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LIFE IN THE BIG CITY

Understanding the Context of HIV Prevention for Rural-to-Urban Migrant
Cambodian Garment Factory Workers

Abstract

Objectives: The purpose of this two phase research study was to better understand the
socio-ecologic context of HIV prevention for rural-to-urban migrant female garment

factory workers in Cambodia.

Methods: The research used a mixed methods exploratory sequential design. Phase
one consisted of interviews with migrant garment factory workers and key informants,
and focus group interviews with health care providers about the women’s migration
experience and factors affecting HIV prevention. Phase two was a cross-sectional
survey of health care providers (doctors, nurses, midwives, and pharmacists) about
their HIV knowledge and attitudes, and their intentions to take a sexual history from
migrant garment workers using constructs from the Theory of Planned Behaviour
(TPB). The qualitative data were analyzed by comparison of the key themes discussed
by the participant groups, while the quantitative survey data were analyzed using
descriptive statistics, bivariate analysis, and multiple linear regression of the TPB

constructs.

Results: Migrant women garment factory workers were at risk of HIV infection
because of both economic and social vulnerability. These women migrated in order to
support their poor families financially. They worked long hours in factories, sending a

large proportion of their income home. Despite overall good knowledge about HIV

X1



transmission, there was a spectrum of discourses on condom use in relationships:
many women maintained that their partners refused to wear condoms, or the women

did not discuss the issue of condom use with their partner.

Cambodian health care providers were generally knowledgeable about HIV
transmission, although attitudes about people with HIV were not always positive. The
TPB constructs explained 55.5% of the variance in generalized intention to take a
sexual history; the construct of perceived behavioural controls was the strongest
contributor at 50.6%, subjective norms contributed 2.8%, and attitudes construct was

non-significant.

Conclusions: There were multiple, contextual factors that put migrant women
garment factory workers in Cambodia at risk for HIV: gender norms promoting a
sexual double standard, AIDS stigma limiting condom use, and limitations in access to
health care were predominant themes. These important issues should be considered in
the development of interventions to improve HIV prevention for these migrant

garment factory workers.
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Understanding the Context of HIV Prevention for Rural-to-Urban Migrant
Cambodian Garment Factory Workers

Executive Summary .

There are an estimated 33.2 million people currently living with HIV globally,
15.4 million of whom are women (UNAIDS, 2007). Women are particularly
vulnerable to HIV for biologic and social reasons. In the past, HIV prevention
theorists have not considered the importance of the context of women’s lives, but have
instead focussed their interventions on behaviour change. A review of the literature on
migrant women’s vulnerability to HIV (Webber, 2007) in Chapter One, illustrates that
the socio-ecologic context of HIV prevention for migrant women is dependent on
multiple factors. Factors at the individual, relationship, and community levels, as well
as structural factors (both policy and cultural norms) impact on HIV prevention for
women.

The setting for this doctoral research on issues affecting HIV prevention for
migrant women is Cambodia (Chapter Two). This southeast Asian country is situated
between Thailand, Laos and Vietnam. Cambodia has a unique and complex history.
The Revolution of 1975 to 1979, left over one million Cambodians dead, and a further
half a million exiled in Thailand (Chandler, 1991). Since the early 1990’s, another
tragedy has affected the Cambodian survivors and their children: the spread of
HIV/AIDS. Cambodia has had 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, 2007).
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Internal migration is common in Cambodia. Eighty-five percent of the Cambodian
population live in the countryside, and many choose to migrate because of poverty and
landlessness (Nareoun, 2004). Hundreds of thousands of young Cambodian women
migrate to the capital, Phnom Penh, to work in the garment factories in order to help
support their families (International Labour Organization, 2005). It is these rural-to-
urban migrant female garment factory workers who are the focus of this doctoral
research. The purpose of the research is to better understand the context of the lives of
rural-to-urban migrant female garment factory workers with respect to issues affecting
HIV prevention.

The research design of this study is an exploratory sequential design (Creswell and
Plano Clark, 2007). The research consisted of two phases. The first phase involved
qualitative interviews with migrant garment factory workers and key informants. The
second phase was a survey of health care providers who work with migrant garment
factory workers. The setting of the research Phnom Penh, Cambodia, and data
collection took place in 2006, with the collaboration of University of Ottawa, Canada
and International Organization for Migration, Cambodia.

The first phase of the study consisted of interviews with twenty migrant garment
factory workers and eight key informants, and focus groups with health care providers.
The women were asked about their experience of migration, their knowledge of
sexually transmitted infections and HIV, their relationships and work experience. The
key informants were non-governmental organization (NGO) and government staff
who had knowledge about garment factory workers. The key informants were asked

about individual, community and structural factors that impacted on HIV prevention
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for these workers. The health care providers in the focus groups also discussed the
factors affecting HIV prevention for these migrants, and the challenges they faced in
HIV prevention with this population of women.

From this qualitative phase of the research it was evident that migrant garment
factory workers were vulnerable to HIV infection through economic, social, and
occupational vulnerability (Chapter Three).

(1) Economic vulnerability: These women migrated in order to support their poor
families, and as a result they worked long hours in the factory, sending a large portion
of their income home. The long hours in the factory prevented them from having time
to take care of their own health, and they often ate poorly in order to save money for
their families. In addition, the key informants were aware that a minority of garment
factory workers were employed in the sex trade industry in order to further supplement
their income.

(2) Social vulnerability: The women were also vulnerable with respect to their social
context. Away from the restrictions of their families and surrounded by peers, they
were more likely to develop sweetheart relationships with local men, which were often
transient.

(3) Occupational vulnerability: Factory pressures to produce prevented many women
from accessing health care and health education programs. These garment factory
workers had limited time to access local clinics. While some factories had health
education programming for their workers, only a few women could attend, and many

factories had no programming whatsoever.

xViii



Chapter Four addresses the issue of condom use in the women’s sexual
relationships. The women were knowledgeable about modes of HIV transmission and
the need to use condoms to prevent HIV, but there was a spectrum of perspectives
about condom use with their current or future partners. Some women insisted that
partners use condoms, while others asked but did not expect their partners to agree to
do so. A third group did not discuss condom use with their partners because of
shyness, dislike of condoms, or confidence in their partner. The concept of confidence
or trust in their sexual partner was explored in a workshop with government and NGO
staff who worked with migrant garment factory workers. Four key themes arose from
the discussion: men are the economic head of the family, men have greater knowledge
than women about sexual matters, men are dominant in sexual relationships, and
women should appear confident in their marriages. Significantly, the use of condoms
was interpreted as a sign of distrust in the male partner, and hence condoms were
considered undesirable by many, even if the woman was aware of the infidelity of her
partner.

The second phase of the research was a survey of health care providers (doctors,
nurses, midwives, and pharmacists) who worked with migrant garment factory
workers (Chapter 5). The survey focussed on their knowledge of HIV transmission,
their attitudes about people with HIV and HIV testing, their understanding of the
issues facing migrant garment factory workers, and their intention to take a sexual
history from a garment factory worker with a vaginal discharge (as part of assessing
the patient’s need for treatment and HIV testing). Cambodian health care providers

were very knowledgeable about HIV transmission with the exception of perinatal
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transmission. Many held negative views about the rights of people with HIV to marry
and have children, and most thought pregnant women should have compulsory testing
for HIV, contrary to the WHO recommendations. Using the Theory of Planned
Behaviour, it was determined that the constructs perceived behavioural controls
(feeling that one is able to take a sexual history) was a particularly strong predictor of
the health care providers’ intention to take a sexual history (50.6%). Subjective norms
(feeling social pressure to take a sexual history) was also predictive (2.8%). Attitudes
about sexual history taking were not predictive.

Chapter S.ix addresses the integration of the two phases of the research. Three
dominant themes arose out of this integration of the mixed methods study:
(1) The impact of gender norms on sexual behaviour was the first dominant issue. In
Cambodian society, there are very different expectations of acceptable sexual
behaviour for each gender. Cambodian women are expected to lack knowledge of
sexual matters and remain chaste until they are married, protected by their families,
while men are encouraged to have multiple sexual relationships. These gender norms
placed particular pressure on the married migrants, and interfered with their ability to
practice safe sex. While the women’s knowledge about the risks of HIV was for the
most part accurate, those who were married were challenged to translate their
knowledge into protective behaviours with their sexual partners. Most of the married
women were unwilling or felt unable to ask their partners to use condoms.

The gender norms of the society also influenced the interaction of the migrant
garment factory workers with the health care providers through the health care

providers’ attitudes. One of the limitations of the survey of health care providers was
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that the impact of gender norms was not explored. The impact of gender norms on the
relationship of migrant women with their health care providers should be investigated
in future research.

(2) AIDS stigma also had a negative impact on HIV prevention for the migrant
garment factory workers. AIDS stigma is a social construct that may result in the poor
treatment of those infected with and affected by HIV (Taylor, 2001), however, this
stigma can also have other far-reaching consequences. Condom use is stigmatized by
an association with promiscuity and sexually transmitted diseases, including HIV. The
very act of suggesting condom use is fraught with problems for women as it suggests
to her male partner that she does not trust him, and that she believes he may be
diseased. Use of condoms is therefore stigmatised for women as condoms represent an
accusation that their partner is unfaithful and potentially infected.

There is also evidence from this research that AIDS stigma affects Cambodian
health care provider attitudes. While the health care providers surveyed had good
knowledge of the modes of HIV transmission, they had negative attitudes towards
people with HIV: only 41% thought HIV positive people should be allowed to marry
and 56% thought they should be permitted to have children. In addition, 94%
supported mandatory HIV testing for pregnant women. Such perspectives may be in
line with the general Cambodian public, however, they are problematic for HIV
prevention. These health care provider attitudes are counterproductive as they
discourage migrant women garment factory workers and others from considering
testing for HIV.

(3) The third dominant issue that was evident from integration of the qualitative and
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quantitative phases of the research was limitations in access to health care. Significant
limitations to accessing health care are financial costs, employer restrictions on their
time, and geographic proximity of services. In addition, knowledge of services, and
the attitudes of the health care providers themselves are important factors in access to
health care.

