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Abstract

This study aimed to build formative knowledge regarding HIV risksin female migrant sex
workersin Moscow, focusing on gender and power. This was a collaborative ethnographic study,
informed by the theory of gender and power, in which we conducted minimally structured
interviews with 24 female sex workers who were migrants to Moscow and who provided sexual
services to male migrant laborers. Overall, the female migrant sex workers engaged in HIV risk
behaviors and practiced inadequate HIV protection with their clients. These behaviors were
shaped by gender and power factorsin the realms of labor, behavior, and cathexis. In the labor
realm, because some femal e migrants were unable to earn enough money to support their families,
they were pushed or pulled into sex work providing service to male migrants. In the behavior
realm, many female migrant sex workers were intimidated by their male clients, feared violence,
and lacked access to women’s health care and prevention. In the cathexis realm, many had a sense
of shame, social isolation, emotional distress, and lacked basic HIV knowledge and prevention
skills. To prevent HIV transmission requires addressing the gender and power factors that shape
HIV/AIDS risks among female migrant sex workers through multilevel intervention strategies.
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BACKGROUND

In Russia HIV/AIDS rates in the general population have surpassed 1%, with higher ratesin
sex workers (4.8%) (Shakarishvili et a., 2005; Decker et al, 2012). Russiais a major
destination for labor migration from Central Asia, Eastern Europe, and the Caucasus.
Increasing numbers of labor migrants globally are women (Qishi, 2005), with estimates of
15 to 20% of total labor migrantsto Russia (Mezentseva, 2011). Increased economic
hardships due to the recent global financia crisis aswell astightening of legal measures
against migrant workers have made it even more difficult for migrant women to find
employment (Mezentseva, 2011). Unemployed, struggling financially, and needing to
support their families, many female migrantsin Moscow turn to sex work, a pattern also
demonstrated in other countries (Dworkin & Ehrhardt, 2006; Huang et a., 2004; Todd et al.,
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2009). Moscow has an estimated 30,000 to 150,000 female sex workers, with a substantial
proportion being migrants, although definitive statistics are lacking.

Research on femal e sex workers in multiple settings has documented their elevated risk for
sexually transmitted infections (STIs) and HIV/AIDS (Choi & Holroyd, 2007; Hagan &
Dulmaa, 2007). Risk behaviors associated with sex work include multiple sexual contacts,
use of injecting drugs, and barriers to condom use, such as lack of knowledge, repeat clients,
clients' refusal, threats of violence, and problems with police (Evans & Lambert, 2008;
Parry et al., 2008). Several prior studies have focused on sex workersin Moscow. Aral et a
(2003) highlighted the social-organization of sex work, describing that migration patterns
created a demand for and supply of sex workers: male migrants away from their families and
female migrants who needed income. Through these processes, “many women engage in sex
work voluntarily and intermittently” (p. 43). Stachowiak et al. (2005) noted that all of the
female sex workers studied were migrants to Moscow and that this amplified the, “real and
perceived lack of control these women have over many aspects of their lives, from the
decision to enter sex work to the eventual negative health consequences’ (p. 22). Some
female migrant sex workers have higher HIV risk associated with intravenous drug use
(Lowndes, Alary, and Platt. 2001) and mobility (Reed et al, 2012). Other studies have
suggested that higher risks could be associated with such specific migration-related factors
as mobility, social exclusion, poor access to health care, violations of human and civil rights,
younger age, low self-efficacy, lack of resources, lack of knowledge, attitudes of service
providers, fear of violation of privacy, and involuntary sexual acts (Ghimire et al, 2011,
Zimmerman et al, 2003).

Female migrant sex workersin Russia are a concern not only for Russia but also for
migrant-sending countries. For example, prior studies have demonstrated that the vast
majority (94%) of Tajik male labor migrantsin Moscow regularly used female sex workers,
all of whom were reportedly migrants (Weine, Bahromov, & Mirzoev, 2008; Weine et a,
2012).

