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Abstract
Within the last ten years HIV rates in Central Asia have more than quadrupled amongst
the general population. Labor migrants from the region who are working in Russia are
considered at high risk of HIV infection due to risky sexual practices . Similar behavior
has been documented among labor migrants in sub Saharan Africa. By reviewing
medical data and literature written by international health professionals in both regions, I
analyze the chain of sexual contact of labor migrants within female partners that
contribute to the spread of HIV from Russia to the general population within Central
Asia. I use Tajikistan as a case study. The findings of this study recommend that
existing behavior modification strategies need to recognize existing gender structures
when addressing at risk populations. They must also emphasize collaboration with
community religious leaders and civil society organizations to promote effective and
appropriate HIV/AIDS education efforts in order to curb the growing prevalence rates
among male labor migrants in Central Asia.
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Introduction

Male labor migrants worldwide have been found to be primary contributors to the
spread of HIV infection.1 However, prevention efforts have held their female sexual
partners accountable for enforcing safer sex measures. By comparing the HIV epidemic
in different global regions during the 1990s with that of the former Soviet Union of
present day, this study argues for the need for a re-evaluation of current HIV prevention
efforts amongst labor migrants and their female sexual partners in the nations of the
former USSR. The reason: while much of HIV/AIDS prevention literature addressing
vulnerable global regions advocate that female sexual partners should be held responsible
for promoting safer sex with male sex partners, the question arises whether women in
traditional cultures are an appropriate population to implement effective change as
opposed to their male sexual partners.
Studies have shown that male labor migrants from developing countries who are
working in low-wage labor dependent industrialized nations are contributing to increases
in HIV/AIDS rates. They are reported to practice risky sexual behavior while working
away from home by patronizing sex workers and not using of condoms.2 Upon returning
to their home countries epidemiologists fear that infected labor migrants will expose their
1

Quinn T., Population migration and the spread of types 1 and 2 human immunodeficiency virus. Proc
National Academy of Sciences, 91:2407–2414, 1994; 2009 AIDS Epidemic Update; Joint United Nations
Programme on HIV/AIDS (UNAIDS) and World Health Organization (WHO), Nov. 2009
2

Weine, S., et al, Unprotected Tajik Male Labor migrants in Moscow at Risk for HIV/AIDS, Journal of
Immigrant Minority Health, 10:461–468, Dec. 23, 2007
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wives and girlfriends to the virus, thus spreading HIV amongst the general population of
low prevalence countries. Much of the conventional wisdom espouses the need to
educate women to take responsibility for promoting safer sex measures with male sexual
partners. However, this study argues that due to structures of economy and gender in
overtly patriarchal cultures, women lack the ability to implement such changes with their
partners, and the more effective party to address would be the male partners.
This report uses the former Soviet republic of Tajikistan as a case study. The
nations of the former Soviet Union (FSU) are currently experiencing the proportionately
fastest growing rates of HIV infection in the world3, and Tajikistan is the poorest of the
former Soviet states, thus making it a country at increased vulnerability.4 Tajikistan
shares similarities with many of the states of sub Saharan Africa where HIV/AIDS
flourished during the 1990s: adverse economic conditions which result in large
populations of male labor migration; and the influence of traditional cultural and customs
which promote gender inequality that lead to increased vulnerability among females.5 To

3

UNAIDS/WHO Epidemiological Fact Sheet on HIV and AIDS, Uzbekistan, UNAIDS/WHO Working
Group on Global HIV/AIDS and STI Surveillance, Dec. 2008; UNAIDS/WHO Epidemiological Fact Sheet
on HIV and AIDS Core data on epidemiology and response, Tajikistan, 2008 Update, Dec., 2008;
WHO/UNAIDS Epidemiological Fact Sheet on HIV and AIDS Core data on epidemiology and response,
Kyrgyzstan, 2008 Update, Dec., 2008; ЮНЭЙДС, Кыргызстан, [UNAIDS, Kyrgyzstan factsheet]
http://www.unaids.org/ru/dataanalysis/monitoringcountryprogress/2010progressreportssubmittedbycountrie
s/file,57982,ru..pdf, cited 5/6/10
4

UNAIDS, 2008 report on the global aids epidemic. Geneva: Joint United Nations Programme on
HIV/AIDS, 2008
5 Pison G, Le Guenno B, Lagarde E, Enel C, Seck G. Seasonal migration: a risk factor for HIV in rural
Senegal. J AIDS, 6:196–200, 1993
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inform my study I analyze trends of HIV/AIDS infection among at-risk groups of labor migrants
and women of sub Saharan African nations.

This study is divided into two sections. In section one I question the effectiveness
of current HIV/AIDS prevention efforts in developing countries. While many
organizations target women to promote safer sex behaviors, I argue that men, and in
particular, labor migrants, are the more logical and appropriate audience to address. In
this section I analyze the chain of sexual contact between male labor migrants and the
two groups of female sex partners – commercial sex workers in the receiving country,
and wives and girlfriends in the sending country. I analyze how gender, economic, and
cultural structures increase vulnerability of infection.
In the second section I examine effective means to deliver HIV prevention
information to populations of at-risk labor migrants. These means are based on behavior
modification concepts rooted in social theory. I argue that the various structures that
increase HIV risk must be taken into consideration when designing and implementing
HIV/AIDS prevention strategies.
To evaluate the vulnerability that male Tajik labor migrants, their wives, and
commercial sex workers in Russia face my research is informed by reports and surveys
performed by UNICEF and UNAIDS during the last ten years. These surveys measure
attitudes and knowledge levels of Tajiks concerning HIV/AIDS. Data from Russia and
the Central Asian nations neighboring Tajikistan are also used. In order to evaluate
3

attitudes of labor migrants in Russia as well as in other regions I rely on journal articles
and reports. I rely on social theories of gender to understand issues of gender imbalance
and how this influences HIV/AIDS vulnerability. In particular, I use Connell‟s Theory of
Gender and Power and Wingood‟s and DiClemente‟s adaptation of the theory which
addresses women‟s vulnerability of HIV/AIDS. By using Connell‟s theory and the
adaptation, I evaluate the power differentials and gender roles that heighten women‟s
HIV risk in order to determine whether male labor migrants or their female partners are a
more appropriate population to target for HIV/AIDS prevention measures.
The study of the HIV/AIDS epidemic in the nations of the former USSR has been
limited. When evaluating future global regions at increased vulnerability to the
HIV/AIDS pandemic much can be learned from the similarities of the epidemic in sub
Saharan Africa during the 1990s and the FSU nations of the present. It is my hope that
this study will add to the conversation about Central Asia and the increased vulnerability
the region faces.

4

Migration and HIV

Transnational migration has been found to be a social factor that contributes to the
spread of HIV infection.6 Studies have shown that people who are more mobile or who
have recently lived in a number of different settings are at greater risk for HIV and other
sexually transmitted diseases (STDs) than people who remain in one location.7 This has
been noted in global areas most affected by the HIV/AIDS pandemic. Patterns of HIV
transmission among labor migrants have been noted in Africa where predominantly male
unemployed adolescents and adults leave their rural homes and families in search of work
in urban centers.8 Those nations in sub Saharan Africa whose economies depend on
migrant labor are those with the highest HIV prevalence rates. The mining industries of
South Africa and Botswana rely heavily on migrant labor, and these nations‟ HIV
prevalence rates in 2008 had reached seventeen percent and twenty-four percent
respectively. 9 In contrast to this, other sub Saharan African states whose economies do

6

Decosas, J., Adrien, A., Migration and HIV, AIDS 1997, 11(supplement A):S77–S84, 1997

7

Mbizvo, M., et al., HIV seroincidence and correlates of seroconversion in a cohort of male factory workers
in Harare, Zimbabwe. AIDS, 10:895–901, 1996
8

Udoh, I., Mantell, J., Sandfort,T., Eighmy, M., Potential pathways to HIV/AIDS transmission in the Niger
Delta of Nigeria: poverty , migration and commercial sex, AIDS Care, Vol. 21, No. 5, May, 2009
9

UNAIDS, South Africa fact sheet,
http://www.unaids.org/en/CountryResponses/Countries/south_africa.asp, cited 1/8/11; UNAIDS, Botswana
fact sheet, http://www.unaids.org/en/CountryResponses/Countries/botswana.asp, cited 1/8/11

5

not rely on labor migrants have much lower rates, such as Senegal with a rate of one
percent, 10 and Uganda with a rate of five percent. 11
The primary route of infection for labor migrants stems from unsafe sexual
behavior of labor migrants. Labor migrants worldwide are reported to routinely employ
commercial sex workers. Studies suggest that men who are more spatially mobile are
more likely than other men to purchase sex.12 Studies from different regions have found
that condom use among laborers having sex with sex workers is low.2 The nature of
migrant labor fosters an atmosphere that can encourage increased risky sexual behavior.
Labor migration entails long periods of separation from families and wives, and this
separation can encourage sexual behavior with other partners. Multiple concurrent
partnerships have been found to be high amongst male labor migrants, and have also been
found to increase chances of HIV infection.13 Studies have suggested that the rapid
spread of HIV in sub Saharan Africa during the 1990s is attributable in part to concurrent
partnerships between male workers and female sex workers, wives and girlfriends.14

10

UNAIDS, Senegal fact sheet, http://www.unaids.org/en/CountryResponses/Countries/senegal.asp, cited
3/30/11
11

UNAIDS, Uganda fact sheet, http://www.unaids.org/en/CountryResponses/Countries/uganda.asp, cited
3/18/11
12

Lowndes, C., et al.,West Africa HIV/AIDS epidemiology and response synthesis: implications for
prevention, Washington, DC, World Bank, 2008
13

Khobotlo, M., et al., Lesotho: HIV prevention response and modes of transmission analysis, Maseru,
Lesotho National AIDS Commission, 2009
14

Smith, D., Modern Marriage, Men‟s Extramarital Sex, and HIV Risk in Southeastern Nigeria, American
Journal of Public Health 997-1005, Vol. 97, No. 6, June, 2007
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Epidemiologists have observed that circular migration provides opportunities for
the transnational spread of HIV.15 The nature of the trans-national labor migration
experience contributes to the spread of HIV in two ways: geographically, and as a means
of transmitting the virus beyond the confines of high-risk populations. The majority of
labor migrants practice circular migration, in which they return to their sending countries
repeatedly after a few weeks or months. In sub Saharan Africa the circular migration of
laborers has provided a means for HIV to spread from the migrant receiving nations of
South Africa and Botswana, to the migrant sending nations of neighboring Zimbabwe
and Tanzania.
In summary, labor migrants are a “bridge” population that spread HIV beyond the
confines of isolated at-risk groups to the general population. The term „bridging‟ refers
to a population who practices sex with both high-risk and low-risk partners, thus making
it possible to transmit the virus across different risk behavior subpopulations.16 The
greatest risk involves the spread of infection beyond isolated groups where infection
tends to remain contained, to the general population where rates remain low.17 Infected
wives may then also pass the virus on to infants through childbirth and breastfeeding. If

15

Godinho, J., Reversing the Tide: Priorities for HIV/AIDS Prevention in Central Asia, World Bank
Working Papers, World Bank Publication, 2005
16

De Jarlais, A., Padian, N., Strategies for universalistic and targeted HIV prevention, Journal of Acquired
Immune Deficiency Syndromes and Human Retrovirology, 16, 127-136, 1997
17

Mtika , M., Political economy, labor migration, and the AIDS epidemic in rural Malawi, Social Science
& Medicine 64, 2454–2463, 2007
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a wife or girlfriend is involved in concurrent relationship, she may infect her sexual
partner, thus furthering the spread of HIV within the general population of the sending
country.