This research makes several important contributions to the population health
literature both in process and in content. The integration of two different theoretical
frameworks, the socio-ecologic model with the Theory of Planned Behaviour, and the
application of a gender lens (ie., a consideration of issues of power differences
between the genders) was an important contribution. In addition, the use of an
exploratory sequential design with a mixed methods approach, is another contribution.
With respect to content, this research contributes to the growing literature bridging the
10-90 gap — the relatively low level of investment by rich developed countries in
research on issues important to the health of those living in lower income countries
(Neufeld, MacLeod, Tugwell, Zakus, & Zarowsky, 2001; Spiegel, Labonte, Hatcher-
Roberts, Girard, & Neufeld, 2003). Finally, this study is a significant addition to the
limited literature on HIV prevention for migrant Cambodian garment factory workers.
The research findings provide an opportunity for the Cambodian government and non-
governmental organizations working in this area to consider the multiple factors that
affect these migrant workers’ ability to prevent HIV infection, and apply this
knowledge to the development of interventions and policies for this population of

women.
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LIFE IN THE BIG CITY

Understanding the Context of HIV Prevention for Rural-to-Urban Migrant
Cambodian Garment Factory Workers

Introduction

Any traveller benefits from an orientation to the journey, and the reader of a thesis
is no exception. This introduction serves as the reader’s orientation with three main
purposes. The first is to situate why a Canadian population health student should
embark on this study, the second is to introduce the context of the HIV epidemic in
Cambodia, and the third is to orient the reader to the research process and the chapters
to follow.

Population Health and HIV
A population health approach addresses the entire range of individual and
collective factors that determine health. Population health strategies are
designed to affect whole groups or populations of people. The overarching
goals of a population health approach are to maintain and improve the
health status of the entire population and to reduce inequities in health
status between population groups. (Health Canada, 2001)

Population health is concerned with the multiple factors that determine the health
status of communities and collectives. What does migration and HIV in Cambodia
have to do with population health as a discipline in Canada and why should this
research be undertaken by a Canadian doctoral student? There are several reasons.

HIV is a massive global health problem and thus it is appropriate for a population
health scholar to focus on an issue affecting a large proportion of the world’s
population. UNAIDS estimated that in 2006, 39.5 million people were living with

HIV, 4.3 million were newly infected that year, and 2.9 million people died of AIDS

(UNAIDS, 2006). Prevention is an important facet of population health research, and
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HIV prevention is arguably one of the highest priority global population health
prevention needs at present. With 150 million migrants living outside of their
countries, and hundreds of millions more moving within their country, the risks
associated with urbanization, social disruption, poor medical services, and a declining
economy put migrants at greater risk of contracting HIV, in addition to other health
problems (UNAIDS, 2001; Quinn, 1994). Canadians are familiar with the
consequences of population mobility, both from receiving immigrants from elsewhere
in the world and because of extensive travel ourselves. Thus an understanding of
migration and HIV is very pertinent to population health in Canada.

The massive global reach of the HIV epidemic justifies the choice of this topic for
a population health thesis. However, there is another reason why a Canadian
population health scholar should undertake this research as a contribution to Canadian
population health literature. Canadian researchers have been critical of the “10-90
gap” — the low level of investment by wealthy developed countries in research on
issues important to the health of those living in the developing world (Neufeld,
MacLeod, Tugwell, Zakus, & Zarowsky, 2001; Spiegel, Labonte, Hatcher-Roberts,
Girard, & Neufeld, 2003). These authors argue that global health research should
become a focus for Canadian researchers and funders. It is hoped that this research
will contribute to Canadian global health literature, and will serve to prepare me to
join the growing group of Canadian global health researchers.

This study of migrant women garment factory workers and their context of HIV
prevention is appropriate for a population health researcher because of its focus on the

social determinants of health. Population health literature has moved away from an
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emphasis on individual health behaviour and risk factors prevalent in clinical
medicine. The foundation of population health discipline is an understanding of the
upstream factors or social determinants that affect health status (Lalonde, 1974;
Federal Provincial and Territorial Advisory Committee on Population Health, 1994).
Some authors have applied an ecologic or socio-ecologic theoretical framework to
more fully understand the nature of these upstream factors and their intersections
(Stokols, 1996; Sallis & Owen, 1997, Krieger, 2001; Ockene et al., 2007; Beyrer,
2007). The key to these theoretical models is that the health of a population is seen as
being determined by layers of relationships and processes that can interact, just as a
living organism is affected by multiple and interacting processes. The focus of this
research is therefore to examine how the life experience of the Cambodian migrant
women working in Phnom Penh garment factories may place them in a position of
vulnerability to HIV infection. The context of HIV prevention refers to the upstream
factors that augment or limit the risk of these women acquiring this virus. The thesis
uses a socio-ecologic theoretical framework in order to understand this context: the
application of this framework is consistent with population health’s focus on upstream
factors as social determinants of health.

Finally, this research provides a contribution to population health literature through
the use of a gender lens, a perspective that has been largely absent in population health
literature in Canada. Love and colleagues have been critical of population health’s
emphasis on socio-economic status to the exclusion of other health determinants,

particularly gender (in Hayes & Dunn, 1998, p. 36). Indeed, a gender analysis was not
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even considered in germinal population health texts (Wilkinson, 1996; Marmot &
Wilkinson, 1999).

Gender refers to the socially constructed norms for women and men in society, and
has a large and very separate contribution to health status apart from sex, the
biological differences between males and females (Krieger, 2003). Women’s health
experience varies from men’s because the power differential between the genders has
an impact on such diverse issues as access to health care resources and prevention
measures, sexual violence, social networks, roles in the household and the workplace,
and gender discrimination, among many others (Moss, 2002; McGrath & Puzan, 2004;
Spitzer, 2005). Clearly, socioeconomic status and culture modify the effect of gender
on health, as economically disadvantaged women and women from cultures that are
strongly patriarchal, generally fair worse. However, gender must not be overlooked
nor subsumed under these categories. The role of gender as a determinant of HIV risk
for women has been well documented in reviews of international literature, and will be
discussed in greater detail in Chapter One (Webber, 2007b). Discussion of the
implications of gender power dynamics, as an important upstream factor to women’s
health, results from the use of the gender lens.

Thus, this research makes a significant contribution to population health through
its focus on HIV prevention — an important global health issue, its geographical setting
in a developing world country with limited research resources, its use of the socio-
ecologic context to understand the social determinants of health, and through
implementation of a gender lens as a means to examine gender dynamics, one of the

important determinants of women’s health status. Examining the contextual factors
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affecting HIV prevention for this population of migrant garment factory workers has
significance for us all. HIV is a global health issue, migration (both internal and
international) is widespread, and the gender issues revealed in this study of migrant
women have applicability to other vulnerable populations.

The Cambodian Context and the HIV epidemic

The geographic context of this research will be explored in further depth in the
second chapter, however, the reader deserves an introduction here. Cambodia is in the
doubly tragic position of having suffered a brutal civil war only thirty years ago, and
being located in the center of a burgeoning AIDS epidemic in South-east Asia. In
1975, Pol Pot and his Khmer Rouge soldiers took control of Cambodia and forced the
population to move to the countryside to labour in agriculture. These new leaders
refused to import food, medicine, and pesticides that had been responsible for malaria
control. This resulted in tens of thousands of Cambodians dying of malnutrition and
inadequate health care. In addition, the Khmer Rouge sought out and killed many
Cambodians, targeting the educated, thus decimating the health care system through
the murder of many trained health care providers. Over one million Cambodians died
during the four year revolution from 1975 to 1979, approximately one in every eight
Cambodian citizens (Chandler, 1991).

HIV was first detected in Cambodia’s blood system in 1991 (Saphonn et al., 2004),
about the same time that the soldiers of United Nations transitional authority in
Cambodia (UNTAC) arrived to stabilize the country. These troops contributed to the
further spread of the virus because of their leisure time employment of local sex

workers. Without the infrastructure of a sound public health system, the epidemic
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flourished. Recently, there have been notable reductions in the rates of HIV in
Cambodia, particularly amongst sex workers, however there is concern that the
epidemic is shifting. An increasing proportion of people living with HIV in Cambodia
are married women; husband-to-wife transmission is now the major means of being
infected by the virus, and one third of all new infections are from mother to child
(UNAIDS, 2007).

There are vast numbers of internal migrants in Cambodia. Mobility has been
determined to be a risk factor for HIV transmission for Cambodians (Sopheab,
Fylkesnes, Philos, Chhi Vun, & O'Farrell, 2006). Despite this reality, there has been
very little research on the health implications of migration for the hundreds of
thousands of rural young women who make their way to Phnom Penh to work in the
garment factories (International Labour Organization, 2005). This mixed methods
study focuses on the context of the lives of these young migrant women and the
impact of migration on HIV prevention for them.

What is to Follow

Now that the reader is better oriented to the research within the discipline of
population health in Canada and the recent historical context of the HIV epidemié in
Cambodia, it is appropriate to provide a perspective on the thesis itself. It should be
noted here that the original plan was to conduct this research in China, and the thesis
proposal was presented with a full literature review of HIV in China, including a draft
of the paper found in Appendix E: Chinese Health Care Providers’ Attitudes about
HIV: A Review (Webber, 2007a). However, after the thesis proposal defence, it was

confirmed that permission to do the research would not be granted by the Chinese
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authorities. Cambodia appropriately became the focus of the research because of the
relatively high prevalence of HIV and migrant women’s involvement in garment
factories supplying the global market.

The chapters that follow begin with a published international literature review of
the impact of migration on women’s vulnerability to HIV and the development of a
conceptual framework in the first chapter. Chapter two further explores the
Cambodian context of the research and the significance of the mixed methods used in
the study. Chapters three and four describe the findings of the qualitative interviews
with garment factory workers and key informants with a focus on the economic factors
(Chapter Three) and cultural gender dynamics (Chapter Four) that place these workers
in a vulnerable position. Chapter Five describes the results of a survey of HIV
knowledge and attitudes of the health care providers who serve the garment factory
workers, and their intention to take a sexual history, assessed using the constructs of
the Theory of Planned Behaviour. These three chapters (three through five) are written
as manuscripts for eventual publication and thus there is some repetition, particularly
in the literature review and methods sections. Chapter Six, the conclusion, integrates
the findings and the implications, both for future research and for interventions to
address HIV prevention for this population of migrant women. The appendices contain
documents related to the research and other relevant information such as the published
literature review of Chinese health care providers’ knowledge and attitudes about
HIV.

This concludes the orientation of the reader to the thesis. The timeline of the

research is illustrated for the reader’s benefit in Figure I.1.
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Figure I.1: Thesis Timeline 2005 to 2008

Canada

2005: Thesis Proposal Preparation

October 2005: Successful proposal
defence (based on research in China).