Scientists and advocates have called for improving sex workers' living and working
conditions through harm reduction and human rights approaches, including HIV prevention,
and addressing the challenges of violence, injection drug use, and migration (Deering et al.,
2008; Qishi, 2005; Lowndes, Alary, & Platt, 2001). Innovative HIV preventive interventions
have been successfully devel oped and evaluated for female sex workers in multiple global
settings (Cornish & Campbell, 2009; Ford et al., 2002; Morisky et a., 2004; Reza-Paul et al.
2008). However, presently in Moscow, no known HIV preventions have been designed and
evaluated for the substantial public health problem involving female migrant sex workers
and male labor migrants.

To inform better multilevel preventive intervention development with female migrant sex
workersin Moscow, this study focused on women engaged in sex work with foreign male
l[abor migrantsin Moscow. To understand better the possible relation of their working and
living under difficult conditions, this research was informed by Connell’s theory of gender
and power, which focuses on women’s exposure to gender and power factorsin three
realms: labor (socioeconomic), behavior (power), and cathexis (affective attachments and
social norms) (Connell, 1987; Wingood & DiClemente, 2000). This theory has been used to
understand women’ s increased vulnerability to HIV and to develop public health
interventions, but it has not yet been applied to female migrants, including sex workers. This
study was also informed by theory and research that has: 1) explained why women leave
their country for work (Oishi, 2005); and 2) delineated migrants' experiences of social,
economic, and cultural transitions (Singer et al., 2006; Deering et al., 2008; Hirsch,
Wardlow, Smith, & Phinney, 2010).
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The specific aims of this study were: 1) to document, in asmall samplein Russia, female
migrant sex workers' HIV risk behaviorsin relation to gender-and power-related factorsin
labor, behavior, and cathexis; and 2) to discuss risks, challenges, and resources that may be
modifiable through preventive interventions or other measures.

Thisinvestigation was part of an ongoing collaboration formed in 2005 between U.S.-based
researchers from the University of Illinois at Chicago (UIC) and health professionals from
Tajikistan to address the public health risk of HIV/AIDS in Tajikistan and the Tajik diaspora
in Moscow. The study ethnographersincluded U.S. medical doctors, a Tajik medical doctor,
and trained ethnographers based in Moscow. All interviewers were trained in ethnographic
interviewing and in the research background, aims, and methods.

This study recruited a purposive sample of 24 female migrant sex workers, a sample size
regarded as adequate to achieve “theoretical saturation” (Corbin & Strauss, 2008). Migrant
sex workers were chosen to meet the following criteria: 1) age between 18 and 49 years; 2)
migrant woman participating in sex work (providing sex services in exchange for money);
and 3) working with foreign labor migrants (and, therefore, potentially bridging with the
sending country). The recruited sample was heterogeneous with respect to country of origin,
age, level of education, and place in the organization of sex work in Moscow. All
respondents spoke Russian in addition to the official language of their native countries.
Language proficiency was assessed during the consent procedures by asking each potential
participant to answer three questions concerning their understanding of the research.

Based upon our familiarity with the organization of sex work for Tgjik male migrantsin
Moscow, we first chose to identify potentia participants through taxi drivers known to
provide transportation for female sex workers to migrants. The study ethnographers worked
with the taxi driversto locate sex workers who were then screened and recruited for the
study. In addition, some enrolled participants put ethnographersin contact with other sex
workers who worked at different sites (e.g. bazaars, tochkas), resulting in a modified
“snowball” recruitment method. Potential participants were purposively sampled, meaning
participants were selected based on their ability to provide the most information about the
phenomenon under study and to represent variations in relevant demographic characteristics.
After providing each potential participant with a complete description of the study, oral
informed consent was obtained as approved by the Institutional Review Boards of the
University of Illinois at Chicago, the Tgjik Ministry of Health, and the Russian Academy of
Arts and Sciences, and Case Western Reserve University. Participants were paid $20 for
their participation in the interviews. To protect their safety, after obtaining verbal informed
consent from anonymized participants, interviews were conducted in a private and secure
location. Overall, 33 women were approached, 27 of these were found to be eligible, and 24
of those eligible participated.

