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The Mekong Migration Network (MMN) is a sub-
regional network of civil society organisations, 
migrants’ grassroots organisations, mass organisations 
and research institutes who are working together to 
protect and promote rights of all migrants in the 
Greater Mekong Sub-region.

MMN carries out joint information monitoring, 
research, advocacy and capacity building. The results 
of collective research and analysis of migration 
policies and selected thematic issues are published 
in the “Migration in Mekong: Resource Book” series, 
and a compilation of references relevant to migration 
in Mekong is published in the “Migration in Mekong: 
Annotated Bibliography” series. MMN’s current 
projects include an analysis of arrest, detention and 
deportation procedures in Thailand and project on 
labour standards for Burmese workers entitled Bottom 
of ASEAN: Advocacy on Impact of Rushed Investment 
Projects in Burma/Myanmar.
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he Greater Mekong Sub-region (GMS) comprises 
Burma/Myanmar, Cambodia, Lao PDR, Thailand, 
Vietnam and the Yunnan and Guangxi provinces of 
China, all of which share the 4,200 km long Mekong 
river. The region is home to a diverse population of 

1 IOM Migration Report Thailand 2011.
2 Ministry of Human Resources, Malaysia see http://www.mohr.gov.my/index.php/en/archives/161-archive-news/archive-vews-2012/277-

replacements-for-runaway-maids
3 Above n. 1

1. HIV and Migration 
in the GMS

1.1 Migration in the Mekong Region

Each of the countries in the Mekong region has its own particular 
story to tell about when and how HIV started and spread, 
refl ecting the diverse political, economic and social situations 
of each country at the time. But these stories can no longer be 
told separately. The experience of HIV/AIDS is now a regional 

1.2 HIV in the Greater Mekong Sub-region: 
Current Challenges

T
approximately 326 million people. Growing gaps in economic 
and political development between countries in the region, 
instability and ethnic confl icts, combined with porous national 
borders, have resulted in large numbers of people migrating to 
neighbouring countries in search of safety and a better 
livelihood.

Over the course of the past three decades, migration in the 
Mekong region has taken place largely through informal 
channels. Thailand has been the main destination country in 
the region, with over three mill ion documented and 
undocumented migrants, of which approximately 80% come 
from Burma, and around 10% each come from Cambodia and 
Lao PDR.1 Migrant workers in Thailand work primarily in low-
skilled, low-wage sectors such as agriculture, construction, 
fi sheries and seafood processing, the entertainment industry, 
garment factories and domestic work.

Several GMS countries are both origin and destination 
countries. For example, approximately 30,000 Cambodian 
nationals work as domestic workers in Malaysia,2 and many 
others in Singapore and South Korea, whilst communities of 
Vietnamese reside in Cambodia and Lao PDR. In 2010, 143,795 
Thai workers worked abroad.3 Chinese investment in 
development, agriculture and industrial projects has led also 
led to companies taking Chinese labourers to work in Burma, 
Vietnam and Lao PDR. As a result of the one child policy, there 
are unequal numbers of men and women in China and an 
industry has developed of importing women for marriage from 
Burma and Vietnam.
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HIV prevalence in the GMS (age 15-49) People living with HIV/AIDS in the GMS
 Cambodia: 0.60%  Cambodia: 64,000
 China: 0.10%*  China: 740,000
 Lao PDR: 0.30%  Lao PDR: 10,000
 Myanmar: 0.60%  Myanmar: 220,000
 Thailand: 1.20%  Thailand: 490,000
 Vietnam: 0.50%  Vietnam: 250,000
UNAIDS, 2011
* HIV prevalence varies signifi cantly between provinces in China. The highest prevalence is in the Yunnan Province, followed by the Guangxi 

Zhuang Autonomous Region (both of which form part of the GMS). HIV rates in Yunnan and Guangxi, together with Sichuan, Henan, Xinjiang, 
Guangdong account for 75.5% of the total number of reported cases nationwide.

