remittances offered by them to both these economies. They are devoid of most human
rights as they fdl outsde the purview of most naiond policies around the world that focuses on their
citizens done. Although there are diverse issues tha complicate the life of a migrant, the endeavor of this
research report is to focus on the Hedth Rights of Migrants. We seek to bring out the woes and concerns
of migrant workers, in their own voices, regarding a criticd issue tha is common knowledge to dl, yet
lingers on dueto its ambiguity. It is Mandatory Testing of Migrant Workers”.

When amigrant decidesto moveto aforeign land, they are required to undertake amandaory medicd test,
which is a screening tool imposed by many degtination countries. Mandaory medicd test includes
compulsory HIV Test dong with various other hedth tets. No guarantee is given to them regarding the
testing sandards or ethicd code of practice, dbeit hedth condition is being used as the criteriato decide
their destiny. Despite the fact that a medicd test is a pre-requiste to procure a visa to the destination
country, migrants are compelled to go for aretes in the destination country as well, before being able to
work in tha country. It doesn® end there. Destination countries practice a continuous, hedth-based
cleensing system by conducting yearly medicd tests for migrant workers. Once a migrant is found to be
medicdly unfit due to any infectious diseases like tuberculoss, jaundice, HI'V or smilar, they are deported
immediately as a preventive measure to protect their citizens. Wha they forget is tha, many a times,
migrant workers would have contracted a particular disease from their territory, for which, they take no
respongbility to give ahumane consderaion towardsworkers, if not tresetment and care.

Whilgt procedures of mandaory testing audeciously overlook internationa guiddines and nationd laws,
even the sending countries seize a blind eye towards the rights of its out-migrants. Sending countries
willingly submit to the receiving countriesOdemands for mandaory testing making their own laws
irrdlevant. In the wordsof Sunil, aHIV+ve migrant who was deported from Duba

“No more humanitarian considerations consider that we all are human beings and the incident (HIV" +ve), it may happen to
anyone. Migrants are treated more like slaves even in testing centres. Migrants play a major role in building the country, but
they are not acknowledged. That is why we are deported”

Sate of Hedth of MigrantsO(SOH) is a participatory action research carried out by CARAM Ada
(Coordinaion of Action Research on AIDS and Mobility in Ada and Pacific) and its 13 patner
organizationsin the South and the South-East Adain partnership with the Vrije Universty Medicd Center
based in the Netherlands This second round of SOH was designed to study and andyze the issues
surrounding ‘Mandatory Testing of Migrant Workers’.
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The SoH research bdieves that any testing for migrant workers should guarantee their basic human rights
and should benefit the workers than exist as amere dimination process. The research explores the current
practices of mandaory testing and itsimpact on workers as well as the existence of socid, economicd and
politica infrastructure to ensure the rights of migrant workers. The result of the research and anayss of
CARAM partners wes the development of a “Migrant Friendly Testing” Framework. CARAM Asa
envisons stopping dl discriminatory practices of mandaory medicd testing and ingtituting a world of
Migrant Friendly Testing by 2010.

In India, CARAMAS A® partners South Asian Research and Development Initiative (SARDI) based in
Delhi dong with Arunodhaya Migrants I nitiative (AMI) and Peace Trust based in Tamil Nadu carried out
the SoH research. This report titled State of Health (SOH) of Indian Migrant Workers centers on the
problems faced by the Indiansinvolved in the process of migration. The research was done in three I ndian
Saes, namely Kerda, New Dehi and Tamil Nadu. The rationae for the choice of geogrgphicd area was
that Kerda and Tamil Nadu send the largest number of internationa migrants from India New Ddhi
receives a good number of migrants from South Asian countries like Nepd, Bangladesh and Srilanka, gpart
from serving as atrangt point for migrants from different countries.

OH isaqudlitative research, and the voices of migrants congitute the core of research daa The findings
of the research were vdidaed through triangulation method by combining and comparing daa collected
from diverse stakeholde's, theories, methods and empiricd materids. Thisis an dl-inclusve research with
gsakeholders ranging from various migrant groups based on their migration patterns, hedth staus, gender
to medicd personnel in tesing centres, employers, government officids, NGOs and other sakeholdeas.
The research encgpaulaes the voices of migrants B ther fedings, emotions, miseries, and
recommendations, as well as the stakeholdersOperspectives to illustrate the accurae information. The
relevant policies, documentations, and publications were reviewed to understand a balanced perspective of
migration procedures. Regardless of dl initiatives, the research is not exhaustive as we had our limitations
in covering a large populaion. Our research focuses on unskilled and semi-skilled migrants who mainly
migrate to the Middle East and South East Asian Countries.

SoH research on Manddory Testing is a quditaive sudy carried out as a Participatory Action Research
(PAR). PAR fecilitated in collecting vaduable persond information that directly reflected the redities of
migrant workers, goart from enhancing skills and awareness of research participants in their effort to
promote migrant workersChedth rights. Deriving strength from the quotations of migrants, the research
emphasizes arights based goproach. In order to ensure streamlined effort and qudity of research dl across
Aga two regiond workshops were organized to develop guiddines of research and to conduct daa
andyss, in Bangkok and Kauldumpur respectively.
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This research was divided into three sets of indicators:
a Sructurd indicators
b) Impact indicators
c) Processindicators

Structural indicators reviewed nationd laws and policies related to Labor rights, HIV and other hedth
rights of migrants, multi-laterd agreements between destination and countries of origin. The am was to
understand whether they reflected the letter and the spirit of relevant ratified internaiona instruments,
and to assess whether governments recognized the concerns of migrant workers with regard to hedth
testing. It ds0 examined if there were any governmentd effort towards migrant friendly testing.

The impact indicators reviewed the demographics of labour migration and relevant hedth testing
indices avalable, to provide an overview of the migration Stuation over the years and the driving forces
behind it in each country.

The process indicators, which is of utmost importance to the SoH report, link the structura and impact
indicators to the redity carried out on the ground. It assesses the ggp between the nationa laws, policies
and its red time implementation by collecting primary daafrom key informants like migrants, government
officids, testing centres, employers and other gakeholde's.

All the Indian partners primarily utilized their organizationd network of migrant workersto collect primary
daa In the areas where we had no network, showbdling techniques were relied upon to find the right
respondents. This method was exceedingly helpful in identifying deported migrant workers who existed as
anon-entity even among the migrant workers. We had taken specid care to take recommendation from dl
respondents with migrants in particular so as to give them the ownership to their problems and solutions,
while we, the researchers acted asfacilitators.

The digtinctiveness of SOH daa collection is its integrated range of regpondents with a foremost
focus on migrant workers from diverse industries. Migrant profile included Progpective Migrants,
returnee migrants and deported migrants were categorized based on their hedth status such as

a Medicdly Fit Migrant worker

b) Temporarily Unfit Migrant worker

c) Permanently Unfit Migrant worker
The other regpondents were predominantly associated with

i) Testing Centres comprising of private testing centres, government testing centres like
VCTC, and GAMCA' approved clinics

i)  Government Officials included Protector of Emigrants, Ministry of Oversess Indian
Affars, Non-Resdent Indian Welfare Depatments, Hedth officids, Sae AIDS
Control Organizations

iif) Non-Government Organizations covering HIV postive networks and support
groups, Migrant welfare organizations, Human Rights groups

IV) Recruiting Agents
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The main quditative tools utilized for the research are
a) In-Depth Interviews
b) Focus Group Discussions
c) Balloon Method
d) Mapping Method
e) Observation Method
f) Literature Reviews

Balloon Mapping Method Mapping Method

All daa gathered from interviews, focus group discussions, observaions and other participatory methods
were firg transcribed and then translated. The next task was Coding of daa Coding made it easy to
refer back to quotes in the source daa, without dtering its origind format. Once the daa collection was
over, mgor issues had been identified and categorized under different themes. All the coded daa, which
ae mostly red quotes, were sorted S0 tha it can be organized unde the identified themes. Thus, we
accomplished Clustering of information unde important themes such as informed Consent,
Confidentidity, Access to treatment and so on. Consequently, a framework for daa anadysis was created.
By observing how various responses are skewed towards different themes, we were able to study the
hierarchy of importance of different problems and concerns. Once the nationd andyss was over,
Validation of data was sought from dl the respondents. Although we couldn®do full justice to this part,
the research report has been verified and vaidaed by the Asan level taskforce team of CARAM Asa

According to the Report of the High Level Committee on the Indian Diaspora, December 2001, there are
goproximately 20 million authorized emigrants from India It is difficult to get an accurae staigtics of
emigration from various parts of India because only certain categories like the unskilled workers in India
need emigration clearance ®. Hitherto, the existing daa give us a patern of unskilled labor movement from
India Ministry of Labor recorded 278,664 emigration clearances in 2001. Surprisingly, in 2006, Protector of
EmigrantsOOffice showed tha a record number of 549,000 workers got emigration clearance stamp on
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their passports, the highest in over two decades’. It is sad tha illegal immigrants who leave I ndiaon tourist
visaand succeed staying in the Gulf countries are severd times than the recorded migrants.