All interviews were conducted in Russian. The interviews were conducted in locations
selected by the participants to accommodate their preferences in terms of convenience and
privacy; locations included their apartments, the research project’s Maoscow office, and
secluded public locations, such as parks or cafes. These were minimally structured
ethnographic interviews, lasting between 45 and 90 minutes, which were audiotaped with
each participant’ s permission, transcribed, and translated into English. The interviews
focused on the women'’s: 1) daily lives; 2) experiences with migration and life in Moscow;
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3) home country lives and family; 4) experiences working in sex work; 5) interactions with
clients; 6) experiences with Tajik male migrants; 7) social support and network in Moscow;
8) HIV/AIDSrisk, knowledge, and prevention skills; and 9) access to health care and HIV
testing. The initial study questions were refined through an iterative process of data
collection and preliminary data analysis that followed standardized qualitative methods
(Corbin & Strauss, 2008).

This study used a grounded theory approach to qualitative data analysis (Corbin & Strauss,
20088). The grounded theory approach is designed for the development of theory within the
context of intensive field research. It is an iterative analysis that codes patterns in qualitative
data to describe categories, typologies, and processes, leading to the creation of amodel.
The researchers used Atlas/ti computer software, which is designed for managing large
amounts of qualitative data (Muhr, 2011). Transcripts of the interviews, translated into
English, were entered into Atlas/ti.

The analysis began with areview of al interview transcripts by the research team, which
yielded a set of categories corresponding to the conceptual framework and contributed to
developing a coding scheme. The researchers established coder reliability with a selected
subset of the code list by calculating percent agreement between reviewers, resolving
differences by making consensus changes in the coding, and rechecking percent agreement
until all coders achieved at least 80% agreement. Next, each transcript was coded by one of
three coders using the coding scheme. The coders met regularly to discuss emerging issues
in the coding approach and to refine coding strategies by consensus. Then, through pattern
coding and creating memos, the analysis identified factors that were combined to generate a
grounded theory model. The findings were reviewed by the entire team to check for contrary
evidence.

Demographics

The female migrant sex workers came from: 1) the outer regions of Russia (Siberia,
Tatarstan, Bashkiria); 2) Eastern Europe (Ukraine, Moldova, Belorussia); 3) Central Asia
(Tajikistan, Uzbekistan, Kyrgyzstan), and; 4) Caucasus (Azerbaijan, Dagestan) (Table 1).
Their mean age was 29.5 years (range 18-42 years). Nearly half the women had a high
school education, and one-half had college or university education. Half of the participants
had children. The majority (71%) were active in sex work only in the last three years or less.

Grounded Theory Model

The analysis produced a grounded theory model that characterized how female migrant sex
workers' HIV risk behaviors and inadequate protection were shaped by gender and power
factors in the realms of labor, behavior, and cathexis. Below this model is summarized and
illustrated with quotations.

Labor Factors

Labor (socioeconomic) factors related to undertaking sex work were: 1) migrating for work;
2) push or pull factorsinto sex work, and; 3) the organization of sex work.

Migrating for Work—All participants stated that their primary reason for migrating was to

find work to meet financial responsibilities for their families back home. Many articulated
negative aspects of migrating, especialy regret over leaving their children and fears of being

Women Health. Author manuscript; available in PMC 2014 January O1.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Weineet al.

Page 5

awoman in aforeign country. Some were single mothers who lost their husbands, either
through death, abandonment, or divorce, and had to support their children alone. These
women left their children with their parents or other relatives. “I had a husband, but heisa
drug addict. So, | came here because | was so tired. He used to hit me so much”
(Uzbekistan, 26).

Other participants were women who did not have children of their own, but who were
financially responsible for other abandoned family members. “My family drinksalot and |
have a younger brother and sister, and so | need to help them financially.” (Ukraine, 18).

Other participants were unmarried women who became labor migrants to care for their
elderly parents, especially those with medical problems who needed funds to pay for
medical expenses. “So | send money for my father or medication. He tells me what he needs
me to buy here in Moscow because there are no medications there. | buy medication for
him” (Russia, 25).

Still other participants were young unmarried women who migrated less for pressing
financial needs but for seeking adventure or higher education. “1 had areally big desire to
come to Moscow. | wanted to work and go to school, | mean, possibilities are large here”
(Belorussia, 23). Some of these participants were students who found that their student
stipends were inadequate.