8

Women at Increased Risk of HIV Exposure
The role of women in transmission of infection is key. While male labor migrants
serve as the bridge group that transmits infection across geographical and social barriers,
females complete the chain of sexual relations that provide channels in which HIV
infection can spread. Female sex workers in guest countries are often the origin point of
infection, and long term sexual partners – wives and girlfriends - in the sending countries
are the receivers of infection.
Trends of the HIV/AIDS global pandemic show that women are becoming more
vulnerable to HIV/AIDS infection than men. In South Africa the prevalence of HIV
infection among women attending antenatal clinics increased from 0.76 percent in 1990
to 24.5 percent in 2000.18 Social and cultural norms which allow for male dominance of
females can be attributed to this increased risk. While men can make a conscious choice
whether to engage in sex without a condom, women in traditional societies and cultures
are often prevented from negotiating sexual encounters with male sexual partners.
Cultural and social norms often preclude women from implementing safer sex practices.19
These norms often prevent wives from openly discussing subjects of contraceptive use
and sexual health with their husbands. Studies of wives in South Africa and India show

18

Department of Health, South Africa, National HIV and Syphilis Sero-Prevalence Survey of women
attending Public Antenatal Clinics in South Africa, Pretoria, South Africa: Department of Health, 2000
19

Jewkes, R., Abrahams, N., The epidemiology of rape and sexual coercion in South Africa: an overview,
Social Science and Medicine, Vol. 55, Issue 7, Pp. 1231-1244, Oct., 2002
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that they possess little agency when it comes to negotiating condom use.20 As a result,
wives and girlfriends of labor migrants have few options in protecting themselves from
HIV infection.
Because of this gender imbalance, the risk of HIV can be as great within marriage
as it is outside of marriage. Data from global sources suggest that married women‟s
greatest risk of contracting HIV is through sexual intercourse with their husbands.21
Other studies propose that long term relationship increases a wife‟s risk of infection.22
When comparing the two female groups, Russian female sex workers have a
greater degree of agency than the Tajik wives of labor migrants in negotiating whether a
condom will be used during sex. Until an arrangement is agreed upon a sex worker
maintains this agency; after an arrangement is negotiated, the female sex worker usually
forfeits this control. At this point sex workers may have as little agency as Tajik
housewives.

20

Boer, H., Mashamba, M., Gender power imbalance and differential psychosocial correlates of intended
condom use among male and female adolescents from Venda, South Africa. British Journal of Health
Psychology, 12, 51–63, 2007; Sri Krishnan, A., Hendriksen, E., Vallabhaneni, S., Johnson, S., Raminani,
S., Kumarasamy, N., Safren, S. , Sexual behaviors of individuals with HIV living in South India: A
qualitative study, AIDS Education and Prevention, 19, 334–345, 2007
21

Glynn, J., et al., HIV Risk in Relation to Marriage in Areas With High Prevalence of HIV Infection,
Journal of Acquired Immune Deficiency Syndromes 33: 526–535, 2003
22

Carpenter, L., Kamali, A., Ruberantwari, A., Malamba, S., Whitworth, J., Rates of HIV-1 transmission
within marriage in rural Uganda in relation to the HIV sero-status of the partners, AIDS, Vol. 13, Issue 9,
1083-1089, June 18, 1999
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While the topic of gender inequality is generally accepted by global health care
advocates as a barrier to promoting safer sex practices in developing nations, many
studies still promote placing the responsibility of instigating these measures on the female
sexual partner. Much of the literature addressing the reduction of HIV/AIDS in
developing nations often proposes the need to curb HIV infection by encouraging women
to be proactive in safer sex practices with their sexual partners. Essays and reports have
emphasized the importance of educating women about the necessity for encouraging their
male partners to use condoms during sexual partnering.23 Much of this information is
intended for female audiences in developing nations where cultures and societies are
deeply rooted in male dominated gender norms. Literature reporting on countries where
social norms grant females little agency for voicing condom use, such as Afghanistan
where patriarchy is strictly adhered to, support this view.24
The need for educating women in developing countries about the risks of HIV
infection is great. According to the 2010 UNAIDS Global Report, “The consequences of
gender inequalities in terms of low socio-economic and political status, unequal access to
education . . . add(s) to the greater biological vulnerability of women and girls being

23

Pei, B., Jiang, X., Ye, X., Xu, G., Knowledge, attitude and behaviors among female sex workers in
Shanghai China, BMC Public Health, Vol. 10, Article 377, 2010
24

Todd, C., et al., HIV, hepatitis B, and hepatitis C prevalence and associated risk behaviors among female
sex workers in three Afghan cities, AIDS, 24 (suppl 2):S69–S75, 2010
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infected with HIV.”25 Education and awareness are the most important methods in
curbing the spread of HIV which, for the most part, is preventable. Education and
awareness of safer sex procedures can protect females from infection. However, studies
relying on established models of health behavior modification purport that behavior can
only be effective in environments where the targeted parties possess the self-efficacy to
act upon such education. Worth points out in a 1989 article that the ability for women to
implement safer sexual practices is dependent upon certain pre-existing conditions such
as relative sexual equality.26
The argument that women are only as effective in promoting safer sex with their
male sexual partners as the extent to which their cultures empower them can serve as
further justification for the much agreed-upon necessity for increasing HIV education
efforts not only among females but among their male sexual partners as well. In the case
of developing nations which rely on migrant labor, male labor migrants would be a
logical target population. Targeting male labor migrants would place the responsibility
on men who are already predisposed to make decisions concerning sexual practices with
female sexual partners.

25

UNAIDS Report on the Global AIDS Epidemic, 2010, Joint United Nations Programme on HIV/AIDS
(UNAIDS), 2010
26

Worth, D., Sexual Decision-Making and AIDS – Why Condom Promotion Among Vulnerable Women is
Likely to Fail, Studies in Family Planning, Vol. 20, Issue: 6, Pp. 297-307, Nov. – Dec., 1989
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First and Second Waves of the HIV Pandemic
During the late 1980s and through the 1990s many states within sub Saharan
Africa were adversely affected by the HIV/AIDS epidemic. During the 2000s prevalence
rates among sub Saharan African states appear to have stabilized. The epidemics in
Zimbabwe and other sub-regions have either reached, or are approaching, a plateau.27
According to the Mozambique Health Ministry, the HIV prevalence rate in that country
has dropped from 16 to 15 per cent among the adult population in 2007.28 One reason for
this drop can be attributed to the success of anti-retroviral treatment slowing infection
proliferation. While the number of infections being reported is equaling the number of
deaths, this is a change from the exponential increases witnessed during the 1990s.
As the rate of infection appears to be stabilizing in Africa, numbers in other world
regions continue to increase. One region where numbers are rising quickly is Eurasia.
Epidemiologists have labeled the current increase of HIV rates in China, India, and the
former Soviet Union as the second wave of the global pandemic. According to a
National Intelligence Council report, “The next wave of the HIV/AIDS epidemic appears
to be in India, China and the former Soviet Republics that are the areas of the world

27

28

UNAIDS, WHO, AIDS epidemic update: December 2007, Geneva: UNAIDS, 2007
AllAfrica.com, http://allafrica.com/stories/200912020772.html, cited 10/9/10
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where the epidemic is most rapidly expanding.”29 Other reports confirm that the
epidemic will shift from Africa to Eurasia over the coming generation.30
Of the regions in Eurasia, the nations of the Former Soviet Union (FSU) are
experiencing the fastest growing rate of HIV infection. UNAIDS/WHO reports from the
region confirm that the central Asian nations of the FSU have surpassed Africa in
growing prevalence rates.3 The most populous nation of the FSU, Russia, has
experienced a doubling of infection cases between 2001 and 2007 and has achieved a
generalized prevalence rate of 1.1 percent within the adult population.31 The fourteen
other nations of the FSU have seen rapid growth of infection rates among their
populations since the collapse of the USSR in 1991. The sharing of contaminated
needles through IV drug use has been a primary transmitter of HIV, and until recently the
virus was contained within at-risk groups.
However, in recent years the nature of the epidemic in the FSU nations has
evolved. The number of new HIV cases among IV drug users has decreased from 96
percent in 2000 to 64 percent in 200732, suggesting that other modes of transmission, such

29

National Intelligence Council, The Next Wave of HIV/AIDS: Nigeria, Ethiopia, Russia, India and China,
ICA 2002–04D, Sept., 2002
30

Eberstadt, N., The Future of AIDS, Foreign Affairs, 00157120, Vol. 81, Issue 6, Nov./Dec., 2002

31

UNAIDS Report on the Global AIDS Epidemic, 2010, Joint United Nations Programme on HIV/AIDS
(UNAIDS), 2010
32

Национальный доклад Россию Федерации о ходе выполнения Декларации о приверженности делу
борьбы с ВИЧ / СПИДом [Country Progress Report of the Russian Federation on the Implementation of
the Declaration of Commitment on HIV/AIDS], Ministry of Health and Social Development of the Russian
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as sex, are on the rise. The increase of females in the region becoming infected supports
this assumption. In 2000, Russian women comprised 20.6 percent of new infections; in
2007, the proportion had grown to 44 percent.32 This increase reflects trends witnessed in
other global regions, such as sub Saharan Africa.
Similarities between First and Second Wave Regions
The pandemic spread of HIV globally has revealed that regional epidemics can
take on distinct forms. In the former FSU nations widespread IV drug use was initially a
primary channel of transmission, in contrast to Africa where heterosexual contact spread
infection.
Despite initial differences, as well as geographic and cultural variations, there are
also important structural similarities between the epidemics in these two regions. These
similarities have been key to contributing to the spread of HIV infection in both areas:
one is economic conditions; the other is gender relations. In both contexts the growth of
migrant labor populations coupled with social and cultural norms which favor men have
contributed to shaping environments where HIV infection can flourish.

Federation, 2008, http://data.unaids.org/pub/Report/2008/russia_2008_country_progress_report_ru.pdf,
cited 9/14/10
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Economic Similarities
The regions of sub Saharan Africa and the former Soviet Union have experienced
long histories of economic, political, and social turmoil. Both areas have shared similar
pasts in which foreign governments have colonized the regions, inflicting economic,
political, and social constraints which have proved detrimental to regional development.
The current poverty and turmoil of sub-Saharan African states can be partly attributed to
the history of the colonizing Western European powers much in the same way the present
troubles experienced in Central Asia is the result of twentieth century Soviet domination.
The sudden transition from inter-dependence to self-reliant sovereignty that
African states and those of the FSU experienced led to adverse economic, social, and
political conditions for most countries. However, in these same regions a few resourcerich countries were more fortunate, and they experienced a growth in their economies. As
a result wide economic disparities can be found among neighboring nations of Africa and
the FSU. South Africa and Namibia are considered the most developed countries in sub
Saharan Africa with strong infrastructures similar to Russia which has experienced an
economic boom in recent years, and these countries are within close geographic
proximity to economically challenged nations. Industrialized South Africa is adjacent to
the struggling nations of Mozambique and Zambia, while Russia is situated in close
proximity to the poorest nations of the FSU in Central Asia. This disparity has resulted

16

in push-pull conditions which encourage large scale mobile population movement.33 The
South African mining industry depends on migrant labor from bordering developing
nations much in the same way that Russia‟s recent building boom relies on the
economically unstable nations of Central Asia for cheap manpower. The South African
mining industry employs an estimated quarter million migrants. Likewise, in Russia the
labor migrant population is huge, ranging from an estimated 4.5 million to 12 million.34
According to Konstantin Romondanovsky, head of Russia‟s Federal Migration Service,
14.22 million foreigners entered Russian in 2007 with the intent of finding work.35 An
estimated eighty percent of those seeking work originate from FSU nations. 36
The large migrant populations create an environment where HIV infection can
spread quickly. Large numbers of under-skilled, poorly paid men contribute to
environments where commercial sex work and alcoholism thrive. Labor migrants from
economically depressed nations often come from rural regions where knowledge of
HIV/AIDS is low. Living and working conditions for workers in both regions are
reported to be stressful and often dangerous. The geographic proximity of relatively
33

UNAIDS Country Situation Analysis, 2008, Mozambique,
http://data.unaids.org/pub/FactSheet/2008/sa08_moz_en.pdf, cited 11/5/10; UNAIDS Country Situation
Analysis, 2008, Zambia, http://data.unaids.org/pub/FactSheet/2008/sa08_zam_en.pdf, cited 11/3/10
34

Cейчас на территории России находится 4.5 миллиона, Русские газета, No. 151, August 14, 2009,
[Presently on Russian territory are situated 4.5 million]; От редакции: Кризис и миграция, Vedomosti,
No. 207, October 31, 2008 [From the editors: Crisis and migration]
35

Petrov, D., 800 тысяч Поуехавших, Trud, No. 86, May 18, 2009, [800 thousand Visitors], cited 4/2/11

36

Sergeev, M., Россия - магнит для мигрантов, нezavisimaia gazeta, p. 6, 3/21/08, [Russia – magnet for
migrants]
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richer nations provides opportunities for migrants to return to their homes on a regular
basis, allowing for HIV to spread trans-nationally. While conventional wisdom purports
that poverty is the root cause for the huge increase of HIV in developing nations, some
health experts assert that a primary cause is the wide disparity of economies which
promote large mobile population movement.37
The FSU and sub-Saharan Africa are not the only global regions where the close
proximity of rich and poor nations creates conditions that support large scale mobile
labor populations. In North America ten percent of the Mexican population migrates to
the United States in search of employment. However, the conditions that encourage the
spread of HIV infection in North America are much different than those of other global
areas. In comparison to Russia and South Africa where HIV prevalence rates have
reached 1 percent and 18 percent respectively, the prevalence rate in the United States
remains relatively low at 0.6 percent. This low rate may be attributed to the fact that the
U.S. was one of the first nations to experience the pandemic, and thus has had the time to
implement successful prevention measures. In addition, the American public health
structure is much more developed in comparison to those of South Africa and Russia, and
is able to provide treatment, testing, and education for STDs.