November 2005: Permission to do

Cambodia

research in China denied. First ethics
application refused.

Spring 2006: Second ethics application
rejected and subsequent meeting with
ethics committee to explain research (N.
Edwards and G. Webber).

December 2005: Initial contact with IOM
Cambodia about research collaboration.

June 2006: Ethics approval for Phase
One, University of Ottawa.

February 2006: Signing formal Research
Agreement between University of Ottawa
and IOM Cambodia.

June 2006: Ethics approval for Phase One and
Two, National Ethics Committee, Ministry of
Health, Cambodia.

June 2006: Phase One Data Collection:
Interviews with migrant garment factory workers,
key informants, and focus groups with health
care providers.

September 2006: Ethics Approval for
Phase Two, University of Ottawa.

Spring 2008: Thesis submission |

Thesis Defence

August 2006: Research assistants obtain letters
of approval from local institutions to conduct
survey of health care providers for ethics
application.

November 2006: Presentation of preliminary
results of Phase One to group of garment
factory workers.

November/December 2006: Phase Two Data
Collection: Survey of health care providers.

June 2007: Workshop and Presentation of
preliminary resuits to government and NGO
Staff.

Spring 2008: Final reports for garment factory
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Abstract

There are an estimated 40.5 million people currently living with HIV globally, 17.5
million of whom are women (UNAIDS & WHO, 2005)'. Women are vulnerable to HIV
for biologic as well as social reasons. In the past, the HIV prevention theorists have not
considered the context of women’s lives; factors at the individual, relationship, and
community levels, as well as structural factors (both policy and cultural) impact on HIV
prevention for women. This is particularly true for migrant women, who may be especially
vulnerable to HIV infection during their time of transition. Throughout this paper the
author explores the international literature for both the historical context of HIV prevention
for women, and the impact of migration on HIV risk for women. The literature review
provides a basis for the development of a conceptual framework of the socio-ecologic
factors affecting HIV prevention for migrant womeﬁ. The author calls for consideration of
the broad context of women’s experience when developing interventions for this
population.

Key words: HIV, AIDS, women, migration, prevention.

Shortened Title: Impact of Migration on HIV Prevention for Women

! Note that this statistic differs from that found in the executive summary on page xvi as this paper was written
and published earlier and thus used the available 2005 statistics.
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The Impact of Migration on HIV Prevention for Women:
Constructing a Conceptual Framework

UNALIDS has estimated that of the 40.5 million people currently living with HIV
globally, 17.5 million are women (UNAIDS et al., 2005). The proportion of women with
HIV has increased steadily, and the feminization of the epidemic has become more
evident, particularly in sub-Saharan Africa, where 57% of adults infected are women, and
75% of infected youth are female (UNAIDS, 2004). In Asia, HIV continues to spread in
women and UNAIDS estimated that in 2005, 2 million women were living with HIV on
the Asian continent, three hundred thousand more than two years previously (UNAIDS et
al., 2005). The increasing prevalence of HIV amongst women is attributed to women’s
biologic and social vulnerability to transmission. Unfortunately, HIV prevention
researchers have historically focussed on women’s biologic vulnerability, and not
considered the implications of women’s social status on infection risk. An analysis of the
literature on migration of women reveals a complexity of factors affecting women’s
vulnerability to HIV. The goal of the author is to develop a conceptual framework of the
factors impacting on HIV prevention for migrant women by: (1) reviewing the historical
context of HIV prevention research on women and its critique, (2) summarizing the
research on the impact of migration on HIV prevention for women, and (3) presenting a
conceptual framework of this impact in order to illustrate the complexity of factors that
affect HIV prevention for migrant women.

Historical Context of HIV Prevention
Biologically, women present a larger surface area for virus transmission, and there is a

higher concentration of HIV in sperm than in vaginal secretions. The vaginal mucosa of



women is more permeable than the skin on the penis: the efficiency of transmission from
man to woman has been estimated to be two to four times that of the reverse direction
(WHO, 2000; UNAIDS, 2004). The ‘biologic sexism’ of HIV (Doyal, 1994) also applies to
other sexually transmitted diseases (STDs). The presence of sexually transmitted infections
such as chancroid, syphilis, and genital herpes, that may be asymptomatic in women,
further increase the risk of HIV transmission (Wasserheit, 1992). While biologic
approaches to HIV prevention are available (e.g., male and female condoms), issues of
partner cooperation and acceptability are at play here for women. There is hope that with
the development of new biologic means of HIV prevention, such as a vaccine and
microbicides (topical products designed to prevent STDs and HIV and potentially still
allow for pregnancy) women will have improved access to biologic HIV prevention
options that do not require their partner’s involvement (Blocker & Cohen, 2000).

In addition to their sexual risks due to biologic vulnerability, the social construct of
gender which differentiates the power, roles, responsibilities, and obligations of women
from men, significantly impacts on women’s ability to take precautions against acquiring
HIV. The role of gender as a determination of HIV risk for women has been well
documented in early reviews of the international literature (de Bruyn, 1992; Gupta &
Weiss, 1993; Doyal, 1994; Heise & Elias, 1995). It has also been recognized by
international organizations such as the United Nations (UNAIDS, UNDP, & UNIFEM,
2004), the World Health Organization (WHO, 2000), and the Commonwealth Secretariat
(Commonwealth Secretariat, 2002) in addition to national aid agencies (CIDA, 2000) and
Non-Governmental Organizations (Interagency Coalition on AIDS and Development,

2003), and has become a focus for program development. Ongoing measurements of the
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epidemic have begun to address women’s biologic, cultural, economic and social status
vulnerabilities by capturing diverse data sources along gendered lines, including biologic
surveillance, policy environment, behavioural surveillance, and service delivery (De Lay,
2004). The recognition of the importance of gender (i.e., the social construction of women
and men’s roles) to HIV prevention was not originally reflected in the HIV prevention
research, however.

Much of the early research to prevent HIV in women focused on behavioural
interventions to increase condom use. These interventions either lacked an explicit
theoretical base or were based on psychological theories of behaviour change that were
used to attempt to explain risk behaviours as summarized by Amaro (Amaro, 1995) and

illustrated in Table 1.1.



Table 1.1: Early Theories used in HIV Prevention Research

Theory

Application to HIV Prevention Research

Health Belief Model
(Becker, 1974)

Individuals participate in HIV prevention behaviour
because they believe they are at risk for serious
consequences and that they can prevent these consequences
by behaviour change. This theory was used implicitly in
many of the early HIV education interventions.

Theory of Reasoned
Action

(Ajzen & Fishbein,
1977)

Individuals are most likely to make a behaviour change
(such as protecting themselves from HIV by using a
condom) if they believe it will benefit their health, it is
socially desirable, and they feel pressure from others to
make the change.

Social Cognitive
Theory
(Bandura, 1977)

Individuals will reduce their risk for HIV if they have self-
efficacy (knowledge of the steps involved, motivation to
take them, and a belief that they can carry out the
necessary behaviour).

AIDS Risk Reduction
Model

(Catania, Kegeles, &
Coates, 1992)

Combines concepts from Health Belief Model and Social
Cognitive Theory. Individuals need to achieve 3 levels of
behaviour change: labelling of the high-risk behaviour,
making a commitment to changing it, and moving on to the
new behaviour.

Transtheoretical
Model of Behaviour
Change

(Prochaska &
DiClemente, 1983)

Also known as the Stages of Change, originally used in
smoking cessation. Based on hypothesis that behaviour
change such as wearing a condom requires the stages of
pre-contemplation, contemplation, preparation, action and
maintenance of behaviour change. This theory has been
used in order to elicit many different behaviour changes.

In their review of the theoretical approaches to individual level change in HIV risk

behaviour, Fisher and Fisher (2000) were critical of the usefulness of these theories within

the context of sexual behaviour as they are based on rational decision making that does not

reflect the reality of the sexual relationship. Other researchers have moved the critique

even further by calling for attention to the context of women’s lives, and the very different

roles women and men take in HIV prevention:




For women, this often means that sexual behaviour occurs in the context of
unequal power and in a context that socializes women to be passive sexually
and in other ways. Yet, none of the behaviour modes used to study HIV risk
behaviours explicitly includes gender dynamics (e.g., power in relationships, as
well as attitudes and values regarding gender roles) as factors that affect sexual
behaviour directly...Even more surprising is that in most studies, sexual risk
behaviours (e.g., not using a condom) in both women and men are seen as the
same behaviour. In fact, these are distinctly different behaviours. For men, the
behaviour is wearing the condom; for women, the behaviour is persuading the
male partner to wear a condom, or, in some cases, deciding not to have sex
when the male partner refuses to wear a condom. (Amaro, 1995, p. 440)

While not disputing the potential value of the behavioural theories, Amaro encouraged
the psychological theorists to consider how the context of women’s lives impacts on
behaviour. She emphasized four central assumptions that are critical to the development of
a theoretical model of women’s sexual risks: social status, connection to others, male
partners as key role players, and experience and fear of physical and sexual violence
(Amaro, 1995). In their review of the literature, Logan and colleagues distinguish between
the social and contextual factors that contribute to HIV prevention in women (Logan, Cole,
& Leukefeld, 2002). They define social factors as those issues that affect groups of people
similarly, and are external to individuals: social and cultural norms of the society, social
status, and incarceration history are the examples they provide of social factors that impact
on HIV prevention for women. Contextual factors may define an individual’s perspective,
though may not be evident to others. Logan and colleagues attribute connection and
relationships, victimization, mental health problems, substance abuse, sex exchange, and
STDs to the class of contextual factors.

Zierler and Krieger (1997) have illustrated the importance of social factors in HIV

prevention as they documented the focus of the U.S. epidemic on poor, African American



and Latina women. These authors note the lack of research on the economic and racial
factors in the epidemic and they also call for a move away from psychological theories of
behaviour change to alternative theoretical frameworks in order to explore the inequalities
of class, race/ethnicity, gender and sexuality in the HIV epidemic in the United States. The
preferences of HIV for the lower social class and non-white racial groups in the United
States as well as the multiple contextual factors affecting women’s ability to protect
themselves from HIV have been confirmed by other authors reviewing the research
(Carovano, 1991; Cohen, 1997; Gavey & McPhillips, 1997, Stevens, 1995). Cultural
practices and norms, including traditional concepts of gender norms, are contributing
features to the challenges of HIV prevention for women within the Latina culture in the
U.S. (Russell, Alexander, & Corbo, 2000).