Pushed or Pulled into Sex Work—The women described both push and pull factors
leading them into sex work. Push factors included financial need, lack of stable
employment, and inadequate income. Most participants from outside Russia reported an
inability to find employment in Moscow citing problems with their legal status and
residency permits (from the Soviet system of “propiska’ that was used to control internal
migration). “It is really hard to find ajob because everyone demands citizenship or at least
permission to work, which isimpossible to find now because all the [migration] quotas have
been filled.” (Kyrgyzstan, 38).

Some previously had jobs but lost them when the 2008 economic crisis devastated the
Russian economy. Others were employed, but found their income insufficient to afford both
the high cost of living in Moscow and supporting families back home. *...With the crisis,
they started paying less, and we got fired for various reasons. So then | spent almost 6
months not working. And then | went to work and was earning pennies’ (Tgjikistan, 32).

Some women reported what may be considered pull factors, such as pressure from friends or
acquaintances, or introductions to sex work handlers. “While | waslooking for ajob | met
my present friend, she was a so looking for ajob, and she started to meet with men for
money. She told me alot about her men. And then she suggested that | try this kind of work”
(Tajikistan, 25). Some women entering sex work reported an additional pull factor which
was men who, through romantic relationship or casual acquaintance, introduced migrant
women to sex work, in some instances, involving deception. “S. called me, we met up and
started dating. Later he called me and told me to come over to his place. And there were
about four friends of his. So we drank, of course, and | ended up sleeping with two of them.
And they paid me. And | could not understand why, especially, since | was dating S. Later |
found out that | was his rent” (Ukraine, 18).

The Organization of Sex Work—Sex work by female migrants was organized in ways
aimed to connect them with male migrant clients. Most female migrant sex workers reported
working in or near bazaars where migrant men work, or neighborhoods with high
concentration of cheaper housing where migrant men reside. Some women did sex work in
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the bazaars; others met in their clients’ apartments, and others worked from their own
apartments. Some women moved around the city in search of clients and worked in saunas,
hotels, cafes, or parks. Only one participant worked at a “tochka” which is adesignated area,
at atrain station or along the road, where sex workers congregated for “ pick ups’.

Some women worked for ahandler or pimp, frequently the one who recruited the woman
into sex work. He collected half of the women’s earnings and supplied their clients. “He
knows everything. He calls clients after sex. He doesn’'t ask me. He asks him how much he
paid me. And he comes over, and | know that he knows, so | give him what | need to”
(Ukraine, 18).

Other sex workers were self-employed but paid a man to act as adriver and bodyguard.
Frequently, this man a so helped to find clients. “He helps with security and clients and
everything. Of course, | give him a percentage. Everything islegal and organized. He drops
me off, drives me, and waits for me until all isdone” (Ukraine, 28). Other self-employed
women used a male acquaintance, often the one who initially suggested entering sex work,
acting as “referral” for male clients. The women did not share their earnings with these men.
“People call me and say they are from him; | understand that he sent me the client” (Siberia,
27).

Other self-employed sex workers worked together with their female migrant friends. These
groups of migrant women looked for clients together and, frequently, lived together, saving
money on rent and using their apartment to meet with clients. “We are four to the apartment.
So when men cometo us, it iseasier for us, and when we have to go to some other
apartment that is scary” (Kyrgyzstan, 37). Sex work activity was often arranged through
referral networks in and around the bazaars or construction sites. “When the market is
closing, they come...But you know the girls, so you know the clients. All happens like a
chain” (Bashkiria, 28).

Another group of self-employed women worked alone, preferring to find clients by
themselves, bringing them to their apartments or to hotels. These women tended to have
been in Moscow longer and were more established in the city. They often worked in bazaars
where they could find their own clients. “1 have no guard, or anyone who watches out for
me. | work alone. | either find clients myself. Or they approach me and try to get to know
me” (Belorussia, 23).

The women's sex work earnings depended on how their work was organized, how they met
clients, and how many clients they saw. Those who were less established charged less,
around 1000 to 1500 rubles (US $35-$50), sometimes supplemented with payment in
groceries. For those who worked with handlers, the “standard” price was between 2000 to
3000 rubles (about US $70-$105) for one hour, including vaginal intercourse. Some migrant
sex workers charged per night, up to 5000 rubles (US $180), sometimes involving contact
with multiple men. Overall, the women reported adequate but not excessive earnings
through sex work to afford living in Moscow, where rent was expensive, and to help their
families back home. “I am happy with my life and that’s all. | can afford to walk into a store
and buy what | like” (Ukraine, 37).