37

Gupta, G., Parkhurst, J., Ogden, J., Aggleton, P., Mahal, A., HIV prevention 4 - Structural approaches to
HIV prevention, www.thelancet.com, Vol. 372, August 30, 2008
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Gender Structure Similarities
Along with migrant populations, regions of the FSU and sub-Saharan Africa share
similarities in the structures of gender relations. Former Soviet Central Asia and many
states of sub-Saharan Africa are influenced heavily by social, religious, and cultural
norms which favor male dominant roles. Studies reveal that women play subservient
roles in much of sub Saharan Africa.38 This is similar to the culture and society of
Central Asia. According to a 2001 Human Rights Watch report, “Uzbek women report
an increase in societal pressure to marry earlier, assume sole responsibility for household
and childcare duties, and adhere to more traditional Islamic customs and dress.”39
Rural areas of both regions tend to remain culturally and socially more traditional
in comparison to urban areas. Rural areas also provide less educational and economic
opportunities for girls and women, thus making them more dependent on males. Surveys
reveal lower levels of awareness and knowledge of gender and health related information
in comparison to urban centers.40 A lack of communication networks in rural regions

38

MacPhail, C., Campbell, C., I think condoms are good but, aai, I hate those things': condom use among
adolescents and young people in a Southern African township, Social Science & Medicine, Vol. 52, Issue:
11, pp: 1613-1627, 2001
39

2001 Human Rights Watch: Uzbekistan, http://www.hrw.org/en/news/2001/07/09/uzbekistan-turns-itsback-battered-women, cited 12/10/10
40

Детский Фонд ООН, Мульти Индикаторное Кластерное Исследование, Tajikистан, 2005 [UNICEF
MICS 3, Tajikistan,2005], http://www.childinfo.org/files/MICS3_Tajikistan_FinalReport_2005_Eng.pdf,
cited 8/28/10; Детский Фонд ООН, Мульти Индикаторное Кластерное Исследование, Кыргызстан,
2006 [UNICEF MICS 3, Kyrgyzstan, 2006],http://www.childinfo.org/files/MICS3_ Kyrgyzstan
_FinalReport_2006_Eng.pdf, cited 8/28/10; Детский Фонд ООН, Мульти Индикаторное Кластерное
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contributes to the dearth of information for women about sexual health issues. Marriage
is encouraged at an early age, and this puts young women at increased dependence on
their husbands. These factors decrease opportunities where women can make informed
decisions, let alone make any decisions, concerning sexual partnering to protect
themselves from HIV infection.

Исследование, Узбекистан, 2006 [UNICEF MICS 3, Uzbekistan, 2006],
http://www.childinfo.org/files/MICS3_ Uzbekistan _FinalReport_2006_Eng.pdf, cited 8/28/10
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The Inability of Women to Take Control, and Why Men Need to be Addressed
With the progression of the global pandemic, rates of infection are increasing
among women. Central Asia is experiencing these trends as well. In Uzbekistan, the
most populous of the Central Asian nations, rates increased from under five hundred
infections among women in 2001 to an estimated 4,600 six years later.3 In some regions
numbers of infected women are surpassing those of men. According to the AIDS
organization Avert, “as the infection rate has increased over the years, the number of
women living with HIV and AIDS (in sub Saharan Africa) has overtaken and remained
higher than the number of infected men.” 41 While many international health specialists
concede the fact that women are at increasing risk, many studies and reports place an
expectation on women to be the decision makers in encouraging safer sex practices with
their male sexual partners. A 2002 Uzbek Ministry of Health report states that, “Health
education campaigns and materials should include messages designed to encourage
women to be proactive in negotiating condom use with their sexual partners in order to
protect their own health.”42 Much of the literature advocating safer sex measures
amongst commercial sex workers often makes the assumption that sex workers are able
to maintain control and power with male clients during sexual transactions. Studies
41
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analyzing violence towards sex workers refute this notion, citing that while it may be a
lucrative profession, it is one whereby sex workers surrender personal control to clients.43
When analyzing the chain of sexual partnering that spreads HIV infection from
guest country to home country through male labor populations, the vulnerability of
female sexual partners in both nations must be considered. Young wives in sending
countries are not the only sexual partners at risk. Studies have found that commercial sex
workers in Russian cities have little agency in negotiating safe sex practices.44
In order to develop an effective strategy of promoting safer sex measures to
counter the rising infection rates in regions such as the FSU and sub Saharan Africa, it is
important to recognize the fact that men are the primary decision makers when it comes
to negotiating sex with women. This is true amongst male labor migrants. By examining
the economic, cultural, and social situations in the greatest at-risk nation of the FSU it is
possible to understand the degree to which male migrant population movement and
gender inequality play in the continuing rise of HIV infection rates, much in the same
manner as these factors played in Africa during the height of the HIV/AIDS crisis in that
region. More importantly, a study of the most vulnerable populations in the FSU can
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offer insight into gender relations to understand who should be addressed to ensure an
effective method of implementing safer sex prevention campaigns.
Of the fifteen former Soviet Republics, the Central Asian nation of Tajikistan
appears to share the most similarities with those of sub Saharan Africa in terms of
economic, social, and cultural norms, and thus provides an appropriate environment to
analyze. Tajikistan is the poorest nation of the FSU. It also has the greatest per capita
migrant labor population working outside its borders. Statistics have found Tajik culture
and society to be the most conservative and traditional within former Soviet Central
Asia.40 By examining these two factors Tajikistan can provide a good insight into how
male migration patterns, along with traditional values of male-female relations, influence
regional HIV infection trends. These factors can reveal differences in vulnerability to
infection between males and females. By evaluating these it is possible to deduce what
roles men and women may play in successfully curbing increasing HIV infection rates,
and who is a better audience to target in order to implement successful, effective,
consistent behavior modification measures.
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Tajikistan as a Case Study
Of the estimated 12 million migrants working in Russia, a reported half million
Tajiks work in Russia.45 Other sources report numbers of 600,000 to one million.46 This
is roughly 12 to 16 percent of the Tajik adult population who leave the country every year
to seek seasonal work or to work abroad for a couple of years. The majority of labor
migrants seek work in cities. In 2006 16 percent of documented workers lived in
Moscow, and another 14 percent in the surrounding Moscow districts.47 An estimated
one million migrants live and work in Moscow.48
A majority of migrants are undocumented, and their population size is difficult to
verify, as numbers reported vary greatly. While size is questionable, recent data show
45
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that the number of foreign workers is growing. The number of Tajiks seeking work in
Russia has increased three-fold between 2002 and 2008.49
Official number of Tajik Laborers in Russia 2002 – 2008

Tajikistan

2002

2004

2006

2008

5,346

4,717

6,523

20,717

Russian Federation Federal Service on Government Statistics ,

2009

As with other FSU nations, economic disparity is driving much of this increase. The
sudden collapse of the USSR in 1991 left Central Asian nations scrambling to transition
to the status of independent sovereign states. Of the Central Asian nations Tajikistan has
faced the greatest difficulty. The nation‟s declining economic environment has resulted
in rising unemployment and decreasing wages. Tajikistan has the lowest per capita gross
domestic product among the fifteen former Soviet republics.50 Throughout the 1990s,
unemployment in Tajikistan reached over 30 percent. The monthly salary averaged
around $8-11, with over 67 percent of the workforce employed in the agricultural
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sector.51 Tajikistan's economic situation remains fragile due to uneven implementation of
structural reforms, corruption, weak governance, and the external debt burden. A civil
war from 1993 to 1997 disrupted the nation‟s public infrastructures, and the nation is still
recovering from the turmoil. As of 2009 fifty three percent of the population lived below
the poverty line.50 Most labor migrants in Russia are from the poorest rural mountainous
regions of Tajikistan.52 The lack of employment opportunities in Tajikistan has given rise
to the large migrant labor population who support their families in Tajikistan with
remittances.53 Sources state that remittances comprise up to 46 percent of Tajikistan‟s
GDP.54
The 2002 survey of Tajik labor migrants reported that 85 percent were male.55
Over half are between 18 and 35 years old, with approximately 24 percent of labor
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migrants under the age of 25. The mean age is reported to be 35.4 years. 56 Reports state
the percentage of those married is 68 percent57, while other studies report that it may be
closer to 80 percent.56 These demographics match those of other global migrant labor
groups, with the exception that Tajik labor migrants are more likely to have received a
secondary level education than other groups. The majority of migrants seeking work in
Russia go to large cities which offer the greatest opportunities for unskilled work. An
estimated 31 percent of labor migrants work in construction, while 24 percent work in
trade and sales.58
Despite their numbers and economic importance, labor migrants often face harsh
and sometimes dangerous living and working conditions. Labor migrants living in
foreign cities face discrimination, harassment, and exploitation from host nationals.59
They also experience isolation and alienation. While Tajik workers are better educated in
comparison to other global migrant groups, the disruption of Tajik educational structures
during the civil war has often limited workers‟ educational opportunities. With the
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collapse of the USSR and the replacement of Russian with Tajik as the official national
language, public schools in Tajikistan discontinued teaching Russian to youth.