Contextual factors are not only issues for American women. Parker, Easton, and Klein
(2000) have documented the structural barriers that affect HIV prevention internationally;
economic (under) development and poverty, mobility including migration, seasonal work,
social disruption due to war and political instability, and gender inequalities are all issues
that cannot be modified easily with behavioural interventions. Heise and Elias (1995) have
articulated how the global AIDS strategy has been inadequate to meet the needs of women
in the developing world as it has focussed on reduction of numbers of sexual partners,
condom use, and STD treatment, and not addressed the reality that many women are not in
any position to implement these terms. Lack of partner fidelity, sexual work as an
economic necessity, non-consensual sex, desire for pregnancy, and inability to access STD
treatment services are very real factors for many women in the developing world. Authors

from Asia and Africa have confirmed that condom promotion alone is insufficient for
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women (Bhattacharya, 2004), and that attention to women’s role and power within society
are key features in addressing the epidemic (Aniekwu, 2002).

Heterosexual transmission is the most common route of women acquiring HIV,
however, it is not the only means. Intravenous drug using women are particularly
vulnerable to HIV for a variety of behavioural, relationship, network, and structural
reasons (Miller & Neaigus, 2001; Latka, 2003). Women are more likely to be initiated into
drug use by their male sexual partner, and thus are at an increased sexual risk of contact
with HIV positive individuals. Like men, women are influenced by their social networks,
and although there are gaps in the research about the impact of gender on networks, there
is no doubt that women’s social networks are key to both their drug use, and to
interventions to reduce HIV risk behaviour. Finally, social and economic structural factors
also put drug-using women at risk for HIV. Perhaps the most obvious risk occurs when sex
work is resorted to as a means of generating income to purchase drugs:

Women who use drugs may be at high risk from sex work because they may be
more likely than other women to engage in unprotected sex with customers; to
engage in sex risk practices, such as anal sex; and may have more customers,
thereby increasing their risk of exposure. However, much research suggests
that the greatest HIV risk faced by sex workers, as well as by other women
who use drugs, is through relationships with their primary sex partners; that is,
within dyadic relationships...For women who use drugs, these partners are
often men who inject drugs (Miller ez al., 2001, p. 973).

Thus, the issue of power in the gender relationship affects HIV prevention behaviour
for women using drugs, sex workers, adolescent girls, and monogamous married women
with no other risk behaviour. It is a universal concept that all women are confronted with,

though synergies with racial and social disadvantages can vary how it is experienced.

Gender inequity happens at the most intimate, individual level in sexual relationships and
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in communities; in addition, it is institutionalized into economic and social policies and
cultural norms, all which can influence women’s ability to protect themselves from HIV.

While the preceding paragraphs have summarized the literature and critique of the
historical context of HIV prevention for women in general, there is a paucity of research on
migrant women’s vulnerability to HIV. The purpose of the following section is to present
the literature on HIV prevention for migrant women in order to illuminate the factors
impacting on their risk of infection.

Factors Impacting on HIV Prevention for Migrating Women: An International
Review

We postulate that it is not the origin, or the destination of migration, but the
social disruption which characterizes certain types of migration, which
determines vulnerability to HIV. The fact that population movements distribute
HIV is secondary to the fact that certain types of migration cause HIV
epidemics (Decosas, Kane, Anarfi, Sodji, & Wagner, 1995, p. 826).

The process of migration consists of more than the shifting of humans around the globe
sometimes accompanied by unwanted infectious agents such as HIV. Migration is
complex: the decision about migrating, the impact of migration on the individual and their
relationships, the migration process, the nature of the receiving community, and the
implications of migration policies on the new-comers are all factors that impact on HIV
prevention. Mobility may lead to increased vulnerability to HIV through risky sexual
behaviour with frequent partner changes, such as occurs in sex work, or alternatively may
reduce the risk of HIV through better access to health care and STD treatment (White,
2003). For the purposes of considering the impact of migration for women on HIV

prevention, the literature was searched on September 3, 2005 using the following search

terms: HIV or AIDS, women, prevention and migration or acculturation. Pubmed, medline,
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embase, and sociologic abstracts were accessed and provided literature. (No further studies
were found through searching CINAHL, psych info, or healthstar.) Studies focussing on
migration within developing countries were emphasized. A summary of the issues
highlighted by the literature follows.

Migration is the movement of people in space over time, and often involves a change in
usual place of residence (Quinn, 1994). Internal migration denotes movement within
national boundaries and can be in a myriad of directions, though rural-to-urban migration
is the most common. Quinn has concisely summarized the contextual factors of migration
associated with HIV dissemination in the following table (Table 1.2).

Table 1.2: Factors associated with HIV dissemination related to migration
(adapted from Quinn, T. C. (1994). Population migration and the spread of types 1 and 2
human immundeficiency viruses. Proceedings of the National Academy of Sciences of the

United States of America, 91, p. 2413, Copyright 1994, National Academy of Sciences,
US.A)

1. Population Migration Internal and international

2. Urbanization Migration of poor, sexually active young people
from rural regions to cities in search of
employment

3. Social disruption Changes in social and cultural values secondary to

migration from families or from political
repression and civil disruption

4. Poor medical services Less effective facilities for diagnosis and treatment
of increasing medical problems associated with
urbanization and a failing economy

5. Declining economy Overall decrease in average income per capita,
resulting in increased migration and prostitution

6. Low social status of women | Difficult to obtain educational opportunities, less
training for skilled labour, and consequently fewer
economic possibilities, resulting in increased
prostitution

7. STD epidemic Many of the factors above contributed to further
spread of STDs, particularly genital ulcers, which
facilitated HIV transmission
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Urbanization, social disruption due to family movement or civil disruption, poor
medical services, and a declining economy put migrants of both genders at risk of HIV.
The low social status of women and a prevalence of other STDs make women migrants
particularly vulnerable. Quinn’s list of migration factors is helpful at moving the
discussion about HIV risk and prevention from individual factors to contextual issues.
UNAIDS has confirmed that the vulnerability of women migrants to HIV is connected to
their limited access to reproductive health care services, their lack of bargaining power in
sexual negotiations, and their reliance on sometimes inferior and risky jobs (UNAIDS,
2001). Discrimination resulting from ill-adapted migration policies may also be a factor
(Haour-Knipe & Grondin, 2003). It is these “intersectionalities of influence”, locating the
health of migrant women within the “complex socio-economic, historical, political, and
institutional structures and dynamics in the pre- and post-migration context.” (Guruge &
Khanlou, 2004, p.33) that are the focus of this literature review.

However, women’s migration to cities is not only governed by differential
labour opportunities between countryside and town; indeed, such a narrowly
economistic perspective would give the misleading impression that women
were necessarily free to determine where they lived. A third critical factor that
must be taken into account, therefore, is the extent to which female population

mobility is constrained by social and cultural constructions of gender (Chant &
Radcliffe, 1992, p. 7).

Gender has a major impact on HIV prevention for migrants at individual, community
and structural levels. Cultural gender norms influence the power women can exercise in
relationships (which directly affects their ability or willingness to enforce condom use),
and their employment opportunities. Human rights abuses of women migrants can affect
individual women or be institutionalized for a more general effect, and can occur during

the process of migration or at the destination. A discussion of gender power dynamics,
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employment issues and human rights abuses will be followed by a consideration of the
positive aspects of migration that impact on HIV prevention for women, as presented in the
literature.

Early literature from South Africa demonstrated that migrant men were at risk of
acquiring HIV through extra-marital liaisons, and returning home with the virus passing it
on to their wives. Such risks of HIV transmission continue for women across the globe and
have been documented in countries as diverse as Senegal (Pison, Le Guenno, Lagarde,
Enel, & Seck, 1993), Botswana (Hope, 2001), Honduras (Stansbury & Sierra, 2004), and
Mexico (Hirsch, Higgins, Bentley, & Nathanson, 2002; Parrado, Flippen, & McQuiston,
2005). Recently it has been noted that the transmission of HIV from male migrant to wife
at home may not be the whole story. Studies from South Africa where large numbers of
male migrants return home to visit their families, demonstrate that while women may be
exposed through circular migration of partners, they may be also at risk through
occasional liaisons of their own in the absence of their migrant partners, i.e. HIV
transmission has been shown to move from migrant to waiting partner and in the reverse
direction (Williams & Gouws, 2001; Lurie ef al., 2003a; Lurie et al., 2003b). Mobility
within West Africa was also associated with higher levels of HIV infection and HIV risk
behaviour in mobile men and sexually active women (Lagarde et al., 2003). Travel back to
regions of high HIV prevalence is another consideration for increased risk in migrants,
particularly if unprotected sexual relations take place, as is the case for some Haitian
Canadian women (Adrien ef al., 1999).

Regardless of the direction of HIV spread, gender power dynamics are an important
factor in migrant women’s vulnerability to HIV. This has been particularly well
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documented in Hispanic societies where machismo features strongly. In this culture, it is
expected that men will have extra-marital affairs, however, women feel unable to protect
themselves by requesting condom use as this would imply lack of trust in their
relationship, or would generate anger in their partner. Such concerns have been expressed
by women migrants from Mexico (Hirsch ez al., 2002; Parrado et al., 2005), Salvadorean
and Chilean migrants to Australia (Dawson & Gifford, 2001; Dawson & Gifford, 2003),
and Haitian migrant farm-workers in the United States (Gadon, Chierici, & Rios, 2001).

Gender power dynamics can be a factor in the employment of women migrants as well.
Migration of men has created job opportunities for women, often including sex work. In
the northeast region of Botswana, 98% of the migrants are women and there is a large
number of commercial sex workers (CSWs) operating in this commercially-oriented
district. Hope (2001) has reported how multiple-partner sex norms, and the proximity of
the country to other African countries with a high prevalence of HIV, in addition to a male-
dominant culture, has made the risk of HIV for migrants significant. Another example of
sex work amongst female migrants resulting in a very high prevalence of HIV is the food
and recreation workers in Tanzanian gold mines. Forty two percent of these women were
documented to be HIV positive, while only 6% of the male miners were positive (Clift et
al., 2003).

