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Foreword
International migration is a phenomenon closely linked with globalization, and economic and social
development in countries of origin and destination. Migration push and pull factors, such as global
economics, trade, climate change, political situations and civil security, influence diverse population
migration flows from one country to another.
In Bangladesh, like in many countries in Asia, migrant workers’ remittances account for a significant
part of the gross domestic product. Over the years, there has been a continuous increasing trend of
labour migration in Bangladesh. Like in other parts of the world, it has been noted that there has
been an increase in the migration of Bangladeshi women migrant workers. According to the Bureau
of Manpower Employment and Training of the Government of Bangladesh, a total of 149,111 women
migrated to different countries between 1991 and November 2010. The highest proportion of
Bangladeshi women migrate to Saudi Arabia and the United Arab Emirates as semi-skilled and unskilled
labour workers. These women are employed as housemaids, restaurant/hotel workers, entertainers
and garment industry workers.
Population mobility may be associated with some specific risk behaviours and practices that may have
direct implications on health, in general, and reproductive health, in particular. As a result of multiple
factors, mobile populations, especially international migrants, are at higher risk with regard to certain
health hazards associated with infectious diseases, including sexually transmitted infections and HIV/
AIDS. While migration intrinsically is not a risk factor for HIV, the unsafe conditions under which people
migrate and work tend to put migrant workers at risk. The complex relationship between migration
and health is further complicated by a lack of reliable empirical data.
Current evidence, though very little, exploring the relationship between migrant workers and STI/HIV
infections, indicate that, in particular settings, risk behaviour and HIV infection rates are considerably
higher among migrants than in the general population; however, the lack of data and thorough
research in this area, and to some degree the cultural taboo surrounding the subject matter, hinders
any effective interventions in addressing migrants’ needs, reducing their vulnerabilities, or providing
HIV preventive education and services throughout the migration cycle.
This study, conducted with the support of Joint United Nations Programme on HIV/AIDS (UNAIDS),
provides both qualitative and quantitative information on the vulnerabilities and health and social
service needs of Bangladeshi women migrants. The study determines the level of knowledge and risk
perception with regard to STI/HIV/AIDS and the perceived health needs of women migrant workers
on the grounds of existing services. The study also maps out the stakeholders and their roles and
responsibilities in response to HIV preventive education and services. Information from the study adds
to the literature and policy discourse not only for STI/HIV/AIDS advocacy, but also on broader issues
of migration health at the national and international level in both countries of origin and destination.
Dr. Anita A. Davies
Chief Migration Health Officer
IOM Dhaka
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Executive Summary
Bangladesh is a major supplier of labour to the world market. According to official figures, between
1976 to December 2009, a total of 6.7 million Bangladeshis left the country through government
channels. This workforce contributes significantly to the overall economy of the country through
remittances, which, in fiscal year 2009/10 alone, was over USD 10 billion – the largest source of foreign
exchange earnings for the country.
Female migrant workers are increasingly important for the Bangladeshi job market, as they contribute
to poverty reduction and economic growth. Though the sector has significant potential to grow given
the demand, there are challenges that put the rights of female migrant workers at risk.
Between 1991 and May 2010, some 150,000 women migrated to different destination countries. From
1991 to 2003, female migrants constituted less than 1 per cent of the total flow of migration, but the
figure rose to 6 per cent in 2006. The majority of these female migrants work as domestic workers
and in household-related jobs. Figures do not represent the total stock of female migrants abroad,
as they seem to exclude re-hires, those who still have ongoing work contracts, and those who are
undocumented.
Bangladesh is still considered a “low HIV prevalent country” in the region, as it has an HIV prevalence
of less than 1 per cent among the most-at-risk population group. However, official data suggest that
the prevalence of HIV among migrant workers could be much higher than in the general population.
The rising number of HIV cases among migrant workers has become a significant area of concern, but
there is also a danger of stereotyping and stigmatizing migrants as carriers and spreaders of diseases.
It has been recognized by academic studies from other major migrant-sending countries that
disseminating information on migration issues and properly training migrant workers can significantly
reduce the vulnerability of female migrant workers and enhance the positive outcomes of migration.
Despite steps taken to improve the governance of migration in Bangladesh, it is recognized that the
working and living conditions of migrant workers, especially women domestic workers, leave much
to be desired. Women domestic workers seem to be subjected to exploitation, physical abuse, sexual
violence, maltreatment and labour rights violations such as contract substitution and non-payment of
wages.
In this context, the objectives of this study were as follows:
• Assess the current situation and identify existing services, needs and gaps in HIV prevention
initiatives for departing and returnee female labour migrants in Bangladesh.
• Determine vulnerabilities, the level of knowledge and risk perception with regard to sexually
transmitted infections (STIs) and HIV/AIDS, and the perceived health needs of Bangladeshi female
labour migrants.
• Formulate recommendations on what needs to be done.
Most of the participants of this study had participated in training programmes that were not
homogeneous in terms of the duration of the training or the topics covered. Despite the various
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existing available training on HIV/AIDS, the level of knowledge and awareness of HIV/AIDS among
the study participants was generally poor. Awareness of STI and HIV/AIDS was worryingly low among
the participants of the study. While a quarter (24.5%) admitted to “know nothing” about HIV/AIDS,
the primary source of information was television (35%), followed by non-governmental organizations
(NGOs) (18%), and family/friends (6%). Notably, only 4 per cent reported receiving information from
health workers, and 2 per cent, from the Bureau of Manpower Employment and Training (BMET). Not
surprisingly, 86 per cent of the respondents had no knowledge of voluntary counselling and testing
(VCT) and HIV/AIDS services.
Some of the problem areas identified by the study were the following:
a) The existing lecture-based, pre-departure orientation/briefing conducted by the government for
outgoing migrants who have completed migration formalities, and the training for domestic workers
migrating through regular channels are inadequate to prepare women migrants for work overseas.
b) Mandatory medical testing in Bangladesh and in destination countries is against all universal
standards, as it violates individual rights and further perpetuates a vicious cycle of misinformation
about STI and HIV/AIDS.
c) Limitations of recruitment agencies to assist in preparing migrant workers lead to irregularities
in the recruitment of domestic migrant workers, inadequate provision of information, lack of
documentation, and lack of protection once these workers are deployed and upon their return.
d) Awareness-building programmes on HIV/AIDS for institutions and the general population seem to
be sporadic and no tangible results can be observed, or is lacking altogether either in terms of the
information shared or direction from appropriate authorities.
The findings of this study confirm that migrants are placed in high-risk contexts augmented by inadequate
and inappropriate access to HIV information and health care services. These are compounded by the
low skill level of most migrants, the lack of capacity in both public and private sectors to manage the
sector, and the lack of a regulatory framework, or administrative and judicial measures, to prevent and
prosecute exploitation and abuse in migration processes.
Given the vulnerabilities placed on female migrant workers, the study recommends tailoring and
strengthening existing programmes and complementing them with innovative approaches to share
information with largely lowly educated female migrant workers at all stages of migration. The three
main recommendations are as follows:
a) Upgrade pre-departure orientation/briefing and training programmes currently on offer to female
migrant workers.
b) Improve medical testing in Bangladesh to meet universally accepted international standards,
and open dialogue with authorities in Gulf Cooperation Countries (GCC) to negotiate for similar
standards to be offered to migrant workers.
c) Strengthen and intensify awareness-raising campaigns throughout the country in collaboration
with grassroots organizations.
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Introduction

