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ABSTRACT: 

 

Cambodia has one of the highest prevalence rates of HIV in Asia; an increasing number of HIV 

positive Cambodians are women. The purpose of this qualitative study was to assess the context 

of HIV prevention for rural-to-urban migrant Cambodian female garment factory workers. 

Interviews with migrant garment factory workers and key informants, and focus group with 

health care providers confirmed that poverty was the primary motivator for migration. Women 

and key informants reported awareness that some migrants had sexual relationships with local 

men or engaged in sex work to supplement their income. Factory restrictions limited women's 

ability to access health care services and health education programs. Key themes of the research 

were economic, social and occupational vulnerabilities of these migrant workers placed them in a 

context of increased risk of acquiring HIV. Interventions to reduce the risk of HIV infection for 

migrant Cambodian garment factory workers should address these themes. 
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Life in the Big City: 

The Multiple Vulnerabilities of Migrant Cambodian  

Garment Factory Workers to HIV  

 

Context of Migration and the HIV Epidemic in Cambodia  

     Migration often increases vulnerability to HIV infection (Decosas, Kane, Anarfi, Sodji, & 

Wagner, 1995; MacPherson, Gushulak, & Macdonald, 2007; Quinn, 1994). This phenomenon 

has been well described for populations of women migrants in a diversity of situations (Webber, 

2007), and for rural-to-urban migrants of both genders in China (Hong et al., 2006; Hu, Liu, Li, 

Stanton, & Chen, 2006; Yang, Derlega, & Luo, 2007). Internal migration in Cambodia is a 

common phenomenon (Maltoni, 2006), and poverty is the main impetus for rural-to-urban 

migration in Cambodia (Nareoun, 2004). Close to 300,000 workers are employed in the garment 

factories of Cambodia‟s capital, Phnom Penh, and the vast majority of these garment factory 

workers are rural-to-urban migrant women aged 18 to 25 years old (CARE Cambodia, 2006; 

International Labour Organization, 2005).  

     Cambodia has one of the highest prevalence rates of HIV in Asia, with a peak adult 

prevalence of 3.9 % in 1999 (United Nations Development Program, 2007), levelling at 0.9 % in 

2006 (UNAIDS, 2007a). HIV first became evident in the Cambodian blood system in 1991, after 

the Cambodian infrastructure had been decimated by years of civil war. In the subsequent 

decade, thousands of Cambodians became infected. Currently, about 130,000 people live with 

HIV in this country of 14 million, although only a minority are aware of it (UNAIDS, 2007b). In 

recent years, an increasing proportion of HIV positive Cambodians have been women. Experts 

on the Cambodian HIV epidemic have highlighted the need for research and HIV prevention 

amongst vulnerable groups as the virus moves from high risk groups into the general population 

(Saphonn et al., 2004).  The purpose of this study is to understand the multiple contextual factors 
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of migrant garment factory workers‟ lives which put them at risk of HIV infection. This 

understanding is key to future program development and effective policies directed towards HIV 

prevention for this population of women.  

     It has been well documented that the context of women‟s lives has an enormous impact on 

their vulnerability to HIV (Doyal, 1994; de Bruyn, 1992; Gupta & Weiss, 1993; Heise & Elias, 

1995; Schoepf, 1992; Zierler & Krieger, 1997). Historically, however, approaches to sexual and 

HIV research which have relied on surveys and focussed on behavioural risks have been 

inadequate to explore the wider social, cultural, economic and political factors which can shape 

sexual experiences and HIV risk (Parker & Aggleton, 2007). Thus, the socio-ecologic model of 

HIV prevention (Webber, 2007) was used as the guiding theoretical framework for this research.  

The socio-ecologic context of HIV has been described for the geo-political contexts of Eastern 

Europe (Rhodes & Simic, 2005) and southern Africa (Beyrer, 2007). These authors have noted 

that the socio-ecologic context (also referred to as the risk context) consists of multiple, often 

interacting layers stretching from individual behavioural risks, to relationship dynamics, 

community factors, and structural impacts at the policy level. This framework was chosen for the 

research as it provides a structure with which to explore the multiple factors impacting on HIV 

prevention for migrant women. Figure 1 illustrates how the socio-ecologic context of HIV 

prevention for migrant women shifts from their community of origin to their destination. In 

particular, shifts in the power dynamics of sexual and non-sexual relationships, community 

factors (such as access to health care resources, labour opportunities, and risk behaviour 

profiles), and the structural context of the destination (including cultural norms, stigma and 

policies as they apply to migrants) may all potentially impact on HIV prevention for these 
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migrant women. It is the purpose of this study to elucidate which factors of this socio-ecologic 

framework are important for these migrant Cambodian garment factory workers [Figure 1] 

 

Literature Review   

     Given the focus of the study, we reviewed the literature in three specific areas: gender norms 

in Cambodia, Cambodian literature on migrant women, and the international literature on 

migrant women and HIV. 