Other women migrants are not primarily employed in the sex industry, however, many
supplement their income by this work. Examples here are numerous and include migrant
women workers on the sugar cane plantations of the Dominican Republic (Brewer et al.,
1998), Hispanic farm workers in the U.S. (Gadon e al., 2001; Fernandez ef al., 2004),
Burmese factory workers in Thailand (Mullany, Maung, & Beyrer, 2003), and Cambodian
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garment workers (Nishigaya, 2002). In the latter study, Nishigaya reported how poor
Cambodian women migrated to the cities to make money to support their families at home.
As they were paid less than minimum wage at their factory jobs, they barely made enough
money to support themselves, and thus resorted to sex work. In the Dominican Republic
study of Haitian migrant workers in the sugar cane plantations, close to 20% of the women
survey admitted to sex work. The authors comment that sex work is often an interim
survival strategy employed by women in the first few years after migration (Brewer et al.,
1998, p. 1885). Sexual liaisons can also be a factor in other migrant women’s jobs. Women
itinerant traders in Ghana are vulnerable to sexual exploitation as they frequently rely on
males to assist them find shelter and protect their market goods (Anarfi, Appiah, &
Awusabo-Asare, 1997).

Human rights abuses for women migrants are prevalent and diverse. Such abuses may
occur at the individual level or may be institutionalized. Examples of individualized abuses
are the sexual exploitation of vulnerable women such as the itinerant Ghanian traders
(Anarfi et al., 1997). Institutionalized abuses vary from underpaying women employees
such as the Cambodian garment workers and sex workers (Nishigaya, 2002), to the sexual
exploitation of women migrants in transit stations of Central America and Mexico by
authorities (Bronfman, Leyva, Negroni, & Rueda, 2002). Culturally institutionalized
human rights abuses include the Ugandan practice of disinheriting widows after their
husband’s death: as a result many of these women chose to migrate to their natal homes or
in search of other opportunities for themselves and their children (Ntozi, 1997). State
human right abuses in Myanmar have created the situation of ethnic minority Burmese
fleeing to factory jobs in Thailand, uninformed about their risks of HIV (Mullany et al.,
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2003). Unfortunately, there are also examples of human rights abuses of migrants in the
health care system. Over 90% of Hispanic farm-worker migrants to Florida had no health
insurance (Fernandez et al., 2004). Bandyopadhyay and Thomas examined the risks of
women migrants to Hong Kong as domestic helpers in their survey of 1,963 women. Forty
two percent felt discrimination at Hong Kong hospitals, and medical confidentiality was
lacking as more than one third of the women found that their medical records were
disclosed to their employers without their knowledge (Bandyopadhyay & Thomas, 2002).
Thus far the discussion has focussed on the negative aspects of migration on HIV
prevention for women. Indeed the literature is almost unanimous that migration increases
women’s vulnerability to HIV. There are rare exceptions, however. Educated Nepalese
women who migrated to Australia found that they developed more power within the family
and were able to share in decision-making (Rolls & Chamberlain, 2004). While not
explicitly discussed, this process of acculturation for these women would presumably give
them more power to enforce condom usage by their partners. This was a limited study of
eleven professional married Nepalese migrants, and thus may not be generalizable to other
situations. In their study of Chilean women in Chile and Australia, Dawson and Gifford
found that the more educated women in both countries were no longer willing to live under
the weight of machismo culture and would not tolerate infidelity in their partners (Dawson
et al.,2003). A study of Mexican migrants was less conclusive: while migration provides
women with greater economic opportunities and a potentially more gender-equalitarian
culture, marginalization, family separation, and social isolation may increase women’s

dependence on their male partner (Parrado ef al., 2005). The authors summarized:
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It is increasingly recognized that migration may simultaneously challenge and
reinforce patriarchy, presenting women with opportunities in some domains
and imposing constraints on them in others...However, few studies have
systematically examined the gender domains that are associated with gains and
losses for migrant women and isolated and interrelated the factors that
condition power outcomes (Parrado et al., 2005, p. 348).

Thus, migration presents women with many challenges including sexual exploitation,
vulnerable employment opportunities, and a variety of human rights abuses that serve to
increase their risk of HIV. In select circumstances, migration can also result in positive
impacts for women including increased relationship power and better economic prospects.
The third and final goal of this paper is to synthesize the findings from the literature review
of HIV prevention and migrant women into a conceptual framework depicting the impact

of migration on HIV prevention for women.

Developing a Conceptual Framework of the Impact of Migration on HIV Prevention
for Women

Historically, the HIV epidemic had been largely viewed as an individual-level
health phenonmenon. This perspective has dominated the field of HIV
prevention. More recently, prevention scientists have realized that there are a
host of environmental and structural influences that make a significant
contribution to sustaining the HIV epidemic. Researchers and practitioners
alike are increasingly acknowledging the importance of social contextualism:
the need to understand an individual’s behaviour within their social
environment and intervene not only on the individual level but with broader
social structural levels. (DiClemente, 2000, p. 312)

Understanding the contextual factors affecting women’s ability to protect themselves
from HIV requires moving beyond the individual woman and her behaviour choices. In his
perspective on HIV prevention research and the directions for the future, DiClemente
wrote of the need for HIV preventions to target multiple levels of causality. This
recognition of the broader context of health issues is not, of course, unique to HIV

prevention. There has been a call for theory-based understanding of the socio-ecologic
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context within social epidemiology (Krieger, 2001), health promotion (Stokols, 1996;
Sallis & Owen, 1997) and nursing research (Edwards, Mill, & Kothari, 2004).
Bronfenbrenner’s ecological theory of development demonstrates the socio-ecologic
factors that can affect an individual’s health status by a series of ever widening circles
including the individual, family, community factors, and structural (policy or cultural)
issues (Bronfenbrenner, 1979). By applying this socio-ecologic conceptual framework to

HIV prevention in women, the diagram found in Figure 1.1 was developed.

Figure 1.1:

Socio-Ecologic Conceptual Framework for HIV
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This framework is derived from the literature review of HIV and women, and
incorporates the multi-centric contextual features of Bronfenbrenner’s ecological theory of
development. The context of HIV prevention for women includes their biologic risk
intersecting with their gender (socialized position in society) in the setting of their personal
relationships, community, and the structural setting. Examples of factors at each level are
documented on the framework although there are others. At the relationship level, power
and violence impact on women’s ability to enforce condom use, while STDs increase
women’s biologic vulnerability to HIV. Similarly, community characteristics such as
health care resources (including issues of quality, quantity and access), presence of the
drug and sex trades, and availability of condoms are factors affecting HIV prevention
vulnerabilities and options. Finally, structural constraints such as social and cultural norms,
stigma about HIV, and government laws and policies impact on HIV prevention. Socio-
economic status and ethnic identity are cross-cutting themes: women who are
discriminated because of their social status or ethnicity may be forced into vulnerable
employment situations, or experience discriminatory policies. Examples of policies that
can affect women’s vulnerability to HIV either positively or negatively include needle
exchange programs and policies requiring condom provision for sex workers, versus laws
against the possession of needle sterilization equipment and policies that prevent families
from migrating together. Table 1.3 provides examples of structural and environmental

interventions to reduce HIV transmission (Dayton & Merson, 2000).
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Table 1.3: Examples of Structural and Environmental Interventions to Reduce HIV
Transmission

(from Dayton, J. & Merson, M. H. (2000). HIV Prevention in Developing Countries. In
J.L.Peterson & R. J. DiClemente (Eds.), Handbook of HIV Prevention (pp. 225-243). New
York: Kluwer Academic/Plenum Publishers, with kind permission of Springer Science and
Business Media)

Structural Environmental

Enact laws and policies requiring Employ the entire family at migrant work
condom use in brothels. camps.

Legislate requirements for family Improve STD care and expand access.
housing in migrant labour camps. Expand availability of condoms in traditional
Reduce taxes on condoms. and non-traditional settings.

Require that hotels stock condoms in | Improve the social and economic status of
each room. women (thereby increasing their bargaining
Enact laws outlawing wife power in sex).

inheritance. Reduce poverty, which would reduce
Subsidize condoms for individuals migration of men and need to work in sex
who engage in high-risk behaviour. | industry

Repeal laws that criminalize the

possession of drug infection

equipment.

Ecologic transition, though not directly addressed by Bronfenbrenner’s model, is a key
feature of human development (McLaren & Hawe, 2005). Ecologic transitions are life-
changing episodes that result in an alteration in a person’s role or behaviour. Examples are
the arrival of a new sibling, entering school, getting married, having a child, and retiring.
Ecologic transitions are understood as dynamic systems in which the relations between the
individual and the systems surrounding him or her (i.e., the relationships with others, the
community and within society) shift in ways that impact on the individual’s health status.
Migration is an ecologic transition: geographic movement is associated with alterations in

personal relationships, community context, and structural impacts.
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As documented in the literature review of the impact of migration on women and HIV
prevention, migration is a complex process with multiple intersectionalities of influence on
migrant women’s health. Figure 1.2 is a conceptual model representing this complexity.
Migrant women make their ecologic transition from their community of origin with its
particular mix of relationships, community factors and structural context to a new setting.
This move is characterized by two dimensions: the migration decision, and the control over
the decision. The migration decision is often made for economic reasons such as a better
job for the individual and more resources for the family, although marriage is another
common reason for migration of women. The decision to migrate may be entirely
voluntary, however there is a spectrum here: involuntary migration such as war or sexual
trafficking are both unfortunately common occurrences. The migration process itself can
be risky for women, and in some situations they may be sexually exploited. HIV
vulnerabilities may be exacerbated in the community of destination by shifts in relationship
power dynamics, and employment, particularly if women resort to sex work as a survival
strategy. Community resources may or may not be accessible to new migrants.
Marginalization is common after migration, and it may be difficult for migrants to access
employment and health care, particularly if there are language barriers. Finally, structural
context factors such as immigration policies may further impact on women’s health status.
Over time, adaptation to the adopted culture may dissipate the women’s vulnerability to
HIV through increasing their relationship power, or increasing their access to community

resources. In fact, migration may be a positive force in HIV prevention for some women.
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Figure 1.2:

CONCEPTUAL FRAMEWORK OF THE IMPACT OF
MIGRATION ON HIV PREVENTION FOR WOMEN

MIGRANT'S ORIGIN

Structural Context MIGRANT’S DESTINATION

Process of Adaptation: Shift in relationship power dynamics
and ahility te negotiate community resources over time impact

Relationships on HIV prevention

MIGRATION DECISION:

- economic opportunities,
- marriageTamily needs,
- war or conflict

Structural Context: Shiftin cultural norms,
stigma and policies (particularly as applied
to migrants)