Infl exible health care systems exclude people who are not living 
in their home town, who do not have documentation, or who 
have not contributed to a health scheme, thus affecting migrants, 
sex workers and drug users in particular. Furthermore, voluntary 
confi dential counselling and testing (VCCT) does not reach 
everyone, so the numbers of people reported with HIV does 
not refl ect the full number of people affected. Even where VCCT 
is readily available, if it is not linked directly to treatment, there 
is little incentive to get tested.

The current challenge in the region is to provide a treatment 
cascade, which links testing to immediate therapy and better 
integrates reproductive health, tuberculosis, hepatitis and HIV 
services. Some projects in progress include a pilot project in 
two provinces in Vietnam, which incorporates simplified 
diagnostic tools, a low-cost community-led approach to delivery 
and community mobilisation. Vietnam is also looking at 
improving the care cascade for key populations, including 
integrating the provision of methadone maintenance therapy, 
HIV testing and HIV treatment as a ‘one-stop’ service. Voluntary 
HIV testing, initiated by healthcare providers, is now available 
at a quarter of Vietnam’s 1,049 community health centres (which 
provide antenatal and tuberculosis services, amongst other 
services), rather than just at referral hospitals. China’s fi ve-year 
plan, published in February 2012 set a target for more than 
80% of eligible people receiving antiretroviral therapy. China’s 
plan also includes goals such as scaling up HIV testing, 

especially for pregnant women, and condom distribution. It aims 
to increase interventions for sex workers, people using drugs 
and men who have sex with men, although the plan does not 
address issues of human rights of these groups.

4 UNAIDS Regional Fact Sheet 2012: Asia and the Pacifi c
5 Peabody, R., “Ambitious plans for treatment as prevention in Asia, but challenges remain”, NAM Aids Map, 4 July 2013, Available at http://

www.aidsmap.com/Ambitious-plans-for-treatment-as-prevention-in-Asia-but-challenges-remain/page/2693434/
6 Global AIDS Response Progress Country Report, Lao PDR, 2012
7 Above n. 5

story, with borders linking countries rather than separating them. 
Despite the continuing disparities between the countries 
economically, the health and the wellbeing of people living in 
the Mekong region is now interdependent.

Civil society organisations in Thailand and Cambodia played a 
major role in setting in motion government responses to HIV 
and reaching across borders to countries where civil society 
had less of a voice. People living with HIV/AIDS (PLHIV), sex 
workers and drug users themselves broke down stereotypes 
and were instrumental in developing prevention programmes 
which attempted to reach out to all members of the community. 
The Mekong governments responded with nationwide 
prevention programmes. These multi-sectoral responses took 
some time to make a difference but eventually they have 
managed to halt the increase in the number of new infections. 
In Cambodia, Burma and Thailand, the rate of new HIV 
infections fell by more than 25% between 2001 and 2012.4

The next challenge is to maintain prevention programmes which 
reach new generations while also putting into place treatment 
programmes for people already infected. Access to treatment 
has increased signifi cantly in the region. For example, in 2000, 
no HIV positive people in Cambodia were on antiretroviral 
treatment (ART), but by 2013, 87% of those eligible (around 
50,000 people) are on ART, the highest in the region.5 While in 
Lao PDR, the numbers of people accessing ART increased 
from 1,680 in 2010 to 1,988 in 2011, the percentage of eligible 
PLHIV who are receiving ART has decreased from 94% in 2009 
to 50.8% and 52.3% in 2010 and 2011.6 Nevertheless, the 
coverage of treatment is far from comprehensive. In Vietnam, 
there are estimated to be around 250,000 people living with 
HIV, of whom some 50,000 do not know their status. The biggest 
gap concerns coverage: just 72,000 people are receiving to 
care, of which 61,000 are on ART.7

    Within the GMS the need 
for joint action for HIV 
prevention and better access 
to treatment, care and support 
is increasingly articulated at 
national and provincial 
(border provinces) levels, 
especially in contexts where 
migrants and mobile 
populations face barriers to 
accessing services in 
destination countries.