The digribution of Indians resding abroad is highly skewed in favor of developing countries, particularly
Asaand Middle Eadt. In the Middle Eadt, the largest proportion of Indiansis concentrated in Saudi Arabia
followed by United Arab Emirates, Oman, Kuwait, Bahrain, Yemen and Qatar. In Ada, the concentration
of Indian populaion is more in Myanmar, Madaysia, Fiji and Snggpore. South Africa and Mauritius
comprise the bulk of Indian emigrants to Africa As a country, the USA recelves the largest number of
I ndian emigrants.

Two digtinct types of labor migration have been taking place from India since indgoendence *:
1. People with technicd skills and professond expertise migrate to countries such as the USA,
Canada UK and Audrdia as permanent migrants (Snce the early 1950s).
2. Unsilled and semi-skilled workers migrate to oil exporting countries of the Middle East on
temporary contracts, especialy following the oil price increases of 1973-74 and 1979.

USA: Annud immigration to US from India was between 30,000-40,000 comprisng mainly the high skill
categories. Indian immigrants in the USA and Canadaincreased rgpidly during the 1960s and 1970s. Of the
totd immigrantsin the United Saes and Canada | ndians congtituted about 3.6% and 6% respectively, and
these rates stabilized by the 1980s. The average per capitaincome of the Indian immigrantsis estimated to
be about US $60,000. The skill pattern shows that Indians are mainly engaged in occupaion such as
managerid and professond (43.6 %), technicd saes and service sectors (33.2 %) and skilled laborers (23.3
%). It is estimated tha there are about 280,000 illegd immigrantsin the U.S.

Canada: It is contended tha the daa on Indian migration flows to Canada are relaively poor. In 2001,
Indians congtituted about 2.8 % of the tota populaion of Canada Indians are engaged mainly in
professond and managerid occupations (about 30 %), manufacturing activities (23 %) and farming and
agriculture related activities. The average income level of Indians is about 20 % higher than the nationd
average.

UK: The migrant stock in UK mainly represents the Pois, with Indian migrants congtituting 2.1 % of the
population. The number of British work permits have risen from 2000 in 1995 to 5,600 in 2000, with more
than hdf directed towards computer industry. The average per cgpitaincome of the Indians is estimated to
be the highest in UK (Pound 15,680).

Middle East: The Indian immigrants congtitute a Sgnificant proportion of population in the Gulf region
with 7% in Saudi Arabia and 32% in Oman. Gulf oil boom in the 1980@ drew lakhs of Indian workers
towardsMiddle East. Foreign workersCshare in the totd employment in the six Gulf Co-operaion Council
(GCC) member countries’ rose from 50.5% in 1975 to 70% by 1980. The increase was 49% in Oman,
59% in Bahran, 78% in Kuwait, and 89% in Qatar and the UAE. However, in the late 908, there was a
geep fdl in migration due to the Gulf war and economic recesson. Nevertheless, snce 2000, anew boom
gopears to have triggered blue-collar migration from India particularly to the UAE, where some of the
world® biggest development projects were under way. 70% of Indian migrants in the Middle East are
semiskilled and unskilled workers.
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The sae-wise digtribution of emigration clearances granted during 1993ER001 shows that nearly 16 Sates
contribute to the process of emigration to the Middle East, with varying degrees of importance Three
gaes, Kerda, Tamil Nadu and Andhra Pradesh together contribute to aout 60% of those who have
obtaned emigration clearance. More recent studies have reconfirmed tha migration is a sgnificant
livelihood strategy for poor householdsin severd regions of I ndie’.

India receives a good number of migrants every year from different countries in South Asa and the Gulf
Countries. The mobility of Nepdese in Indiais frequent due to non-visa syssem. As Indiais an en route of
different destination countries, they come to Indiafor ther recruitment procedures and mandaory medica
testing.

India has effective labor laws and policies to protect migrant laborers within the country. There exists an
exclusve law to protect the interests of interna migrants namely, I nter Sate Migrant Workmen (Regulation
and Conditions of Service) Act 1979. However, asfar asthe internaiond migration goes, there is only one
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Act tha protects Indian migrants, namely, Emigration Act, 1983. Ministry of Overseas Affars is
responsble for al oversess policies including the implementation of this Act.

The Emigration Act, 1983, regulates the terms and conditions of overseas employment and seeks to
protect and safeguard the interests of Indian workers going oversess for employment on contractud
bass. The Act does not impart any clause in terms of migrantsChedth or their medica test; neither
any other legidation is in place to protect the rights of migrantsChedth. The Act protects migrants
agang al discriminatory and exploitative activities of employers and recruiting agents in the entire
cycle of migration. It has ingtituted the office of Protector of Emigrants under the Ministry of
Oversess Affarrs, to ded with any concerns related to migration. The Protector of Emigrants is
entrusted with duties such as

(a)  Protect and aid with his advice all intending emigrants and emigrants;

(b)  Cause, so far as he can, all the provisions of this Act and of the rules made therennder to be complied with;

(¢c)  Inspect, to such exctent and in such manner as may be prescribed-

t.  Any emigrant conveyance, or
. 1f be bas reason to believe that any intending emigrant or emigrants are proceeding from or returning to,
India to or from a place outside India by such other conveyance;

(d)  Inquire into the treatment received by emigrants during their voyage or journey to, and during the period of
their residence in the country to which they emigrated and also during the return voyage or journey to India and
report thereon to the Protector — General of Emigrants or such other authority as may be prescribed;

(¢)  Aid and advise, so far as he reasonably can, to the enigrants who have returned to India.

Section 22 of the Act gaes tha dl Indian citizens seeking to migrate must obtain emigration
clerances® from the Office of the Protector of Emigrants, as an endorsement in their passports. In
providing such clearances, the Protector of Emigrants is required to examine the terms and conditions
of employment contracts to ensure that the wages and working conditions are not exploitative and
that adequate provison has been madefor travel expense, accommodation and medica care

The disadvantage of this Act isthat while it takes the role of aguardian of migrants, it has not defined
any specific Rights of Migrants, which they can demand. Thus, there exist no hedth rights for Indian
migrants.

Bureau of immigration under ministry of Home Affarsisin charge of immigrants coming to India. Foreign
citizenswho vidt Indiato study, do research, work or act as missonaries, as well asdl travelers planning to
stay more than 180 days are required to register, generaly within 14 days of ariva, with the Foreigners
Regiond Regigration Office (FRRO)™ closest to where they will be staying. In smaler cities and towns,
the locd police headquarters will normdly perform this function (referred to asthe Foreigner's Registration
Office or FRO). However, some Bangadeshi migrants have tegtified tha they were asked to undetake
mandaory medicd testing for HI'V, Tuberculoss and HB+ as pat of the visarequirement to India Once
they reached I ndia, neither did anyone check their medical documents nor aretesting was asked for.
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Nationd AIDS Control Society has devised a comprehensive HI'V policy a anationd level in line with the
WHO guiddines on HIV testing. The Indian Government clearly takes a sand against mandatory testing
and finds no public hedth rationde to forcibly tet a person for HIV. The policy dso holds tha HIV
testing carried out on a voluntary basis should be done with gppropriae pre-test and post-test counsdling.
The policy firmly denounces mandaory testing as the precondition for employment or for providing hedth
care facility during employment. Section 5.6 of NACO policy dedswith HIV Testing (Refer box).