Behavior Factors

Behavior (power) factors identified were: 1) little access to women'’s health care and
prevention; 2) client preference and intimidation; and 3) client violence.

Little Access to Health Care and Prevention—Without aresidency permit, health
carein Moscow was prohibitively expensive. Female migrant sex workers found it difficult
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to save enough money to afford gynecological exams or treatment. “Thereisaclinic, itis
not free. It isactually expensive. We have never gotten sick. But we are afraid of getting
sick” (Uzbekistan, 30). Some women, especially those from Eastern Europe, reported
continuing to visit agynecologist at home, which was cheaper. “For women’s health, | go
home. | have my own gynecologist there. Once in three months | take al the tests’ (Ukraine,
37). Most reported that these visits home were organized both to seek healthcare and to visit
family.

Most women were aware of the importance of health maintenance and worried about getting
sick. “I am afraid. And there are some young girls too, who are sick. So, | go to the clinic
and check myself out, and everything is good so far” (Uzbekistan, 23). However, many
women, even despite regular checks, were not always certain about their healthcare. Only a
few could name specific STIs, and those who did, named syphilis, which could reflect more
of ahistoric than actual STI1 knowledge.. None could adequately describe the symptoms
associated with common infections, or the details of their own healthcare checkup: “I’m not
sure what they did, but they said it was OK” (Uzbekistan, 30).

Client Preference and Intimidation—Most participants initially reported consistent
condom use with their clients. “ Sometimes they buy their own. But | have my own stash”
(Siberia, 27). When prompted, some reported forgoing condoms at clients' requests when
offered more money. “Of course, if someone pays me more, like not 2000 but 4000 [rubles],
| deep without condoms and then go home to Ukraine for a check-up” (Ukraine, 18).

Upon further questioning, women indicated that they used condoms much less when
servicing “regular” clients. “When | have my regular clients, the ones |’ve known for along
time, if you know the person is clean, then you can have sex without” (Ukraine, 37). The
women did not identify any particular criteriaor timeline for when a client became regular.
They did not describe these relationships as romantic and insisted that regular clients
remained clients despite decreased condom use. None considered the men’s sexual relations
with others, including other sex workers, and what risks it posed for HIV or ST
transmission during unprotected intercourse.

None of the participants reported challenges in acquiring condoms in Moscow, which
women said were readily available for purchase. However, some women who met men in
public places reported reluctance to carry condoms because if apprehended by the police,
they would be accused of being sex workers and would have to pay bribes. Though severa
used alcohol, none reported that acohol or drug use was an obstacle to condom use. Some
reported incidents of violence and physical forcein sex work, which prevented them from
using condoms. “ Sometimes they force you to have sex without condoms because when we
refused someone would hold our legs, someone would hold our arms’ (Tatarstan, 28).
Severa reported working regularly without condoms. They reported no knowledge or
practice regarding condoms prior to arrival in Moscow.

Client Violence—The women were very concerned for their physical safety during sex
work, with many reporting stories of violence. “ The client wanted meto put it in my mouth,
and | didn’'t have any desire to do that. So, then the chaos breaks out...and that’s when the
hands go off” (Belorussia, 23). “They can take a cigarette and put it out on your body. They
don't really care. They start pulling hair. Or if there are four people, and | am by myself, the
four will attack me” (Tatarstan, 28). Some women reported calling the police when
endangered, but for many female migrant sex workers, the police were regarded as another
potential threat. Many sex workers reported being detained by the police who expected
bribes. “1f a cop catches you, you have to pay money. Nothing happens without money. Y ou
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have to pay everywhere” (Ukraine, 37). Those working on the street were the most
vulnerable to the police.

Cathexis Factors

Cathexis (affective attachment and social norms) factors identified were: 1) attitudes toward
sex work; 2) limited support network; 3) basic HIV knowledge and prevention skills; 4)
emotional distress.