 

Gender Norms in Cambodia 

     A fundamental key to understanding the vulnerability of migrant Cambodian women to HIV 

is a clear perception of gender norms and relations in this country. Several authors have made 

important contributions to a greater understanding of the context of gender relations in 

Cambodia. In her review of Cambodian gender ideals, Derks (2008) discussed both Ebihara and 

Ledgerwood‟s work in this area. In her pre-civil war research amongst village women, Ebihara 

(1974) determined that one of the key responsibilities of young women was the protection of 

their virginity. Indeed, Ledgerwood (1990) confirmed that the whole family‟s reputation was 

dependent upon the maintenance of virginity in the daughter. Derks (2008) documented that the 

historical gender ideals continue to be taught to young women today. Restrictions on sexual 

activity do not apply to young Cambodian men however. Interviews with Cambodian youth (Tarr 

& Aggleton, 1999) and university students in Phnom Penh (Glaziou et al, 1999) demonstrated 

that Cambodian men enjoy much more sexual freedom than women. Many urban and rural 

young men have routine liaisons with a variety of partners, including sex workers, while women 
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are much less sexually active. Tarr and Aggleton (1999: 376) summarized the emphasis on 

chastity for young women: 

…virginity is a commoditized symbol [for women]. It still means much to most 

Cambodians, young or old, and the whole society has a „stake‟ in the virginity of 

young women. 

 

     The gendered nature of sexual behaviour combined with the poverty of many Cambodian 

families, fuels a very strong commercial sex industry in the country (Mills, Singh, Orbinski, & 

Burrows, 2005). Despite the gender norms of their society, some poor rural women use sex work 

as a means to support themselves and their extended families (Sandy, 2006). Indeed, most of the 

research on Cambodian rural-to-urban migrants has been conducted with direct and indirect sex 

workers (Gorbach et al., 2005; Kim et al., 2006; Ohshige et al., 2000a; Ohshige et al., 2000b; 

Prybylski & Alto, 1999; Wong et al., 2003). These studies of migrant sex workers illustrate the 

vulnerability of migrant women to HIV, as in the past condoms have not been routinely used in 

their sexual encounters with male clients or with their regular partners (Kim et al., 2005; 

Prybylski et al., 1999; Wong et al., 2003). Through the influence of prevention programs, 

particularly Cambodia‟s 100 % condom policy for brothels, recent quantitative evidence suggests 

that condom use for sex workers is increasing, although more with clients (transactional sex) 

than “sweetheart” partners (Gorbach et al., 2006).  Thus, the gender norms of Cambodian society 

are an important part of the socio-ecologic context affecting HIV prevention for women. 

 

 

 

Cambodian Literature on Migrant Women 
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      There is very little published literature on HIV and Cambodian rural-to-urban migrant 

garment factory workers. In a wide search of multiple databases (CINAHL, Embase, Medline, 

Psychinfo, Genderwatch, Women’s Studies International, eHRAF Collection of Ethnography and 

Sociologic Abstracts) using the key words “Cambodia”, “migration”, and “HIV”, only a single 

study on garment factory workers was found (Nishigaya, 2002). Beyond this, there are a limited 

number of studies published elsewhere and in the grey literature. The paucity of research on this 

population is strong rationale for the importance of this research.  

     Nishigaya (2002) described the findings of interviews with twenty garment factory workers 

who supplemented their income by work in the sex trade. She explored the women‟s reasons for 

engaging in sex work, their working conditions in the sex industry, their “sweetheart” 

relationships, and their partners‟ use of condoms. She concluded that it is the context of poverty 

that forces these migrant women to find ways to support themselves and their families outside 

their work in the factories, and that this work is highly risky to them as condoms are not always 

used. Nishigaya‟s work is important for its focus on a unique population in the published 

literature, and for determination of the vulnerability to HIV of some garment factory workers 

through their work in the sex trade industry. 

        CARE Cambodia
2
 has reported on the reproductive health of migrant garment factory 

workers, as this non-governmental organization has developed health education programs for 

these workers (CARE International in Cambodia, 1999). Most of the respondents sought 

employment in the garment factories of Phnom Penh because of poverty and a lack of 

opportunities in their home provinces. While they reported long working hours and insufficient 

income through their work in the factory, the garment factory workers had relatively good 

                                                 
2
  CARE Cambodia is part of CARE International. This non-governmental organization works to alleviate poverty in 

Cambodia.  One of the focuses of CARE‟s work in Cambodia is HIV education to women at risk, including garment 

factory workers.  
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knowledge about the sexual transmission of HIV in both this study (CARE International in 

Cambodia, 1999) and in a later CARE study (CARE Cambodia, 2003).   

     The Cambodian National Center for HIV/AIDS, Dermatology and STDs also produced a 

report on sexual risks of HIV in garment factory workers (National Center for HIV/AIDS 

Dermatology and STDs & University of California, 2005). This quantitative study included a 

survey to assess sexual activity and biomarker testing for HIV and Herpes Simplex virus type 2. 

The authors determined that the rates of risk behaviour and prevalence of the Herpes Simplex 

type 2 (HSV) and HIV viruses were low. Only 2 women tested positive for HIV initially, and 

another woman acquired it during the study (incidence 0.3%), while 11 women acquired HSV 

during the study (incidence 2.1%). There were 13 women (3.8%) who stated they never had sex, 

but were HSV positive (p. 26). The authors concluded that garment factory workers are not 

highly sexually active outside of marriage and should not be considered a high risk group for 

HIV.  

     These few reports on migrant Cambodian garment factory workers have several limitations. 

Nishigaya‟s (2002) conclusions from her qualitative research on garment factory workers who 

supplemented their income with sex work have relevance to other populations of migrant 

workers, as poverty and vulnerable employment situations are commonplace. However, her 

focus was exclusively on a subset of women who worked in the sex trade. Her study of garment 

factory workers may not apply to those garment factory workers who do not engage in 

transactional sex. Thus this research, including garment factory workers who are not involved in 

the sex trade, is warranted.  