[
. Gender™
Sex Ability to/  gocio-economic Status
" _adaj

\Wﬁn ships: Shifts in

Power Dynamics of Sexu
and Non-Sexual

Ethnic fidentity

MIGRATION DECISION FOR

WOMEN:
Community: Shiftin access to health
- Spectrum of voluntary te car e resources, lahour opportunities,
inveluntary risk behavior availability (e.g.

drugs, sex industry)

In summary, the conceptual model documented in Figure 1.2 is a theoretical perspective
developed from the literature. Further research is required to establish if women’s
experience of the contextual factors impacting on HIV prevention fit with the conceptual
framework, if there are other factors to be included, and the relative power each component
holds. There is no longer any doubt that some migrant women are particularly vulnerable
to HIV/AIDS, however, interventions based solely on behaviour change, as was the
historical norm, are not sufficient to prevent HIV amongst migrant women. Researchers,
health care providers, and policy makers need to be sensitive to the complexity of the
contextual factors contributing to this population’s vulnerability to HIV infection in order

to effectively contribute to slowing this epidemic amongst migrant women.
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Chapter Two

Researching Context: The Place and the Process

Chapter One described how behavioural theories of HIV prevention are insufficient
for migrant women. It is crucial to explore the context of women’s migration
experience in order to fully understand the factors that have an impact on their ability
to prevent HIV. This context for migrant Cambodian garment factory workers is the
focus of the research and will be investigated in the chapters to come. In the second
chapter, however, the place and the process of the research will be addressed. These
were key dimensions that shaped the research.

1. The Place: The Research Setting

Cambodia is situated in South-East Asia, between Thailand, Laos and Vietnam
(Figure 2.1). While Cambodia shares a similar geographic location and climate with
its neighbours, it has a unique and complex history. The recent history of this country
is particularly relevant here. As noted earlier, the Revolution of 1975 to 1979, left over
one million Cambodians dead, and a further half a million exiled in Thailand
(Chandler, 1991). This horrific period in Cambodia’s history occurred only thirty
years ago. Many of the survivors of the Killing Fields are the current leaders of the
government and the NGO sector, and the parents of today’s youth.

Since the early 1990’s, another tragedy has affected the Cambodian survivors and
their children: the spread of HIV/AIDS. As Cambodians continue to rebuild their
country after the revolution and cope with the menace of the HIV epidemic, research
on one vulnerable group of their population, rural-to-urban migrant women, is timely.

In order to further understand the setting of the research, however, there are five issues
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within the Cambodian context that require attention: migration, the role of the garment
factory industry in the present economy, the status of women, the Cambodian health

care system, and voluntary counselling and testing for HIV in Cambodia.

Figure 2.1: Map of Cambodia
(Graphic Maps, 2008, used with permission)

The Context of Migration in Cambodia

Cambodians are all too familiar with the phenomenon of migration. The war years
were characterized by mass movements of people. When Pol Pot’s Khmer Rouge
forces entered Phnom Penh in April 1975, they emptied the city of its inhabitants,
forcing the population to move to the countryside. Other Cambodian cities were

similarly evacuated, and over the next four years there were three major movements of
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the population (Chandler, 1991). In addition, many fled Cambodia to Thai refugee
camps during the war, and some later emigrated abroad. The remaining citizens were
forced by the troops into hard agricultural labour in the rural countryside.

The demographics of current Cambodian society are shaped by its recent past. Over
half of Cambodia’s fourteen million citizens have been born since the end of the civil
war in 1979 (National Institute of Statistics, 2007). These large numbers of young
adults and youth translate into a massive potential workforce. Eighty-five percent of
the population live in the countryside, and many choose to migrate because of poverty
and landlessness (Nareoun, 2004). Thirty percent of Cambodian migrants are young
people, aged 15 to 25 (Maltoni, 2004). The Khmer Rouge destroyed all land
ownership titles during the war, and even by 2000 only a small minority of properties
had been registered (often fraudulently); thus it is not surprising that Cambodia has
been described as “a land largely populated by ‘wanderers’” (Coates, 2005, p. 152).

Cambodia’s economy has been dependent on agriculture, with 70.7 % of the
workforce occupied in this sector, while a minority are employed in services (19.8 %)
and industry (10.5%) according to the International Labour Organization (2005a).
Rural Cambodians have not fared well, despite the foreign investment and economic
growth of their country since the 1990’s. More than one third of Cambodians exist
below the poverty line (International Labour Organization, 2005a), and 35 % of the
country’s population have experienced internal migration (Maltoni, 2006). Economic
reasons are sited as the main driver for current migration, although marriage and

education also stimulate population mobility (Kiry, 2004).
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As the setting for the research, and the destination of the migrant women in this
study, the city of Phnom Penh deserves further comment. Phnom Penh, Cambodia’s
capital, is situated in the south-central part of the country, at the confluence of the
Mekong, Tonlé Sap, and Bassac rivers (Figure 2.1). It is this location that gave Phnom
Penh its previous name of Prong Chaktomuk or City of Four Faces. A former French
colony, it was once one of the most beautiful cities in Asia, and earned the title the
Pearl of Asia in the 1920s (Wikipedia, 2008). The current population of Phnom Penh
is about two million, making it the largest city in Cambodia (Wikepedia, 2008). It is
the economic, commercial, and industrial centre of the country in addition to being an
important historical and cultural site. Phnom Penh is also the most popular destination
for rural-to-urban migrants, with one third of all inter-provincial migrants settling
there (Nareoun, 2004). While poverty is the primary push factor for most migrants to
leave their villages behind, for thousands of rural Cambodian women the prospect of
employment in the garment factories in Phnom Penh is a major pu/l factor (Maltoni,
2006).

The Economic Role of the Garment Factories in Cambodia

Cambodia’s garment factory industry is crucial to the country’s economy. The
International Labour Organization’s garment sector project “Better Factories
Cambodia” monitors Cambodian garment factories, and they described the rise of the
Cambodian garment industry (International Labour Organization, 2005b). Before
1994, the garment industry was virtually non-existent in Cambodia. However, the
“Multi-Fiber Agreement” signed under the 1995 “General Agreement on Tariffs and

Trade” meant that key garment manufacturers such as China and India were required
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to pay a premium on exports to the United States and United Kingdom. These
limitations benefited the smaller producers in places such as Cambodia and
Bangladesh, and accordingly, their garment factories flourished (International Labour
Organization, 2005b). In 1998, the U.S. government negotiated to bring Cambodia
under the quota system in a deal that linked labour conditions to trade privileges.

With such incentives, the Cambodian garment industry has grown remarkably, with
exports rising from nil in 1994 to 1.9 billion U.S. dollars in 2004, mostly destined for
the U.S. (approximately two thirds) and the European Union (International Labour
Organization, 2005a). The Garment Manufacturers Association in Cambodia, the
organization that represents the interests of the factory owners, reports that they
currently have 305 active factory members, the vast majority of whom are based in
Phnom Penh. Most of the factory owners are foreigners from other Asian countries
such as China, Hong Kong, or Korea, and the size of the factories varies from under
200 employees to over 1000 workers (Garment Manufacturers Association in
Cambodia, 2007).

In their report on the facts and figures of Cambodian garment factories, “Better
Factories Cambodia” documented that 84 % of garment factory workers are women,
mainly rural migrants. These workers’ average income is about $70 U.S. per month,
however, most workers send 30 to 50 % of their income home to their families. In the
countryside, the average income for an entire family is $40 U.S. per month. The
garment factory employees officially work an eight hour day, six days per week.
However, overtime is common, ten hour workdays are the norm, and forced overtime

and underpayment of wages have been reported problems in some factories
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(International Labour Organization, 2005a). Although vast numbers of rural
Cambodian women migrate to Phnom Penh to work in the garment factories, there has
been very little research done on this population. A search of the key databases
CINAHL, Embase, Medline, Psychinfo, Genderwatch, Women's Studies International,
eHRAF Collection of Ethnography and Sociologic Abstracts revealed only one
published paper on HIV and Cambodian garment factory workers. This paper
described the HIV risks of Cambodian garment factory workers who engage in sex
work (Nishigaya, 2002) and will be described in greater detail in Chapter Three. Thus,
the significance of the garment factory industry to the Cambodian economy, the huge
numbers of rural women who are employed in this sector, their potential vulnerability
to HIV, and the lack of published research make Cambodian migrant women garment
factory workers a particularly important group to study.
The Status of Cambodian Women

Women are the lesser sex in Cambodia, although there are efforts being made to
change this. In a 2004 report on the status of women in Cambodia, three main
challenges to achieving women’s rights were identified as protecting women’s rights
to property; enacting gender equity legislation (e.g., prevention of domestic violence,
gender discrimination, and trafficking of women); and enforcing these laws once they
are passed (Cambodian League for the Promotion and Defence of Human Rights,
2004).

Health indicators for Cambodian women are very poor: the World Bank statistics
for 2000, the most recent year available, indicate that only 24 % of women in the

reproductive age group have access to contraception, only 32 % of births are attended
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by skilled staff, and 450 women per 100,000 die in childbirth (as compared to 6 per
100,000 in Canada) (World Bank, 2002). While there are many women in powerful
positions in the Cambodian government, business and the NGO sector, they live in a
society where women defer to men, particularly domestically and sexually. These
descriptions of women’s roles remain accurate in Cambodia today:
It is a woman’s job to be in the market. It is her job to be at home, to have
and raise children, to clean the house and cook the food and greet her
husband with enthusiasm. And if she is not doing these things — there is
another assumption. She must look beautiful and young and give herself to
men (Coates, 2005, p. 169).
Expected codes of sexual conduct differ according to gender. Whereas
men are culturally sanctioned to have more than one partner before and
outside marriage, women are expected to be virgins until their marriage,
and faithful to their husbands (Nishigaya, 2002, p.29).