This report was commissioned by the International Organization for Migration (IOM) to assess the
vulnerability of female migrant workers to HIV/AIDS and STI and identify gaps in existing services.
The report begins with an introduction outlining the rationale and methodology of the study. Chapter 2
describes the context of migration and HIV/AIDS in Bangladesh. Chapter 3 describes the findings
of the study, and chapter 4 provides an analysis of the results. Finally, chapter 5 provides a set of
recommendations to respond to the issues revealed in the study.
1.1. Rationale and concept
Bangladesh is a major source country for migrant workers. According to BMET, between 1976 and
December 2009, a total of 6.7 million Bangladeshis left the country through government channels.1
However, it is estimated that as a result of migration through informal channels, about an equal number
of migrants are currently living in different destination countries. More than 80 per cent of total labour
migrants are employed in the Arab Gulf region. This workforce significantly contributes to the overall
economy of the country. In fiscal year 2009/10, remittances from migrants were over USD 10 billion,
the largest source of foreign exchange earnings for the country.2
Besides the general increasing trend of labour migrants, migration of female labour has also increased
more than ever in recent years. From 1991 to 2003, female migrants constituted less than 1 per cent
of the total flow of migration; this figure rose to 6 per cent in 2006. According to BMET, between
1991 and May 2010, a total of 149,111 women migrated to different destination countries. Of this, a
total of 31,283 women migrated to the Kingdom of Saudi Arabia (KSA); 42,092 migrated to the United
Arab Emirates (UAE); and 38,994 migrated to Lebanon. The other major destination countries for
Bangladeshi female migrants were Kuwait, Jordan, Malaysia and Bahrain.
Currently, around 30,000 documented Bangladeshi women migrant workers (mainly domestic workers)
migrate every year to the Gulf countries.3 This official figure might be lower than the actual numbers,
as undocumented or irregular migration are not recorded.4 In contrast to official statistics, the reality
is that a large number of women migrate from Bangladesh to work abroad. Estimates on the actual
number vary from 10 times to as much as 50 times the official figures.5

1

The term “migrant worker” refers to a person who is to be engaged, is engaged or has been engaged in a remunerated activity in a State
of which he or she is not a national (Article 2 of the International Convention on the Protection of the Rights of All Migrant Workers and
Members of their Families, 1990).

2

Dr. Zafar Ahmed Khan, Secretary of the Ministry of Expatriates’ Welfare and Overseas Employment, reported this in a seminar in Dhaka on
11 October 2010.

3

BMET.

4

T. Siddique, Transcending Boundaries: Labour Migration of Women from Bangladesh (Dhaka, University Press Limited, 2001).

5

UNDP and OKUP, HIV vulnerabilities faced by women migrants: From Bangladesh to the Arab States (2009).
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Despite the substantial economic benefits that Bangladeshi migrants generate from their work in the
Gulf, they often migrate under unsafe conditions, which increase their vulnerability to HIV infection.
A growing percentage of new infections occur among spouses and regular partners of people infected
during commercial sex. Spouses and partners of migrant workers are especially vulnerable since there is
higher use of sex workers by migrant workers during long stays away from home. Of the 47 HIV‐positive
cases detected at three VCT units in 2002–2004, 29 were adult males who returned from abroad,
seven were wives of migrant workers, and four were children of HIV‐positive migrant workers. A study
of 703 married men showed that those who lived apart from their wives elsewhere in Bangladesh or
abroad were 4.6 and 6.0 times more likely, respectively, to have had extramarital sex compared to
men who did not live apart from their wives. Among married men, those who had been abroad or
lived elsewhere in Bangladesh reported having had sex with men at 6.1 per cent and 8.5 per cent,
respectively. This is higher than the 2.5 per cent among men who had not lived apart from their wives.6
Overseas migrants have a higher tendency to have sex with sex workers during their stay abroad, and
a substantial number of migrants do not use condoms on a regular basis.7
Data from different sources also indicate that the bulk of the identified HIV cases in Bangladesh involved
overseas migrant workers and their spouses.8 According to Ashar Alo Society (AAS), an organization
working with people living with HIV (PLHIV) in Bangladesh, about 60 per cent or more of the total
reported HIV cases involved migrants.
To address the threat of increasing HIV infection in Bangladesh, there is an urgent need to develop
and implement effective responses to HIV and AIDS vulnerability for migrant workers. The multiple
vulnerability factors among the migrant group demand a strong, holistic and integrated approach.
It is also increasingly being recognized that the vulnerability of the female labour migrants is far more
not only due to biological factors but also due to complex employment and social factors, in particular
for domestic workers. Considering the insufficiency of specific and clear information on the risks of
HIV infection among female labour migrants and existing gaps and needs in terms of relevant services,
an HIV risk and needs assessment study was conducted as the first step towards this project for
sensitization and evidence-based policy advocacy.
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6

International Centre for Diarrhoeal Diseases Research, Bangladesh (ICDDRB), 2005.

7

IOM and ICDDRB, Impact of Migration on the Health of Bangladeshi Male Labour Migrants. Preliminary joint study (2008).

8

a) In 2008, the draft report on estimating numbers of those most affected by HIV/AIDS in different locations to support efficient service
delivery, capacity-building and community mobilization, by ICDDRB, for the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM)
Round 6 project, mentioned 65 per cent reported cases of HIV among overseas migrants.
b) In 2002–2004, 47 of 259 people tested HIV-positive, of these 29 were returned males from abroad, seven were wives of migrant
workers, and four were children of HIV-positive migrant workers. (Periodical journal, ICDDRB)
c) Of the 102 reported HIV/AIDS cases in 2004, 57 were identified as returnee/external migrant (NASP, MOHFW, December 2004).
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1.2 The context: Migration and HIV/AIDS
1.2.1 Institutional and legal framework
a) Institutions within the migration sector9
The main ministries concerned with labour migration from Bangladesh are the following: the Ministry
of Expatriates’ Welfare and Overseas Employment (MOEWOE), the Ministry of Home Affairs, the
Ministry of Foreign Affairs, the Ministry of Finance, and the Ministry of Civil Aviation and Tourism.
In December 2001, in response to the demands of Bangladeshi expatriates and migrant workers, the
government created the MOEWOE. The ministry was given responsibility for implementing the rules
framed in 2002 relating to the 1982 Emigration Ordinance. The ministry also assumed responsibility
for promoting, monitoring and regulating the migration sector. The activities of the ministry are
concentrated in two broad areas: creating employment opportunities for Bangladeshis overseas, and
solving the problems of expatriates and ensuring their welfare.
BMET is the implementation agency of the MOEWOE as regards the processing of documents for
international labour migration. Created by the government in 1976, BMET preceded the MOEWOE.
Since the promulgation of the Emigration Ordinance in 1982, BMET has been working as the
implementing agency of the Ordinance. BMET also manages programmes undertaken with the Wage
Earners’ Welfare Fund.
BMET has several functions, such as controlling and regulating recruitment agents, collecting and
analysing labour market information, registering jobseekers for foreign employment, providing
emigration clearance to secure jobs, developing and implementing training programmes in light of
specific labour needs of national and international labour markets, providing apprenticeships and
in-plant training programmes in existing industries, organizing pre-departure briefing sessions, and
resolving legal disputes. Participation in pre-departure briefing/orientation, which includes HIV/AIDS
and STI information, is mandatory to obtain BMET clearance.
BMET has labour wings in 11 countries to assist migrant workers, mainly in KSA (Riyadh and Jeddah),
UAE (Abu Dhabi and Dubai), Malaysia, Oman, Kuwait, Qatar, Bahrain, Republic of Korea, Singapore,
Libya, and Iraq. In 2010, BMET introduced a biometric finger print enrolment system and a reusable
smart card system; in September 2011, it also launched online registration for jobseekers. All these
developments should enable BMET to better control irregular migration and develop and maintain
a proper database of migrant workers to strengthen government mechanisms to manage migration,
leading to a wider reach of services and ensuring the welfare of migrant workers overseas.10
BMET also provides training through 38 Technical Training Centres (TTC), of which six are exclusively
for female migrant workers. The six TTCs for women are situated in six divisional cities of Bangladesh.
Yearly, around 5,000 to 7,000 women are trained from these centres in different technical areas (e.g.
electrical, electronics, garments work, food processing and housekeeping). The training curriculum
9

Unless otherwise indicated, information presented in this section is mostly quoted from an article on Bangladesh written by Mohammed
Jalal Uddin Sikder of the Refugee and Migratory Movements Research Unit for the Asian and Pacific Migration Journal, Vol. 17, Nos. 3–4,
2008.