On the other hand, Section 5.7 and Section 5.8 states the provison of counsding and care and support for
people living with HIV/A IDS The respongbility of regulating and monitoring private testing centres is
bestowed upon the Saes through Sae legidations. Section 5.6.3 saestha

“In case of HIV testing facilities in the private sector hospitals, clinics, nursing homes and diagnostic centres, the

State Governments should adopt legislative”

Unfortunately, when it comes to Indian citizens who are out-migrants, the policies of the destinaion
countriesQiake precedence over our nationd policy against mandatory testing. Although | ndia sends about
3.5 million semiskilled and unskilled migrant workers to the Middle East and large numbers to countries
like Mdaysia, which has inhuman and mandaory policies regarding HI V testing, Indian government takesa
cold stand by obliging it in our territory. While I ndia obliges to the practices of GCC countries, Mdaysa
and others regarding mandaory medica testing in Indian testing centres, there exist no policies regarding
trestment, care and support of migrants. “Health based deportations” reman unknown even among the
government officids, like Protector of Emigrants, who are entrusted with the duty to “Tuguire into the
treatment received by emigrants during their voyage or journey to, and during the period of their residence in the country to
which they emigrated and also during the return voyage or journey to India and report thereon to the Protector — General of
Ewmigrants or such other authority as may be prescribed”.

Section 8.1 of 1LO Codeof practice on HIV/A ID Sand the world of work specifies that

“HIV testing should not be required at the time of recruitment or as a condition of continued employment. Any routine
medical testing, such as testing for fitness carried out prior to the commencement of employment or on a regular basis for
workers, should not include mandatory HIV testing”.

Although Indian government has policies aganst mandaory testing and has an Emigration Act that
protects discriminatory practices of employers and recruiting processes, there is no Indian law to shield
laborers who have to undergo HIV and other medicd Testing as a part of another country® immigration
and employment policy.

As adgnaory of internationa instruments like Internationa Covenant on Economic Socid and Culturd
Rights (ICESCR), the government of India is obliged to have policies and legislation to protect migrant
workers againg discrimination in receiving hedth information, treetment and care. In addition, the country
is dso required to ingitute policy guiddines on the traning and monitoring of hedth care saff to respect
migrant workersOright and account for their vulnerabilities *>. Moreover, conventions of Internationd
Labor Organization, the Congitution of World Hedth Organization, Internationd Human Rights
Instruments and Hedth, The United Nations I nternational Convention on the Elimination of All Forms of
Racid Discrimination; the United Nations Convention on the Elimination of al Forms of Discrimination
Agang Women, obliges Indiato ensure the Hedth rights of its population is protected, which includes the
Indian internationd migrant workers who remain overlooked.
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Indian hedth care system consists of both private and public hedth services. Public hedth sector conssts
of primary, seconday and tertiary hedth services, of which the last two provides testing and other medicd
facilities to dl. Indian government adso has exclusve voluntary counsdling and testing centres (VCTC) for
HIV in dl Indian Saes and Union territories. In totd, there are about 603 VCT Cs across the country. At
leest 20-30% of didricts in each Indian Sae ae meant to have VCTCs in ther government hopsitds.
These are open to dl, including the migrants. All medica services and testing provided in the government
hospitds are highly subsdized to make it affordeble to dl unlike private enterprises. When a HIV test
would cost amere Rs 10/ - in VCTCs, one has to pay 20-40 times more in private clinics, with the costs
ranging between Rs 250/ - 500/ -.

When migrants are required to procure a medicd certificate for their emigration, the concerned Consulate
or Embassy of the destination countries often refers them to selected medicd centres. Although mgority
of destinaion countries are flexible regarding such areferrd of testing centres, the GCC countries follow a
very rigid modd dtogether. Gulf Cooperative Countries include countries such as Bahran, Kuwait, Oman,
Qaar, Saudi Arabia, Yemen and the UAE. They administrate a centraized sysem of medicd testing
centres, operaed exclusvely for ther prospective and existing migrants around the world, in the name of
GAMCA - GCC Approved Medicd CentresQAssociation. It is mandaory for any migrant who wishes to
migrate to any of the GCC countries to take a medicd test from one of the GAMCA gpproved testing
centres. There are gpproximately 200 GAMCA gpproved testing centres in India Delhi, Kerda and Tamil
Naduhas5, 14 and ---- GAMCA testing centres respectively in their territory.

1. Accessibility of testing centers
a. Physical Accessibility

The public hedth infrastructure in India provides a least one government hospitd with medicd testing
facilitiesin every digrict in India Nationd AlD S Control Organization (NACO) has established about 603
Voluntary Counsding and Testing Centres (VCTC) for HIV testing across India. Although, it is difficult to
determine the no: of migrants who have accessed these facilities, more than 590,000 generd population
have accessed VCT Cs during 2002-03.

ernationd migrants go, the accessbility of testing centres depends on the destinaion country. Many destinaion
countries including Maaysia, Sngapore, South Korea and GCC countries indst a migrant to teke
medicd tests from their agpproved list of private testing centres. Mog of the other countries specify the
tests to the migrants so tha they can get the medicd certificate from a hospita of ther choice. The
migrants have much more options and choice here.
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GCC Countries insist on GAMCA gpproved testing centres, thus restricting the migrantsCfrom the easily
accessible and affordable government testing centres available a their am length. GAMCA centres are as
few as 200 in the country tha sends about 3.5 million people to the Middle East. Whilst about 125,000
Kerdites migrate to Middle east annudly, there are only 13 GAMCA testing centres clustered in 4 digtricts
ie. One testing centre for 10,000 migrants. Tamil Nadu, which has the second largest outflow of migrants,
has only 8 GAMCA testing centres, with most of them based in Chenna. New Ddhi, which is the cepitd
city and mgor base for Indians as well as many South Adans, has only 5 centres. Migrants have shared that
they traveled a distance between 100 to 1500 kms to reach GAMCA tegting centres. Accurate numbers of
panel testing centres for Mdaysa, Snggpore or South Korea are unavailable.

b. Financial accessibility

As migrants are forced to go to the gpproved testing centres, they are denied the afordeble medica
services avalable in their neighborhood. When the Government testing centres have subsidized fees for
vaious tedts, the migrants are forced to pay an exorbitant amount to the privae clinics gpproved by
degtination countries. When a HIV test cogs Rs 10/ - in a Government lab, the private clinics charge a
minimum of Rs 250/ - for the same test. GAMCA centres take afee of Rs 1500/ - for afull medica check-
up, while a Govt clinic would have gpproximately cost only about Rs 500/ -. The other issue is that when
the migrants agpproach the agents, some agents conduct a preliminary medicd test before the actud medica
testing as required by a country. D espite bearing the additiona cost of testing, the migrant is often sent to
inferior testing centresthat are often unauthorized.

2. Testing procedure

The testing procedures vary according to different destination countries as well the occupation a migrant
undertakes. Mdaysia, a mgor destination country, conducts tests for more than 15 infectious diseases,
which include HIV, TB, leprosy, hepditis B, psychiatric illness, epilepsy, cancer, STIs, mdaria, and
pregnancy (if femae)™.

Although Article 9 (4) of the GAMCA Rule Book of GCC countries mention ... wedical exaninations will
be carried out only upon request”’’. GCC gpproved medicd certificate is a mandaory document to gpply for a
visa According to the tesing guiddine by Gulf Cooperaion Council States, the migrant workers have to
undergo a series of tests, condsting of physicd examination, Venered and serologicd tests. The Pregnancy
test for femae migrants is another addition in the list. A migrant is automaticaly reected if one has a
history of asthma, skin diseases, Venered Diseases, AIDS filariasis or any other infectious diseases. The
other non-GCC countries in the Gulf aso require smilar medicd examinations.

Many countries require driversto take acolour blindness test. Seefarers above 40years are often required to

conduct ECG tests gpart from regular medicd tests that include Blood sugar, Blood pressure, cholesterol
€etc.
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3. Informed consent

Migrant workers are oblivious of the fact that they have aright to be informed about any medicd tests that
ought to be taken on them, leave done their consent. For migrants, medical test is a crucid barrier that
needs to be crossed to procure visa to ther destination. Mog of the diagnostic centres and recruiting
agents exploit this fear factor. Although NACO has clear policies on voluntary HIV testing with informed
consent from any person who undertakes it, only the Government VCTCs follow it. Although there is a
Consent Form in place, how well informed the test-teker is aout HIV is another question. As far as
private diagnostic centres are concerned, no consent istaken ether for HI'V or for generd medicd tests.