Attitudes Toward Sex Work—Many women, especially Muslims from Central Asia,
reported feelings of deep shame and tremendous fears of their family finding out about their
sex work. “Thisis a stigma; no one wants to say thisis what we do. If they find out, they
will kill us, seriously. We are scared that our parents will find out, or our brothers”
(Uzbekistan, 30). Other women viewed it as atemporary necessity while living in Moscow
to earn additional money especially when the economic crisis made employment difficult.
“Thisis not forever. | hope that the crisiswill be over. | also don’t really want to continue
doing this, but it just so happens that | need money more’ (Siberia, 27). These women tended
to view their vocation in pragmatic terms.

For afew, sex work was viewed as a career change that allowed more freedom and higher
earnings. These women spoke more openly and had a more positive attitude about doing sex
work. “Though I'm not a beauty, | understood that | could improve my life via the bed”
(Tajikistan, 34). For these women, sex work provided income adequate enough to live in the
capital and care for their families, financial stability overshadowing prejudices against sex
work. These women projected an upbeat attitude about their life in Moscow. “Thereis
nothing strange about it, everyone makes money how they can” (Ukraine, 37).

Limited Support Networks—Female migrant sex workers reported limited family and
social support in Moscow. Most women lied to their families about their employment. “1 tell
them | have multiple jobs, that | work one job during the day, another at night. | try to
weasel my way out, so that no one finds out” (Tajikistan, 32). Only two participants reported
their family’ s knowledge of their sex work. One traveled from Tajikistan because of

family’ s dire need of finances. “I have come here with their permission. They are
supportive’ (Tajikistan, 30). The other traveled to Moscow to seek work in the sex industry
to support her aging mother. “My mother isill, and | help her out now. She knows what | do.
At first, she cried, but | told her there is no way to make aliving. Y ou need medications and
shots’ (Tatarstan, 27).

Some female migrant sex workers reported having a support network of female friends who
were also engaged in sex work. “I have girlfriends. We help each other. When thereisno
money, we help each other with food. We aways go together to clients, so that nothing
happens. And then if we are sad, we turn to each other” (Uzbekistan, 30). However, others
regarded Moscow as a hostile environment where it was difficult to make true friends.
“Once the crisis hit everyone was in for themselves. Moscow life became cut-throat and no
one was interested in helping each other or having friends’ (Tgjikistan, 32). “ They throw you
out. Or they become your pimps, or have connections to other pimps. There is no one.
Everyone survives for themselves’ (Moldova, 22). The biggest obstacle to making friends
who were not sex workers was awoman’s inability to disclose what she did. “No one knows
what kind of job | do. Thisisall kept inside. So, there hasn’t been anyone” (Tgjikistan, 32).

Basic HIV Risk Knowledge and Prevention—All the participants had heard about

HIV/AIDS. Despite their varying ages, education levels, and countries of origin, most
possessed basic information about the virus, transmission, and prevention, which they had
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learned both in their home country and in Moscow. “Many people talk about it on TV, in
brochures, and in newspapers’ (Tajikistan, 32). The female migrant sex workers were
concerned about acquiring HIV/AIDS and other STIs from sex work, despite their limited
knowledge. “I don’t want to spend his money for treatment from diseases he gave me. There
iSAIDS, there are other diseases. That’swhy it is very dangerous’ (Siberia, 24). “I don’t
even want to talk about it. God forbid we encounter it. It is abad a disease, | know about it,
but | don’t want to tell you. Don’t even want to hear about it.” (Uzbekistan, 37). Thisfear
was common and strong enough to motivate most of the women to use condoms. “| use
condoms. | mean, there are so many diseases. In addition to [prostitution], to suffer even
more, how isthat possible?’ (Tajikistan, 42).