10

BMET website, accessed on 1 December 2011.
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includes sessions on health, HIV/AIDS and STI. More than 70 per cent of the trainees from these TTCs
usually go abroad for overseas employment, mainly in Gulf countries.
In 1984, the government set up Bangladesh Overseas Employment Services Ltd (BOESL), whose
mandate is to recruit workers.
The Ministry of Home Affairs is involved in two stages of migration arrangements: first, with issuing
passports; and second, with issuing emigration clearance at the airport during departure and return.
The ministry is also the ultimate authority for checking papers and deciding whether an individual is
permitted, or refused, to leave the country.
At the point of departure, the Ministry of Civil Aviation has responsibility for security checks during
check in, boarding passes, immigration clearance and card verification. Officials from the Ministry of
Finance, on the other hand, organize customs clearance.
The Ministry of Foreign Affairs, through its foreign missions, plays a very important role in international
migration. The functions that Bangladeshi missions abroad currently perform relevant to labour
migration are: exploring potential labour markets, attestation of documents pertaining to recruitment,
providing consular service to Bangladeshi workers, and ensuring the welfare of migrant workers.
Apart from government ministries, the private sector is very much involved in international labour
migration. Initially, the government was responsible for labour recruitment, but by 1981, licensed
recruitment agencies assumed this task. The government recruitment bureau, BOESL, accounts for a
negligible percentage of labour recruitment. The recruiting agencies are organized into a group known
as the Bangladesh Association of International Recruiting Agencies (BAIRA). Formed in 1984 with
initially 23 members, BAIRA’s membership has grown to 842 agencies as of 2011.11
Other key actors in migration are diagnostic centres that conduct health checks and medical screening
for potential migrant workers. Health checks include tests for fitness, pathology, hepatitis A and B,
syphilis (Venereal Disease Research Laboratory or VDRL), HIV/AIDS, tuberculosis (TB), malaria, leprosy
and others. Female migrant workers may be required to take a pregnancy test. Some receiving countries
coordinate with preselected diagnostic centres to conduct these tests. The Gulf Countries Approved
Medical Association (GAMCA), for example, is an association of 22 diagnostic centres.

11
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Figure 1: Major stakeholders and their key activities12
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b) The legal framework: Emigration Ordinance, 1982
The main legislation covering migrant workers is the Emigration Ordinance (1982), which is now widely
considered to be outdated and ineffective to meet current complexities. However, the Emigration
Ordinance of 1982 is the basis for rules formulated in 2002. In 2006, the government drafted an
“Overseas Employment Policy”.
The Ordinance only allowed persons with valid travel documents to emigrate, that is, those with a
letter of appointment or work permit from a foreign employer or an employment or emigration visa
from a foreign government (Sec. 7/3/a). A person who is selected by a foreign employer through an
organization or a recruiting agent recognized by the government under an agreement between the
two governments will also be allowed to emigrate (Sec. 7/3/b). The Ordinance also empowers the
government not to allow the emigration of persons of a particular occupation, profession, vocation or
qualification in the public interest (Sec. 8/1). Under the Ordinance, the government is authorized to grant
licences to individuals and companies who wish to be engaged in overseas employment recruitment
(Sec. 10). The Ordinance empowers the government to cancel and suspend licences and forfeit security
deposits if it is satisfied that the licensee’s conduct has been improper or if it is in violation of the law
or the Code of Conduct. However, such actions could only be taken after the licensee has been given
an opportunity to explain his position (Sec. 14/1). Illegal emigration is punishable by a term of up to
one-year imprisonment with a fine not exceeding 5,000 Bangladeshi taka (BDT).

12

This flow chart succinctly presents the main stakeholders within the labour migration sector.
The chart is copied from: Final report: Situation Assessment on HIV preventive education and services for the labour migrants, International
Organization for Migration, Dhaka, Shakirul Islam, OKUP (unpublished).
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The Ordinance also contains provisions for penalizing unlawful recruitment efforts (Sec. 20). It prohibits
recruiting agencies from charging higher than the prescribed amount of fees for their services (Sec.
23). The Ordinance has provisions for penalizing individuals who breach their contract with foreign
employers or abandon their employment (Sec. 24). Despite the fact that both the ordinance and the
criminal law can be used to prosecute cases against recruitment agencies, there is either a lack of
understanding or misunderstanding of this article.
There were no major government orders or policy guidelines on migration until December 2002, when
the government framed three rules under the 1982 Ordinance. These are: the Emigration Rules, the
Rules for Conduct and Licensing Recruiting Agencies, and the Rules for the Wage Earners’ Welfare
Fund.
Bangladesh has signed the International Convention on the Protection of the Rights of All Migrant
Workers and Members of their Families (1990), but corresponding institutional, administrative, and
legal mechanisms are yet to be put in place. In addition, Bangladesh has not signed or ratified many of
the major international instruments containing protections for migrant workers, including:
• The 1975 International Labour Organization (ILO) Migrant Workers’ Convention
• The United Nations Protocol against Trafficking in Persons Especially Women and Children
(Trafficking Protocol)
• The United Nations Protocol against the Smuggling of Migrants by Land, Sea and Air (Migrant
Smuggling Protocol).
c) Policies on female migration
Before 2003, there were restrictions and bans on the migration of unskilled and semi-skilled women
from Bangladesh. As a consequence, unskilled and semi-skilled women workers mainly migrated
through unofficial channels, and thus, they were not recorded in official data.
Policies on female migration have gone through many changes since the 1980s. In early 1981, through
a Presidential Order, professional and skilled women were allowed to migrate as principal workers,
but semi-skilled and unskilled women were not allowed to migrate without an accompanying male
guardian. In 1997, the government imposed a ban on the migration of women, except for highly
qualified professionals, such as doctors, engineers and teachers. Other professionals, such as nurses,
typists, secretarial assistants, and skilled garment and factory workers, were banned, as were unskilled
and semi-skilled workers. It was not until 2003 that the MOEWOE allowed unskilled and/or semi-skilled
women to migrate, provided that they were at least 35 years old. Other safety measures were also
introduced, such as a higher security deposit for women migrants and the establishment of training
centres. In 2006, the MOEWOE relaxed its conditions by reducing the minimum age from 35 to 25
years old for domestic and garment workers. At present, there is no age limit on females migrating as
cleaners.13
The number of recorded female migrants shows a steady increase over the years, from 2,353 in year
2003 to 24,838 in 2010 (see Table 1). It is a given that the consequence of restrictions and bans on
the migration of unskilled and semi-skilled women from Bangladesh is that women migrate through
unofficial channels, and thus figures related to this type of migration are not recorded in official data.