GAMCA tegting centres were caught surprised a the thought of @formed consent® They found
information shared by seconday channels like recruiting agents, friends and relatives sufficient for
migrants. It was aso assumed that if a person wishes to migrate, medicd test is mandaory whether they
agree with it or not. Medicd testing centers and the recruiting agents indulge in a blame game pointing a
each other respongble for taking consent from the prospective migrants. On the other hand, some testing
centres do have Consent paper, but would be in a language different from the migrantsOmother tongue.
Apat from the language difficulty, scientific terminology of the diseases keeps the migrants in dak. As
migrants perceive testing centres having the power to change their destiny by giving them a negative report
and certify them as unfit, no queries are made

4. Pre- and post-test counseling

Section 5.6 (izi) of NACO Policy states that Adequate voluntary testing facilities with pre-test and post-test counseling shonld
be made available throughout the country in a phased manner. Y€, mgority of testing centres follow ther routine
testing procedures perfunctorily and do not fed tha aforma counsding on HIV /A IDSor any other test
is necessary to enlighten their paients. Only the Government VCT Cs have counsdlors for pre-test and post
counseling for HI'V testing. Medica testing process, being perceived astoo technicad for commoners, many
diagnogtic Centres prefer a non-didogue gpproach with ther patients. Counsding was a new concept for
mogt of the private clinicsand GAMCA centres across | ndia

State of Health of Indian Migrants 2007 13




5. Confidentiality and Disclosure of results

An open information sharing system of medica testing is practiced in India, where many players have an
upper hand over the test results of migrants. Many a times, tesing centres share the test results with the
agents or the employers than the migrants. The testing centres follow atoken system for medicd testing in
orde to disseminate the results, which are many times given through the agents. Testing centres are not
concerned tha confidentidity should be kept while sharing tests results as results are shared with anyone
who bring the token on behdf of the migrant. A few HIV postive patients have disclosed that therr HI'V
status was lesked from the clinics.

In the case of GAMCA testing centres, results are sent directly to the centrdized sysem of GAMCA
office, which is later directed to the Embassies of GCC countries. If tests results prove that a migrant is
medically fit, one gets the option to collect one@test results from the testing centre. If one turns out to be
medicdly unfit, no recordsor copies of results are given to the migrant, despite the testing fees pad by one
for these tests. In some other cases, like the Seefarers, test results are sent to the employers/c ompanies
ingtead of giving it to the migrants. Many centres do not even share the ressonswhy one is unfit.

Asfa as VCTCs are concerned, they share the results only with the patient. Yet, an important lacuna that
the researchers noticed was that counselors open the results and teke the responsbility to share the results
with the patient, in the name of post-counsgling. The researcher strongly feels that this should not be
practiced as the migrant® /p atientsCpersond life is being intruded by the VCTC counsdors, who believe
that they are equipped enough to guide the migrantsQife, without giving the migrant an option to choose.
To sum it up, the authority to possess test results related to migration procedures is never in the hands of
migrants and thus confidentidity is breached in mgority of casesin the sending country itself.

6. Gender and cultural sensitivity

Some degtinaion countries have Physicd examination as one of the criteria to get a medicd certificate.
Culturdly, Indians have a very closed atitude even towards verbd usage of anything around sexudity.
Shame and honor are often atached to it as well. Hence, a full body check-up tha includes genitd tests
often causes severe discomfort to the migrants. Medicd practitioners take a very insenstive atitude
towards these sensbilities of migrants, and leave them embarrassed and humiliated. Many migrants have
shared that some diagnostic centres ask made migrants to sand in a queue with their clothes off for ther
medicd check-up. They are forced to comply due to their necessity to migrate. Although most of the
hospitastry to be gende senstive by employing lady doctors for ladies and mae doctors for mdes, many
of the gpproved testing centres do not respect it, asit is unaffordable.

State of Health of Indian Migrants 2007 14




7. Language competency

In India, each Sate hasits own language. In addition, Hindi, our naiond language and English are used as
abinding language in many public ingtitutions, which is dien to most of the uneducated migrants. In order
to get easy access to the ConsulatesE mbassies as well as strategic recruiting agents, many atimes, migrants
teake ther tedsin agtae outsdether own. In such cases, medicd centres would not bein apostion to give
trandation to the tet-takers. A family member, relaives or friends who accompany them often facilitate
communication through trandation. Otherwise, they rely on miming to exchange thoughts. Such alanguage
barrier often creates fear anong migrants and put them a a disadvantageous postion. Migrants fear that if
they ask any questions, they would be denied entry to the destination countries.

8. Confirmatory tests

If a person is found to be HIV positive, confirmaory tes is given in government VCTCs as well as
GAMCA tedting centres. In other private diagnostic centres, it redly dgpendson how well esteblished they
are. In amdl centres, no confirmatory tess are given, while some established centres do ask the migrantsto
go for a confirmatory test. If a migrant is proved as medicdly unfit for recoverable diseases like blood
pressure, digbetes etc, the teting centres often ask them to comefor aretes after afew days.

Another variety of confirmatory tes found in India, primarily in Mumbal, is a srategic innovation of
recruiting agents. Asthere are 0 many migrants degperaeto get ajob, they have made preiminary medicd
test as acondition to bein the pool to apply to companies. The migrant $ands cheated, as he believes that
it is a recruitment procedure to confirm ther medicd staus before they go for the red medicd test
conducted by the company, when none verifies these test results. They are often referred to smal testing
centres with shabby premises and unhygienic facilities. Agent-tesing centre nexus has evolved through this
and both of these intermediaries share a percentage of money exploited from the migrants.

9. Monitoring of testing centers

Government VCTC centres are monitored regularly by the officias of Nationd Al D SControl organization
and hence follow naiond policies on HIV tegting. As far as generd medica testing in any of the
government hospitas is concerned, qudity of testing and hygiene sandardsis dways a mgor concern. No
formd monitoring is done to improve it. Although the maturity of counselors despite their qudificationsis
aways in question, al the procedures like consent form, counseling and referrd system isin place. In the
case of GAMCA tegting centres, the GAMCA Headquartersin the Middle East conducts strict monitoring
on a regula bass. They manly focus on the hygiene standards and quaity of equipments and high
gandads while inspecting the testing centre before its gpprovad. If any discrepancy is found more than
thrice in any of the GAMCA centres, they cancd ther license immediately. However, internaiond
guiddines or NACO policy on HIV teging is not followed by any of the GAMAC centres. Privae
diagnostic centres are not monitored by any officid agency despite certan sandardsand guiddines devised
a the nationd level.

10. Impact of results
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A migrant can be medicdly fit, temporary medicaly unfitness or permanent medicd unfitness. If amigrant
is medicdly fit, one® path is clear for migration to respective degtinations. If a migrant has temporary
medicd unfitness like high or low blood pressure, sugar level, cholesterol, Tuberculoss etc, one is dlowed
to take medicationsto cureit and later take aretest. However, this doesn®hep much because the job offer
they got a that particular time will be lost, which implies that they will have to wait till the next
opportunity. If amigrant istested as permanently unfit like being tested as HIV positive, they will have to
stop their dreams aout migration, a the least to Middle East. Most countries do not dlow HIV postive
people to migrate for work.

11. Referral systems, Accessibility to treatment, care and support for migrants

There exigs no referrd system for migrants in India Whether a migrant takes tets in GAMCA testing
centres or other private diagnogtic centres, the relaionship exist with the migrant only to conduct the test
and disseminate results. Government VCTCs have HIV Positive networks, which they refer to dl postive
patients. Snce most migrants do not go to VCTCs, they fal to get access to such networks. In case of
other diseases, some medicd practitioners give them medications to cure it. In most cases, the migrants
have to find their own mechanismsto cope with therr medicd staus.