Consultation on the MoU to Reduce HIV 
vulnerability associated with population 
movement, 11-13 July 2012

“ 

”
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Stigma, discrimination and structural barriers remain obstacles 
to improving the overall health of the region. Policies designed 
to stop human traffi cking have been used to raid brothels and 
have driven sex workers underground and more diffi cult to 
reach. Across the region, laws against drug use criminalise the 
users and alienate them from society. Police interventions also 
make it diffi cult to deliver health services. Many of the countries 
in the region blame migrants for the spread of HIV. A fi gure 
regularly cited by Lao offi cials is that over 50% of PLHIV had 
at one time migrated to another country for work.

Finally, most of the funding for HIV treatment in the region is 
dependent on the international community, particularly the The 
Global Fund to Fight AIDS, Tuberculosis and Malaria. In Vietnam 
and Cambodia, respectively 73% and 90% of funding comes 
from international donors, but there is pressure for the domestic 
contribution to increase.8 Only China currently supports its own 
HIV programs. However, all countries in the region are 
threatened by free trade agreements (FTAs) currently under 
negotiation which risk undermining access to affordable, quality 
antiretroviral (ARV) medicines. The European Union is 
negotiating FTAs with Malaysia, Thailand, Vietnam and India, 
whilst Malaysia and Vietnam are also currently in negotiations 
for the multilateral Trans-Pacifi c Partnership FTA.

These FTAs contain TRIPS-Plus provisions which allow 
pharmaceutical companies to extend 20 year exclusive patents 
on medicines for a further 15 years. Such provisions run counter 
to the Doha Declaration which reaffi rms that intellectual property 
rules for medicines should not interfere with the right of countries 
to use safeguards to promote and protect public health. Further, 
“data exclusivity” clauses also operate to extend a term of 
monopoly beyond the patent term, effectively preventing the use 
of compulsory licensing that enables the generic manufacture 
of drugs still under patent. India currently produces more than 
80% of the generic medicines use to treat HIV patients in 
developing countries. Thanks to these medicines, the price of 
fi rst-line ARVs dropped from more than US$10,000 per person 
per year in 2000 to around $150 per person per year in 2012.9 
The provisions in the proposed FTAs will prevent governments 
from importing generic medicines, thereby denying HIV positive 
people access to affordable treatment, which for many is the 
difference between life and death.

HIV prevalence of specifi c groups in the GMS

GMS Country Men who have sex 
with men* Sex workers* Injecting Drug 

Users* Pregnant women**

Cambodia 2.2% 13.9% 24.4% 0.4%
China (Yunnan): 13.2% 10.3% N/A% N/A%

Lao PDR: 5.6% 1% 1.5% 0.48%
Myanmar: 7.8% 9.6% 21.9% 0.9%
Thailand: 20% 1.8% 21.9% 0.58%
Vietnam: 16.7% 3% 13.4% 0.2%

* UNAIDS 2011 and 2012 National Country Progress Reports. Yunnan data from studies on the China-Myanmar border: Dehong 2008, Kunming 
2007 and Kaiyuan City 2006

** Data for pregnant women from UN Women, HIV and key affected women and girls, Country Briefs, March 2013. Estimated data for pregnant 
women in Thailand from The Asia-Pacifi c Prevention of Parent-to-Child Transmission Task Force, 2009

8 Above n. 5
9 Doctors without Borders, “Background on the EU-India FTA”, February 9, 2012, Available at: http://www.doctorswithoutborders.org/publications/

article.cfm?id=5757#sthash.DZmMPzPn.dpuf
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Disruption of family and social ties: Migrant 
workers, internally displaced persons (IDPs) and 
refugees are likely to be separated from their 
spouses, partners, and families. Having left their 
original place of residence, they are also distanced 
from familiar social and cultural norms and support 
structures, and face enormous changes in terms 
of lifestyle, scope of personal contact and sexual 
behaviour.