13
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M.J.U. Sikder, “Bangladesh”, Asian and Pacific Migration Journal, Vol. 17, Nos. 3–4, 2008.
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All prospective migrant workers are required by GCC countries to obtain medical clearance, including
an HIV test clearance, from GAMCA (GCC-approved) medical testing centres. Based on the results of
the medical tests, the recruitment agency processes visas and work permits and directs the potential
worker to obtain clearance from BMET. Sometimes, prospective female migrants obtain their visa
and work permit with the help of relatives or through other sources and then seek assistance from a
recruitment agency for BMET clearance.
Similarly, a pre-departure briefing is compulsory for all outgoing migrant workers to obtain clearance
from the BMET. The pre-departure briefing is provided through the briefing centres at BMET for
all migrants, and booklets developed by IOM containing country information, relevant important
information for migrants, including information on HIV/AIDS and STI, are distributed to all participants.
1.2.2. The migration situation
Existing institutions responsible for migrant workers (MOEWOE, BMET, and the District Employment
and Manpower Office) lack adequate human resources, capacity, technology, and other logistical
aspects to properly manage the sector. The labour migration (exporting) sector in Bangladesh is
primarily run by the private sector, through recruiting agencies (currently numbering 842) that are
mainly responsible for procuring overseas jobs and processing visas and other arrangements. Although
all migrant workers are required to have prior approval of the government before departure from the
country, monitoring of recruitment agencies is very poor, especially by the ministry and Bangladesh
embassies because they reportedly lack resources to address the needs of migrants.
BMET, under MOEWOE, maintains a systematic record of labour migration from Bangladesh. The
official estimate only captures those who are migrating through official channels.
According to the BMET website, Bangladeshis are working in many countries across continents. Key
destinations are countries/areas in the Middle East and South-East Asia. Destination countries include:
Bahrain, Brunei, Egypt, Iraq, Italy, Japan, Jordan, KSA, Kuwait, Lebanon, Libya, Malaysia, Mauritius,
Oman, Qatar, Republic of Korea, Singapore, Sudan, UAE, and the UK. Country-wise, remittances earned
in 2010 were highest for KSA, at USD 3,313.64 million; followed by UAE, at USD 1,892.52 million; and
the United States, at USD 1,591.92 million.
Table 1: Top 10 destinations for all migrant workers and remittances in 2010
Country of destination

Migrants overseas

UAE
Oman
Singapore
Bahrain
Lebanon
Qatar
Libya
KSA
Malaysia
UK
Kuwait
USA

203,308
42,641
39,053
21,824
17,268
12,824
12,132
7,069
919
173
48
-

Remittances earned
USD million
1,892.52
336.72
187.89
168.97
326.24
3,313.64
653.17
824.82
1,009.40
1,591.92

Source: BMET website data.
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As far as migrants’ skills are concerned, BMET has categorized temporary labour migrants into four
groups, namely professional, skilled, semi-skilled and unskilled migrant workers. Based on data posted
on the BMET website, over the years there has been increasing demand for more low-skilled workers
from Bangladesh. The data on the website was not disaggregated by sex, age, or education level.

Figures in thousands

Figure 2: Category-wise overseas employment trend

Years (from 1976–2010, every 10 years)
Source: Prepared from manually consolidated figures available in BMET website.

In 2010, as per the information posted on the BMET website, a total of 390,702 overseas migrant
workers migrated formally, of which 24,838 were women, accounting for 6 percent of all migrants.
According to official records, the number of women migrating annually has been sharply increasing
since the removal of restrictions in 2003, as explained in the section, “Policies on female migration”.

Figures in thousands

Figure 3: Overseas employment of female migrant workers

Years (from 1991–2010)
Source: Prepared from data posted on BMET site. Available at www.bmet.org.bd/BMET/stattisticalDataAction (accessed 2 December 2011).