     Similarly, caution is required in interpreting the Cambodian National Center for HIV/AIDS, 

Dermatology and STDs‟ survey data about the limited sexual activity of garment factory 
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workers. Quantitative methods may result in under-reporting of sexual activity, depending on the 

specific wording of the questions. In addition, Herpes Simplex virus type 2 is an imperfect proxy 

for sexual activity as the prevalence of this virus in the Cambodian population is not known. 

Finally, even if this study were correct in stating that there is a limited percentage of garment 

factory workers who are at risk of HIV through sexual activity, with a population of garment 

factory workers in Phnom Penh alone approaching 300,000, this still equates to thousands of 

women vulnerable to infection.  The most significant limitation of this survey, however, is the 

predominant focus on the individual‟s sexual risks of acquiring HIV, rather than the broader 

socio-economic context that produces this vulnerability. A brief review of some of the 

international studies on migrants is warranted to elicit a wider perspective of the factors 

impacting on HIV prevention for migrant women.  

 

International Literature on Migrant Women and HIV 

     A review of the international literature (Webber, 2007) has demonstrated that women who 

have migrated within their country or across international borders are particularly vulnerable to 

HIV as a result of limited access to health care, the change in norms and social supports in their 

new environments, and, as was found by Nishigaya (2002), lack of sufficient income that results 

in the economic need for generating income through sex work. Health care access provides 

opportunities for education about safer sexual relations, access to condoms, and early diagnosis 

and treatment of sexually transmitted infections that may contribute to HIV vulnerability. 

Limited access to health care has been a problem for Hispanic farm workers in Florida as over 

90% lack health insurance (Fernandez et al., 2004). Hong Kong migrant domestic workers also 
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experienced health care access issues as they described episodes of discrimination and breaches 

of confidentiality at Hong Kong hospitals (Bandyopadhyay & Thomas, 2002).  

     Three studies of Chinese migrants have demonstrated how the change of norms and social 

supports in the migration destinations increased the vulnerability to HIV for women migrants 

(Hong et al., 2006; Yang & Xia, 2006; Yang et al., 2007). There are a number of other examples 

of migrant women from diverse regions of the world who used commercial sex work to 

supplement their income thereby increasing their vulnerability. Migrant women working on 

sugar cane plantations of the Dominican Republic (Brewer et al., 1998), Hispanic farm workers 

in the United States (Fernandez et al., 2004; Gadon, Chierici, & Rios, 2001), and Burmese 

factory workers in Thailand (Mullany, Maung, & Beyrer, 2003) have all relied on sex work as an 

income supplement and consequently this has been termed an “interim survival strategy” for 

migrant women (Brewer et al., 1998).  

    Thus, a variety of factors increase migrant women‟s vulnerability to HIV. Although these 

studies used different methods, they all relied on data from the migrants themselves about their 

experience of migration. However, a “key informant” perspective was not evident in the 

literature. To explore the broader socio-ecologic framework of HIV prevention, input from the 

migrants benefits from supplementation by key informants who have knowledge of the migrants‟ 

experiences and can comment on the individual, community and structural factors that may have 

an impact on HIV prevention for these migrants.  

 

Methods 

To determine the socio-ecologic contextual factors affecting HIV prevention for these migrant 

workers, we conducted a qualitative study of female rural-to-urban migrant garment factory 
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workers in Phnom Penh Cambodia in 2006.The study was the first phase of a larger mixed 

methods research project (Webber, 2008). The methodology of the study reported in this paper 

was ethnographic. Phnom Penh is the capital of Cambodia and the largest city in the country, 

containing about two million of Cambodia‟s fourteen million residents, and home to thousands 

of rural-to-urban migrant garment factory workers.  

     Prior to embarking on this research project, a formal agreement was established between the 

University of Ottawa and the International Organization for Migration Cambodia, for the 

purposes of research collaboration. Ethical approval for the study was obtained from both the 

Cambodian National Ethics Committee and the University of Ottawa Research Ethics Board. 

The data collection procedures involved semi-structured interviews with the migrant garment 

factory workers and key informants, and focus groups with health care providers. With the 

approval of both ethics committees, each participating migrant woman, and health care providers 

in the focus groups were paid US$3.00 in recognition of their time. The migrant women were 

also given a small stipend (US$0.50) for travel if they required local transportation to get to the 

interview. The key informants were not paid. The perspectives of both migrant women and key 

informants were sought to address a broad range of issues on the vulnerability of migrant women 

to HIV, from multiple points of view. 

     All interviews were conducted by the first author and two female Khmer research assistants. 

The female gender of the interviewers was an important factor as some of the research questions 

involved issues of sexual intimacy and Cambodian women would find such discussions with a 

male inappropriate. Interviews with the garment factory workers were conducted late in the day 

or on a Sunday in a private home close to the factories so as not to interrupt the research 

participants‟ work schedule. These strategies of ethnically and gender matched interviewers and 
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attention to the timing and circumstances of the interview were adopted for researching sensitive 

topics in ethnically diverse populations (Elam & Fenton, 2003).  