The civil

war during the 1990s as well disrupted educational systems. The consequences of this
are workers inability to communicate effectively and utilize acquired work skills when
living in an alien environment.
In addition to a myriad of issues, Tajiks face a lack of medical support while in
Russia, and labor migrants are at increased susceptibility to health problems.60 Many
return to their home countries with far worse health than when they departed, a result of
harsh living and working conditions.61 Globally, migrants are at increased risk of
contracting communicable diseases due to lack of health care services and poor living
and working conditions. Rates of tuberculosis and sexually transmitted diseases are
higher amongst labor migrants in South Africa than in the general population.62 The
public infrastructures of sending countries are often ill equipped to handle migrants who
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return home. The Tajik public health system is inadequately prepared to address rising
rates of HIV/AIDS among returning labor migrants.63
To complicate living and working conditions is a lack of legal registration for a
majority of Tajik workers in Russia. Ninety percent of labor migrants in Russia are
estimated to be unregistered.64 Russian government laws and policies pertaining to migration
and employment for foreigners are generally complex and have changed frequently in
recent years. The application is cumbersome and expensive for migrants. All foreigners
arriving in Russia for a stay of more than 90 days must register with the Federal
Migration Service within three business days of their arrival in Russia. Migrants must
apply for a work permit.65 A long term work permit requires medical documents,
including tests for HIV status and tuberculosis. If a migrant is caught having failed to
register and submit these documents, steep fines will be incurred. If a migrant is found to
be positive for HIV or tuberculosis during examinations for health documents, he/she will
be deported.
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In 2007 the Russian government attempted to simplify the registration process.
However, legislation included the expanding of a quota systems imposed to control the
number of migrants. The quota numbers change, reflecting upon the state of the Russian
economy. With the downturn of the global economy in 2008, the government ordered a
50 percent reduction of quota allowances.
Without official documentation, both Russian employers and labor migrants are
forced to establish informal contracts. Over 65 percent of employment agreements among
Tajik migrants in Russia are brokered without any written contract.66 Among them, only
one-third have legal employment authorization in Russia.
Unlike legal migrants and citizens, millions of unregistered workers are not able
to lobby for better working conditions or social protection.67 Their unregistered status
puts them at greater risk of marginalization due to lack of legal representation or social
and medical support.68 They are also often at the mercy of employers. For example,
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more than half of unregistered Kyrgyz workers surveyed for a recent International
Organization of Migration report claimed being forced to work overtime by employers.69
While Tajiks face a number of obstacles as labor migrants, they may have
resources in larger cities with established Tajik communities. Tajik diaspora groups often
help with negotiating issues between police and employers. These groups offer services
such as mediating nonpayment of services between workers and employers. Sometimes
diaspora groups work in association with non-governmental associations to redress
issues. The organization „Fund Tajikistan/Migration and Law‟ in Moscow is the most
active and best known among labor migrants from Central Asia.59
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HIV Risk Factors of Tajik Labor Migrants
The unregistered status of the majority of Tajiks working in Russia prevents most
of them from accessing health and social services. This lack of access has been found to
contribute to an increase of sexually transmitted infections, which independently increase
susceptibility to HIV. Tajik labor migrants in Russia have been found to be at increased
risk of HIV infection.70 According to the 2008 MAP report, 56 percent of registered cases of
HIV in Tajikistan were transnational labor migrants.71 There are four primary factors that
can be attributed to this increased vulnerability: patronage of sex workers; demographic
make-up of Tajik labor migrants; low knowledge of HIV/AIDS risk; and marginalization
that they face in Russia. The following analyzes these factors in greater detail.
Patronage of commercial sex workers: Studies have shown that large numbers of
Tajik migrants are patronizing sex workers while working in Moscow and not using
condoms.2 A 2010 study by Amirkhanian about Central Asian labor migrants in St.
Petersburg revealed that 60 percent of migrants reported sex with multiple partners or
commercial partners – sex workers – during the previous three months. 72 The mean
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number of commercial partners in that time frame was 3.5. Labor migrants will
sometimes hire one or two sex workers for an evening to provide sexual services for ten
to 15 men.2 Because of the small amount of money that labor migrants are paid, the
women they hire are usually those who charge the lowest prices, and are of the lowest
stratum of sex workers. They are usually Russian, having relocated from poorer rural
regions. They too will be less likely to have access to health care services, and as a result
will more likely be untreated for STDs. The national HIV/AIDS prevalence estimate for
sex workers in 2007 was 15.6 percent, with rates again varying by location.73
This frequent patronage of sex workers by labor migrants is common globally.
However, Tajik labor migrants in Russia are more vulnerable than many other global
groups because of the current status of Russia and the nations of Central Asia as having
the fastest growing rates of HIV infection in the world.27 Between 2001 and 2007 the
number of persons infected with HIV in Russia more than doubled, and has reached a
generalized prevalence rate of 1.1 percent.3 Other STDs which help facilitate the
contraction of HIV are also on the rise.74 While the government of Tajikistan reports low
rates measuring 0.3 percent, the nation has experienced exponential increases in the
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number of estimated infections.3 UNAIDS and the Global Fund report that as of 2008 the
estimated number of adults living with HIV or AIDS in Tajikistan was 10,000. 75 In 2001
this number was 2,500, indicating a four-fold increase within six years.
Low knowledge of HIV/AIDS: Another factor that exacerbates risk for Tajik labor
migrants is low knowledge levels of HIV/AIDS among the general population. When
compared with knowledge levels of neighboring Central Asian populations, Tajik citizens
rank the lowest. While the 2006 UNICEF Multiple Indicator Cluster Surveys (MICS)
reports performed in Uzbekistan and Kyrgyzstan found that households who had heard of
HIV and AIDS to be ninety percent or more, the 2005 Tajik MICS found the number to
be 42 percent.40 Only 23 percent of women aged 15-19 had heard of AIDS. Surveys of
Tajik teenagers also show low rates of knowledge. A 2006 Student Health Survey for
Tajikistan sponsored by UNICEF and the WHO found that among 13-15 year old
respondents, less than four percent correctly answered five questions about HIV
transmission vectors.76 Thus, while knowledge of the existence of HIV is low, knowledge
about preventative measures is very low, especially among adolescents.
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Low knowledge about HIV risk has also been found among Tajik migrants
returning home.77 This is confirmed by the Weine study of Tajik migrants in Moscow
that found Tajiks had little or no knowledge of HIV risk they faced by patronizing sex
workers. 2 Younger migrants in particular have little or no knowledge of HIV/AIDS. One
interviewee stated, „„I do not know. I did not think about it.‟‟ Another reported, „„Most of
us are very young. I am 20 years old. We need information.‟‟
Youth and gender as risk factors: The demographic make-up of Tajik labor
migrants matches those of migrant populations worldwide, and this make-up – young and
male - is found to be at the greatest risk of HIV infection. Of the HIV cases registered in
Tajikistan in 2008, 85 percent were male, and 42 percent were among people 29 or
younger.71 These high rates among youth have been found in other Central Asian nations.
In neighboring Uzbekistan 64 percent of the cumulative HIV cases have been among
people aged 34 or younger78, and in Kyrgyzstan 57 percent of all cases are in those
younger than 30.79
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A steep rise in migration levels has been observed among two age groups in
Tajikistan, those between 20 – 29, and those between 40 – 49. 80 The younger group
consists of a higher number of single men who are migrating to raise money in order to
marry, build a house, and prepare to raise a family. The characteristics of this group put
them at increased risk. Young males are sexually adventuresome. Loneliness and the
inability to form mature female relationships may drive men to patronize sex workers.
Young migrants who are removed from their environment are no longer answerable to
traditional customs that bind them at home. Being outside of the social confines of home
allows a freedom to practice behavior that would otherwise be unacceptable at home.
Marginalization: Migrants in Russia, the majority of who come from the southern
Caususus and Central Asia, are at increased risk of marginalization due to ethnic and
cultural differences. Since the collapse of the Soviet Union, Russia has experienced a
rapid increase of xenophobia. In 1990, 52 percent of the Russian population condemned
any expressions of ethnic phobias; by 2004, 68 percent reported negative attitudes
towards ethnic immigrants.81 A 2009 survey found that one out of four Muscovites holds
negative feelings towards labor migrants.82 Migrants report abuse by skinhead groups,
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and harassment by Russian police.83 In addition, Tajiks are at increased disadvantage for
working in Russia because of a lack of skills, both employment and language. The lack
of Russian language abilities, along with job related skills, put Tajik migrants at
increased vulnerability for two reasons: a lack of language skills will create a
communication barrier to social service outreach networks in Russia. These hindrances
limit Tajik workers to the least skilled of job opportunities in Russia, primarily on
construction sites.
Feelings of marginalization among individuals have been found to contribute to
increased risky sexual behavior. Studies suggest that self efficacy – the ability to
determine and control circumstances of one‟s surroundings – is a determinant of health
related behavior. If an individual feels powerless to affect external conditions, he or she
tends to become fatalistic, and behavior and actions tend to grow risky and reckless. One
behavior associated with rates of self efficacy was condom use. 84 Low self efficacy has
been found to discourage condom use. The dangerous working conditions of migrant
miners in South Africa have also been linked to increased incidents of unprotected sex
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with commercial sex workers.85 Similar attitudes of powerlessness as the result of
unpleasant working and living conditions is noted in the Weine study of Tajik
construction workers in Moscow.2 The study quotes a Tajik worker as saying, „„Even, if
labor migrants . . . worry about getting HIV, what can we do? We can not do much about
it.‟‟
Tajik Workers as a Bridging Group
The practice of circular migration as a mode of transmission in Africa is
comparable to that of the FSU. Patterns of HIV transmission have been noted in Africa
where predominantly male unemployed adolescents and adults leave their rural homes
and families in search of work in urban centers.86 Upon their return to home countries
these workers have infected wives and girlfriends, allowing HIV to spread beyond the
confines of the high risk group and to the general population.17 As with African migrant
populations, the majority of Tajik laborers working in Russia practice circular migration.
The proximity of Russia to Central Asian nations allows labor migrants to travel
frequently between home and work, much in the same way as African laborers between
home and guest countries, and between urban and rural areas within their own countries.
Tajik migrants who contract HIV while working in Russia may inadvertently spread the
virus to wives and girlfriends when they periodically return home to Tajikistan. At least
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one study has reported an increase of HIV infections among wives of labor migrants after
their return home.87 As in other global regions such as Africa, Tajik workers serve as a
„bridge‟ population by providing channels for the spread of infection across geographical,
cultural, and social boundaries.16
Despite the influence of seventy years of Soviet ideology which discouraged overt
religious expression, conservative Islamic customs remained rooted in the culture and
society of Central Asia, particularly in rural regions. While traditional Muslim norms
highly discourage extramarital or multiple sexual relationships among women, Central
Asian men are not held to the same social standard as those of women, and their practice
of multiple sexual partnerships is less restricted. Recent demographic and health surveys
in the Central Asian nation of Kazakhstan suggested that 10 percent of married men had
extramarital sex with at least one woman during the preceding 12 months, increasing to
22 percent of those aged 20–24 years.88 Men may spread HIV not only to wives, but also
to girlfriends or, if in polygamous unions, to additional wives.
The results of recent studies measuring HIV infection among married couples
within traditional cultures have put into question the degree of monogamy of wives. A
study among traditional cultures of sub Saharan Africa has found high rates of HIV
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positive discordancy among couples, with wives in several settings being more likely to
be HIV positive than their husbands.89 While Tajik women, as with Central Asian
women in general, are held to strict moral standards, the studies performed among
traditional African cultures which are considered to be socially conservative may suggest
that, despite high degrees of moral social norms, the degree of monogamy adhered to by
Central Asian women should be taken into consideration. Despite conservative social
and cultural norms, difficult economic conditions may result in an absence of migrant
husbands, as well as a reliance by wives on „survival sex‟.
I. Male Tajik Migrants in Relation to Sex Workers and Wives
The nature of the HIV/AIDS epidemic in Russia and Central Asia is proof that the
epidemic can take on unique characteristics in different global regions. While HIV was
spread primarily through sexual contact in the Americas, Western Europe, and Africa, the
transmission of the virus through the sharing of tainted needles was the primary
transmitter in the nations of the FSU. However, in recent years statistics have shown that
modes of transmission have changed in the region. During the past decade the number of
new HIV cases among IV drug users in Russia has decreased from 96 percent in 2000 to
64 percent in 2007.32 Despite this decrease, prevalence rates continue to rise, suggesting
that heterosexual transmission has become a primary transmitter in the region. This can
be confirmed by the fact that the epidemic in the FSU appears to be following global
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trends in which increasing numbers of females are becoming infected. As in South
Africa, the prevalence rates of women in Russia and Central Asia are growing. In 2000,
Russian women comprised 20.6 percent of new infections; in 2007, the proportion had
grown to 44 percent. 31 Central Asia is experiencing similar trends. In Tajikistan
estimates of infected women in 2001 were under 500; as of 2007 that number had risen to
2,100.31 In neighboring Uzbekistan the estimated number of women with HIV rose from