On the BMET website, the only jobs listed for females are caregiver/babysitter or domestic worker
jobs.
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1.3 The vulnerability of female migrant workers14
As is commonly repeated throughout literature, being a migrant worker does not necessarily put
someone at greater risk of HIV, but HIV risk increases in response to the social, political and legal
environment to which migrant workers are exposed. Common environmental changes faced by
migrant workers, such as being away from a social network of friends and family, living anonymously,
changes in cultural restraints, poverty, and social isolation, may increase the chances that some
migrant workers will engage in high-risk sexual and drug use behaviours in which they might not
otherwise engage. In addition, those who migrate in search of labour could face increased situations
of discrimination, powerlessness to negotiate work situations, poor access to health care, exposure to
peer pressure encouraging high-risk behaviours, and legal insecurity that may increase participation in
risky behaviours.
Vulnerability plays a key role in increasing HIV risk for many migrant workers; however, vulnerability
is not often measured. It is difficult to determine whether one group of migrant worker is quantifiably
more vulnerable than another.
Almost universally, women migrate to provide financial support for their families; however, low wages
may result in them looking for other forms of employment such as informal or formal sex work to
supplement their income. Furthermore, distance from normal social support networks and familial
ties could facilitate an environment for women to develop sexual relations with local men, many of
whom are also migrant workers. Anecdotally, research shows that female migrant labourers may be
at increased HIV risk, and that risk among female migrant workers are related to a variety of factors,
including changes to social and economic circumstances. Most studies looking at vulnerability use
qualitative methods, with a common finding that females tend to be more vulnerable than men
because of their increased exposure to risky sex due to sexual violence, coerced sex and trafficking.
However, increasing numbers of women are migrating from Bangladesh to other countries as
contractual workers. A pilot study conducted in June–July 2008, approaching a cross-section of 123
women at the airport who were ready to leave to take up an overseas job, concluded that although
the government has adopted initiatives to impart basic information on HIV to potential workers, the
effectiveness of programmes among women is unknown. HIV knowledge among potential female
migrant workers was reported to be poor: the average score in terms of correct identification of modes
of HIV infection was reported at 1.6 (out of 4) and for preventive measures at 1.8 (out of 5). The report
concludes that as growing numbers of female workers move overseas for work, the government and
other concerned agencies must take a proactive role to raise their awareness of HIV/AIDS infection
and effective preventive measures. Currently, very little exists in terms of official institutionalized
information campaigns or awareness programmes in Bangladesh.15
In addition, migrant workers often do not have access to convenient and affordable health care and
HIV prevention services. Furthermore, migrants moving through informal channels rarely have access
to health care coverage in their new setting, and legal migrants may not have the time or money to pay
for health care even if they are permitted to use the local facilities.
This is borne out by a study carried out by the International Centre for Diarrhoeal Diseases Research,
Bangladesh (ICDDRB) on female migrant workers, which found that a substantial portion of the
14
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women migrants: from Asia to the Arab States (2009).
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M.M. Islam et al., HIV awareness of outgoing female migrant workers of Bangladesh: A pilot study (2010).
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respondents sought care from untrained practitioners, and only 10 percent of the migrants had
their treatment cost borne by their employers. The study recommends appropriate health insurance
schemes to protect the health of migrants, and the establishment of clear guidelines with receiving
countries that include workplace safety, treatment costs, compensation, and protection measures
against physical violence. The report concludes that migrants are vulnerable to HIV at all three
stages of migration (pre-departure, during stay at destination countries and after return); therefore,
interventions addressing HIV prevention must reach all three stages.16
1.4 The HIV/AIDS situation in Bangladesh
The National AIDS/STD Programme (NASP) and Safe Blood Transfusion Programme (SBTP) within
the Directorate General of Health Services of the Ministry of Health and Family Welfare (MOHFW)
is mandated to address the national response to HIV/AIDS and is responsible for overseeing and
coordinating HIV/AIDS prevention efforts and other related activities in the country.
The first case of HIV in Bangladesh was detected in 1989. By December 2010, the MOHFW had confirmed
2,088 cases of HIV, of which 850 had developed into AIDS cases and 241 had resulted in deaths. In 2007,
HIV prevalence was estimated to be less than 0.1 per cent among the general population, and the main
routes of transmission were through heterosexual unprotected sex and sharing of used needles and
syringes.
• As per the ninth round of the National HIV Serological Surveillance in 2011, Bangladesh is still a
“low prevalence country” in the region, with HIV prevalence of less than 1 per cent among the
most-at-risk population group. In 2011:The number of new HIV infected was 445, of which 65 per
cent were males, 33 per cent were females, and 2 per cent were transgender.
• The number of new AIDS cases reported was 251.
• The number of deaths was 84.
On the other hand, the cumulative cases as of 2011 were as follows:
• The number of total reported cases was 2,533.
• The number of total AIDS cases was 1,101.
• The number of total deaths was 325.
Rapid economic growth and social changes are creating new patterns of vulnerability. There is high
population mobility within the country as well as people going overseas for employment. In this
context, established support structures are weakened, and people, especially women, are more
exposed to exploitation, including sexual exploitation. However, the vulnerability of migrant workers is
often hidden and therefore considered difficult to assess and address.
This year, a database of newly infected cases was compiled based on occupational category. It is
concerning to note that 138 cases out of a total of 445 (31%) involved migrant workers, followed by 94
cases involving housewives (21.1%), of which the majority involved spouses of migrant workers and
only 12 cases involved sex workers.
According to AAS data, out of 1,035 HIV-positive people registered for treatment and support services
until August 2011, 508 – almost half of the recipients – were recorded as migrant workers who returned
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from abroad. Similarly, Mukto Akash Bangladesh (MAB), another service provider to PLHIV, enrol on
an average 30 to 40 new people annually to its programme. MAB reported that 70 per cent of people
seeking its services are migrants and/or their spouses. Among these migrants, 90 per cent are males.
However, among the female PLHIV availing of MAB’s services, 70 per cent are recorded as spouses of
migrant workers.
Although statistics might be biased against migrant workers, as they are required to undergo HIV testing
while the general population is not, it is concerning to note the much higher incidence (by a factor of
10) and increasing numbers of migrant workers reporting that they are HIV-positive.
A situation assessment study carried out to determine the level of knowledge and risk perception
with regard to STI, HIV/AIDS and the perceived health needs of labour migrants in 2010 concluded
that labour migrants: a) are ignored in national HIV responses; b) enjoy limited coverage of services
and programmes on HIV; c) have low levels of knowledge and perception on HIV/AIDS and sexually
transmitted diseases (STDs); d) are prone to risky sexual practices and behaviour due to lack of
information on safe sex practices; and e) are therefore susceptible to STD infection.17
At present, NASP has no intervention programme for migrant workers. Most of the national responses
are targeted towards sex workers, intravenous drug users (IDUs), transgender individuals, and men
having sex with men (MSM). Migrant populations, especially external migrants, were not included in
the National Strategic Plan for HIV/AIDS, but in the Third National Strategic Plan (2011–2015), migrants
were noted as one of the most-at-risk population group. Bangladesh is one of the few countries in the
developing world that has maintained low HIV prevalence through deliberate and concerted action.
This strategy provides a framework for harmonizing the efforts of all partners to ensure that low HIV
prevalence is maintained and PLHIV are provided with the best possible treatment and care.
The HIV/AIDS intervention programmes for the next five years under the Health, Population and
Nutrition Sector Development Programme 2011–2016 (HPNSDP) have been approved. Of the five
packages under the HPNSDP, one package is particularly planned for returnee migrant workers, which
will be proposed during the first half of 2012.
1.5 Objectives of the study
The specific objectives of the study are as follows:
• Assess the current situation and identify existing services, needs and gaps in HIV prevention
initiatives for departing and returnee female labour migrants in Bangladesh.
• Determine vulnerabilities, the level of knowledge and risk perception with regard to STI and HIV/
AIDS, and the perceived health needs of Bangladeshi female labour migrants.
• Formulate recommendations on what needs to be done.
The target population of the study includes:
• Women who are currently employed in a foreign country (visiting on holiday) and/or returnees
(waiting for re-hire, returned for good);
• Women going through the recruitment process for work abroad (prospective migrants).
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S. Islam/OKUP, Final report: Situation assessment on HIV preventive education and services for labour migrants (Dhaka, International
Organization for Migration, unpublished).
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Methodology

The study was designed to follow a hybrid approach by using both quantitative and qualitative
methodologies. The survey instruments included three sets of questionnaires, including:
• A guide with questions for conducting focus group discussions (FGDs) with current/returnee
migrant workers;
• An in-depth interview (IDI) questionnaire for quantitative data on migrant workers;
• A key informant interview (KII) questionnaire to provide input from institutional dimensions.
IOM hired a consultant to design the study instruments to examine related services and gaps in these
services, establish the existing level of awareness and misconceptions about STI and HIV/AIDS, and
identify relevant needs for STI and HIV prevention initiatives for female migrant workers. The consultant
conducted a desk review of existing literature sourced from websites, as well as from published reports
and publications covering topics related to migration, gender, and HIV/AIDS.
Based on the desk review, the survey protocol, including the three questionnaire sets, was developed.
The survey instruments were translated into the local language, and local data collectors were hired
and trained for fieldwork, including one-time pre-testing of the questionnaire. The data was collected
in the field from October to November 2011.
During data collection, a tabulation plan to produce tables was prepared and necessary programmes
were developed (using the SPSS statistical software package). Compiled data from IDIs were translated
into English and entered into a customized data entry table developed to minimize mistakes by the
operators during data entry. Compiled data were then transferred to SPSS for computational statistical
analysis. In this regard, data of the current migrants/returnees and prospective migrants were first
processed and analysed separately to assess the differences in their education level, HIV knowledge,
sexual behaviour and condom use, and those with similar results were compiled for the purpose of the
analysis. Findings from 10 KIIs and six FGDs were translated into English, and they collectively formed
the basis for this narrative report.
The particulars of the consultant/local data collectors are listed in Annex I.
2.1 Sampling and sample size
Past studies on HIV/AIDS, migration, and female migrant workers used snowball sampling, a nonprobability method of sample selection that is commonly used to locate hidden populations. This
method relies on referrals from initially sampled respondents to other persons believed to have the
characteristic(s) of interest. Snowball sampling is also known as chain sampling, chain-referral sampling
or referral sampling. The way that the sample is selected makes it liable to various forms of bias.
However, with care in selection and avoiding personal bias, snowball sampling is a useful method,
particularly as this process is simple, cost-efficient, and requires little planning and a smaller workforce
compared with other sampling techniques.
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In order to draw the sample size for the study using a random or stratified approach, a sample frame
would have been required (i.e. a database of female migrants) to provide the overall female migrant
population. Due to lack of information on the actual size of the sample population, it was difficult to
calculate a statistically relevant sample size.
The only possible way forward was to apply purposive sampling to maintain balance between past and
future migrants, and spread the geographical areas to obtain a varied sampling. Therefore, it seemed
logical to generate the sample for the IDI and FGD from the list maintained by NGOs working with
migrant workers and returnees. The sample of prospective migrants was sourced from trainees at
the two BMET-managed training centres who were randomly asked to participate in the interviews.
Following this methodology, the sampling should not systematically exclude or oversample a particular
group (e.g. poor/rich, uneducated/educated).
Therefore, given the hard-to-reach characteristic of this population group, along with time and budget
constraints, the study used a hybrid approach combining a quantitative tool (IDIs reaching out to
200 respondents, including 120 current migrants/returnees and 80 prospective migrants) with the
qualitative method (six FGDs and 10 targeted KIIs of selected stakeholders and institutions).
Access to the migrant population was sought by:
• Interviewing and working with people who have regular contact with migrant persons (e.g. TTCs);
• Collaborating with NGOs that provide services to these groups;
• Finding the best times of the day to ensure that the participants will have time to complete the
interviews.
2.2 Survey instruments
2.2.1 Focus group discussions
The FGD enabled the participants to share their personal experiences, stories during the migration
process, and overall knowledge and attitudes on STI and HIV prevention and the accessibility of health
care services, with the aim of identifying linkages as to how such factors make migrants and their
families vulnerable to HIV.
Six FGDs were conducted in Araihazar (2), Rupgonj (2) and Bangladesh–Korea TTC (2). The participants
for the FGDs were selected from returnee migrants in those areas. The participants had worked
overseas for two to five years, and in one case, for 10 years. There were also a few participants who did
not complete their contracts and returned to Bangladesh within six months.
Each FGD session had a facilitator, a note-taker, an observer, and about 10 participants, and took
no more than two hours. After each FGD, the three researchers collated information to ensure that
understanding of the theme under discussion was the same for all of them.
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Table 2: Focus group discussions
Date