Women’s primary role at home is to keep their men happy, either as wives or
mistresses, whereas men are permitted to have extra-marital relationships routinely.
This sexual double standard fuels the very strong sex industry in the county. In
Cambodia there are estimated to be 100,000 sex workers, with 18,000 in Phnom Penh
alone (Mills, Singh, Orbinski, & Burrows, 2005). The initial spread of HIV in the
region was the result of a massive demand for sexual services. The prevalence of HIV
has begun to decline through the cooperation of sex trade workers using condoms with
their clients, however, the larger concern now is how these sex worker clients act as a
bridge to the general population (Gorbach et al., 2000; Hor, Detels, Heng, & Mun,
2005). It is the utmost irony, although by no means unique to Cambodia, that almost

half of new HIV infections are in women and a third are in newborns, transmitted

from their HIV positive mothers (UNAIDS, 2007). Husband-to-wife transmission is
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now the major mode of transmission. The emergence of the HIV epidemic in
Cambodia, initially amongst sex workers and other high risk groups, and the shift of
the epidemic from these groups to the general population, is a direct result of women’s
low status in Cambodian society.
Cambodian Health Care System

Even before the civil war of 1975 to 1979, the public health care system in
Cambodia was limited. Martin (1994) has written that the French colonizers did little
to improve the infrastructure of health care during their time in this country:

When France arrived in Cambodia in 1863, the public health system was
non-existent; when France left in 1955 it was rudimentary (p. 37).

The provision of health services was more restricted in Cambodia than in Vietnam,
which was also under French rule. For example, in 1948, for its population of 3.75
million, Cambodia had 4 medical doctors, 10 qualified local doctors, and no state-
certified midwives, while southern Vietnam (population 4.5 million) had 135 medical
doctors, 35 local physicians and 9 certified midwives (Annear, 1998). After
Cambodian independence in 1953, there was some investment in health care under
King Sihanouk’s rule, however, despite construction of numerous health care
facilities, the financial resources to keep them operational were lacking (Annear,
1998). The coup in 1970, and the civil war from 1975 to 1979 decimated the
infrastructure of the already weak Cambodian health care system. Close to half the
hospitals in Cambodia were destroyed by bombing and artillery, and of the 450
doctors in the country at the outbreak of the war, most were either killed or fled the
country (Vickery, 1984). When the international community returned to Cambodia in

1979, the war and the Khmer Rouge social experiment had resulted in the total
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destruction of health care infrastructure. It is estimated that only 50 medical doctors
remained in all of Cambodia (Buhler, Wilkinson, Roberts, & Catalla, 2006); a
Swedish NGO staff is quoted as writing “[i]n 1979, there was no functioning health
service” (Annear, 1998, p.202).

There has subsequently been much international interest in improving the health
care system of Cambodia. However, Annear (1998) has noted that the international
financial investment has not been wholly effective. Lack of financial skills to manage
the funds at the Ministry of Health, poor or nonexistent government health care staff
salaries that limit motivation, funders bypassing the government to enact programs
that lead to poorly coordinated services, and continuing low levels of local funding
have limited the impact of these investments. Immediately after the war, crash course
training was provided for health care providers of all levels, focussing mainly on
curative care. According to the National Center for Health Promotion, the poor quality
of this training was responsible for the continuing inadequacy of the public health
services, and the distribution of the health care providers was uneven with the more
skilled professionals settling in Phnom Penh (Samnany, 1997).

Health care in Cambodia is currently delivered through a variety of services:
government health centres and hospitals, private clinics (often staffed by the same
government providers, supplementing their limited government income), and non-
governmental organization (NGO) clinics. Many people also access private
pharmacies directly to obtain medication. Many pharmacies remain unregulated by the

government, and research suggests that the quality of medications may vary (Yang,
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Plianbangchang, Visavarungroj, & Rujivipat, 2004), despite the Ministry of Health’s
attempts to monitor the safety of medications (KI Media, 2007).
HIV Prevention in Cambodia: Voluntary Counselling and Testing

Although the challenges of providing health care to a population after total
destruction of the infrastructure by war have been monumental, Cambodia has started
to address the AIDS epidemic. A key factor of HIV prevention is access to voluntary
counselling and testing services (known as VCT). The World Health Organization
actively promotes VCT for HIV as they maintain it has benefits for HIV prevention at
individual, community, and population levels (World Health Organization, 2003;
World Health Organization, 2005). At the individual level, VCT encourages
individuals to initiate or maintain behaviours to prevent acquisition or further
transmission of HIV and to access interventions to prevent transmission from mothers
to their infants. VCT also assists communities to reduce the denial, stigma and
discrimination that surround HIV/AIDS and to mobilize support for appropriate
responses to the epidemic. At the population level, knowledge of HIV prevalence data
can inform HIV policies. As the community becomes aware of how prevalent
HIV/AIDS is this may help reduce stigma and discrimination. The World Health
Organization and UNAIDS have recently produced a report in support of provider-
initiated testing for HIV that promotes routine testing and counselling in generalized
epidemics such as Cambodia (World Health Organization & UNAIDS, 2007).

The Cambodian government has scaled up their services for VCT (Ministry of
Health Cambodia & National Center for HIV/AIDS Dermatology and STD, 2004).

Under the guidance of the National Center for HIV/AIDS, Dermatology and STDs,
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Cambodia has seen much growth in their VCT services from a sole point of service in
1996, to 190 sites for VCT by the end of 2005; eighty-six provided by the government,
eighteen by NGOs and five by private providers. Improved access has been shown to
increase uptake of VCT services and led to a reduction of high risk behaviour in some
Cambodian men (Buhler et al., 2006).

The second phase of this research study contains a questionnaire for health care
providers about intention to take a sexual history. This behaviour was chosen as a
focus for the research on health care providers (HCPs) because it is a part of the World
Health Organization’s VCT protocol (World Health Organization, 2005). While there
is a lack of published literature about the impact of sexual history-taking by HCPs on
sexual risk-taking by patients, there is ongoing research to assess this (Callahan,
Flynn, Kuenneth, & Enders, 2007). There is also evidence that HCP counselling on
other behaviours such as smoking (Singleton, Levin, Feldman, & Truglio-Longdrigan,
2005; Brewster, Victor, & Ashley, 2007) and alcohol use (Whitlock, Polen, Green,
Orleans, & Klien, 2004) has an impact on patients, reducing these behaviours.

The preceding discussion about migration within Cambodia, the garment factory
industry, the status of women in Cambodia, the health care system, and VCT in
Cambodia serves to set the context for the research. The goal for the remainder of the
chapter is to explore the process for doing this research.

The Process: Methodological Choices

How does the experience of recent rural-to-urban migration impact on the socio-

ecologic context of HIV prevention for migrant Cambodian garment factory workers?

This is the primary research question addressed by this mixed methods study. The
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discussion to follow will focus on the choice of study design to address this primary
research question and the secondary questions arising from it, the qualitative
paradigm, the quantitative paradigm, the challenge of mixed methods, and finally on
my perspectives as an outsider researcher. Specific details about data collection and
analysis will be addressed in the chapters (manuscripts) reporting the results of each
methodology (qualitative in Chapters Three and Four, and quantitative in Chapter
Five).
Study Design: The Choice of Mixed Methods
Whereas quantitative methods may work best in isolating and identifying
the correlates associated with variation at specific moments in time,
qualitative techniques are particularly good at gaining insight into the
processes and events that lead up to the observed variation and have the key
advantage of providing unexpected insights. This last point should be
emphasized, because the nature of quantitative research and its data
collection tools allow the research to infer only about that which he or she is
examining (you “see” only what you are “looking for”’), whereas qualitative
methods can expand the gaze to key elements that were never elucidated or
even previously considered (Borkan, 2004, p.1).

Complex research may involve several questions that are best answered using
different data collection techniques, and sometimes different paradigms. There are
distinct advantages to combining qualitative and quantitative methodologies in one
study, for different perspectives lead to new and interesting findings that may not be
achieved by one methodology alone. As Borkan has so eloquently described,
quantitative research excels at providing specific answers to particular questions,
while qualitative research allows for the possibility to explore areas where the research
questions are not as well defined.

The primary research question to be addressed in this study is How does the

experience of recent rural-to-urban migration have an impact on the socio-ecologic
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context of HIV prevention for migrant Cambodian garment factory workers?
Experience and context are best investigated using a qualitative paradigm, thus the
core methodology of this research is qualitative. Socio-ecologic context, however, is a
complex phenomenon with multiple layers and contributing factors. While the
qualitative phase uses a wide angle lens to examine the context of HIV prevention for
migrant garment factory workers, the quantitative component focuses on one specific
area of this context, health care provider HIV knowledge, attitudes and intention to
take a sexual history.

The WHO considers HIV knowledge, attitudes and ability to assess risk through
sexual history-taking to be an integral part of offering HIV testing and key to HIV
prevention services (World Health Organization, 2005). Thus, measurement of health
care provider HIV knowledge and attitudes and intentions to take a sexual history
provide specific details on one locus of the socio-ecologic framework: the ability of
health care providers to address HIV prevention with garment factory workers.

Applying Morse’s (2003) typology, the overall design of this study is QUAL =>
quan. This terminology describes the predominant formative methodology as
qualitative, while the secondary methodology is quantitative, and is designed from the
qualitative results. Another helpful descriptor of this study is an exploratory sequential
design as illustrated in Figure 2 (Creswell & Plano Clark, 2007). The socio-ecologic
framework guides the qualitative data collection. The results of phase one of the study
inform both the choice of health care provider (HCP) participants, particularly the
inclusion of pharmacists, and the survey content including the decision to assess

intentions to take a sexual history. This second phase is also informed by other surveys
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of health care provider knowledge and attitudes and by the Theory of Planned

Behaviour. The chapters describing each phase of the research are indicated at the

bottom of the figure. Table 2.1 can be found following Figure 2.2; this table describes

the primary and secondary research questions, methodology to address each question,

and data collection methods.