Lack of implementation of labour protection: 
Employers of migrant workers are more likely to 
break the laws regarding labour protection, and 
health and safety conditions. Migrants have to live 
and work in sub-standard and exploitative 
conditions; migrants on construction sites risk 
falling themselves or injuries from falling objects 
each day; migrants on agri-business sites risk long 
term health problems from the excessive use of 
pesticides; migrants in factories risk repetitive strain 
injury; migrants on quarry mines risk serious injuries 
or deaths from the explosives and lack of safety 
regulations. Keeping healthy is a major challenge 
for migrants. Stress is a constant companion. Risk 
is all too ever present.

Factors which impact negatively 
on migrants’ wellbeing 
and ability to look after their 
health include:

Migrants Looking After their Health in Thailand - By MAP Foundation

Most migrants in the GMS are migrating from areas with poor health care services to countries and areas where the health 
care services are more advanced and sophisticated. This should bring an overall improvement to health in the Mekong with 
a greater number of people being able to access health care services, including promotion and prevention. Sadly the reality 
is greatly different. Migrants face many barriers and challenges to look after their health and the health of their children.

Registered migrants have had access to subsidized health care in Thailand since 1996. In August 2013, the Thai Ministry 
of Public Health announced that for the fi rst time, health insurance coverage would include access to ARV treatment. Whilst 
the cost of health care has increased, it would be affordable for migrants if they received the legal minimum wage in Thailand. 
Unfortunately, the vast majority of employers of migrant workers break the law every day-without facing any consequences 
from the authorities–by paying migrants an illegally low wage, making the costs of health insurance, work permits, passports 
and visas unaffordable. 

For migrants to take care of their health, they need the Ministry of Public Health to work closely with the Ministry of Labour. 
Proper, legal wages must be paid. Working conditions must be safe. Hours must be regulated. It is impossible to care for 
one’s health without this.

The August 2013 policy also included migrants who had not registered for work permits to apply for health insurance. This 
is to be celebrated. Everyone needs access to health care, irrespective of age, gender, nationality or immigration status. 
Excluding anyone from health care undermines the general public health condition of the region. Everyone must be able to 
access and to act on health information. Women must be able to buy condoms without fear of stigmatisation. Children should 
be given the best chance of a healthy start in life.

But the August 2013 policy has excluded one group of very important people: young people between the ages of 7 and 15. 
While parents can buy health care at 1 baht a day for their young children, those over 7 years old are left with no access to 
care. Abandoned by a health system at a critical time in their lives, just as they move from being a child to an adult and need 
support going through this physically and emotionally, they are forgotten, they are segregated, unwanted. Not only will their 
physical health suffer, but excluding young people from services is sure to create discontented youth.
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10 IOM, Migration and HIV/AIDS in Thailand: Triangulation of biological, behavioural and programmatic response data in selected provinces, 
2010.

In 2010, Thailand carried out an integrated biological and behavioural surveillance study (IBBS) in six provinces (three coastal 
and three inland) which showed that workers from Cambodia, Lao PDR and Burma in Thailand have a higher HIV prevalence 
than their country of origin. In addition a study of pregnant women across 7 provinces in Thailand has shown that HIV amongst 
migrant women was up to three 3 times higher than Thai women.10 It seems that despite policy awareness of the vulnerabilities 
of migrants and their families, the tools designed to help migrants look after their health are not reaching them.

The Thai government has implemented prevention of mother-to-child transmission (PMTCT) programmes nationwide which 
provide ART to HIV positive pregnant women but there are clearly serious implementation gaps in reaching migrant women. 
Only migrant women who are registered under the work permit programme can easily access antenatal care at hospitals. Migrants 
who are registered represent only one third to one half of all migrants in Thailand. Migrant women who are pregnant and HIV 
positive and get access to treatment, are only treated to stop transmission and not to better their own health condition. In many 
cases, the treatment stops after delivery.

Migrants’ access to health services and migrants’ ability to protect their health and develop their wellbeing are infl uenced not 
only by their own personal decisions and behaviours, but also by a set of circumstances: policies, laws and attitudes which affect 
their daily lives. Policies which result in the exclusion of migrants affect their wellbeing on a daily basis. Immigration policies are 
designed to keep migrants temporary, and the threat of arrest, detention and deportation is a constant fear. Poor enforcement 
of labour protection laws leave migrants isolated in dangerous and risky workplaces, hidden from society and far from access 
to essential services and health education, prevention, promotion and care messages.