Place of data collection

21 November 2011
22 November 2011
23 November 2011
24 November 2011

Araihazar, Narayangonj District
Bangladesh–Korea TTC in Mirpur, Dhaka
Rupgonj (Hatabo), Narayangonj District
Rupgonj (Hatabo), Narayangonj District

Number of FGDs Number of participants
2
2
1
1

14
15
9
7

The information shared during the six FGDs was compiled and analysed and the general findings are
presented in this report as per the theme headings.
Questions used to guide the FGDs are listed in Annex II.
2.2.2 In-depth interviews
A total of 200 respondents were covered by the IDI, including 80 potential women migrants and 120
current migrants/returnee migrants.
Among current migrants/returnees, female migrant workers between the ages of 18 and 45 and who
have worked abroad before were deliberately sought out. Returnee women migrant workers were
identified from four upazilas (Nababgonj, Rupgonj, Sirajdikhan and Louhojong) in three districts (Dhaka,
Narayangonj and Munshigonj). Ovibashi Karmi Unnayan Programme (OKUP), a local NGO, maintains
a profile of returnee migrant workers in areas where they have projects for migrant workers. The
returnee women migrant workers were selected from their list. Apart from those, 10 returnee women
migrants (second/third-time migration) were selected and interviewed at the TTCs .
Table 3: In-depth interviews
Date
31 October 2011
1 November 2011
2 November 2011
3 November 2011
Total (potential)
13 November 2011
15 November 2011
17 November 2011
19 November 2011
20 November 2011
22 November 2011
Total (returnee)

Place of data collection
TTC
TTC
TTC
TTC
Nobabgonj
Rupgonj
Sirajdikhan
Nobabgonj
Louhojong
TTC

No. of participants
22
20
34
4
80
21
40
19
16
14
10
120

Neither the government nor any community-based organization (CBO) maintains a list of prospective
migrant workers. Hence, identifying female migrant workers, especially potential migrants in the
community, proved to be difficult. Thus the two TTCs in Dhaka – Sheikh Fazilatunnessa Mujib TTC
(known as Mohila/Female TTC) and Bangladesh–Korea TTC (BK) – were targeted to reach potential
women migrants (80). The respondents were selected randomly among participants in different batches
during the 21-day housekeeping training at these centres from 31 October to 3 November 2011.
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Although the study sample was not large enough to create a stratified sampling of migrant women, the
IDI was meant to assist in getting the insights and thoughts of the respondents on key themes being
explored by the research questions.
The themes were written up as major sections of the findings, with a separate discussion related to HIV,
STI and health issues within the provision of pre-departure training. The findings were used to identify
factors that expose women migrant workers to the possibility of HIV infection, using the concept of HIV
risks and vulnerabilities defined by the Joint United Nations Programme on HIV/AIDS (UNAIDS). This
meant identifying economic and sociocultural factors, as well as individual risky behaviours, which put
female migrant workers directly at risk.
The detailed questionnaire can be found in Annex III, while detailed tables with results from the IDI is
appended as Annex IV.
2.2.3 Key informant interviews
Key informant interviews (KIIs) were conducted with key government and private sector stakeholders
working with the migration sector. The KIIs were transcribed and analysed according to the major
themes and issues that surfaced.
Not all the questions in the prepared questionnaire were answered; in some cases, questions were
considered irrelevant to the experience of the respondents or the agencies interviewed. It was also
difficult for the organizations, especially BMET, to allocate time to complete the questionnaire.
KIIs were conducted with the following:
•
•
•
•
•
•
•
•

A recruitment agency that requested anonymity;
OKUP, Mirpur, Dhaka;
Shiekh Fazilatunnesa Mujib TTC, Mirpur, Dhaka;
TTC Bangladesh–Korea, Mirpur, Dhaka;
Medical Testing Centre (GAMCA-approved medical testing centre);
BMET;
NASP and SBTP;
Bangladeshi Ovibashi Mohila Sramik Association (BOMSA), or the Association of Female Migrant
Workers;
• MAB;
• Confidential Approach to AIDS Prevention (CAAP), a service provider;
• AAS.
The detailed questionnaire used in the KIIs is appended as Annex V.
2.3 Ethical considerations and data protection
Cultural sensitivity: As the subject matter is sensitive, the data collectors were asked to maintain
sensitivity while applying the questionnaire. All data collectors who had direct contact with the female
respondents were women and it was made clear to them that they were not to exhibit any negative
verbal or non-verbal reactions to the responses that reflect experiences and perspectives which are
not in line with those of the interviewers/researchers.
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Informed consent: All respondents were required to give informed consent to the interviews.
Researchers provided an introduction to the research project, explaining the rationale and purpose
of FGDs and IDIs. Respondents were also given the option to refuse answering questions if they felt
uncomfortable.
Data protection and respect for privacy: As the subject matter deals with issues related to sexuality,
including sexual behaviour and experiences, confidentiality from researchers in every step of data
management was strictly maintained. Reporting of the data by no means used names or any other
identifying information from the respondents. All the personal data were kept secured in a restricted
place.
2.4 Limitations of the study
The development of the survey protocol and the application of the questionnaire were shaped to avoid
biases to the extent possible. Questions for the IDI were asked and answered without prompting and
asked in full to each and every respondent individually and confidentially.
However, several limitations of this study need to be acknowledged. Although the IDI questionnaire
was pre-tested before application at the field level, responses were limited. Participants were allowed
to choose to refuse answering questions, or to opt out of the interview process. Though there was no
refusal on the part of the respondents to participate in the interview process, some of the questions
were considered not applicable to their situations. In addition, discussing sex or sexual behaviour is
often a taboo, which limited the response level from the participants on questions related to sexual
practices and condom use.
Various people were involved with the survey design, the translation of the tools, and the application of
the questionnaire in the field. Incorrectly translated questions were omitted from analysis of the data.
The facilitators of the FGD were also required to fill in gaps to ensure that all participants understand
the ways HIV is transmitted so that there would be discussions on situations of vulnerability, and to
ensure probing was conducted. Based on the limited responses, probing may not have taken place as
intended. Since the subject matter was sensitive, it was also likely that the participants feared ostracism
by their families and communities, especially in open settings such as the FGD.
The findings from this study must be interpreted with caution, given the small sample size, and the fact
that the participants were from only two training centres and, as clients of NGOs/CBOs, may have felt
obliged to participate in the interview. On the other hand, even if the respondents of this study had
lower overall knowledge of HIV/AIDS than the larger female migrant population, it is of concern that a
significant number of individuals are leaving the country with such limited knowledge of HIV.
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Findings