Emotional Distress—Many, though not all, migrant women struggled emotionally with
their participation in sex work in Moscow, and several of them reported sadness, shame,
low-energy, isolation, and lack of hope, suggesting that some may be depressed. “1 am so
tired of my life. My whole life goes by without any good times, without nothing. To be
honest, my own life is not interesting for me anymore” (Tajikistan, 42). This distress was
compounded by isolation, separation from family, and migration status. Several sex workers
reported drinking alcohol regularly. “Sometimes | get sad, thereis vodkain the fridge”
(Ukraine, 37). None of the women reported injecting drug use, however, some reported
instances of clients smoking marijuana or hash, demonstrating abstinence despite exposure
to substances. “ Sometimes there are guys are who drug addicts, and they demand drugs and
try to force us to use too” (Uzbekistan, 37). Most of the women want to stop doing sex work
as soon as possible, but could not yet see doing so. “Thisisjust really bad. All | want isto
end thisal. | am so tired of this, and | just want to go home” (Dagestan, 25). Some could not
because their handler kept their passport. “He hasit in the bar, where all the other passports
are of al the other girls’ (Ukraine, 18).

DISCUSSION

Among female migrant sex workersin this study, HIV risk behaviors and inadequate HIV
protection were shaped by gender and power factors in the realms of labor, behavior, and
cathexis. In the labor (socioeconomic) realm, due to inability to earn enough money to
support their families, some of the participants were pushed or pulled into sex work in which
they provided service to male migrants. In the behavior (power) realm, many were
intimidated by their male clients, feared violence, and lacked access to women'’s health care
and prevention. In the cathexis (affective attachments and social norms) realm, many had a
sense of shame, social isolation, emotional distress, and lacked basic HIV knowledge and
prevention skills.

Theroles of these factorsin shaping HIV risk among study participants was consistent with
what has been described in the theory of gender and power by Wingood and DiClemente
(2000) and Connell (1987). Although this study attempted no comparison with male labor
migrants, it was clear that unlike their male counterparts, socioeconomic conditions more
frequently led these respondents into sex work in which their HIV sexual risk behaviors
were then further compounded by gender and power factors as well astheir migration status
(Weineet al, 2009).

We found that most female migrant sex worker participants reported: 1) knowing that
condoms prevent HIV infection; 2) being able to acquire condoms, and; 3) using condoms
with clients. This resonates with prior reports which have shown that sex workers were often
able to manage HIV protection (Tampep, 2009). On the other hand, we found several areas
of concern regarding the possible special vulnerability of participantsin our study to HIV.
First, some participants lacked condom negotiation skills, and their clients’ strong
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preferences for no condoms often led to diminished condom use. Second, we found
diminished condom use with repeat clients, a pattern also described among sex workersin
other settings (Kendall & Pelcastre, 2010). Y et for some study participants, condom use was
the norm, regardless of familiarity. These women appeared to have more HIV knowledge
and prevention skills, aswell as more fear of acquiring AIDS. This suggeststhat it could be
possible to increase sex workers' condom use by enhancing their knowledge and awareness
through atargeted HIV preventive intervention, perhaps as part of amultilevel intervention
that also targeted their male migrant clients.

Third, another important finding was inadequate access to health care treatment and
prevention among our study participants. These women’s migration status made clinic visits
unaffordable, and only afew were able to travel home where health care was cheaper.
Furthermore, many study participants lacked adequate HIV/AIDS and ST1 knowledge and
would benefit from more information including testing, symptoms, treatment, and
prevention. Finally, despite the deception involved, none of those interviewed reported
being brought into the country specifically for the purpose of prostitution or being otherwise
trafficked. However, also unlike male migrants, many found themselves trapped in
situations either financially or because of ahandlers’ exploitation.

Recommendations

Prior research on sex work in Russia called for attention to the women’s health and mental
health needs and human rights (Stachowiak et al, 2005) and the socioeconomic and
organizational context of sex work (Ara et al, 2003). Our findings point to the role of
gender and power factorsin shaping HIV/AIDS risks among the female migrant sex workers
who participated in our study. This suggests that multiple strategies might be considered,
which encompass the following components (Jane et a, 2004).

Regarding labor factors, the priorities might be to counter the socioeconomic ills of female
migrants and their illegal exploitation by sex work recruiters. One approach could involve
devel oping economic policies that would create earning alternatives for female migrants
(e.g. training courses and micro-credit). Some such approaches have succeeded on a small
scale but have faced difficulties scaling up (Greenall, 2007). Another approach could create
an additional legal framework to protect female migrants' legal rightsin Russia, although
thisis highly unlikely in the present political milieu. Community mobilizing interventions
advocating for sex worker rights were effective in Western Europe, but have not yet been
successful in Russia

Asfor behavior factors, countering power imbalances in which sex workers are intimidated
by their male clients and lack access to care and prevention is an area to be addressed. One
approach could be community empowerment to strengthen peer support networks and to
disseminate knowledge about skills for staying safe in sex work (Bingawalo et al., 2010;
Nishigawa, 2002). A second approach could be integrating violence prevention into
women'’s health care and HIV prevention and facilitating access to care and prevention
without fear of police (Tampep, 2009; WHO, 2006).