10 percent in 2001 to 29 percent in 2007.78
The majority of females that Tajik male labor migrants come into sexual contact
with are wives in Tajikistan and commercial sex workers in Russia. This involvement
completes a chain of sexual partnering which results in the bridging of contact from atrisk partners in areas of high concentration – sex workers in Russian cities – to low risk
partners in rural areas where HIV/AIDS infection is sparse – Tajik wives in rural regions
of Tajikistan. While social and cultural characteristics and attitudes may be very
different between sex workers in Russia and Central Asian housewives, research
performed among these two groups suggests that the vulnerability to HIV exposure is
similar. At the root of this vulnerability are cultural and social norms that favor male
authority over females.
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Gender Inequality
What is driving the increase of HIV infection among women? The most obvious
reason is the biological context. Women are more susceptible to HIV infection through
unprotected heterosexual intercourse because of the large amount of vaginal mucosal
exposure to seminal fluids.90 However, HIV infection differs from other infectious
diseases such as tuberculosis and hepatitis, in that a variety of structural influences
exacerbate HIV/AIDS infection in ways not found with other diseases.
A primary influence facing women who are directly involved with male labor
migrants are factors resulting from gender inequality. Ideologies about sexual behavior
may vary greatly by culture, but gender roles across a variety of groups assert that women
are the passive acceptors of sex, whereas men are the controlling aggressors.91 Some
women implicitly associate sexuality with submissiveness.92 Along with this is the belief
that women should not be knowledgeable about sex, be sexually assertive, or have
control over their own sexuality.93
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Constructs that enforce gender imbalance can be found within the social norms of
Central Asia. While the Soviets attempted to emancipate women from the strictures of
Muslim influenced traditions, these traditions appear to have remained firmly rooted in
Central Asian culture and society. 94 Some studies report that gender imbalance has
increased in Central Asian nations since the collapse of the USSR.95 A study of Uzbek
women by Human Rights Watch reports an increased social pressure to marry earlier and
to adhere to traditional customs of the region, such as familial duties and increased
dependence on husbands.39 This gender inequality affects not only the wives of Central
Asian labor migrants but other female sexual partners as well, including commercial sex
workers. While Russian cultural and social values allow women a certain amount of
flexibility when negotiating condom use with male partners in comparison with Central
Asian values, the nature of commercial sex work is likely to result in some forfeiting of
power to the sex client.96
When analyzing theoretical constructs that address male-female relations in
environments where traditional constructs are maintained such as in Africa or Central
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Asia, we can see that females as socially and culturally diverse as Central Asian rural
housewives and sex workers in urban Russia are subjected to similar treatment by males.
HIV and Connell’s Theory of Gender and Power
Robert Connell‟s Theory of Gender and Power analyzes gender inequality, and
states that male-female relationships are characterized by three structures: the sexual
division of labor; the sexual division of power; and the structure of cathexis, or social
partnerships. 97 The three social structures exist at societal and institutional levels, and
are maintained within institutions through social mechanisms such as cultural and
societal forces that encourage gender inequality. Wingood and DiClemente adapted
Connell‟s theory to argue that women‟s vulnerability to HIV is heightened by behavioral
and social risk factors.98 When studying female groups sexually involved with male Tajik
migrants, the theory and its application give an understanding of how various structures
can increase women‟s susceptibility as a result of gender inequities between men and
women.
Sexual Division of Labor: According to Wingood and DiClemente‟s adaptation,
economic forces are able to influence HIV exposure. When individuals experience
economic constraints, they are forced to make compromising decisions to survive.
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Because of gender constructs, women tend to be more vulnerable than men. This is
evident with women who rely on exchange of sex for money or gifts to survive. A 2000
report from the United Nations Education, Scientific and Cultural Organization
(UNESCO) found that 26 million jobs in the FSU vanished in the decade after 1989, with
more than half―14 million―being women‟s jobs.99 Worsening economic conditions in
the nations of the former USSR have resulted in an increase of the sex trade population.
In general, women experiencing economic adversities may become more
vulnerable to HIV exposure by relying on the commercial sex trade. In a survey of
female sex workers in India, 80 percent reported having some type of debt at the time,
thus underscoring their high levels of economic insecurity.100 The sex trade involves
working in a low control environment, where financial bargaining can influence condom
use. Sex workers in sub Saharan Africa often report making more money for sex trades
when no condom is used.101 This is consistent with an existing study among sex workers
in Thailand that found a link between debt owed by a sex worker and HIV infection.100
Sex workers who reported debt were more likely to indicate greater exposure to sources
of HIV risk via unprotected sex with occasional clients. In the economically unstable

99

UNESCO (2000). UNESCO Courier, February 2000, Issue 14, http://www.unesco.org, cited 12/2/10

100

Reed, E., Gupta, J., Biradavolu, M., Devireddy, V., M. Blankenship, K., The Context of Economic
Insecurity and Its Relation to Violence and Risk Factors for HIV Among Female Sex Workers in Andhra
Pradesh, India Public Health Reports, Supplement 4, Vol. 125, p. 8, 2010
101

Ntumbanzondo, M., et al, Unprotected intercourse for extra money among commercial sex workers in
Kinshasa, Democratic Republic of Congo, AIDS Care,18:777-85, 2006

45

environment of the former USSR, women who are forced into the commercial sex trade
have to make similar decisions concerning risky sexual behavior. A study of commercial
sex workers in Tashkent, Uzbekistan attributed a rise of the number of sex workers to
poor economic conditions and rising unemployment.102
Sex workers are not the only population at increased exposure risk as a result of
economic adversity. While it is most evident in the case of sex workers, Tajik
housewives are at risk as well. The economic instability of many FSU nations that has
led to an increase of commercial sex workers in the region has also increased financial
pressures on families. This coupled with the re-emergence of conservative values in
Central Asia places many housewives in a subservient position in which they are solely
dependent on their husbands. In Uzbekistan women report an increase in societal
pressure for wives to not work and remain at home, and assume sole responsibility for
household and childcare duties.94 This has an effect on family incomes, especially in
Tajikistan where the economy is unstable. This financial dependence on husbands may
give wives little agency or leverage for negotiating condom use.
Sexual Division of Power: In addition to economic submission creating vulnerability,
Wingood and DiClemente apply Connell‟s theory to illustrate how unequal gender power
structures can contribute to HIV vulnerability through neglect and intimidation. While it
can take the more egregious form of physical intimidation and violence, it can manifest
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itself in more subtle forms among social and political structures whereby females are
prevented access to awareness and education opportunities. These structures often
prevent young women from attending school or working outside of the home where they
can receive health care information.
Physical violence towards women has been routinely reported in Russia and
Central Asia. Commercial sex workers are especially vulnerable. Studies of countries in
Central Asia and Europe have estimated a prevalence of physical and sexual violence of
between 40 and 70 percent among sex workers over a one year period.103 Particularly
where sex work is criminalized and police are not motivated to protect sex workers,
violence and threats of violence can be common in the daily life of a sex worker. This
may include verbal harassment, physical assault, and rape. Studies support the
observation that when violence against sex workers is pervasive and largely unaddressed,
sex workers are forced to prioritize the immediate threat or fear of violence over attempts
to insist on condom use with clients.44 This puts sex workers at increased risk of HIV
infection. Violence against sex workers includes police abuse as well. In a 2009 survey
of sex workers in Eastern Europe and Central Asia, 42 percent reported physical abuse by
police, and 37 percent reported having been assaulted sexually by police.43
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Tajik wives also report partner abuse and harassment. Traditional beliefs
concerning gender attitudes can conflict with safer sex negotiation. In Muslim societies
of Africa the suggestion of condom use by the wife can imply infidelity on the husband‟s
behalf, and may result in physical abuse.104 Physical abuse against wives has been
reported concerning discussion of the subject.105 Abusive men are more likely to engage
in high-risk behavior, including having multiple partners, placing themselves and their
partners at increased risk of HIV.106 One study of HIV infection among women in South
Africa shows that abusive men are more likely to be HIV positive than those who are
not.103 The study suggests a connection between partner violence with lack of condom
use, with the association of partner violence and attempted condom negotiation.
Along with physical violence, gender inequality can manifest itself among social
and political structures whereby females are prevented access to awareness and education
opportunities. Corollaries have been drawn between education levels and HIV risk. A
2007 study performed in Uganda found that each additional year of education was found
to lower the risk of being HIV positive significantly among 18–29-year-old women.107
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In Central Asia knowledge levels reveal disparities of awareness of sexual health
between males and females. Little information exists which measures awareness among
Tajik men and women. The 2007 UNICEF Global School-Based Health Survey
conducted in Tajikistan found disparities of HIV knowledge between adolescent boys and
girls.108 Thirty percent of boys knew that condoms could protect against infection,
compared with 23 percent of girls. Other discrepancies existed of HIV/AIDS awareness
between young males and females. The Uzbek 2002 Health Survey showed disparities in
knowledge between males and females. When asked about knowledge of AIDS, 90
percent of Uzbek women reported affirmatively compared to 95 percent of men.
Knowledge levels of prevention measures were more pronounced. Twenty-seven percent
of men knew that condoms reduced the risk of HIV contraction, compared to 13 percent
of women. Sixty-two percent of men knew where to acquire condoms, while only 40
percent of women knew this.
Social Relationships: In evaluating HIV vulnerability of women, Wingood and
DiClemente apply Connell‟s theory to describe the influential factors of social
arrangements such as marriage, family, and cultural norms. Their prevention model
relates not only to practices found within these structures, but the attitudes and opinions
that these structures foster.
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In Tajikistan, as with other Central Asian nations, local customs and adherence to
Islam are closely linked.109 In the conservative tradition of Tajik culture, female sexuality
is the center point of moral respectability. The wife‟s honor reflects not only her
character but that of her husband and family as well.110 Tajik women face strict moral
and social codes. In cultures similar to those of Tajikistan virginity is highly valued and
marriages are often arranged. The 2010 Beckmann study of Muslim gender customs in
Zanzibar reported that the bride is expected not to know anything about sex, and to be
frightened of her wedding night.104
As mentioned earlier, gender relations in Central Asia allow men to be held to a
different standard of social norms than women. This applies to expectations of
monogamy in marriage. In the Muslim regions of sub Saharan Africa and Central Asia,
concurrent relationships in the form of polygamy have been cited as a possible
contributor to rising HIV rates.110 While the practice of polygamy is illegal in Tajikistan,
the habit of a husband acquiring a „second‟ or „third‟ wife is common in the region.
According to the Central Asian news website Fergana.ru an estimated 10 percent of Tajik
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men practice polygamy.111 This suggests that concurrent sexual relationships are widely
practiced in the country.
The nature of concurrent relationships presents a conundrum for epidemiologists.
Studies have found sexual practices in these relationships which would appear to
discourage the spread of HIV. Studies of African men living in nations of high
prevalence rates involved in multiple sexual relationships tended to have fewer partners
when compared to men in other global regions with lower prevalence rates.112
Additionally, concurrent relationships tend to be longer in duration, thus limiting the
spread of infection. Despite these inhibitors, the practice of simultaneous multiple long
term sexual relationships has been shown to facilitate the spread of HIV.113 The high
prevalence rates in sub Saharan Africa has been attributed to the level of concurrent
partnerships which is much higher than in other regions of the world.114 The reason for
the high rates of infection is attributed to low condom use and the high prevalence of
other STIs. Condom use among long term partners tends to be low, and this allows the
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transmission of the virus between sexual partners, despite the low number of partners and
the length of the partnerships.
As in Africa, low rates of condom use have been found in Central Asia. Results
of UNICEF MICS reports for Tajikistan, Uzbekistan, and Kyrgyzstan confirm that
condom use within long term relationships is reported to be very low.
Because of the nature of low condom use among partners involved in long term
multiple relationships, marriage which is often assumed to ensure monogamy, does not
provide assurance of prevention. Data from around the world suggest that married
women‟s greatest risk of contracting HIV is through sexual intercourse with their
husbands.21 Other studies performed in Uganda propose that long term relationship
increases a wife‟s risk of infection.22
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The Intersection of Labor Migrants and Sex Workers
While there are wide societal and cultural differences between Tajik labor
migrants and sex workers in Russia, both groups share many similarities. Both groups
are prone to greater risk of HIV infection in comparison with the general population.
Both groups also experience stigma and discrimination within Russia. While HIV/AIDS
and stigma and discrimination are issues that are commonly interlinked, it is worthwhile
examining the reasons why labor migrants and labor migrants are similarly at risk of HIV
infection.
The growing unemployment and declining wages that motivate Tajik men to seek
work in Russia also drive many women to pursue the sex trade. Women lacking the
ability to find employment may rely on exchanging sexual favors for money or gifts.
Studies have analyzed sexual relationships using social exchange theory, which
postulates that when women‟s resources are limited, sex becomes a resource that has
exchange value, giving power to the men who have the resources that women need. 115
This becomes particularly true during times of poor economic conditions, and lack of
employment opportunities impels women to make sexually risky choices. As of 2005
there were an estimated 150,000 to 300,000 sex workers in Russia.32
As with labor migrants, sex workers work in an environment of quasi-legal status.
The sex trade in Russia functions in a gray area, with the trade having neither a legal nor
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illegal status. Sex workers cannot be required to undergo regular health screenings
because they are not legally recognized as sex workers. However, they cannot be
arrested or punished for engaging in sex work, because sex work is not legally
sanctioned. As a result of these undocumented states, both groups tend to be arrested for
lack of documentation, including residency papers. Both report harassment from police
in the form of bribes and physical abuse.
Both groups mutually benefit from each other. Labor migrants receive sexual
recreation, while sex workers receive payment. The large influx of male labor migrants
into Russian cities creates considerable demand for sex services.102 Concurrently, young
women who cannot find employment in their places of residence are attracted to
perceived employment opportunities in Russian cities, resulting in an influx of young
women. A portion of this influx enters into the sex trade.
Intersection of Other High-Risk Groups
While the intersection of labor migrants and sex workers increases the risk of
infection of labor migrants, the intersection of IV drug users with sex workers contributes
to rising infection rates among sex workers.
With the collapse of the Soviet Union and an opening of transnational trade in the
FSU, heroin trafficking from Afghanistan to Russia has risen quickly. The result of this
has been a rise in heroin use. The estimated number of drug users in 2004 ranged
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between one to four million.116 Studies have shown an intersection between IV drug users
and sex workers. In Russia more than thirty percent of sex workers have reported IV
injection drug use.117 The cross-over of these at-risk groups provides opportunities for
HIV infection among these groups, as IV drug using women will rely on the sex trade to
support their habit. The number of those infected varies. Different sources report various
numbers of sex workers infected in Russia, ranging between six percent32 and 16
percent.118
As noted above, the decreasing number of infection among IV drug users from 96
percent to 64 percent between 2000 and 2007 is evidence that there is a shift occurring in
the HIV epidemic in the FSU. The fact that rates continue to grow, and that increasing
numbers of women are becoming infected suggests that heterosexual transmission is
taking the place of infected needle sharing as a transmitter cause. The growing
population of labor migrants in Russia interacting with sex workers suggests that this
intersection is contributing to a change in the epidemic in the FSU.
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Condom Usage
In the FSU the male condom is an under-utilized means of contraception and STI
protection. Little data exist concerning condom use during the Soviet period.119 The IUD
and abortion were primary methods of contraception in the Soviet Union, and IUDs
remain so in much of Central Asia.120 In the 2002 Uzbek Health Survey, 73 percent of
married Uzbek women said that they had ever used an IUD, while only 14 percent of
married women had ever used a condom.121 The wide-spread use of the IUD may have
been influenced by the practice of international health foundations working in Central
Asia during the 1990s to emphasize distribution of IUDs for family planning purposes,
and less on condoms.122
While information measuring condom use in Central Asia is scarce, data from the
few surveys performed confirm low usage. A series of MICS reports have been
conducted amongst Central Asian nations, and these reports measure knowledge of health
and gender issues amongst women.40 The information gathered from a cross-sampling of
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Central Asia‟s populations is able to suggest attitudes and knowledge of women in
households from where labor migrants come.
In addition to MICS, sources from neighboring Central Asian nations with
cultural and societal similarities can also help inform about attitudes. The 2002 Uzbek
Ministry of Health Examination Survey gives insight into condom use as reported by
both men and women.42 The Survey provides important information concerning condom
use among segments of the population considered at increased risk, such as men who
solicited sex from commercial sex workers.
The Uzbek Health Ministry Health Survey and the MICS reports provide data that
is useful in understanding condom use in two types of sexual relationships: marriage and
co-habitating relationships; and sexual partnering outside of long-term relationships. This
is particularly useful for understanding cultural and societal attitudes in the nations of
Central Asia.
Surveys performed in Tajikistan found that condom use in long term relationships
was low. For the 2005 Tajik MICS the percentage of married women aged 15-49 who
are using condoms was 2.2 percent.40 The 2006 Uzbek and Kyrgyz MICS 3 studies
revealed that the percentage of condom use in this group was 2.1 percent and 5.8 percent
respectively. The 2002 Uzbek health survey reported that condom use of women married
or in a co-habitating relationship was 2 percent, while amongst men the figure was 0.8
percent.42
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Data showed condom use of men outside of marriage to be higher. The 2002
Uzbek health survey stated that the level of condom use among men with the last
nonmarital, noncohabiting partner was 39 percent. 42 Condom use amongst men
patronizing sex workers was higher in comparison with married couples. The 2002
Uzbek Health survey reported that 3 percent of men who had ever had sex reported
paying for sex within the past year, and the rate of condom use at last sexual encounter
was 41 percent.