Medicd testing of migrant workersis entirely controlled by private hedth sector, which has occupied aout
75% " of thetota hedth expenditurein India. Asthere is no specific policy or codeof conduct for medica
testing of migrant workers, the private hedth practices including diagnostics follow the legidation
promulgated by the Centrd and Sate government in India There are severd pieces of legidation to
safeguard the hedth of population. Among those, Crimind law, Civil law, Consumer Protection Act,

I ndian Medicd Council Act, Human Organ Transplant Act, Medicd Termination of Pregnancy, Sex
Determination, Declaraion of Geneva, satesthe medica and clinica practices through the set of laws of
licensing to practice, basic codeof conduct, negligence and consumer complants and practices in specific
aress. The exigting laws are not effective in protecting the interests of the patients because of the lack of
effective mechanisms to address associated problems *2. Regrettably, the service providers are not much
aware about the various other legidative laws, is making the tota hedth sector more and more vulnerable.
It is, therefore, argued tha the government and professiond agencies have an important role in ingtituting
process and mechanisms to ensure the provison of safe and gppropriae hedth services from this sector.
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In terms of voluntary HIV tes, the public hospitas are enforced by law to follow the code of conduct
providing pre- and post-tes counsdling, consent taking and maintaining confidentidity in terms of
disclosure of theresult. 1t isreveded tha the confidentidity is kept duy whereas reluctance is seen in terms
of counseling and consent taking. The absence of monitoring mechanism is akey factor in thisregard.

On the contrary, the rules and regulations enforced by GCC countries entitled srict monitoring
mechanism, which emphasized the quality of medicd testing instead of protecting the rights of migrant
workers. The monitoring format has rased concerns of specidists and technicians, as well asthe qudlity of
equipments, cleanliness and spacious location, which seemed to ensure the proper screening of the
diseases. It is because the pendties entitled in this rule and regulation clearly cautions pendty of suspension
and/or 3 months suspension dongwith 6000 USdadllar due to exceeding the maximum limit of unfit cases
and repeated the same violation as others. Surprisingly, neither the government has any monitoring over
the GAMCA gpproved medicd centers, nor they have any accountability to provide any report to the
government. Regrettably, some of the government officias consder medicd testing of migrant workersis
the respongbility of the labor receiving countries.

1) Accessibility of testing centers

Nationd laws of Middle East countries demand each migrant to have a sponsor a the destination, in
orde to be able to work in those countries. It is the responsbility of the sponsor to make sure tha the
migrants who are dependent on them are teken for a medicd test. In other destination countries like
Malaysia, Where testing is mandaory, recruiting agents take the role of acustodian in the initid period asa
pat of ther consultancy services. Hence accessbility of testing centres is usudly not a problem for
migrants, asit taken care of, ether by the recruiting agent, the employer or the sponsor.

Access to information is a hurdle tha migrants face in destination countries. Withholding information
about medicd testing and reveding it partidly is one way in which the agents control the migrants in the
degtination country. Femae domestic workers from Singapore reveded that it is the agent who decides
when the migrant should go for medicd testing after their arriva. They dso shared tha there is no fixed
time period for them within which they should be tested. All the migrants from Tamil Nadu are teken to
the same place in Sngepore cdled as THAEKA. Sometimes, cab drivers are put in charge of taking
migrants for the test directly from the arport or the next day. Many atimes, women are obliged to travel
done dong with 10-12 men in acab.

2) Testing procedure

In the degtination countries, the migrant workers are required to take aretest of the same medicd tests that
they undetook in India It is done for renewd of the visas periodicadly depending on the policies of the
respective receiving countries. For example, in the Gulf Cooperaion Council Sates, the migrants have to
go through the medicd testing annualy for the renewd of ther visas. On the other hand, Maaysia, one of
the mgor destination countries for millions of migrant workers from South Asia, has recently updaed its
mandaory medicd testing policy, which requires a medicd test to be done pos arivd, and prior to the
renewd of work permit in the first and second consecutive year. The other countries, for example B South
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Korea, Snggpore, Qatar etc. require yearly medicd testing. This yearly mandaory testing is required for the
migrant workers who work in the factory, congruction, garments or other caegory except food and
beverage section in any resaurant or hotd. Migrant workers employed in the Food & Beverage, have to
undergo mandaory testing every three months.

The research found tha the medica testing takes place without proper information. In most of the cases,
the migrants are sent to the pand clinics gpproved by GCC or FOMEMA (Foreign Workers Medicd
Examination Monitoring Agency) particularly in the Cooperative Council Saes and in Mdaysa
respectively. The migrants, in most of the cases, are tested in agroup. No informed consent is being taken
or counsdling sessons are conducted before testing. Tests are taken for hundreds of migrants everyday on
aregular basis.

3) Informed consent

Nether the migrants are informed about the type of teststhey have to undeatake nor isther consent taken
in the degtination countries. Having landed in a foreign land, migrants become highly dependent on their
recruiting agents or sponsors (in Gulf countries) or employers. Often, testing centres do not consde it
necessary to carry out adirect dissemination of information with the migrants due to the active role played
by these intermediaries. Language barrier, lack of trandation facilities, workersOignorance about their
labour and hedth rights dso add to it. Although most of the testing centresin destination countries in the
Middle East maintain @onsent formsQit exists as amere procedure. Consent forms are mostly in Arabic or
English, which are foreign languages to the migrants. Illiterate migrants are asked to put their thumbprints
on those papers without informing them what they are agreeing to. Their dgpendency on the intermediaries
or supervisorsingills fear in them to question any routine procedures as well.

State of Health of Indian Migrants 2007 18




4) Pre- and post-test counseling

Thereis no concept of didogue in mos of the testing centresin destination countries. Testing centres ded
with hundreds of migrantsin aday and counsding remans avery distant possibility.

5) Gender Sensitivity

Countriesin the Middle East are sad to have lady doctors for femae migrants and mde doctors for mae
migrants. In Asan countries like Malaysia, Singapore, many migrants go for the testing through therr
agents, who take them as groups. Many femae migrants tetified that they had to travel done with many
unfamiliar men in the same vehicle to go the testing centres, making them fed very unsafe.

6) Language competency

Language barrier is acommon problem faced by dl migrants who reach any destination countries, be it in
the Middle Eagt or the Asan countries. No officid trandation facilities are given to migrants. At times,
regond dominance of migrants in certan countries helps migrants from tha particular region. For
example, Hindi is a familiar language in the Middle East making it esser for Hindi spegking Indians to
communicate, whilst many Kerdites work as medicd personnel in the Gulf giving a linguistic comfort to
migrants from Kerda Mdaysa has a history of Tamil dominance in migration making Tamil awell-known
language there.
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7) Confidentiality and Disclosure of results

No medicd test results are shared with migrants in most of the destination countries. Employers or other
intermediaries are perceived as the entity respongble for migrants, thus denying the rights of migrants to
know about one® own hedth gdaus. If a migrant is medicdly unfit, no mercy or humanitarian
congdeations are shown while disclosing results to migrants. Many a times, it is the medicd personne
who work in testing centresin the destination country, who exposes the HIV status of the migrantsto ther
neighborhood in India Persond contacts in the testing centres are helpful a times as they can be

supportive many times. Different experiences of deported migrant workers are given in their own quotes
below.

8) Confirmatory tests
Confirmatory tess are conducted in most of the countries in the Middle East as well as Asan countries.

Migrants testified that they were tested twice or thrice to confirm if the results are true in the case of HIV
test. In generd medicd tests, no confirmatory test or medications are given to cureit.
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9 Monitoring of testing centers

GCC countries have their monitoring system for the testing centres under GAMCA. We do not have much
information about monitoring mechanism of non-GAMCA centres as well as other Asan countries.