Few migrants volunteer for counselling, because counselling and testing services are often not provided in the language of the 
migrants, confi dentiality cannot be guaranteed and more importantly, these services are not linked to treatment. The only motivation 
to know one’s HIV status is to be able to access treatment but currently migrants only get piecemeal care and are not able to 
access the full treatment cascade. The treatment cascade should provide a continuum of access to services, from counselling 
and diagnosis together with an active link to the provision of ART, to retention in care and eventual viral suppression, meaning 
no detectable virus in the blood.

HIV prevalence of migrant workers in Thailand
Nationality Occupation Duration of stay

 Cambodia: 2.15%  Fisherman: 1.96%  1-3 years: 1.26%
 Lao PDR: 0.51%  Fishery workers: 2.34%  4-6 years: 1.45%
 Myanmar: 1.16%  Factory workers: 1.08%  7-9 years: 1.44%

 Farm workers:  0.74%  10+ years: 1.92%
IBBS in 6 provinces in Thailand, 2010. Data for duration of stay from Meeting Report, Consultation on the MoU to Reduce HIV vulnerability 
associated with population movement, 11-13 July 2012

Living conditions: Most countries do not provide 
social housing for migrants and migrants have little 
choice but to live on the work site. Many of the sites 
where migrants live do not have access to clean 
running water and migrants are dependent on the 
employer for ensuring that there is water available. 
In factories, migrants live in crowded, unventilated 
dormitories. On orchards and plantations, migrants 
live in the fi elds using water already contaminated 
by the pesticides. Domestic workers live in the 
houses of the employer and are totally dependent 
on the employer, isolated from friends and 
community. Staying healthy in these conditions is 
not an easy task.

Social exclusion and stigma: Negative attitudes, 
discrimination and marginalisation of migrant 
workers create an environment in which many are 
unwilling to seek HIV-related information or support, 
for fear of being further stigmatised. The message 
that is given about migrants is that they are only 
tolerated so long as they work hard and contribute 
to the economy. Being sick is not tolerated. In 
“Regular Rights”, a survey by MAP Foundation, 
none of the 439 migrants interviewed had ever been 
paid for sick leave. Sex work is not legal and sex 
workers have to fi ght stigma and discrimination to 
ensure that they can get access to information, 
condoms and care. Drug users are targeted by 
aggressive prohibition campaigns-the “war on 
drugs” - and are reluctant to make contact with 
anyone connected to a government department.

1.3 Migrants, HIV and the Greater Mekong 
Sub-region
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11 UNAIDS HIV and Migration Country Profi le: China, 2009
12 Global AIDS Response Progress Country Report, Thailand, 2012

Migrant workers, mobile populations and people living in border 
areas and other remote areas are not receiving the essential 
HIV treatment and care they need. High levels of irregular 
migration mean that entire migrant communities may be 
excluded from affordable health care and treatment programmes, 
including access to ART. Regular migrants are also frequently 
denied access to available health care schemes, due to the 
lack of formal employment contracts and widespread non-
compliance by employers with registration requirements for 
their non-national employees.

The World Health Organization (WHO) has highlighted the 
importance of early use of ART as a preventative measure, 
based on recent studies which have shown that as ART 
coverage expands the risk of new HIV infections decreases. 
Ensuring that HIV positive people have access to early 
treatment is dependent on wide scale VCCT linked to immediate 
or early follow up treatment. In this regard the WHO recommends 
integrating HIV services into antenatal care, drug dependence 
treatment and TB clinics, as well as decentralizing HIV treatment 
and care. However, late diagnosis and/or entry into care is 
common with HIV positive people seeking treatment only once 
their health has begun to deteriorate. For example, in Thailand, 
60% of PLHIV at the time of ART initiation registered CD4 levels 
of less than 100 cells/mm12, well below the level of 350 cells/
mm recommended as a priority.