A more recent study showed higher rates of condom use. The 2010

Amirkhanian study found that of the labor migrants in St. Petersburg who practiced sex
with casual partners during the last three months, 66 percent reported unprotected sex.72
Rates of STIs as an Indicator of Condom Use
Recent epidemiological trends reflecting growing rates of sexually transmitted
infections (STIs) in Central Asian nations and Russia suggest that condoms are generally
under-utilized.123 Gonorrhea and syphilis rates rose quickly in Russia between 1987 and
1997 but then began to drop. Despite these decreases, an increase in the number of
herpes diagnoses began in 1999 and are worthy of note, considering that herpes infection
is a co-factor in the acquisition of HIV-infection, and also because the HIV surveillance
data show a dramatic escalation beginning at this same time.124 Much of the increase of
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STIs has been linked to the sex trade. Studies in other world regions marked by
widespread heterosexual transmission, show that risk for STIs tends to be very high
among sex workers.125
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Why is Condom Use So Low?
While actual rates of condom use between labor migrants and sex workers are not
known, the Amirkhanian study reported high rates of unprotected sex between labor
migrants and casual partners during the last three months.72 Why is condom use among
Tajiks so low? There may be a cultural aspect to the low use of condoms. In the
traditional culture of Central Asia, religious values may prohibit the use of condoms.126
Globally Muslim clerics have been reluctant to promote condom use as a means of HIV
prevention, opting for abstinence promotion. As noted earlier, cultural customs also may
limit the discussion of condom use between husband and wife.104
Another reason may be based on gender concepts. Some Central Asian men‟s
attitudes appear to associate contraception as solely the woman‟s responsibility. In the
Weine survey a Tajik laborer in Moscow stated the belief that the woman is responsible
for contraceptive use and not men. The respondee noted, „„the prostitutes never have
condoms with them.‟‟2 This echoes an opinion mentioned in a case study where a young
Uzbek woman stated, “they (men) think that contraception is women‟s problem.”102
Along with cultural and gender reasons, lack of condom use may be simply a
historical non-reliance on its use. The lack of reliance of condoms for birth control in
Russia and Central Asia may have resulted in a perception that the condom‟s primary use
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is for STI prevention. This may have created a stigmatization of its use for possible
contraceptive purposes amongst married couples. A focus group interviewing Uzbek
couples found that condom use is associated with disease and with extramarital affairs.123
One reason for lower rates of use among married couples is the habit of sex on a
regular basis in a steady relationship and the type of contraceptive preferred. Coital
frequency is often positively associated with preference for coital-independent
contraceptive methods such as oral contraceptives or the IUD rather than coitaldependent solutions like condoms.127
Reasons for lack of condom use outside of long-term relationships were different.
The Tajik migrants surveyed in the Weine study who patronize sex workers cited
multiple different reasons as to their low usage.2 One reason mentioned was the use of
alcohol. Individuals who drink are more likely to have casual sex without condoms.128
The practice of alcohol use prior to sex among both sex workers and their clients has a
significant association with inconsistent condom use during paid as well as unpaid sex.129
A migrant stated, „„we drink vodka and want a girl. And when we are drunk we never use
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condoms.‟‟2 The practice of imbibing alcohol in combination with patronizing sex
workers is a common recreational practice with labor migrants not only in Russia but in
other world regions.130
A Tajik migrant in Moscow expressed other opinions. „„I do not have time to go
out and buy a condom. It is dangerous. The police might catch you.‟‟ They stated that sex
with a condom is not „real sex‟. „„A person has to feel that he is having sex, but with
condom you do not feel anything.‟‟2
Uzbek sex workers in a 2007 survey echoed some of the opinions they heard from
their clients.96 The principal reasons cited for lack of use were client dislike (77 percent),
„„no reason to use them‟‟(11 percent), and non-availability of condoms (4.5 percent).
Lack of condom use was attributed to a number of reasons based on
inconvenience of purchase, alcohol use, regard of its provision as the responsibility of the
female partner, and reduction of pleasure. The majority of respondents did not cite
condom use for protection from STDs.
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Why Should Male Tajik Migrants be Targeted for HIV Prevention?
Research of trans-national population movement and the spread of HIV infection
have found that the responsibility for safer sex promotion lay equally with female and
male sexual partners. As found in migrant populations in sub Saharan Africa, male Tajik
labor migrants serve a major role in contributing to the spread of HIV in Russia as well as
in Tajikistan. Female sex partners of labor migrants serve vital roles as the originators of
infection in host countries, and the recipients of infection in sending countries, and both
female groups need to be held accountable, along with male partners. In comparison with
at-risk female groups of commercial sex workers and the wives of male labor migrants,
however, the males are in a greater position of power to affect change due to gender
structures.
Much of the existing literature concerning promotion of safer sex measures has
targeted women who are at increased risk of HIV infection. Essays and reports have
emphasized the importance of educating women about the need to encourage their male
partners to use condoms during sexual partnering.23 The 2002 Uzbek Ministry of Health
Survey states that, “Health education campaigns and materials should include messages
designed to encourage women to be proactive in negotiating condom use with their
sexual partners in order to protect their own health.”42 The emphasis of much of this
literature echoes the sentiment that the female participant, and not the male, is
responsible for providing and ensuring protection from HIV infection.
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Many reports espouse the need for sex workers to encourage condom use amongst
their male clients in order to reduce the transmission of HIV. A 2010 report studied an
Armenian campaign that provided a two hour training session for sex workers.131 The
authors reported a substantial increase in consistent condom reported among sex workers
and their clients in that country.
While such results are laudable, the effectiveness of HIV prevention campaigns
must be evaluated in the context of the culture and society of the targeted populations. In
order to address safer sex practices to reduce the transmission of HIV among male Tajik
labor migrants in Russia, a number of complex issues must be addressed. The culture of
Tajikistan is unique with its combination of conservative traditions and the influence of
Russian, or „European‟, social norms. An effective health education program must
address gender, environmental, and societal constructs. The Wingood and DiClemente
adaptation of Connell‟s theory of gender and power illustrates the complexity of gender
inequality. Literature addressing the traditional society and culture, and deep-rooted
gender issues of Muslim Central Asia report that approaches to issues of HIV/AIDS must
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undertake many deep-rooted beliefs and attitudes. Other sources question the
effectiveness of earlier condom promotion attempts that targeted sex workers.132
A paradox exists about the role of condom use among Central Asian men.
Attitudes in this report expressed the opinion that contraceptive devices, including
condoms, are the responsibility of women sexual partners. However, unlike most other
popular forms of contraception where the usage is dependent upon the woman partner,
such as the IUD and the birth control pill, the condom requires men to be an active
participant.
In order to reduce the spread of HIV infection amongst Tajik workers, and thus
curb the transnational transmission to Tajikistan, the group that is the most able to
address this is the male Tajik labor migrants themselves. The question that arises is not
who should be held responsible, but which party possesses the authority to enact
consistent long term safer sex behavior.
Addressing HIV Prevention with Tajik Labor Migrants
The Tajik government has acknowledged the need to address growing rates of
HIV infection in its country. It has agreed to collaborate with the United Nations to meet
Millennium Development Goals (MDGs), a major priority being to reverse the spread of
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HIV/AIDS.133 The Tajik government has identified the health care system as a key sector
in meeting the MDGs. The government has taken measures to address its migrant labor
force for health behavior promotion. In addition, the Dushanbe branch office of the
International Office of Migration has opened a HIV/AIDS information center to educate
labor migrants about the risk of HIV/AIDS.134
Health foundations and organizations have attempted to promote HIV/AIDS
prevention and safer sex practices, but as noted earlier, many of these have been
misdirected, as in the case of addressing populations who have little agency in promoting
safer sex practices, such as women with their male sexual partners. Identifying and
targeting appropriate populations to implement safer sex practices is necessary for
promoting prevention. Equally important is implementing suitable and efficient measures
that will encourage effective behavior modification among those appropriate populations.
Many efforts at developing awareness among at-risk groups have failed because
of poor planning, ineffective implementation, and lack of recognition of societal
traditions. The effectiveness of these established models have been called into
question.37 Many health behavior models were developed in western countries during the
1950s when wide scale disease eradication programs were being established. Public
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health programs were designed to inform populations of particular health hazards and
conditions, and to encourage healthy lifestyles. However, many of these programs were
designed for audiences of the developed western world, and remained limited in their
scope for addressing ethnically and economically diverse populations.
The Health Belief Model was one of the first theoretical models that attempted to
explain and predict health behavior by focusing on the attitudes of individuals. The
model since then has become a standard for behavior modification programs, and has
been adapted to address a variety of health issues, including the growing pandemic of
HIV/AIDS. The Health Belief Model asserts that two groups of factors determine
people's behavior: the perceived threat of the harmful health conditions under
consideration; and expectations with regard to the barriers and benefits when performing
actions which prevent or relieve harmful health conditions. Other social learning theories
of behavior modification using fundamentals from the Health Belief Model have been
developed to address behavior change.
A basis of the Health Belief Model and other social learning theories is that, in
order to guarantee behavior modification, individuals must feel a sense of selfempowerment that they can positively affect their outcomes. People with high assurance
in their capabilities approach difficult tasks as challenges to be mastered rather than as
threats to be avoided. They approach threatening situations with assurance that they can
exercise control over them.
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A lack of self-efficacy in which individuals feel as if they have little control
creates a phenomenon which encourages risky behavior. Lack of self-efficacy has found
not only to create lack of self-empowerment, but also to increase risky behavior. This
attitude has been expressed among South African miners and Tajik workers in Moscow
who live and work in dangerous and unpleasant conditions.
Bandura has pointed out that despite feelings of lack of personal empowerment,
general attributions of control may be less important than specific ones. Although an
individual may feel little control over one's life in general, the individual may
nevertheless believe that he or she has power over one's health. In the case of labor
migrants working and living in foreign environments in which they have little control,
they may still feel that they have empowerment over the health decisions they choose.
The question is how to empower labor migrants who have little control over external
factors surrounding them, with a sense of efficacy towards healthy behavior.
In the past models of behavior modification that emphasize the theory of selfefficacy as a foundation have been implemented among various populations in differing
cultural and societal environments. However, these programs‟ ability to increase selfempowerment among individuals was found to be limited. This was the case with the
South African labor migrants who continued practicing risky sexual behavior despite
required viewing of HIV/AIDS awareness videos by their mining management.85 While
knowledge of HIV/AIDS existed among at-risk groups, reports suggest that lack of selfempowerment prevented the miners from taking precautions. Similar behavior was found
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among Tajik workers in Moscow in which Weine reported a lack of self efficacy among
the migrants to take action in protecting themselves despite their knowledge of risk.2
Theories such as the Health Belief Model correctly identify the need for selfefficacy; yet the effectiveness of these behavior modification remains restricted due to
their western oriented, ethnocentric limitations. The major failing of conventional
behavior modification models can be attributed to two factors: they do not address
broader structures that influence personal behavior; and they take into account individual
actions, instead of group social dynamics that shape behavior. While conventional social
learning theories may be practical for populations of western developed societies where
wide-scale poverty is at a minimum and the majority of populations maintain consistent
static living environments, they may not be suitable for groups beyond the developed
world. Heise and Elias argue that global AIDS prevention strategies of encouraging
people to reduce their number of sexual partners, and promoting the widespread use of
condoms are inadequate for meeting the protection needs of many of the world's women
because these strategies do not address larger contexts such as poverty. 135 The
effectiveness of the ABC model (Abstinence, Be Faithful, Condom Use) of HIV
prevention has received mixed evaluations. The ABC strategy has been attributed to
reducing prevalence rates in Thailand and Uganda.136 However, many health experts
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assert that the program‟s approaches are suited for individuals who face static conditions
and unchanging geographic locations.137 Mobile populations would not fit into this
category.
Research clearly underscores the factors which place groups at increased risk of
HIV/AIDS are those factors that are likely to increase fluctuating geographic, economic,
and social conditions. Primary at-risk groups such as commercial sex workers and IV
drug users usually do not experience stable economic conditions. Transnational labor
migrants are at increased risk because geographic, social, and cultural conditions are
constantly in flux. These at-risk groups do not meet the criteria whereby the Health
Belief Model is applicable. These factors are not taken into account in the
implementation of many conventional HIV/AIDS prevention strategies.138
In order to support the key foundations of self-efficacy found in health belief
models, major influencers upon decision making processes which are rooted in social,
economic, and culture norms need to be addressed. This is particularly true when
considering transnational labor migrants who face a variety of unstable structural factors.
The two major failings of existing behavior modification programs need to be addressed:
the neglect of considering broader structural factors that influence personal behavior; and
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the focus solely on the motivating aspects which persuade individual behavior, instead of
on group social dynamics that shape behavior.
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The Influence of Broader Factors upon Personal Behavior
The reasons that behavior intervention programs based on the Health Belief
Model have been accused of ethnocentricity and limited scope can be found in their
original design. The ethnocentric fundamentals of these health models emphasized
individual actions that could be taken to reduce health risks. These recommended actions
remained out of context of any factors that may constrain or shape individual behavior.
Healthy behaviors were encouraged with a cognizant understanding that they would be
self-beneficial; any social, cultural, gender, or economic contexts that may help influence
an individual‟s decision making were absent.139
In recent years HIV prevention efforts have begun to recognize behavioral
interventions that take into account wider structural influences. Studies by Paiva promote
the understanding that vulnerability to HIV infection must recognize structural HIV
influences beyond an individual‟s control, such as poverty and gender inequality.140
Paiva argued that the concept of vulnerability transcends an individual approach to
emphasize the structural HIV influences which go beyond an individual‟s cognizant
decision. Studies by Coates and colleagues show in their review of individual behavior
change strategies that the success of these interventions is substantially improved when
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HIV prevention addresses the broader structural factors that shape or constrain individual
behavior.141
As noted earlier, gender structures are one of the factors that must also be
considered. By not acknowledging risk factors faced by women in these contexts, the
attempt to target females for promoting HIV prevention measures in certain societies and
cultures will meet with limited success. In their application of Connell‟s theory of gender
and power to HIV vulnerability, Wingood and DiClemente argue that health behavior
models meet with limited success because they assume that the individual has total
control over his or her behavior. Contextual factors, such as power differentials and
gender roles, influence individual behavior, and heighten women‟s HIV risk. While
targeting females at an individual level may appear a logical choice, the social, cultural,
and economic dynamics inherent in patriarchal societies and cultures in which they live
remain strong. The ability to affect safer sex behavior modification by expecting women
to promote condom use with male partners is limited. This is particularly true of women
in traditional societies such as Tajikistan.
Identifying male Tajik labor migrants as an appropriate target group for
implementing effective and appropriate behavior modification is not enough. Behavior
modification measures recommended by conventional health belief models remain
limited due to a lack of any contextual basis that relate to Tajik male labor migrants. In
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order to address this population the scope of influences that shape their thinking and
behavior needs to be examined and integrated into health behavior measures.