Regarding cathexis factors (affective attachments and social norms), helping women to
overcome their shame and lack of confidence and giving them basic HIVV knowledge and
prevention skills would seem helpful. One approach could be to address their emotional
distress and/or disempowerment through peer support, though some may need individual
counseling or mental health treatment (Weine et a, 2012). Lastly, these women could
benefit from education on the importance of consistent condom use, condom negotiation
skills, and refusing services to clients who disagree.
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These interventions could be undertaken from multiple types of settings at different pointsin
the migration trajectory. One possible location for HIV prevention as well astesting and
treatment would be primary care clinics serving migrant women in both sending and
receiving countries (several exist in Moscow). Another strategy is suggested by the fact that
although many female migrant sex workers appeared to be isolated from their diaspora
communities, many nonetheless reported social connections with other female migrants
involved in sex work. Given the reported success of HIV prevention efforts organized
through peer networks in other settings (Cornish & Campbell, 2009; Reza-Paul et a., 2008),
either social networks or popular opinion leader approaches might work with female migrant
sex workersin Moscow (NIMH, 2007). Such efforts could take place in and around areas
with known concentration of migrants, such as bazaars. Another strategy would focus on
raising awareness pre-departure in the sending countries, such asin the Labor of Ministry’s
training course for unemployed women.

This study had several limitations. First, because recruitment occurred in a small number of
locations and used purposive sampling, selection bias might have occurred. The study
sample reflected some, but certainly not all, of the diversity amongst migrant sex workersin
M oscow, thus reducing the generalizability of the findings. Second, given that for some
participants, Russian was not their first language, gaps in understanding or
misunderstandings of questions and responses could have occurred. Third, because the
study’ s focus on HIV prevention was explained to participants prior to the interview,
positive reporting bias in condom usage may have occurred. Fourth, the lack of coding of
every transcript by more than one coder detracted from the quality control of coding.
Finally, because the study lacked a comparison group, it could not identify whether migrant
sex workers differed in HIV risks or gender and power factors from non-migrant sex
workers. Further studies with community collaboration, mixed methods, longitudinal design,
larger and more representative samples, aswell asHIV preventive interventions, are needed.
These studies could aim to build knowledge and services that contribute to: 1) helping
female migrants avoid the path into sex work; 2) helping those female migrantsinvolved in
sex work enhance their HIVV/AIDS protection and access to women’ s health care; and 3)
facilitating female migrants' exit from sex work.
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Table 1

Demographic Characteristics of Study Participants

Variable | Study Participants (n=24)
Age (years) | Mean=29.5, 18-42
| N (%)
Region 5(21%)
Russia (outer regions) 5 (21%)
Eastern Europe 12 (50%)
Central Asia 2 (8%)
Caucuses
Education
University 5 (21%)
College 7 (29%)
High school 11 (46%)
Incomplete High School 1(4%)
Children
None 12 (50%)
1 5(21%)
2-3 7 (29%)
Yearsin Sex Work
<lyr 4 (17%)
1-3yrs 13 (54%)
>3yrs 3 (13%)
>5yrs 4 (17%)
Reasons for Sex Work
Could not find ajob 11 (46%)
Lost job 4 (17%)
Inadequate income 6 (25%)
Change of career 7 (29%)
Place of Sex Work
Own apartment 12 (50%)
Clients' apartment 16 (67%)
Bazaar 4 (17%)
Third location 6 (25%)
Tochka 1 (4%)
Construction site 1 (4%)
Means of Finding Clients
Self 17 (71%)
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Variable | Study Participants (n=24)
Age (years) | Mean=29.5, 18-42
Hire help 2(8%)
Usereferrals 2 (8%)
Have ahandler 3 (13%)
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