     The inclusion criteria for the migrant women were rural-to-urban migration within the last 10 

years, and age of at least 18 years. The migrant garment workers were recruited using a 

purposive sampling approach, in order to have women of differing marital status and health care 

experiences represented (maximum variation sampling). All of the interviews were conducted in 

Khmer by a research assistant, with simultaneous whisper translation to English for the first 

author by a second research assistant. Simultaneous translation facilitated effective interviewing 

as the researcher was able to respond to the research participants immediately for clarification or 

further probing. The migrant garment workers were indirectly asked about their contextual issues 

for HIV prevention through enquiry of their migration experiences. Many of the young migrants 

were shy, and prompting was often required to elicit their response to sensitive questions such as 

their knowledge and experience of sexually transmitted infections and HIV.  

      Key informants in Phnom Penh who worked with garment factory workers were also 

recruited for interviews. These key informants were recruited through convenience sampling, 

with deliberate inclusion of individuals from both government and non-governmental 

organizations. The interviews were conducted in the workplace of the informant, in English or 

Khmer. Key informants were asked directly about individual, community, and structural factors 

that impact on HIV prevention for migrant garment factory workers. The role of key informants 

in educating the researcher and enriching the data has been well described (Gilchrist, 1992). Key 

informants were important contributors to this study as they were able to raise issues that the 

garment factory workers were not aware of, such as the organization of health education 
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programming and the impact of government policy on HIV prevention.  Saturation was reached 

on many of the topics discussed by the migrants and key informants. 

    Finally, two focus groups were held with health care providers working in Phnom Penh clinics 

that served garment factory workers‟ reproductive health care needs. The focus groups were 

conducted in Khmer with simultaneous translation to English and the discussion addressed the 

most important issues that prevent migrant garment factory workers from protecting themselves 

from HIV. 

     Translated interviews were transcribed and were checked for accuracy by one of the Khmer 

research assistants. Analysis of the data was assisted by the use of the qualitative software 

program Atlas-ti. Transcripts were organized into document families based on the demographic 

differences in the research participants. Data were then analyzed through an iterative process of 

multiple readings of the text noting recurrent ideas, coding for common concepts, and 

constructing matrices of related themes. This constant comparative method led to a 

determination of emerging and recurrent themes in addition to a priori categories. The themes of 

the research were organized into levels as found in the socio-ecologic model: relationship issues, 

community factors and larger structural issues. 

 

Limitations 

     This research has several potential limitations related to either the study design or the study 

findings.  

 

Study Design Limitations 
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     Time was a significant limitation of the research, as the workers had very little free time, and 

only spent about 60 to 90 minutes with the research team (including the time required for 

translation). Opportunities to interview women on more than one occasion, and before and after 

their migration to the city would probably have allowed the women to become more comfortable 

with the research team and may have encouraged them to share more information about 

themselves, providing richer data. Time limitations were also an issue for the key informants and 

health care providers, as these participants had other responsibilities to return to.  

     Cultural differences between the researchers and the research participants were another 

concern. The perspective of the Canadian researcher as both a physician and feminist from a 

Western culture may have affected data collection and interpretation. To mitigate these cultural 

differences, two Khmer female research assistants were employed to assist with interviewing. 

Despite ethnicity and gender matching of research assistants, there remained a gap in socio-

economic status between the research assistants and the research participants, a noted limitation 

of cross-cultural research (Temple, 2002). The research assistants were consultants with 

considerable experience working with government and non-governmental organizations, were 

older than the research participants, and were based in Phnom Penh providing them with a 

different world view and status from the research participants who all originated from the 

country-side (Derks, 2008). However, both research assistants had experience interviewing rural 

Cambodians of lower socio-economic status, thus minimizing the impact of this limitation.  

      Another study design limitation was the exclusion of the male partners‟ views on this topic. 

The perspective of male partners‟ would have made an interesting addition to the study in order 

to understand the sexual relationship power dynamics and cultural gender norms experienced by 
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these migrant women. As the vulnerability of the garment factory workers to HIV is mainly 

through sexual risks, male partners are key actors in this process. 

 

Limitations of Findings 

      Under-reporting and response biases may occur for a variety of reasons in sexuality and HIV 

research (Wiederman, 2002). In this research, lack of memory or recall about the item, degree of 

insight into the issue, and social desirability response bias may have all been limiting factors. In 

particular, social desirability response bias was likely an issue, especially for the single women 

research participants, because of the stigma against premarital sex and women‟s sexual 

knowledge in this society. However, this social desirability bias is prevalent in all sexual health 

research, and thus not unique to this study (Stone, Catania & Binson, 1999). 

     This research has several other potential limitations. Our sample of 20 migrant garment 

factory workers was small, and from one area of Phnom Penh only. However, our participants 

were similar ages to the majority of garment factory workers (18 of the 20 migrants were under 

30 years old, as is common of garment factory workers) (International Labour Organization, 

2005); maximum variation sampling ensured that diverse experiences were represented in the 

group. The minimal diversity of key informants was another limitation; representation from 

factory management, and senior government officials would have augmented our understanding 

of other structural factors such as the implications of global trade policies for these women.  

Despite these limitations, we attempted to ensure the trustworthiness of the findings through 

maximum variation sampling of the migrant women, including women with different sexual and 

health care experiences, and by including the views of the key informants. 
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Results  

     Twenty migrant garment workers and eight key informants were recruited and interviewed. 