10) Impact of results

Once amigrant is detected as unfit, be it due to TB or HIV, one is deported with immediate effect in the
Middle East as well as Mdaysia The procedures of deportation in some countries in the Middle East are
outrageous. As soon as the results show tha amigrant is HI'V postive, heis put under confinement, which
the migrants term as @&lOIn some countries like Qatar and UAE, HIV postive migrants are handcuffed
while taking to jail as well as to the arport. The police confiscate dl the officid documents including one®
passport. The police escort them till they board the flight. All the documents are given back to them only
when they board the flight. Thus, while adeportation based on hedth stausis practiced in these countries,
migrants are treated equivdent to criminds based on ther hedth condition done. The worst of dl is that
mogt of the migrants are ignorant about HIV or AIDS and are dways unde confuson as why they are
deported. As they are unaware of their medica condition, many migrants do not trestment due to
ignorance. The fact that they are being deported creates extreme emotiond turbulence in them, as they
have to face ther family and neighborhood, once they reach back in India
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11) Referral systems and Accessibility to treatment, care and support for migrants

No referrd syssem exists in any of the destination countries. There is no question of access to treatment
and care because once a migrant is tested as HIV postive or medicdly unfit; they are deported with
immediate effect. There is no support from Indian government in the destination countries as they are not
even aware tha a hedth-based deportation exists. Hence there is no mechanism to guide HI'V postive
migrants. Some migrants from Kerda shared that years back the jals had the advertisement of anotorious
quack in Kerdanamed Dr X, who used to clam that he could cure AIDS

1) Impact of results

Once a migrant is found to be medicdly unfit, they are deported to their country of origin. This implies
that a migrant is deprived of their economic and socid staus in their community in India Non-resident
Indians who earn money from aboard are often perceived with high regard in the society. In such a
scenario, it is more than unbearable for amigrant to confront it with maturity. There is hardly any system
to shoulder them when they come back to their homeland. They prefer to hide therr trauma before their
families than seeking their support, which in most cases would be denied in the name of mordity and socid
datus. Treatment of HIV becomes last priority of deported migrants when they are faced with
confrontations from ther family and relatives gpart from other socid bondages and becomes answerable to
them. They become suicidd, resort to dcoholism and fdl into terrible dgoresson. Here, we quote various
experiences shared by deported migrants.

On the other hand, the leskage of the result particularly the HIV status, makes the returnee migrant
workers stigmatized in their own community. It crestes tremendous suffering and discrimination, as ther
families, friends and even the medica esteblishment consdes HIV to be the diseases of ©thersOb of
people living on the margins of society whose lifestyle is regarded as perverted and sinful. One study in
India reported that 36 % of those sampled fdt it would be better if infected people killed themsalves, and
the same percentage believed tha infected people deserved ther fate. In addition, 34 % said they would
not associate with people with AID S and one fifth stated that AlD Swas apunishment from God *.
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“1 just wanted to die and die alone. Death is the only thing that is left before me. Depression crept into me and I didn’t know
what to do next. I was ashamed of myself. Even if someone looks at me unintentionally, 1 feel that they’re judging me. It
continues even today. That is the reason why I left my family as well. My family bas a respectful status in the society. When I
stay with them, 1 feel that the future of my nieces and nephews who are growing up will be affected badly. Be it a marriage
alliance, if someone comes to know that their uncle is a HIV positive, no one will bring any alliances for them. I thonght I
shouldn’t be burden on anyone. My brother still comes to visit me in this rehabilitation centre. 1 pray hard and it is my faith in
God that leads me on”. (I could sense that despite all his smiles, be is terribly depressed inside)

- Deported migrant, currently in a rehabilitation centre in Kerala

“T conldn’t find any work near my village or even in Kasargode (nearest town) as most of the people knew abont my HIT”
status. So, I travelled to Ernakulam (another major city), which was far away from Kasargode and worked as a salesman in
small companies. Sooner or later, 1 had to give solid reasons for my return from Oman and thus my job would be at stake. 1
kept changing my job so that no one will know ny HIV status”.

Having lost my wife and my job, I decided to find ont abont this dreaded disease that destroyed all happiness in my life. He
went to Mangalore, which bas famous hospitals and is only a few hours drive from mry house. 1t was at Mangalore, the doctors
explained to me about HIV and how it is cansed and how it spreads. In Mangalore, they speak a different language and not
Malayalam, which is my mother tongue. Somehow I communicated in broken English and Hindi and found ont about the
disease.

Once I reached back home, there were not many questions ‘cos it was time for me to come for leave as I was at work for the
last 3 years. I had no idea as what has to be done. I spent one month’s time drinking and wasting time to get over my
depression after losing my job. 1t was a close friend who told me to take a confirmatory blood test in any hospital to clarify if
the Dubai tests were actually true. Even then, 1 had no idea about the intensity of this disease called AIDS and that I was
actually infected by such a virus. He went to Ernakulam Medical Centre with his mother. I conldn’t discuss anything openly
with the doctor, as my mother was present. I hinted that 1 would like to take a blood test. Later, I telephoned and shared with
the hospital that I suspect some infection called HIV" and wonld like a test for the same. They asked me thrice to take a blood
test and 1 could see what was happening. As this happened in 1999, Kerala society was quite immature in dealing with or
talking about HIV'/ AIDS. The hospital didn’t tell me anything about my HIV status, but gave my report stating
“doubtful”. Again, I was in a state of uncertainty.

- Deported migrant working as a Positive Speaker

2) Strategies of migrants to deal with test results
Severd quacksin India have made quick money in the name of AIDS There have been clams tha naurd

medicines can cure HIV. Many migrants have fdlen into this trap and has created additiond financia
burden.

“T tried many quacks that practised natural medicine to make my HIV status negative. At that point of time, it was ny only
goal in life. 1 knew that once I get a HIV negative certificate, 1 could go back to Gulf and work and be happy again. All my
efforts were in vain apart from the unaffordable monetary loss”

“When all the tests confirmed my HIV positive status, I decided to believe the quacks in India who used to claim that they
could cure AIDS. Dr X in Kerala was the most notorious one. With a lot of difficulty and by taking loans from people, 1
paid Rs 400,000 to Dr X, hoping for a permanent cure for HIV infection”

3) Accessibility to treatment, care and support for migrants
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Migrants often live in darkness once they reach back home. In the 1990s, they would take no treatment a
al. These days HI'V postive networks are strong in India providing support to dl postive people. Thereis
no channel to connect deported migrant workers to these networks. It is by accident that deported
migrants get involved in postive network. In India, some gaes have welfare departments for migrant
workers, like NORKA in Kerda, which supports migrants in the destination countries even in extreme
cases like murder charges. Hedth based degoortations are unknown even to these organisations.

Nationd Hedth Policy 2002 endorsed HIV and AlD S as one of the serious threat to the public hedth and
economic development, the centrd government formulated nationd policy on AIDS and launched
naiond AIDS control program in different phases. Some Public Hospitds, Medica Colleges and
I ngtitutions extends facilities include counseling, CD4 counting, treatment of opportunistic diseases, and
antiretrovird thergpy for the HI'V infected people across the country. Naiond AID S Control Organization
(NACO) has been implementing different phases programs dl over the country. A good number of non-
government organizations, care home sarvices, self-help support groups include HI'V postive networks,
and support services work across the country. Unfortunately, dgported migrant workers are not yet
targeted as one of the vulnerable groups, who are deprived of available services in the country.

1. Recognition that rights of Indian migrant workers do not end when they plan to cross the borde.
Government should ensure tha no rights entitled to Indian citizens are compromised in the case of
migrants purely to satisfy the immigration policies of the receiving countries. Ministry of Oversess
Affairs may formulate Migrant Friendly testingOpolicies to protect the rights of migrant workers.

2. All tegting centres in India should follow the policies of Indian government. They should not be
governed by the rules and regulations of the receiving countries. In cases of necessity, al rules and
regulation related to medicd testing should be Migrant FriendlyQ

3. Pre-Departure orientation programs for prospective migrants should include avareness sessions on
hedth rights, medicd testing requirements, prevention of communicable diseases and its converse
consequences in different receiving ¢ countries.

4. The government hospitd in every digtrict has medica testing facilities, which is easlly affordable and
accessible. Yet, migrants are compelled to go to doctors and the clinics authorized by the destination
countries, which are expensve, few and are located a specific areas. This escdates the expenditure,
incurred due to high testing fees, transportation cods, lodging and other expenses. The government
should fecilitate an environment tha dlows migrants to any destination country to undergo medica
testing in government testing centres.

5. NACO policy on HIV tegting tha includes informed consent, pre- and pos-test counsdling,
confidentidity should be implemented in dl testing centresin Indiairrespective of beingaVCTC or a
private diagnogtic centre or clinics authorized by degtination countries. There should be amonitoring
mechanism to ensure it.