Additional barriers exist for access to government-sponsored 
ART programmes which exclude migrants from treatment. In 
Vietnam, provincial level regulations require proof of household 
registration or residency permits for access to ART. A similar 
situation exists in Burma for access to ART in government 
health clinics. In China, the “Four Frees One Care” programme 
provides free ART for PLHIV in rural areas and PLHIV in urban 
areas who have fi nancial diffi culties, including non-nationals. 
Whilst ART is free, costs for associated clinical tests and 
treatment are not covered, which may be prohibitive for many 
migrants.

igrants have been identifi ed as populations made 
vulnerable in the National AIDS Strategies of all six 
countries in the GMS. However, national health policies 
and HIV intervention strategies in countries of origin 
and destination across the GMS do not suffi ciently M

address the needs of migrants through the migration process. 
Further, a lack of government funding for programmes 
addressed at migrant workers means that NGOs are carrying 
the bulk of the weight for provision of services.

Several source countries in the Mekong have regulations 
stipulating that outgoing migrant workers must receive pre-
departure training on health which includes HIV education. For 
example, in Lao PDR, the Ministry of Labour and Social Welfare 
has approved a pre-departure orientation regulation that 
mandates labour export companies to provide HIV and AIDS 
education. However, such training has been criticised as 
ineffective because it is offered too late in the departure process 
and is too brief in duration. In Cambodia, a regulation issued 
in May 2006 by the Ministry of Labour and Vocational Training 
on Education of HIV/AIDS, Safe Migration and Labour Rights 
for Cambodian Workers Abroad, aims to promote pre-departure 
training for migrant workers. Pre-departure training is carried 
out by NGOs such as CARAM Cambodia and Legal Support 
for Children and Women.

Studies have shown that comprehensive HIV knowledge 
remains low amongst migrant workers, whilst behaviours that 
put migrants at risk are high, indicating that outreach and 
education programmes should be intensifi ed and policies which 
increase migrants’ vulnerability should be reformed. The 2010 
PHAMIT 2 baseline survey shows that only 24.1% of migrants 
sampled had correct knowledge on HIV prevention on routes 
of transmission, whilst irregular use of condoms with casual 
partners or sex workers remains high. A 2005 study of 506 
migrants in China found that nearly half reported having had 
multiple sex partners and 89% inconsistently used condoms.11

2.1 Pre-departure training

2.2 Access to treatment

2. Health and Social Service
Workers in the GMS

ealth and Social S
orkers in the GM
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13  The Global Fund to Fight AIDS, Tuberculosis and Malaria, Diagnostic Review of Global Fund Grants to the Kingdom of Thailand, GF-OIG-13-010, 
3 May 2013. Available at http://www.theglobalfund.org/documents/oig/OIG_GFOIG13010DiagnosticReviewThailand_Report_en/.

14 Himakalasa, W., Grisurapong, S., Phuangsaichai S., “Access to antiretroviral therapy among HIV/AIDS patients in Chiang Mai province, 
Thailand”, HIV/AIDS – Research and Palliative Care, 20 August 2013.

es Available to MigrantMigrant

Since 2007, the National Antiretroviral for People Living with HIV/
AIDS (NAPHA) Extension Project in Thailand has targeted 
treatment and care for HIV positive migrants and ethnic 
minorities. The programme provides free ART to newly 
diagnosed and continuing HIV/AIDS patients but due to funding 
limitations is capped to 2,700 patients per year. An estimated 
10,000 migrants are still waiting for access.13 The NAPHA 
Extension Project has included a Cambodian and Thai Health 
Ministries pilot project to allow Cambodian migrants in Thailand 
to return to Cambodia to obtain 3-months’ worth of antiretroviral 
treatments.

Thailand has recently extended its Compulsory Migrant Health 
Insurance Scheme to include undocumented migrants and their 
dependents from Cambodia, Lao PDR, and Burma. This scheme 
includes ART which can be accessed at government health 
facilities in the province where the migrant is registered, while 
construction and fi sheries workers can access treatment in 

22 different provinces. However, a 2013 review of grant funding 
by the Global Fund in Thailand has pointed out that the HIV 
prevention and care services provided by civil society and 
government institutions are not currently sustainable.