The key informants worked in government positions (three) and local NGOs (five). Two focus 

groups were held with a total of 13 health care providers.  

 

 

Demographic Description of the Migrant Women      

     The average age of the interviewed women was 24.5 years (range age 18 to 39). Most of the 

migrant women (18 of the 20) were under the age of 30. The women had all migrated within the 

last 10 years; 13 of the 20 had migrated within five years. All of the women described 

themselves as Khmer (Cambodian). They had all migrated from provinces in the south-east of 

the country, surrounding Phnom Penh. Twelve of the 20 women were single, including two 

engaged women, and one with a boyfriend. Six of the migrants were married, one was widowed 

and one was divorced. 

      Most had less than nine years of schooling; all were fluent in the Khmer language, and a few 

had some knowledge of a second language. Of the 17 women who read Khmer, over half 

described their ability as limited. Two women were illiterate. Almost all of the migrant women 

had previously worked as farmers, usually cultivating rice. The research participants had a 

variety of roles in the process of garment production, including cloth organizer or counter, 

marker or cutter of the cloth, tailor, seam finisher, ironer and packer of the finished product.  

 

Experience of Life in the Big City for Migrant Garment Factory Workers 
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     Almost universally, the women interviewed migrated to Phnom Penh for the primary purpose 

of financially supporting their families, as they all were living in subsistence poverty in their 

villages.  Most of the women made the decision to migrate themselves, although several were 

encouraged to pursue factory jobs by their families. The experience of the migrant quoted below 

illustrates the challenges many of these young women faced at home:  

The idea to come here was from me. My family was in difficult circumstances. My 

father was sick, and my mother is very old, and my family is poor, with very difficult 

living conditions. So I came with my cousin to the city. I was happy to come here as 

I could get money to support the family. The reason to come to the city is for 

financial problems, and also I want to earn money to keep for my future. (Migrant 

Woman 7, single, age 22, migrated 4 years ago) 

    

      Migration from the countryside was an enormous change for these young women: several 

women lamented the loss of opportunity to complete their education, as their commitment to 

their family‟s economic needs took them into the workforce prematurely. Their work in the 

garment factory impeded their ability to continue to improve themselves. When asked what other 

comments she had about moving to the city, this young woman replied: 

I would like to suggest that we need opportunities to learn to read and write. When I 

arrived here, I could not read. I would like a program to improve the factory girls 

reading, writing and maybe even speaking in English. (Migrant Woman 7, single, age 

22, migrated 4 years ago) 

 

     In addition to missing their lost opportunities for education, several of the migrant women 

recalled the loneliness and fear they experienced after migration. They worried about being 

cheated, and missed the closeness of their families and community. Several of the migrants 

described concerns for their safety, particularly when they saw groups of young men 

congregating on the streets.  

I am afraid of the boys when they get drunk, when people fight on the street. This 

makes me afraid. I prefer the village. I am only in Phnom Penh for the money. I have 

heard about a case of rape, but this has never happened to me. I am afraid of this. 

(Migrant Woman 2, single, age 25, migrated 5 years ago) 
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     While several of the women were distressed by their move to the city, the income they 

generated through their work in the factories was welcome. The garment factory workers 

interviewed related that they usually earned US$45-55 per month for regular working hours (an 

8-hour day, six days per week); however, many worked overtime hours into the evenings or 

weekends to earn extra money. These overtime hours could mean the factory workers were at 

their job for 14 to 16 hours, with only meal breaks. Overtime hours were not always entirely 

voluntary: one woman related that she was occasionally forced by her employer to work on 

Sundays if a clothes‟ order was due. Most garment workers could earn a total of US$60-70 per 

month with overtime. The women reported how the income made a difference in their lives, and 

the lives of their extended families: 

Now I have enough money to survive and support family because after my mother 

died, my father took a second wife. My brother and sister live on their own. Now I 

have to support my brother and sister. (Migrant Woman 2, single, age 25, migrated 5 

years ago) 

 

     Because the migrant women routinely sent a large portion of their income home to their 

families, several still found it difficult to manage on their remaining resources. The single 

migrant women usually reserved up to half of their monthly income for family support although 

this was not without challenges: 

I send 50% of my salary to my mother and I keep the rest for household expenses: 

electricity, water, and also for eating. The money is not enough. Sometimes I cannot 

send 50% of the money I make to my mother. (Migrant Woman 7, single, age 22, 

migrated 4 years ago)   

 

     Financial pressures meant that in many cases, women reported that they did not eat well; in 

their commitment to family well-being they compromised their own nutrition. The poor dietary 

standard of the migrant workers was confirmed by the following migrant, who struggled to cook 

on a very limited budget: 
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My salary is $45, with overtime I can get $50 to $60 per month. With the money that 

I have, I try to be very economical. If I am not economical, there will be insufficient 

money. For one day I have spent around 3,000 riel [US $0.75] for food. I cook soup 

in the morning to keep for lunch and dinner. (Migrant woman 12, recently married, 

age 23, migrated 5 years ago) 

 

     Many women would like to have had extra jobs outside the factory to supplement their 

income, but either could not find positions they were qualified for given their limited education, 

or had no energy or time after their long working days in the factory to pursue additional 

employment. The participants were asked if they were aware of any colleagues who worked in 

the “entertainment industry” as a means of further income generation. Although most women 

denied this, however, one observant migrant commented: “Some women at the garment factory 

also work as beer girls as the money is not sufficient.” (Migrant woman 11, married, age 26, 

migrated 6 years ago) 

 

     “Beer girls” promote different brands of beer and are known as indirect sex workers (i.e. 

sometimes providing sexual services to men they meet in the course of their work). While only 

two of the migrants were aware of garment factory workers being employed in the entertainment 

industry, several of the women reported that they knew garment factory workers who had 

boyfriends in Phnom Penh. The migrant woman quoted below expressed her concern for this 

practice as she was aware this put her friends at risk: 

One thing that I would like to say to you is that I am not happy to see the girls of the 

same age as me. I am not happy to see these girls getting boyfriends and sleeping 

with their boyfriends, and getting disease. I would prefer to see them get engaged. 