The Collective Versus the Individual
In addition, the Health Belief Model and the HIV/AIDS prevention programs
based on the Model‟s key components concentrate on aspects of behavior that are
fundamentally different from those of the nations where these models are being
implemented. Conventional models have focused on aspects of individual decisionmaking processes without accounting for dynamics of group or collective influences.
Such influences are fundamentally different between developed and developing societies.
A key cultural difference between western developed societies and those of developing
nations is the perception of collective and individual relations. Attitudes of Western
European and North American societies tend to be more individualistic and selfsupportive, while societies of developing nations found in Asia and Africa rely on
community and family ties for social support. Peer influence is very important in the
developing world when addressing behavior change, and highlights the difference in
attitudes between social and individual values.142 The process of social and collective
decision making plays a vital role in many developing nations where there is a lack of
formal economic, cultural, and social infrastructures. To make up for the lack of services
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which in the developed world are provided by the state and the free market, the
dependence upon social and family networks is vital, and the needs of the individual are
less emphasized.
In Central Asia a recent study underscores the role social dynamics play in
behavior modification. 143 A 2004 study by Friedman illustrated the importance of social
relations within IV drug user social circles in Tajikistan and Kyrgyzstan. Drug use was
found to be performed in a collective and relational manner in which cooperation among
IV drug users as well as among their family and friends was important. This was very
different from communities of IV drug users in America and Europe where behavior was
more individualistic. The authors of the study concluded that behavior change
modification – encouraging the use of clean syringes - must be predicated on social
relations of the users. The authors advanced the notion of social networks as an
alternative to the limits of the individual-behavioral intervention, and described how
community support can reduce risky behavior.
While IV drug use may be different from risky sexual behavior, the study of IV
drug use in Tajikistan and Kyrgyzstan provides an understanding of how negative
behavior is conducted in social, versus individual, levels in its cultural and social
contexts. This calls into question the convention that what is considered non-social
behavior – whether it is IV drug use or risky behavior with commercial sex workers - is
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performed separately and isolated from social networks. The study also suggests that
peer and social networks serve such an important role within Tajik society that they
include those behaviors which in the western developed world are considered beyond the
scope of social realms. When examining the risky sexual behavior of Central Asian male
labor migrants this behavior can be understood as belonging to peer or social circles, and
thus a possibility exists for approaching this targeted at-risk population through these
networks.
HIV/AIDS Prevention and Social Dynamics
The influences that labor migrants in foreign nations find beyond their control are
many, such as control of their living and working environments, lack of health and legal
support systems, and the possible threat of abuse by police, employers, and
ultranationalists. The need for considering those influencing constructs outside the
control of the individual are important. Equally important are the roles that social and
peer dynamics perform for migrant populations, for the marginalization and alienation
which this group experiences can inversely heighten the significance these dynamics
serve. Tajik labor migrants must depend on the social support of fellow migrants to find
accommodations and employment. When confronting HIV/AIDS prevention, the need
for recognizing social dynamics is vital, for social networking is also associated with the
sexual conduct of this population which can involve risky behavior. The Weine study
reported that Tajik labor migrants frequented sex workers as a group, not on an individual
basis, with ten to 15 men sharing one or two sex workers collectively.2
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Findings by researchers have documented the influence of collective social
behavior on safer sex practices. In a 1993 study, Fishbein, Middlestadt, and Trafimow
document peer influences which they call „„perceived social norms‟‟.144 The authors
report that discussion of condom use with friends and knowledge of safer sex practices
among peers has a potent impact on decision making about safer sex. They conducted a
survey on the Caribbean island of St. Lucia, and found that peer pressure played a large
part in influencing behavior concerning condom use. The questionnaire used key
components of health belief models to measure condom use: Cues to Action, Perceived
Susceptibility, Perceived Severity, Perceived (Locus of) Control, Normative Pressure,
and Condom Use Outcome Expectancies. Normative pressure - the perception of social
pressure to perform a behavior - was overwhelmingly a big influencer for condom use.
Questions evaluating normative pressures asked whether participants talked to their
friends about using condoms, whether they thought their friends used condoms, and
whether sexual partners had ever suggested using condoms. All three questions showed
that those who answered yes to these three questions were more likely to have used
condoms than were those who had not. Findings of peer influence encouraging condom
use have also been documented among Mexican labor migrants.130 These findings
suggest that peer attitudes and relations are a big influencer upon behavior.
Peer Education
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Efforts are being made in both Russia and Central Asia to educate Central Asian
migrants about the risk of HIV infection.145 In Sverdlovsk local health officials have
started providing videos and brochures to Kyrygz labor migrants.146 However, the sole
use of education materials absent of any human interaction has shown to be limited in
affecting behavior change, as witnessed with the South African migrant miners. The use
of peer education in promoting HIV/AIDS awareness provides a means to use social
networking to approach hard to reach populations such as target migrant communities.147
Peer-based interaction in which informed individuals approach their friends and
colleagues are promising because each is familiar with one another‟s specific risk issues
and behaviors practiced, and speak the same language as their peer friends and
colleagues. AIDS education by peers is thought to be effective because of the perceived
trustworthiness of the information source and role modeling. Social network-level
approaches can reduce risk behavior and strengthen safer sex peer norms, condom
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attitudes, intentions, and self-efficacy. Peer education has been also successful as a costeffective means of health interventions performed in South Asia and Africa.148
In the Netherlands an HIV/AIDS peer education program targeting Muslim
migrants was implemented in order to bridge the gap between general mass media
campaigns and the language problems of immigrant groups.149 The evaluation of the peer
education outreach efforts revealed mixed responses. A discussion of sexual contacts
with different partners, extramarital contacts and condom use turned out to be difficult in
the Muslim cultures of Turks and Moroccans. Yet there were positive outcomes. The
program confirmed the need for continuous and careful discussion within migrant groups
of condom use in order to address the taboo in their cultures. More importantly,
approximately 65-70 percent of the audience thought it important to have education on
AIDS in their native language by a peer.
Social Networks in Tajik Society
While peer and social influence are important for affecting behavior,
understanding the social networks that facilitate these influences is equally vital. To
understand better these social networks, basic cultural foundations need to be studied.
Two types of social networks are rooted in the cultural foundations of Central Asia, and
particularly in Tajikistan: the informal network of extended family clans, or avlod; and
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those of religious institutions. While the clan affiliation is necessary in providing support
where other traditional civil society institutions have failed, religious institutions are
rooted firmly within Tajik culture and provide spiritual and community support; eighty
five percent of the Tajik population are Muslim.
An analysis of these two networks will give an understanding of influencers of
personal behavior; in addition it will show how Tajiks depend upon peer influenced
dynamics, rather than on individual-based reasoning. The importance of cultural and
spiritual values of a community is noted in a 2004 declaration of Muslim and Christian
leaders who acknowledged that HIV/AIDS prevention programs should be based on
cultures of their communities and spiritual values.150 These two networks of the clan and
religious institutions will also help inform about how migrant Tajik laborers can be
approached for addressing HIV/AIDS prevention measures.
The Avlod
In Central Asia, agencies of civil society are based on community and family, or
clan. The neighborhood, or mahalla, is the place where religious and family values are
instilled and group members look out for each other, collectively parenting their children,
connecting friends and families to jobs, distributing funds to those in need, and
submitting to the judgment of the elders.151
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Such networks are more pronounced in Tajikistan. The significance of these
social units are stronger in Tajikistan possibly due to the greater amount of social,
political, and economic upheaval the country has faced, in comparison with neighboring
Central Asian countries. The avlod is a social network that has existed in Tajik culture
for generations. Unlike the official mahalla, the avlod is a traditional social institution of
informal authority in Tajik society. During the Soviet era, the power of the avlod was
much diminished. But with the collapse of a centralized authority, and in the absence of
agencies of civil society networks, the avlod has filled a huge social need that serves
many purposes - economic, cultural, ideological, and legal – at the local community
level. It is speculated that there are more than twelve thousand avlod in Tajikistan,
covering approximately 60-65 per cent of the population.152 The strength and complexity
for such grass-roots social institutions arose out of necessity. The collapse of the Soviet
Union, followed by the civil war from 1992 to 1997 left Tajik society in ruins. The avlod
filled the need for a civil society which the government could no longer provide. The
role of avlod also stretches beyond the borders of Tajikistan to include diaspora groups
living and working in other nations. Offices in major Russian cities provide a variety of
support for diaspora populations of Tajiks, particularly labor migrants.
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Unlike official state institutions, the informal grass-roots structure of the avlod
works to its advantage. The avlod can work in a flexible and adaptable manner, unlike
government foundations which can be stymied by bureaucratic practices. The role of the
avlod as a social institution during structural, ideological and economic changes means
that they play an important role in the management of social relations at the micro-level.
In the absence of traditional agencies of civil society, the avlod can provide a
means in which HIV/AIDS education can be successfully communicated to male labor
migrants. The cultural basis of the avlod can give promotion efforts legitimacy, and this
is necessary for supporting communications of safer sex promotion at the local level. This
provides a means in which men can be addressed in a culturally and socially appropriate
manner that is suitable for Central Asian culture.
HIV Prevention and Religious Institutions of Tajikistan
Along with avlod structures, Islamic religious networks also offer social support
to Tajik society. Islam is intrinsically tied with Tajik culture.109 Despite seventy years of
Soviet rule in which religious expression was controlled and discouraged, Muslim
tradition remained a primary cornerstone of Tajik tradition. With the social, economic,
and political turmoil that resulted from the break-up of the USSR, followed by six years
of civil war, Islam has remained a foundation for traditions and customs. Perhaps
because of the difficult times following the Soviet Union‟s collapse, adherence to Sharia