The findings of the survey are structured according to following themes:
• The migration process, mainly preparation for migration in Bangladesh;
• Access to services, including information/orientation/briefing and training on HIV/AIDS, through
any source within Bangladesh;
• Sexual practices and experiences (frequency of sexual partners, frequency of condom use, risk
behaviours);
• Knowledge and attitudes towards HIV (protection measure awareness);
• Health care-seeking behaviour reported by respondents;
• Access to networking opportunities, including access to support groups, recreation and social
activities;
• Conditions of return / reintegration.
3.1. Migration process
3.1.1 Demographic characteristics of respondents/participants
The participants of the survey included current migrants and returnees (sample size of 120), on the
one hand, and prospective migrants (sample size of 80), on the other. The following analysis will draw
on disaggregated data when statistically relevant.
Current migrants/returnees interviewed were mostly from the Dhaka division. The median age was 35
years. More than half were married (85%); a quarter reported being divorced or separated (21%); and
19 per cent were widowed. The majority of the respondents had no education (68%); 20 per cent had
completed primary education; and 12 per cent had education up to Year 6–8 level.
In contrast, the prospective migrants who participated in the interviews were mostly from Dhaka,
Barisal and Chittagong divisions.1 The median age was significantly less at 27 years. More than half
were married (58%); nearly a quarter (19%) were single; and 16 per cent were divorced/separated. A
relative majority of the group had no education (40%); 21 per cent had completed primary education;
and 39 per cent had education up to Year 6–8 level.
Table 4: Top five districts represented by in-depth interview respondents
Indicator
Dhaka
Manikgonj
Comilla
Narayangonj
Munshigonj
1

Current migrants/returnees
n
%
38
31
1
1
40
33
34
28

Prospective migrants
n
%
12
15
16
20
7
9
5
6
2
3

The interviews were conducted in two TTCs in Dhaka. The respondents were selected randomly amongst the participants in different
batches during the 21-day housekeeping training.
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Figure 4: Age group of prospective and current migrants/returnees

The prospective migrants, on average, were relatively better educated than the current migrants.
Figure 5: Level of education of prospective migrants and current migrants/returnees

3.1.2 Economic factors for migration
In most cases, the respondent reported having made the decision to work abroad overwhelmingly
(91%), due to low family income and poverty at home. Notably, 74 per cent stated to have made the
decision to travel abroad for work by themselves, while only 17 per cent and 9 per cent left following the
decision of the husband or family member, respectively. Practically all interviewees had dependents,
with 49 per cent reporting to have more than four.
According to the FGD, respondents’ income abroad was intended to supplement existing low family
income, finance the medical expenses of a sick family member, pay for the education of children,
or help parents. Women migrants also used income earned abroad to support themselves because
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their husbands could not work, gambled, took drugs, or had deserted them and their children. One
participant mentioned that she fulfilled her dream of flying on a plane. Some migrated with the
intention of changing their livelihood to start a business or buy a house upon their return to Bangladesh.
Unfortunately, many of them found out later that the salary was not large enough and the working
situation was nothing like what they had been promised.
Among the returnees who participated in the survey, most were assisted by a dalal or a private agency
(75%); 19 per cent made use of relatives and family members; and only 3 per cent used government
channels. This pattern was also supported by the findings from the FGD. The majority of the FGD
participants reported that, generally, they do not have enough money to pay their recruitment agents.
They incur huge personal costs, including additional debt, to meet recruiters’ requirements, by selling
their land, gold, domestic animals and property; taking loans from relatives or loans with interest; or
mortgaging their property.
The overwhelming majority (91%) of migrant workers stated that they were employed as domestic
workers, while a minor share worked as garment workers (5%) or cleaners (3%).
The top destination countries for current migrants/returnees were UAE (42%), Lebanon (18%) and KSA
(14%).
Figure 6: Destination countries of current migrants/returnees

3.2.

Access to services, including information/orientation/briefing and training programmes on
HIV/AIDS and STI/STD

Female migrant workers require a number of key services during the pre-departure stage. This section
distinguishes between orientation and briefing services on HIV/AIDS and STIs, on the one hand, and
HIV/AIDS tests at medical centres, on the other hand. In the following, the supply side of services is first
described based on information collected through KIIs, which is then juxtaposed with beneficiaries’
views.

33

HIV and Bangladeshi Women Migrant Workers

3.2.1 Training and briefing services for female migrant workers: The supply side
Technical Training Centres offer vocational training in various trades, along with certificates of
completion, to prospective migrants. There are 38 registered TTCs run by the government to provide
technical courses for migrant workers, of which six cater exclusively for women. One of the TTCs
interviewed cater to all prospective migrant workers and trains approximately 5000 clients annually.
As per their record, 80 per cent of their clients are males and 20 per cent are females. The centre
offers training on caregiving and garment making to women, but prospective trainees mostly seek
housekeeping training, which accounts for approximately 10 per cent of trade training provided by
the centre. The course curriculum is developed based on the requirements of foreign employers.
The second TTC interviewed, catering to only female migrant workers, also provides training courses
that cover, among others, languages, rights, the migration process, and personal safety, reaching
approximately 7,000 to 8,000 potential female migrant workers annually.
The 21-day household training curriculum provided by both training centres includes modules of varying
duration on HIV/AIDS that provide an overview of how the virus spreads and preventive measures. The
trainees are also given a handbook with related information on HIV/AIDS. The trainers are professional
instructors; in addition, doctors and caregivers are invited as guest lecturers. High government officials
from the concerned ministry and BMET also facilitate some of the training sessions.
On the other hand, BOMSA (Association of Female Migrant Workers) also offers female migrant
workers two days of pre-departure training that cover financial management, personal management,
rights, and health, including HIV/AIDS.
In addition to the training offered by TTCs and BOMSA, the pre-departure briefing at BMET that caters
to all outgoing migrants provides an opportunity to disseminate information on HIV/AIDS. While TTC
training services are voluntary, pre-departure briefing is compulsory for all outgoing migrant workers to
obtain clearance from BMET. Booklets developed by IOM containing country information and relevant
important information for migrants, including information on HIV/AIDS and STI, are also distributed to
all participants at the pre-departure briefing sessions.
3.2.2 Pre-departure orientation and training: Views from the demand side
The majority of current migrants/returnees reported not having received pre-departure orientation
training (78%), whereas, among prospective migrants, a large majority (74%) received pre-departure
orientation provided by BMET. Among prospective migrants who were receiving training during the
interview period in November 2011, the main topic seemed to have been “how to use domestic
appliances” (55%), while only 12 per cent reported STI and HIV/AIDS as one of the topics.
During the FGDs, it emerged that participants had received some training, but there was no
homogeneity in terms of the duration of the training or the topics covered. The duration of the training
activities was eight, 18, 21 or 25 days. The training in most cases covered household work and basic
language training, which, in such cases, was not even the language of the destination country. One of
the participants received training that covered health issues, how to react to physical assault, and who
to contact in case of trouble. There were also several participants in all the six FGDs who went to work
overseas without any pre-departure briefing or training, despite such training being mandatory for all
outgoing migrants.
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Awareness of STI and HIV/AIDS is worryingly low among both groups. While a quarter (24.5%) admitted
to “know nothing” about HIV/AIDS, the primary source of information was television (35%), followed
by NGOs (18%), and family/friends (6%). Notably, only 4 per cent reported receiving information from
health workers, and 2 per cent, from BMET.
Figure 7: Reported source of information on HIV/AIDS and STI