6. Confidentidity of test results should be protected grictly. All test results of migrants should be
handed over to the migrants done. No employers, recruiting agents, receiving countries should have
an upper hand over it. Any kind of breach in thisregard should be made a punishable offence
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7. Permanently unfit migrant workers are often misguided, as many privae diagnostic centres do not
give them a confirmatory test or areferrd syssem. Confirmatory testing should be practiced in dl the
testing centers in India, dong with appropriate counsding and effective referrd system, especidly for
permanently unfit migrant workers.

8. Indian government should take a strong stand againgt deportation of migrant workers based on their
hedth status. Migrant workers should be dlowed to as long as one® hedth conditions are fit for the
work one has taken. Hedth and Labor rights of migrant laborers should be promoted through
Bilatera and multilateral agreementswith labor receiving countries

9. Protector of Emigrants should take a more proactive role in ensuring that rights of migrants are not
breached in the name of medicd testing in the destination country

10. The government should take initiative to set up a referrd mechanism for the deported migrants in
asociaion with employers, recruiting agents, Indian missons in aroad and other concerned
departments.

11. Migrant workers enter the destination country as physcdly fit and free from infectious diseases.
Unfortunately, communicable diseases, like Tuberculoss, HI'V, infect many migrants when they are
in the degtination country due to lack of knowledge and awvareness about prevention, thus increasing
their vulnerability. Recelving countries should be requested to take some respongbility for such
workers, in terms of trestment and care & the least.

12. Employers in recelving countries should be taken into confidence tha HIV infected workers are
hedthy enough to work and hedth deerioration occurs only ater one contracts AIDS The
government should initiste negotiation with the labor recelving countries to dlow HIV postive
migrants to be dlowed to work with adegquate preventive methods

13. The High Commissions of India abroad, in association with concerned ministry and/or department
may provide informaion centres and referrd services for the migrant workers in the receiving
countries.

Hari is a driver. He has been working in Duba for 5 years. His visa got expired in 1994. So, he had to
return to hisvillage in Kerda Losing ajob in the Gulf is amisfortune for many reasons. There are hardly
any job opportunities in Kerda and even if one gets a job, the pay scde will not be enough to survive.
Apart from this, ajob in Gulf dways enhances one® socid status in Kerda and is a matter of prideto the
family. Like dl Gulf returnees in Kerda, Hari did not want to lose any of it. Regiond newspapers in
Kerda are often filled with advertisements targeting the prospective migrants to Gulf. The ads congtantly
mention that drivers are dways in demand in the Arabian countries. Seeing such an advertissment, Hari
goplied for a job in Saudi Arabia Though there are many travel agents in Kerda, who work as
intermediaries for jobs aroad and visa procedures, Bombay agents ill reman a popular haven for many
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migrants in India. Hari® agent was dso from Bombay. Bombay agents often make it mandaory for the
migrants to take their medica test in Bombay. People in Bombay spesk Hindi, while most of the Kerdites
gpeek Mdayalam. Language barrier is a common problem for al those migrants who go for amedica test
in Bombay. Hari was no exception. He pad Rs 20,000/ - (US $507.872)® as the agent® commission and he
was cdled to Bombay for his medicd test.

Once he reached Bombay, the agent suggested a medica centre and accompanied him to the centre. It was
asmal shabby room. It had an old X-ray machine and other equipments. There were only 3 people there.
One looked qudified and Hari assumed that he could be the doctor. As he was migrating as a driver, they
took his eye test. The centre dso tesed his urine and blood. They aso took his X-Ray. He had to undergo
aphysica check-up as wdll. It included a genita test. He paid Rs 300/ - (US $7.62) as the medicd testing
fee. Hari and his agent waited for the results. When they returned to collect his results, the doctor did not
sound positive. The agent intervened as well. The doctor confirmed tha there is something wrong with his
blood results. Hari was confounded. His dream to retan his job and Non-Resdent Indian status was
crumbling once more. In such a devastating moment, the doctor came up with an idea He offered to
change his medicd certificate for a commission of Rs 2000/ - (US $50.79). The agent acted as the bridge
between the two. The agent convinced Hari that the certificate was an important document exclusively for
the visa purposes. Once the visa part is taken care of, hdf the battle is won. He confirmed tha once Hari
reaches Saudi Arabia, there would not be any problems to get a work permit. Listening to dl these, Hari
thought it was not abad idea If Rs 2000/ - can change his destiny, he preferred to resort to the idea

Degite dl these discussons, he did not quite undestand wha was wrong with his medicd tes. All he
knew was tha there was some problem in his blood. Having heard of the stories of people with high
diabetes, blood pressure, anemia and so on, Hari consdered himsdf to have a smilar, yet minor problem.
Having his full faith in the agent@words he did not suspect anything. Hari was asked to gpply for avisiting
visa. The agent promised that it would be converted to aworking visaon his arriva in Saudi Arebia Hari
did not imagine the gravity of his actions. He was exhilarant to get his visato Saudi Arabia After taking
loan from friends and family, he arranged enough money for his ar tickets and other incidentd expenses
till he procures ajob. He flew to Saudi Arabia

Once he reached his destination, he started working towards converting his visting visato aworking visa
Within 20 days, Hari was able to find a @onsorOfor his visa He was nearing his god. As per the
ingructions of his sponsor, he went for the medica test. The tests were smilar to the ones conducted in
India They took his blood, urine and conducted a physica examination. The X-ray was dso taken. Hari
was worried about his blood test. When he returned to collect histest results, the medicd personnel asked
him to wait there until his sponsor comes. So, he wated in the wating room. When the sponsor reached
the centre, he asked him what the problem was and Hari told him tha he was not informed about
anything. The sponsor was cdled insde and Hari saw them telling him something serious. The sponsor
came outsde and just glared a him and just left the place. He looked scared as well. He was taken to a cell
within the medicd centre as though he was a crimind. Even a this stage, he did not undersand why he
was being jailed for faling in amedicd test. He was miserable in the jal. He quotes his experiencein jal as
thus

“They would give us food, but as if we were some wretched animals. They would just throw ‘kuppoos’*'and other food inside
the room as if we were stray dogs”

After pending one day in jail, he was taken to the Court the next day. The judge held that Hari should be
teken for a second medicd test. All the more confused, Hari urged to find the reason for his detention.
Once the court procedures were over, he requested a medicd staff to explan wha was hgppening. The
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person made him undergtand tha he was infected with HIV. Hari dmost logt his senses. He couldn®
believe his ears. He redized the reason why he was isolaed in the jal. He remembered that no one
accompanied him in the backsde of the van while going to the Court. His knowledge about HIV was
through hearsays, which was as follows.

“T have heard that HIV is a dreadful disease and one wonld die in 2 months”

He fet cheated by the doctor in Bombay as well the agent. Had only they informed him wha was
happening to him, he would not have undergone these humiliating events. He wished that they could have
a least shown a humanitarian consdeaion by telling him about his gae of hedth. Apart from the shock
tha he is HI'V-infected, he was distressed by the financid loss caused by this futile journey. His bitterness
towardsthe agent and the doctor aggravated al the more.

Two days later, the policemen took him to the arport. All the pgpers were given to him only a the flight
counter. The Passport was stamped as D eportedQ Only when he was about to board the flight, the
documents were given to him. Hari was completely broke and was worrying how he would reach back
home as hisflight ticket was only till Bombay. It would take another overnight journey by train to reach his
village. The only kindness he experienced was when his prospective sponsor sent some money for his
return journey through the policemen.

As soon as he reached Bombay, he lost his senses and couldn®read the word D eportedOon his Passport.
He tore away his passport and other visa documents. Shattered as he was, tried to contact the agent, who
never gave him a chance to interact. Hari left it there and went back to his hometown. Fortunately,
fraudulent visas and decetful agents had become arepetitive sory in Kerda and Hari was able to resort to
the same story to his benefit. No one in the neighborhood or in the family suspected tha he was deported.