A recent survey carried out in Chiang Mai considered the 
availability, affordability and acceptability of ART services. This 
survey showed that travel and food costs associated with 
treatment were quite high and caused the poorest people and 
those living in rural and remote areas who receive ART to borrow 
from family and friends to cover these costs. Long waiting times 
(on average, half a day) and infrequent services (1-2 days a 
week) create additional obstacles including problems taking 
leave from work and income foregone from not working. 
Additionally, the fact that ART hours are at the same time as 
regular outpatient hours means that those coming in for 
treatment are concerned to reveal their status.14

Access to ART in the GMS
Cambodia: 95% 46,473 PLHIV receiving ART at 57 sites in 21 provinces and cities.
China: 76.1% 126,448 PLHIV receiving ART at 3,124 facilities within 31 provinces.
Lao PDR: 53% 1,988 PLHIV receiving ART treatment at 5 sites plus 2 satellites.
Myanmar: 32% 40,128 PLHIV receiving ART at nearly 100 sites.
Thailand: 71% 225,272 PLHIV receiving ART at 943 sites.
Vietnam: 59% 60,924 PLHIV receiving ART at 320 sites.
UNAIDS 2011 and 2012 Country Progress Reports
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3. Regional 
Responses

egional responses include the ASEAN Declaration on 
HIV/AIDS, adopted at the 7th ASEAN Summit in 2001 
which sets out provisions to intensify multi-sectoral and 
inter-ministerial collaboration at the national and 
international levels to implement HIV/AIDS programmes. R

Through this Declaration, ASEAN also committed to strengthen 
regional mechanisms to increase access to affordable drugs 
and reduce the vulnerability of mobile populations to HIV 
infection and expand prevention strategies and provide 
treatment, care and support. At this time ASEAN adopted the 
ASEAN Work Programme on HIV/AIDS which has been 
renewed for 2011-2015.

In 2004, the six countries which form the GMS signed a MoU 
on Joint Action to Reduce HIV Vulnerability Associated with 
Population Movement. This MoU was renewed in 2011 and is 
accompanied by a Joint Action Plan which identifi es priority 
areas for bilateral and multilateral cooperation. The Joint Action 
Plan promotes collaboration across the GMS by creating an 
enabling policy environment: strengthening information 
exchange, harmonizing policies, and facilitating multi-sectoral 
collaboration at intra- and inter-country levels. It also promotes 
community-based development approaches, involving migrant 
workers, key affected populations and communities in the 
planning, implementation and monitoring of interventions. 
Finally, it is designed to support strategies that ensure access 
to comprehensive HIV and AIDS prevention, treatment, care 
and support for migrant and mobile populations. This includes 
developing a referral system that encompasses a shared format 
for information exchange and documentation when migrants 
cross borders and ensures migrants are informed of hospital 
protocol regarding medical information.

The ASEAN Declaration on Protection and Promotion of the 
Rights of Migrant Workers signed in 2007 does not specifi cally 
mention health or HIV. However, in the preamble it does commit 
the countries to enhancing the quality of life and wellbeing of 
their people and it also calls on the countries of destination to 
intensify efforts to promote the welfare and uphold the human 
dignity of migrant workers.

There is no systematic referral system between GMS countries 
for migrants testing as HIV positive during health examinations. 
Currently, referrals between countries operate on an ad hoc, 
unoffi cial basis. This is a signifi cant gap in health service delivery 
in the region. There are also no standard protocols for information 
sharing. However, several initiatives have been taken at the 
regional level and by international NGOs and local civil society 
organisations to ensure that migrants receive available 
treatment regardless of their place of residence or work.