The way they carry on is not good. (Migrant woman 9, single, age 24, migrated 6 

years ago) 

 

      While the interviewed women denied any involvement in sex work personally, several of the 

women were aware that they were at risk of HIV from the sexual indiscretions of their marriage 

partner. When asked if she may be at risk of HIV, one migrant admitted: “Actually I do not have 
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experience about that, but I think the easiest way for me to get HIV/AIDS is through sex with my 

husband” (Migrant woman 14, married, age 26, migrated 5 years ago).  This woman was clearly 

aware that her husband was her greatest source of vulnerability to HIV, due to his sexual liaisons 

with other women.  

    Access to health care was another issue that concerned the research participants. It was 

difficult for them to get time off from their factory line positions when needed, even for health 

appointments. Typically, they were allowed only one hour for visiting a clinic, which was 

impractical as they had to travel to the clinic and wait in line before being seen (fixed 

appointment times are not the norm in Cambodian public health facilities). When expressing 

their preferences for obtaining health care, the timeliness of the services was key, as was the 

friendliness of the service providers. At the time of the interviews, the public health care system 

was only available to the women during weekdays, although weekend clinics have since been 

arranged to accommodate the garment factory workers. 

The private clinics are very polite. They are better, you get quick treatment. They pay 

more attention. RHAC [Reproductive Health Association of Cambodia, an NGO 

clinic] is polite and you get good care. I usually go to the private system as the public 

health care system is closed on Saturday and Sunday when I have time to go. The 

public health care system takes too long. I prefer to go to the private clinic, it is more 

time convenient. (Migrant Woman 2, single, age 25, migrated 5 years ago) 

 

     The factories also provide limited clinical services for the workers, however, these are 

designed for treatment of minor health problems such as headaches. The migrant workers 

generally did not seek care for reproductive health problems in these clinics. Their access to the 

factory clinics was tightly controlled by factory management, and several women commented 

that the quality of service at the factory clinics was inconsistent. The migrant worker cited below 

used the factory clinics for her health problems, though she was not happy about the limitations 

to access, the attitude of the health care worker, and the availability of medication: 
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Yes, I went also to the factory clinic to take some medicine when I don‟t feel well or 

to do the coin massage [traditional medicine]. This is not good, because the health 

worker has a very nasty voice. Also the health workers have their own ground rules. 

In one month we are only allowed two visits for medicine. If you are sick more than 

this, then you cannot get medicine. They treat headache, cough and teeth pain, with 

the same medicine so I do not like to go. (Migrant Woman 16, widowed, age 28, 

migrated 3 years ago) 

 

     The other major complaint that some of the women had about their work in the factory was 

their limited exposure to health education programs. At the time of the interviews, several of the 

non-governmental organizations and the Ministry of Social Affairs were running health 

education programs for the garment factory workers in the factories. Only a limited number of 

women were selected to participate, and the smaller factories did not offer these programs at all. 

Those excluded from the education programs desired the opportunity to join their colleagues and 

learn more about their own health. 

 

 Perspectives of the Key Informants and Health Care Providers 

     Several of the issues expressed by the migrant garment factor workers were further elaborated 

by the key informants in interviews and health care providers in focus groups, and new issues 

were also raised. Almost all of the informants discussed poverty, lack of education, separation 

from the control and support of family, and peer pressure as contextual factors that contributed to 

vulnerability to HIV for the migrant garment factory workers. According to these informants, 

having left the protection and control of their families in the country-side, the young women 

were influenced by their peers and the media to develop relationships with local men. The key 

informants and health care providers described how the young men wooed the migrant women 

with gifts. Unfortunately, the men often terminated their relationships and moved on when their 

interest in the women lagged, leaving the women alone and vulnerable to further risky 
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relationships or even sex work. According to a focus group participant, “When [a woman] has 

lost her virginity, she feels she does not have value, and then she may become an indirect sex 

worker.” One key informant described how migrant women are enticed to have relationships 

with young men in Phnom Penh: 

Girls have a lot of friends. Peers encourage them to enjoy the city life...Community 

factors [affecting HIV prevention] include the peer group, who the girls associate 

with. When she sees other women with boyfriends, she thinks why can‟t I have a 

boyfriend too, and get a lot of money and gifts. (Key informant, Government staff)  

 

     In addition, to consensual relationships, several of the focus group participants confirmed the 

migrant women‟s fears of street gangs. They reported their knowledge of several garment factory 

workers who had been raped after working late in the factories. Another risk that garment factory 

workers experienced is trafficking into the sex industry. A government official described the 

predicament this posed for some women: 

As garment factory work is not seen as high status, sometimes sex workers are 

recruited by trafficking, and the girls are told they will have an office job. It is sad to 

say that once women are trapped into sex work, they can‟t escape: drop yourself in a 

big hole and you can never get out. Sex work is the end of her life. (Key Informant, 

Government staff) 

 

     The key informants and health care providers related that very few migrant garment factory 

workers took up extra jobs in the sex industry voluntarily. As one key informant described, the 

women did not have much time for sex work, with their very long hours in the factory. Improved 

pay in the factory jobs was another disincentive to sex work for these women.  