82

has experienced a resurgence.153 This can be found among attitudes of Tajik youth.
Islamic belief has grown popular with Tajik youth, and teenagers express a respect
towards religious leaders. Many mullahs and imams enjoy high opinion and popularity,
especially among younger people.154
Islam provides a major social need of communications among young people.
Seventy percent of the Tajik population lives in rural villages where Internet and cell
phone access is nonexistent, and there are few movie theaters or recreational centers
where youth can gather. Since the collapse of the Soviet Union, mosques have opened
throughout the country, and these serve a social need as places where youth can
congregate to meet with friends.155

The Muslim clergy hold an important position in Tajik society. Religious leaders
are able to talk to their congregants concerning a number of social issues from a place of
authority and respect. Many Tajik imams take pride in having young people flock to
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their sermons. In rural areas, clerics are often fully trusted and their advice closely
followed.

Conservative Attitudes
While religious networks may provide channels for disseminating information
about HIV/AIDS prevention, the subject of HIV/AIDS prevention remains controversial
among traditional Muslim societies. Conservative attitudes towards discussion of the
topic remain strong among Muslim clergy. Sex outside of marriage is considered a sin.
Topics of men having sex with men, and extramarital sex are unpopular among many
conservative religious leaders. What is opposed is the kind of sex education offered in
many schools, particularly where the methodology and content are perceived as
contravening Islamic principles.156 The use of condoms has been a particularly sensitive
subject. Talking about condom use and safer sex is not an option for many clergy, who
choose to promote faithfulness and abstinence. Many religious clerics believe that
condom use should be allowed only within marriage, and its advocacy promotes sex
outside of marriage. An imam of a Dushanbe mosque said that, in his opinion, discussing
preventative methods when it comes to sex would mean approving sex outside marriage
“as long as it is performed with condoms.”157
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Solutions
Despite conservative attitudes, in recent years many clerics have come to
recognize that growing epidemics can potentially threaten their communities, and have
started addressing the issue of HIV/AIDS prevention.158 Several studies have shown that
despite widespread discrimination and stigmatization by conservative religious leaders,
religious tenets can be used to encourage HIV prevention.159 A UNICEF 2003 report
describes how religious leaders as respected representatives of the community can be
used to spread information about safe sex practices.160
A large hurdle of safer sex promotion is the advocation of condom use by
unmarried youth. However, a doctrinal possibility of overcoming objections exists, in
that flexibility is allowed within the application of Shariah law, which provides for
analysis of a problem and the flexibility in extraordinary circumstances with the
application of the Koran and Hadiths.161 This approach is choosing the lesser of two evils
for the sake of preserving public health interests. This tactic has been accepted in other
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Muslim societies facing increasing HIV prevalence rates. Religious leaders in Kenya
were willing to support condom use provided the use did not conflict with Islamic
teaching. Many Muslims are not against sexual education, but only if it is carried out in
the context of Islamic values.156
In some African countries with large Muslim populations, religious clergy has
acknowledged the need for HIV/AIDS prevention amongst their communities and taken a
proactive approach. In 1990 Senegalese religious leaders agreed to make AIDS control a
national priority in their country. HIV/AIDS prevention has become a regularly
discussed topic in Friday services of Senegal‟s mosques. The result has been a decrease
of prevalence rates to 1.2 percent in Senegal‟s general population, in contrast to the
average AIDS rates of 25 percent in other African states.162 In 1992 the Islamic Medical
Association of Uganda designed an AIDS prevention program aimed at the nation‟s
Muslim communities. Over 3,000 religious leaders were educated by trainers.
Knowledge of the risks of HIV increased amongst the Muslim population and resulted in
a decline of HIV/AIDS incidence among the Muslim communities from 18 percent to 6
percent.163 Using doctrine from the Koran, clerics address sexual conduct, condom use,
and stigma and discrimination of HIV infected people.
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In Tajikistan, at the request of health officials, mullahs are being asked to actively
take part in Tajikistan's campaign to combat the spread of HIV/AIDS. While
conservative attitudes prevent many topics from being addressed, some clergy are willing
to accept that commercial sex work, drugs, and sex outside of marriage exist in
Tajikistan, and that ignoring these issues will not help the country's efforts to combat
HIV/AIDS.

The Role of the Collective Among Tajik Labor migrants
The social and religious networks within Tajikistan reveal that there are avenues
in which HIV/AIDS prevention can be disseminated among the population. The
collective nature of Tajik society and culture also provides a means in which behavior
modification can be approached. These opportunities also extend to Tajik labor migrants
working beyond their nation‟s borders. The Tajik migrant experience in Russia has
become a collective endeavor. Travel to and from Tajikistan and Russia is performed in
groups in order to save expenses and to provide security for travelers. Travelers pool
money to pay travel expenses and bribes often requested at border checkpoints. An
estimated 65 percent of construction workers travel abroad in groups called brigades.55
The avlod also plays a major role in the decision making and planning process for Tajiks
who seek work abroad. The avlod decides where the migrant‟s immediate family will
live in his absence, and distributes his responsibilities among fellow avlod members. In
Russian cities avlod representatives provide informal support to Tajik diaspora
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communities who choose to avoid official state institutions for fear of bribes and
harassment.

Along with avlod services and religious functions, other social networks exist
which can be utilized for HIV prevention efforts among labor migrants. The use of sports
for the purpose of socialization provides a means of transcending cultural, social, and
economic boundaries. The international non profit organization Mercy Corps utilizes the
mass popularity of soccer to promote the organization‟s social causes among youth.164
Currently Mercy Corps promotes the use of soccer leagues in Tajikistan, Uzbekistan, and
Kyrgyzstan to defuse ethnic tensions. In sub Saharan Africa and the Middle East the
organization promotes HIV prevention by using role models who young people trust,
such as soccer players and coaches, to confirm information about HIV and AIDS and
integrate it into their personal behavior. These programs can be adapted to address not
only youth but labor migrants who have returned to Tajikistan.
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Conclusion
A number of issues contribute to the fact that the former Soviet Union is
experiencing the fastest growing rates of HIV infection in the world. Economic, social,
and political upheavals contribute to environments where infection can easily spread.
Much of the current epidemic in Soviet Central Asia is similar to that which occurred
throughout sub-Saharan Africa during the 1990s. The colonization by European powers,
and an eventual collapse of those powers left these regions socially, politically, and
economically vulnerable to conditions in which HIV/AIDS could spread unhindered.
The HIV pandemic has also taught epidemiologists that regional epidemics have their
own distinct natures. While unprotected sex provided a channel for the virus to spread
throughout Africa and the western world, increasing IV drug use in the former Soviet
Union helped HIV spread from drug users to the general population.
Despite differences of regional epidemics, the global pandemic shares similarities
in that an inordinate amount of poor people and an increasing numbers of females are
becoming infected. The populations at greatest risk are those that thrive on the margins
of society – men who have sex with men, IV drug users, migrant populations, and
commercial sex workers – and their social status makes them the hardest groups to reach
for intervention. Among the at-risk groups, migrant populations may be the most
significant, for they are the most likely to spread HIV from isolated high-risk groups to
the general population.
89

While conventional behavior modification models attempt to address these
populations, many of these programs are flawed in their design. The goal of these well
intended intervention programs is to implement behavior modification measures among
individuals. Yet the primary principles in which they are founded suffer the same
shortcomings indicative of the cultural values that limit access to those at-risk
populations outside of mainstream society. The campaigns that target developing nations
often emphasize a need for women to be proactive in condom promotion with sex
partners, while not acknowledging cultural gender inequalities that make this difficult. In
the same respect, health behavior modification models which identify the need for selfefficacy are limited by ethnocentric views which do not addressing the numerous
contexts of a foreign environment where these models are intended.
In order to successfully reduce increasing HIV rates among at-risk groups, health
behavior models need to address local cultural and social attitudes. This has been proven
possible in sub-Saharan African countries where aid organizations have worked with
religious leaders to reach local communities. These efforts can be duplicated within
communities of vulnerable countries such as Tajikistan to reach at-risk populations. Aid
organizations can also employ the services of social networks for which are linked with
many of these populations. Only by addressing the social, economic, cultural, and gender
contexts in which a culture thrives can HIV prevention measures achieve success among
local at-risk populations.
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