Examples of MMN Partners’ Activities

Shan Women’s Action Network

The Shan Women’s Action Network (SWAN) works in Shan 
State and in Thailand near the north-western Burma border. 
SWAN is assisting over 140 PLHIV from 15 villages in the 
Piang Luang area of Wiang Haeng district, Chiang Mai 
province, as well as people from the Burma side of the 
border. People coming to seek treatment stay at Piang 
Luang for 2-3 months, during which time SWAN provides 
accommodation and assistance with medical fees. Further 
expenses include transportation from the border such as 
car rental, which is very expensive for patients. These 
diffi culties mean that some patients may come for initial 
treatment but do not return for follow-up, or do not come 
regularly. Others from the Burma side of the border cross 
to Thailand for treatment and to purchase 6 months of ARV 
treatment to reduce travel costs.

The local hospital in Piang Luang has a programme treating 
HIV patients but new patients cannot access treatment 
through this programme as it is currently full.

MAP Foundation

Migrants living with HIV/AIDS in Chiang Mai have joined 
together to form self-help groups (HI-Exchange and Happy 
Group) which meet monthly to share their experiences, 
tips for coping, as well as to have a bit of fun. The MAP 
Foundation supports the group to be in contact with local 
health services and scans all available access to ART for 
the participants.

For those in better health, the groups learn how to make 
local products, including soap and handicrafts, which are 
available for sale. Each of the members of the HAPPY 
group is an advocate in their communities to provide 
information and support for other migrants living with HIV, 
as well as information on prevention of HIV and the 
improvement of general health care. MAP also keeps in 
contact with PLHIV on the Burma side of the border, to 
share information about health care services and health 
responses to HIV.

10



Disease carriers
Isolation

Rejection
Discrimination

Control

People living with HIV/AIDS
Recognition
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Respect/Care
Empowerment

4. Recommendations

Governments must ensure all migrants, regardless 
of whether they are documented or undocumented, 
have the same access as nationals to health care, 
including voluntary confi dential counselling and 
testing which is linked to immediate treatment. 

Governments must better integrate HIV prevention, 
treatment, care and support programmes into the 
migration process including pre-departure, in-
country and reintegration processes.

Recommendations to the Governments of the Greater 
Mekong Sub-region

Access to affordable testing and treatment

Structural Reform

The relevant authorities must provide migrants who 
present for health care with documentation to 
ensure their access to health care and prevent 
arrest and deportation.

Governments must extend labour rights protection 
to all migrant workers, including sex workers, 
domestic workers, agricultural workers and the 
undocumented.

Funding

Governments must signifi cantly increase funding 
in order to improve access to HIV treatment and 
care throughout the migration cycle and ensure 
sustainable long term financing for treatment 
programmes for migrants.

Funding should ensure adequate programme and 
resource coverage for HIV treatment and care in 
rural and remote areas, as well as border areas.

Information/Education/Counselling

Governments must improve education, treatment 
and counselling programmes for migrants, including 
supporting or establishing migrant resource centres 
for information dissemination.

All HIV programmes should be inclusive of migrants 
and be provided in languages of migrants.
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Education programmes should be established at 
migrant workplaces or residential areas. Such 
programmes should be carried out with interactive 
design and counselling.

Local authorities should employ and train migrant 
health workers to provide trainings, information and 
counselling to migrants.

Wellbeing of migrants

Governments must ensure that migrants and their 
families have the means to look after their wellbeing 
in order to maintain healthy and productive lives. 
This will create the necessary environment to 
reduce risks of HIV transmission and increase the 
reach and effectiveness of treatment programmes.

Increased regional collaboration is essential to 
implement strategies that provide comprehensive 
coverage for migrants throughout the GMS. 
Governments should collaborate to establish an 
effective referral system between local and regional 
authorities to ensure mobile PLHIV receive 
appropriate care. Where support cannot be 
provided from the local authorities, such as in 
confl ict zones in Burma, it should instead come 
through cross border aid by community based 
organizations.

Inter-country referral and border areas

Recommendations to Civil Society

Provide education on Free Trade Agreements to 
migrant groups and link the migrant groups to the 
local FTA Watch groups.

Promote the building of networks of potential, 
current and returning migrants and the fl ow of 
accurate information on HIV and access to care in 
the region.

Strengthen regional cooperation among civil 
society and develop informal cross border referral 
systems for migrants.
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