     In addition to sexual risks through consensual relationships and more rarely through exposure 

to sex work, the key informants expressed other concerns for the health of the garment factory 

workers. One key informant confirmed that in their efforts to send so much money home to their 

poor families, the migrant garment factory workers compromised their own health by living in 

substandard housing, and consuming an inadequate diet.  
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     Access to health care was also addressed by the key informants and health care providers. 

While there are more services available to the garment factory workers in the capital than in their 

villages, access remains an issue. Respondents confirmed that migrant women lack the 

knowledge of services, the financial resources to afford available services, and sometimes, the 

awareness that they have a health problem requiring medical care. The health care providers 

were very aware of the limitations on free time for these garment factory workers, and were 

frustrated as the women often were unable to return to the clinic to complete their treatment. 

While time restrictions limited access, the attitude of the health care provider was also an 

important issue. One key informant noted: 

...for young women, young girls, if you go to the service for something like a 

sexually transmitted infection, maybe they don‟t get any respect from the service 

provider, they don‟t get good words from them. This is also a barrier for the women 

to go to the service as well. Some of them are saying that they don‟t want to go there 

because [the health care provider] might say something to them if they get a disease 

like that. So they just go to a traditional healer... Sometimes they just buy medicine 

from the pharmacy and just take it.  (Key Informant, NGO staff) 

 

     The key informants also described how the lack of implementation of labour policies 

impacted on the migrant women‟s ability to prevent HIV infection, particularly overtime. While 

there is a Cambodian law prohibiting excess overtime, such laws are difficult to enforce. The key 

informants demonstrated concern that the workers were sometimes deprived of some basic 

human necessities such as access to health care when needed, clean water in the factories, and 

trained health care providers in the factory clinics.  

 

Discussion  

Despite stereotypes and common assumptions, it is neither migrants nor migration 

per se that increases the risks of HIV transmission. It is the trying conditions and 

hardships that many face throughout the migration experience that makes them more 

vulnerable to infection. (United Nations Population Fund, 2006, p. 16) 
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     The overarching theme arising from this research is the economic vulnerability of the migrant 

workers. Their poverty is the push factor for migration to the city. It limits their educational 

opportunities, and forces them to leave families behind and take on employment in the big city. 

Although the women make a reasonable income by Cambodian standards, their continued 

support of their families means that they remain functionally impoverished, and may thus have 

limited opportunities for good nutrition. Their limited economic resources may also encourage 

them to have relationships with local men (who buy them gifts) or occasionally to take on sex 

work as an income supplement. 

     The economic vulnerability of female migrants is a particularly important theme, for the 

poverty of women globally has been well established (Chen et al., 2005).  Krishnan and 

colleagues have highlighted how poverty is a key driver of the global HIV epidemic in women 

(Krishnan et al., 2008). They argued that the negative consequences of migration make women 

especially vulnerable to HIV infection through limited educational opportunities, low-status and 

low paying jobs, and an increase in sex work. Such is the situation for Cambodian migrant 

garment factory workers: their educational opportunities have been limited by the need to 

provide for their families and they are thus forced to take on low status employment. While sex 

work was not a factor for the women we interviewed (or at least none of the women admitted to 

it), both the garment factory workers and the key informants knew of other workers who relied 

on this risky activity as an income supplement.  

     Two other themes are evident in the research: social vulnerability and occupational 

vulnerability, and these will be described in turn.  When the migrant garment factory workers 

leave the support and control of their parents and their communities, they are left with a large 

void in their social support networks. While other migrant colleagues fill this gap, for some 
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women their new-found friends may encourage them to pursue sexual relationships with local 

men according to the key informants. This social vulnerability is augmented by loneliness and 

absence of family restrictions. Migrants may breach the societal gender norms for acceptable 

behaviour for women that families reinforce (i.e. chastity until marriage), due to this social 

vulnerability. The society‟s gender norms may also prevent them from sharing information about 

their sexual relationships with the researchers, thus it is not unexpected that the key informants 

and health care providers were more vocal about the garment factory workers‟ sexual activities 

than the women themselves. The geographic move from the countryside to the city results in a 

social vulnerability for these migrant women that may contribute to their risk of acquiring HIV; 

however, they may not feel comfortable discussing this. 

     Social vulnerability for migrants to have casual sex has been documented for Chinese rural-

to-urban migrants (Yang et al., 2007). These authors used quantitative measures and determined 

that lax social controls in the absence of family and community supports was the most significant 

mediating factor to explain migrants‟ increased HIV risk behaviours over their non-migrant 

colleagues. Research on young Nepalese migrant factory workers also noted that living in mixed 

gender hostels permitted more opportunities for sexual partnerships (Puri & Cleland, 2006). 

     Occupational vulnerability, limiting health care access, is the third theme of this research. 