Socio-Ecologic
Framework and
other literature

QUAL Phase
of Research

Figure 2.2:
The Research Plan:
Exploratory Sequential Design

Theory of Planned
Behaviour and other

QUAL Results
inform
participant
choice and
survey items.

y

\ quan Phase of
QUAL the research
Results

A 4
A 4

quan
Results

Chapters 3 and 4
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Table 2.1:
Summary of Research Questions, Description of Data, and Data Collection

Methods
Research Question Methodology Data Collection Methods
Primary Question: Qualitative a. In-depth semi-structured
How does the experience interviews with migrant
of recent rural-to-urban women.
migration have an impact b. Interviews with key
on the socio-ecologic informants.
context of HIV c. Focus groups with health
prevention for migrant care providers.
Cambodian garment d. Field notes
factory workers?
Secondary Questions:
What is the level of Qualitative Interview and focus group
understanding about data
AIDS and HIV
prevention among this
group of migrant garment
factory workers?
What power do these Qualitative Interview and focus group
women have to data
implement HIV Workshop data
prevention in their
relationships?
What are the knowledge | Quantitative Health care provider
and attitudes about HIV surveys
among Cambodian health
care providers serving
this population of
women? What are their
intentions to take a
sexual history of this
population?
How well do these Qualitative Interviews with migrant
Cambodian health care women
providers understand the | Quantitative Health care provider
socio-ecologic context of surveys
HIV prevention for
migrant women? What
are the gaps in health
care service delivery for
HIV prevention for this
population of women?
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Qualitative Paradigm: Using Ethnography and the Socio-Ecologic Model to
Research Context

Ethnography is the primary qualitative methodological tradition this study employs.
Creswell (1998) defines ethnography as “a description and interpretation of a cultural
or social group or system” (p. 58); the purpose of ethnographic research is to produce
a holistic portrait of this culture-sharing group through incorporation of both the views
of the actors (emic) and the researcher’s interpretation (etic). The origin of
ethnography is in the discipline of anthropology, however, it has more recently been
accepted as a useful methodology in a diversity of other fields including cultural
studies, literary theory, women’s studies, nursing, and law. The practice of
ethnography involves fieldwork during which the researcher partakes in interviews,
collection of relevant materials, and field notes about his or her observations related to
both the research topic and process.

The perspective the ethnographer takes can vary within this tradition. Byron
Good (1994), a respected anthropologist, described how medical anthropology has
evolved into four different illness representations: folk beliefs, cognitive models,
culturally constituted realities, and critical medical anthropology. It is the fourth of
Good’s categories that is the stance of this research. Good has written that critical
ethnography seeks to understand how political and economic forces have shaped
health and illness for different populations. A critical feminist perspective will be
employed in this study in order to illuminate the socio-political factors contributing
to the particular vulnerability of migrant women Cambodian garment factory
workers to HIV/AIDS. As illustrated in the conceptual framework (Webber, 2007),

these factors may be at work at both the macro level and the micro level: cultural
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mores, institutionalized policies, community practices, and intimate relationships
are all to be examined with the lens of the critical feminist ethnographer. A focus
on power: who holds it, how it is used or abused, who resists it and in what ways,
and how gender, class, and ethnicity fit within the power structure is consistent with
this particular lens.

The socio-ecologic model has not always demonstrated a gender analysis;
certainly the earliest versions were not designed to analyze the social implications
of gender (Bronfenbrenner, 1979). More recently, Krieger (2001) has shown how
the dimensions of power and inequity can be revealed through the analysis
provided by a socio-ecologic framework. She has described how this model
incorporates a consideration of embodiment (how biologic and social factors are
synthesized), pathways to embodiment (including both biologic limitations and
power structures that may prevent realization of potential), the interplay between
exposure, susceptibility and resistance, and accountability and agency.

...[E]Jcosocial and other emerging multilevel frameworks seek to integrate
social and biological reasoning and a dynamic, historical and ecological
perspective to develop new insights into population distributions of disease
and social inequalities in health (Krieger, 2001, p. 674).

Recently, authors have applied the socio-ecologic framework to HIV prevention;
although terminologies vary, the concept of the dynamic interplay of factors that
have an impact at multiple levels is consistent with the socio-ecologic model.
Rhodes and Simic (2005) used the term risk environment to describe the physical,
social, economic and policy factors that had an impact on HIV prevention at the
micro (individual and community level) and macro (structural level). They

observed that the political transitions of Eastern Europe provided an environment
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conducive to the spread of HIV through augmentation of drug use and the sex
industry (Rhodes & Simic, 2005).

Beyrer (2007) applied the ecologic model to the southern African setting and
described the multiple levels of risk contexts there: individual (condom use,
circumcision, other biologic factors such as infection status, medication access, age
of coital debut, and marriage), network (intimate partner violence, STI prevalence,
labour migration, condom use, concurrent partnerships), community (autonomy of
women and girls, civil conflict, stigma, mobility, VCT access, sexual norms and
beliefs and anti-retroviral medication access), public policy (human rights contexts,
the condom gap, and sexual health education), and the stage of the HIV epidemic.
Rhodes and Simic, and Beyrer sagely illuminated the impact of the historical and
social context, including the status of women in society, on the ability of
individuals and populations to take precautions against HIV/AIDS. Similarly in this
study, the application of a gender lens to the socio-ecologic framework of HIV
prevention is a key perspective of the research.

In the evolution of the discipline of anthropology, critical theorists, including
feminists, made other contributions beyond the application of the analytical lens on
the data as described above. Critical ethnography has prompted the tradition to
undergo a crisis of purpose (Lincoln & Denzin, 2003). While recognizing that it is
often the academic researcher who benefits from the work, critical ethnography
encourages the movement towards research that serves those from whom the data is
collected, not just those who do the collecting. Member checking (sharing results

with research participants in order to ensure accuracy of the data) also serves the
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purpose of informing the community of the research results. This process element
was included in this research and was intended to be a means through which the
research participants benefit from the research. The role of the researcher in this
process will be discussed at the end of this chapter.

Quantitative Paradigm: The Health Care Provider Survey and the Theory of
Planned Behaviour

The tool for the quantitatifze component of the research was the questionnaire of
Cambodian health care providers who provide service to migrant garment factory
workers in Phnom Penh. The health care provider questionnaire is embedded within
the primary research question of the socio-ecologic context of HIV prevention for
garment factory workers. This quantitative portion of the study focuses on the
readiness of these Cambodian health care providers to assist migrant women with HIV
prevention through assessment of their HIV knowledge, attitudes and intentions to
take a sexual history. HIV knowledge and attitudes were measured through direct
questioning, using survey items that have been used with health care providers from
China for comparison purposes (Chen, Han, & Holzemer, 2004; Hesketh, Duo, Li, &
Tomkins, 2005). Intentions to take a sexual history were assessed using the constructs
of the Theory of Planned Behaviour, which are elaborated below.

The Theory of Planned Behaviour originated from the Theory of Reasoned Action
(Ajzen & Fishbein, 1977). Through the Theory of Reasoned Action, Ajzen and
Fishbein sought to understand the discrepancies between attitudes and behaviour.
These researchers soon recognized that behaviour was not entirely voluntary and they
further developed their theory to include perceived behavioural controls, as it

improved prediction of behavioural intention (Madden, Ellen, & Ajzen, 1992). The
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refined version of the theory was named the Theory of Planned Behaviour (TPB). The
TPB is among the most widely researched models of factors predicting intention
available and is considered a strong model for this purpose (Godin & Kok, 1996;
Armitage & Connor, 2001). The TPB uses three constructs to predict behavioural
intention: attitudes towards the behaviour, subjective norms defined as how much
social pressure is felt to perform the behaviour, and perceived behavioural control
(PBC) which is the control individuals perceive they have over the behaviour. PBC is
also thought to have direct effects on behaviour. Figure 2.3 illustrates relations among
the TPB constructs.

Figure 2.3: Theory of Planned Behaviour Constructs
(Aizen, 2006, used with permission )

Lopyright @ 2006 Teek Aizen

Intenton

Generalized intention and the three independent TPB constructs (attitudes,
subjective norms, and perceived behavioural controls) are assessed through several
survey items, each designed to focus on the related beliefs for that construct. A
regression analysis of these independent constructs assesses the contribution of these

constructs to the variability of intention. Intention is viewed as a proxy for behaviour,
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because behaviour is not always possible or convenient to measure, as was the case in
this study.

The TPB has been used in a number of diverse international studies related to HIV
prevention. For example, intention to use condoms has been examined in such groups
as youth from South Africa and the United States (Heeren, Jemmott, Mandeya, &
Tyler, 2007; Bryan, Kagee, & Broaddus, 2006; Boer & Mashamba, 2007), ethnic
minority communities in Amsterdam (Wiggers, de Wit, Gras, Coutinho, & van den
Hoek, 2003), Central American immigrant women (Salabarria-Pena, Lee,
Montgomery, Hopp, & Muralles, 2003), rural Ethiopians (Molla, Astrom, & Brehane,
2007), and heterosexual Swiss men (Gredig, Nideroest, & Parpan-Blaser, 2006). This
literature demonstrates that the constructs predicting intention to use condoms vary by
both culture and gender. Ethiopian adolescents’ motivation to learn about HIV has
been studied with TPB constructs (Hadera, Boer, & Kuiper, 2007), while teachers
have also been the focus of HIV prevention research utilizing the TPB in research on
intention to teach HIV/AIDS education (Burak, 1994) and intention for Tanzanian
teachers to use voluntary counselling and testing services (Kakoko, Astrom, Lugoe, &
Lie, 2006). This diverse group of studies illustrates the cultural relevance of TPB in
HIV prevention research across diverse cultural groups.

There are also numerous examples of health care provider studies using TPB.
Nurses’ beliefs and intentions have been the focus of TPB research regarding: the use
of assistive devices (Roelands, VanOost, Depoorter, Buysse, & Stevens, 2006),
counselling the relatives of a person with dementia (Roelands, VanOost, Depoorter, &

Verloo, 2005), the use of smoking cessation guidelines (Puffer & Rashidian, 2004),
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and recommending breastfeeding (Daneault, Beaudry, & Godin, 2004). Physician
studies have focussed on general practitioners’ and gynaecologists’ intention to
prescribe hormone therapy (Legare et al., 2005), anesthetists’ intentions to violate
safety guidelines (Beatty & Beatty, 2004), and obstetricians’ use of antibiotics
(Liabsuetrakul, Chongsuvivatwong, Lumbiganon, & Lindmark, 2003). Pharmacists
were represented in one TPB study assessing pharmacists’ intention to treat vaginal
yeast infections (Walker, Watson, Grimshaw, & Bond, 2004). Thus the TPB has been
used with a variety of health care providers (nurses, physicians and pharmacists),
assessing diverse types of behaviour, although there are no studies using the TPB to
examine HIV prevention behaviours among health care providers reported in the
literature.

In this wide variety of studies utilizing the TPB both in HIV prevention research
and in health care provider behavioural research, the constructs predicting intention
vary depending both on the behaviour and the population studied; no one construct
was a consistent predictor of intention to perform the behaviour under study. The
literature does demonstrate that TPB has been applied in cross cultural situations and
can be used to assess intentions of health care providers on a diverse set of behaviours.
While TPB has been used in many different cultural settings and with a variety of
languages (Francis et al., 2004), there is no indication that it has been used in
Cambodia. Furt