Highly depressed, Hari resorted to drinking and became an acoholic. As he conceded his HI'V gtatus from
everyone and since news spread fagt in dl smdl towns, Hari never had the courage to go to any hospitals.
As the neighborhood started getting curious about his idleness, he started doing light jobs like plumbing,
panting houses etc. As the time passed, he got infected with Tuberculoss. His family took him to a
hospitd and they had to conduct ablood test for him. It was then the family was given the shocking results
by the hospitd staff. The disgppointed family did not want to acknowledge Hari as a member of their
family. A HI'V patient in afamily is such ablemish before the society tha they started ostracizing him. His
wife was antagonized and quarrels became aroutine in ther life. Findly, she got adivorce from him. They
had two children, and were taken away from him aswell.

Hari was s0 depressed that he stopped taking any medicines for T.B. and was adamant to die somehow.
Sowly, TB afected his head and he started getting fits. He used to get convulsons dmost 5-6 times aday.
Consequently, he got pardyzed on one sde His family just wanted to avoid him and was dl the more
ashamed. He was particularly hurt by the behavior of his brother-in-lav who made sure that he was
abandoned from his house tactfully. According to Hari, the only reason why they put him & a Care centre
was to shun him from the family. Once he was admitted in tha centre, none of his family members have
cared to vigt him or even enquire about him. It was a this care centre that he recovered from pardyss and
T.B. He was inspired by the ingitution and became highly devotiond. In return, he devoted his services for
tha centre for the next nine months. Through ther reference, he was able to secure a place run by a priest
who takes care of the abandoned HIV Patients. Hari is a Positive Spesker today and devotes his time to
give confidence to his fellow patients so that they wouldn® have to go through the state of mind that he
went through.
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Ramesh halls from Kasargode digtrict in Kerda In 1992, he went to Oman through an acquantance as a
temporary car driver. As he had no work permit, he had to struggle and survive with the meagre anount he
got as adriver. After one year, he managed to get a work permit and that helped him get asdesjob in a
company cdled SFO in Sdaah town. He worked hard for four years and managed to build his own house
in his village in 1997, which was the safe passport to get a wife. Having passed a socidly acceptable
marriagesble age, he had to find a bride through the arranged marriage system in India For both the
reasons, Ramesh had taken a bresk from his work for dmost an year. Oman requires al employees to
renew their work permit on an yearly basis. S, ater leaving his new bride he left for Sdaah to renew his
permit. As per the norms, he went to agovernment clinic for his medicd test. It took hdf aday to take the
blood test and to get the results.

He says every migrant in Oman has a person who is in charge of one® visa and he cdls him as Qhe
ArabianQ It is this QArabianOwho ingtructs them on the visa guiddines, mediates with the company and so
on. Probably this was the (8ponsorQin the receiving country who assists migrants to find work and other
adminigrative issues. It is this sponsor who took him to the medicd testing centre. A form was given to
the agent and it was written in Arabic, Ramesh says. Asked if he understood wha was written on it, he sad
that was not required at dl @osit isthe QArabiOwho hasto sign on dl papers! The migrant only hasto pay
120 riyds (US $32.11) * to the labour office for the renewd of visa All the clinic would do is take their
blood. They can test thousands of patientsin aday, though one can finish one® medica test in 30mn to 1
hour® time. The dlinic used to be reasonably clean as far as he remembers. The medica test results are
NEVER given to the migrant, but to the Qhe ArabiOonly. As soon as the results were given to the agent,
they took Ramesh®photograph for the government records he was told. His passport and documents were
confiscated. Ramesh did not understand anything.

The QArabiOtook him to the company where he works and asked him to sit outside The agent went inside
and talked to the owner of the company, whom he addressed as OSheikhQ Ramesh says tha he had been
working in this company for 4 years and never has any migrant got a chance to see the OSheikhQ On that
day, the GBheikhOasked the agent to cal him insde just to see him it seems. All Ramesh could make out
was that Shelkh was saying that it is the first time in the history of the company tha such an incident
occurred and so on. The agent had his medicd tes results stgpled and secured with dmost 15 pins and
kept saying that nobody is dlowed to open the report, though the medica clinic has confided tha the
results are postive. Even tha piece of pgper was consdered infected, he suspects. Ramesh rememberstha
it was only through such a verba communication that he was told tha he was going to be deported. He
had not seen any reports, he wasn®told about HIV. All he knew was he failed in amedical test and he was
to be thrown out of the company as well as the country. The company, which usudly takes 15 daystime to
sttle dl the accounts, cleared Ramesh® accounts in a day® time. He got his test results a 11am and by
5pm the company settled his accounts and by 7pm he was put into aflight. He was unde the observation
of Oman police during his flight from Sddah to Muscat. None of his documents including his passport
were given to him till he boarded the flight from Muscat. It is only after an hour@flight that the atendant
was dlowed to hand over the documentsto the unfit deported migrant.

As so0n as he reached his home, he was flabbergasted as wha was hgppening to him. After having built a
new house and the marriage expenses, he was completely broke. Though the company had given him some
money, he was worried about his survivad and wondered about finding a job in an employment starved
date like Kerda He wondeaed how a hedthy, broad chested man like him could have some germsin the
blood. Within a few days, an evening newspaper in his hometown had a spicy headline sajing Qv gulf
migrant deported and returned after having tested as HIV positive”. It mentioned his village name as
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well. All the fingers started pointing a him, as he was the only migrant who had returned from Gulf & that
time. Some people started ausing him; some neighbours started ostracisng him and even close ones
garted avoiding him. His new bride started pestering him asking what was wrong with him. Ramesh sad
that he doesn®have any idea about his disease. A neighbour lesked the news to the newspaper. As many
villages didn®have phones, most of the migrants give the phone numbers of a prosperous neighbour with
a phone in their Gulf companies. So, a Kerdite manager from Oman had cdled this neighbour to give a
friendly advice to Ramesh. He told the phone owner to tell Ramesh@family to take him to a hospitd and
take confirmation tests and so on. Instead of sharing this advice with Ramesh, he announced it to the other
villagers and the newspapers absorbed this news. The newly wed couple, sill in their honeymoon phase,
started arguing and fighting over this. Everyday was a nightmare. His wife@ brother came home and started
abusng him saying tha he is a cheat who betrayed his siser and forced his wife to go with them. They
ingsted that they could start living together only once he is tested in a reliable hospitd in Kerda There
were congtant fights between him and his wife® family. He till didn® understand why a blood test was
creating such abig furore. Her family came with ajeep full of people and forced him to go to ahospitd for
aretest. The wife was tested HIV negative and he was confirmed as HIV positive. The wife@family forced
them to take adivorce though they had alot of affection for each other.

Having lost hiswife and his job, he decided to find out more about the disease that destroyed dl hgppiness
in hislife. He went to Mangdore, which has famous hospitas and is only afew hours drive from his house.
It was & Mangdore, the doctors explaned to him aout HI'V and how it is caused and how it spreads In
Mangdore, they spesk a different language and not Mdayadam, which is his mother tongue. Somehow he
communicated in broken English and Hindi and found out about the disease. But dl he could make out
was that this is HIV/AIDS and is a disease tha has no medicine in the world. He was shatered and
depressed. No job, no wife and of course life is under thredt. It was years of torture, he remembers. He
couldn®find any work near his village or even in his town as most of them had known his HIV status. So,
he travelled to another mgor city, which was far away from his hometown and worked as a sdesman in
many smal companies. Sooner or later, he had to give solid reasons for hisreturn from Oman and thus his
job would be & gake. He tried many quacks tha practised naturd medicine to make his HIV saus
negative. Tha was his only god in life. He knew tha once he gets a HI'V negative certificate, he could go
back to Gulf and work and be hgppy agan. All his efforts were in van gpart from the unaffordeble
monetary loss. He atended a christian retreat for aweek and tha gave him alot of confidence. Despite
being aHindu, he sarted believing in Christian beliefs and that strengthened him. He learned to live alone
and do his chores on hisown in apatriarchd society, where aman never does domegtic chores he says. He
sruggled for years, but later became associaed with a project under Kerda Sae AID S Control Society.
Now tha gives him away of living, though in a meagre manner. Recently, he was able to find awife as well
through the interactions of this project.

Disclaimer: Original details of victims are not disclosed
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because of the foreign employersQunwillingness to receive them on arrival, non-availability of jobs after arriva in the foreign
country, non-payment of compensation in the case of injuries caused by accident in the course of or arising out of employment
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Amritsar.
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20 XE Currency Converter - 1 INR = 0.0253936 USD
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