While factory employment is a life-changing experience for these women, providing them with 

the chance to help their rural families escape their desperate economic circumstances through 

respectable employment, there are also negative effects on their health status. Clearly, the factory 

management‟s primary motivation is production and profit; such factory pressures are 

transmitted to the workers. Access to health care services and health education programs are 

limited as the workers are not permitted time away from the production line. The pressure of 
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production and profit may affect local factory policies – or adherence to policies – such as time 

off for healthcare appointments, over-time requirements, sick leave policies, and willingness to 

cooperate with government and non-governmental organization programmers to allow health 

education classes during working hours. Thus, factory pressures may limit migrant‟s knowledge 

of and access to HIV prevention services.  

      There are examples in the international literature on how factory work increases vulnerability 

to HIV for migrant workers. One quantitative study of Burmese migrant factory workers in 

Thailand noted their poor levels of knowledge about HIV, and attributed this in part to the lack 

of effective HIV prevention interventions for this population in their host country (Mullany, 

Maung, & Beyrer, 2003). Studies of factory workers in northern Thailand (qualitative) 

(Theobald, 2002)  and Nepal (quantitative) (Puri et al., 2006), have noted the increased 

vulnerability to HIV of migrant workers. but there was no critique or discussion of the factory 

policies that may have limited access to health care. 

     Work in the garment factories is also protective for many of these rural-to-urban migrant 

women. It provides these workers with a steady income and very little free time to explore 

personal or transactional sexual relationships. Without the opportunities that the garment factory 

work provides them, many more young rural Cambodian women would be forced to find 

employment in the brothels and entertainment establishments or as beer promoters, where the 

risks of acquiring HIV through sexual contact are much higher (Ministry of Health, 2006). 

Conclusion 

     Coming of age for rural Cambodian women provides important employment opportunities in 

the city; work in the garment factories is one of the better options available to them. Obtaining a 

job producing clothes for people elsewhere in the world is the first step away from the poverty 
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these women have been raised in. While this employment has benefits to the women and their 

families, their economic, social, and occupational vulnerabilities they experience in the city have 

significant impacts on the socio-ecologic context of HIV prevention for this population of 

women. More work now needs to be done to implement interventions for these migrants to help 

them gain knowledge and skills to engage in HIV prevention, and to modify some of the 

contextual factors in the community and the factory that have a negative impact on HIV 

prevention for these women. Based on the findings of this research, there are three areas where 

HIV prevention interventions for this population of women should be focused: expanded condom 

promotion, social supports for migrant workers, and factory policies and programs to protect 

workers. 

     The Cambodian government‟s 100% condom policy has improved use of condoms amongst 

sex workers and their clients in brothel settings, but has had little effect on other sexual 

relationships (Wong et al, 2003). There is a need for further work promoting condom use for 

women who supplement their income with casual sex work (as is the case for some migrant 

garment factory workers) and for non-transactional sexual encounters with boyfriends and 

husbands. This is a key vulnerability for migrant women. Indeed, UNAIDS has raised the 

concern about the rising number of married Cambodian women who are contracting HIV, as 

almost half of all new infections are in this group (UNAIDS, 2008). Thus, there is an urgent need 

to prioritize the promotion of condom use beyond the brothels in Cambodia.  

     The migrant garment factory workers experience loneliness and isolation on arrival in the 

cities. These women are particularly socially vulnerable and interventions to help them adjust to 

the city may prevent them from making unsafe choices. For example, the factory could promote 

the development of peer orientation committees for new employees. These committees would 
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provide social networks and support for migrant women. They could also introduce basic health 

education about HIV transmission and protection measures (such as abstinence and safe sex), in 

addition to information about local health care resources. Peer education and support would be 

an effective tool for addressing the social vulnerability of these workers. 

     Finally, monitoring the implementation of positive factory policies and programs to protect 

workers‟ access to health care and health education programming are examples of interventions 

that could enable young migrants to better protect themselves from the HIV epidemic spreading 

through Asia. Monitoring bodies such as the Cambodian government and the International 

Labour Organization should focus on ensuring that workers‟ rights to health are protected by 

enforcing overtime policies and assessing access to health care for workers. Factories could 

partner with non-governmental organizations to provide quality health care services that are both 

affordable and accessible to their employees. Such interventions would reduce the occupational 

vulnerability of migrant women to HIV.  

           There are several areas where additional research is called for. There is a need for 

additional research on both the positive and negative impacts of peers on migrants‟ vulnerability 

to HIV, for peer education is a key to the health education programs in Cambodian factories 

(CARE Cambodia, 2003). There is also a need for further research on the role of factory policies 

(and lack of implementation of policies) on the structural socio-ecologic context of HIV 

prevention. Research on the larger structural issues, including global trade policies, is also called 

for.  

 

     This research has demonstrated that the socio-ecologic framework is a valuable tool for 

understanding the context of HV vulnerability and prevention for migrant women. In addition to 
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implementing the HIV prevention interventions discussed above, there is a need for further 

research to explore other aspects of the socio-ecologic context. In particular, research on the 

views of male partners and the impact of larger structural issues such as global trade policies and 

gender norms on HIV prevention for these migrant women will also prove helpful in 

understanding the context in which these women live and work, and could guide future 

interventions for this population.   
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(From Webber, Gail (2007). The impact of migration on HIV prevention for women: 

Constructing a conceptual framework. Health Care for Women International, 28, 725. 
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