This finding is confirmed by comments made by TTCs, according to which very few of their trainees
have pre-knowledge of HIV/AIDS. Trainees who do have some knowledge learned about HIV/AIDS from
radio or TV programmes. They are aware that AIDS is a dangerous disease caused by sexual activity,
and can spread through unprotected sex and blood transfusion. However, they do not know about the
symptoms or the preventive methods, and think they cannot get infected, as they believe that HIV is
the result of extramarital physical relationships.
Similarly, 86 per cent of respondents had no knowledge of VCT and HIV/AIDS services. Clearly, there is
a significant gap in their awareness and knowledge of HIV/AIDS.
The above findings were corroborated by the FGDs. The participants shared that it would be more
useful to receive balanced pre-departure training that includes information on HIV/AIDS, as well as
other useful tips such as who to contact in the destination country in case of trouble, how to use the
phone, and how to make sure that salary is paid by the employer.
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3.2.3 Pre-departure medical tests, including HIV tests
In addition to lack of awareness, the situation concerning pre-departure medical tests seems to be
equally challenging.
Prospective male and female migrant workers planning to travel to GCC countries or other foreign
countries must obtain their medical test results from the Medical Testing Centre, approved by GAMCA.
The Medical Testing Centre interviewed shared that the centre’s only task and interest is to conduct as
many tests as possible for diseases according to the guidelines provided by destination countries. The
GCC is very strict and levies steep fines of USD 5,000 for an incorrect result. Some of the common tests
required for the migration process conducted by the medical centre are: X-ray, VDRL, TPHA (treponema
pallidum haemagglutination assay, a test for syphilis), HIV, HBsAg (hepatitis B surface antigen), and
HCV (hepatitis C virus), among others.
The medical centre stated that it did not have the scope to provide orientation/briefing on health
issues to migrant workers. The centre works under time pressure, as sometimes the recruitment
agency sends 100 prospective migrant workers in a day who are all seeking to complete the required
medical tests. Most of the migrant workers are villagers and expect to complete all the steps required
to process their migration papers within the shortest time possible. The clients are not informed and,
in the centre’s opinion, are not interested to be informed about the kinds of tests being taken, or if
these include an HIV test. The medical centre has no time or manpower to provide pre-test/post-test
counselling.
These constraints on the side of the service providers are also reflected in the beneficiaries’ responses.
Of the prospective migrants, 49 per cent reported that they had undergone medical testing, but none
of them knew if the tests included an HIV test. While the majority of current migrants/returnees (72%)
had received medical tests, only a quarter of them knew that these included an HIV test, and 17 per
cent had no idea if their tests included an HIV test. Many (59% and 36%, respectively) did not know
where they were tested, possibly because the recruitment agents accompanied the female migrants to
the medical centre. The FGD confirmed that middlemen and/or recruitment agencies usually assisted
many participants in undergoing medical examination before departure.
HIV/AIDS testing is combined with other medical tests required by the destination countries and does
not seem to receive any special attention from the concerned service providers. Therefore, it also does
not come as a surprise that practically no interviewee from the IDIs remembered having received pretest counselling and post-test counselling services for the HIV/AIDS test. As a consequence, only 15 per
cent of current migrants indicated that they knew their HIV test results.
These results are also supported by the findings of the FGD. According to the participants, no consent
was requested for any of the medical tests they had undertaken. None of the FGD participants received
pre-test counselling, or were provided with any information related to HIV and STI or how the disease
spreads. A few of the participants shared that they did not have to undergo any medical tests in
Bangladesh.
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In the opinion of the medical testing centre, providing HIV information to prospective migrant workers
should be the responsibility of the recruitment agency. Although the medical centre agreed that there
is a need to provide information on health issues, HIV and STI to migrant workers, it lacks the space
and the capacity to provide it to clients. Its main business is to conduct as many tests as it can manage
without any hindrances.
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3.2.4 HIV tests in the destination country
Wherever HIV/AIDS tests have been conducted in the destination country, the situation does not seem
to be much better. A significant majority (68%) of current migrants/returnees reported being tested in
the destination country and 53 per cent of them did not know if the tests included an HIV test. Similarly,
the FGD participants shared that they had to undergo medical tests in the destination country upon
arrival or within a two-month period.
As in Bangladesh, none of the respondents received pre-test and post-test counselling for HIV/AIDS in
destination countries, and only 35 per cent knew about their test results.
According to a key informant interviewee, migrant workers who are discovered to be HIV positive
in destination countries are immediately deported, without any information on referral or support
networks in Bangladesh. Many of these people remain silent about their infection until they get very
sick and, in turn and in all likelihood, infecting their spouses. CBOs/NGOs working with PLHIV believe
that the rate of infection is much higher than that recorded among the spouses of migrant workers.
3.3. Sexual practices and experiences
The IDIs included a number of questions regarding participants’ sexual behaviour, but answers were
not forthcoming. This demonstrates that questions about sex/sexuality remain extremely sensitive in
the Bangladesh context. It was therefore not possible to establish data on the different aspects of risk
behaviour.
While 90 per cent of the respondents reported being sexually active, three quarters (75%) of them
never used condom during sex with their husband or partner. This was further corroborated by the FGD,
as the participants had no idea about condom use, although they knew condoms could be purchased
and some of their peers were known to use condoms.
Condom use appears to be uncommon among female migrant workers, possibly because Bangladeshi
societal norms do not enable women to purchase condoms. Similarly, condoms are sold only in
authorized pharmacies in Arab countries (Middle East), which would make them inaccessible to female
migrant workers. In addition, the cost of purchasing condoms would be too high.
Some of the FGD participants expressed that developing sexual relations in foreign countries was not a
consideration, as domestic workers did not have the opportunity to establish relationships. The majority
of the participants indicated that they were not aware of anyone participating in sex for money or gifts,
or of their peers getting pregnant or suffering genital diseases. Only one participant shared that her
relative, formerly a sex worker in Bangladesh, worked as a sex worker in Malaysia to provide for her
family. Some of the participants shared that they were aware of other women who engaged in sexual
relationships or other types of relationships that eventually led to marriage.
In two of the FGDs, participants shared stories of sexual abuse. A female migrant was sexually abused
by her employer and other male members of the family for whom she worked. In another case, a
participant was physically abused for refusing sex with her employer and returned to Bangladesh after
a month and a half.
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The occurrence of incidents of harassment and abuse of housemaids by employers were confirmed by
TTCs and BOMSA in KIIs. Accordingly, domestic workers are susceptible to sexual abuse by employer or
co-workers, and in these cases it would be impossible for the victim to negotiate condom use.
Under such circumstances, female migrant workers remain vulnerable and at risk of HIV infection.
This is compounded by the lack of laws and remedial measures for domestic migrant workers, thus
increasing their vulnerability to HIV.
3.4 Knowledge and attitudes towards HIV (protection measure awareness)
Knowledge of modes of HIV/AIDS transmission among migrant workers is low. Thirty-nine per cent of
current migrants/returnees and 46 per cent of prospective migrants stated that they did not know any
potential modes of acquiring HIV infection. In addition, 14 per cent of current migrants/returnees and 7
per cent of prospective migrants incorrectly believed that HIV/AIDS could be acquired by coughing and
sneezing, shaking hands, using utensils/kitchen appliances, mosquito bites, and caring for someone
who is sick with AIDS.
Similarly, 65 per cent of prospective migrants and 50 per cent of current migrants/returnees responded
“don’t know” when asked to identify at least one prevention method listed, and only 24 per cent and
26 per cent, respectively, identified “use of condom at every sexual encounter” as an effective method
of HIV prevention.

Percentage

Figure 8: Potential modes of HIV transmission

About half of the respondents responded correctly that taking the HIV blood test is the only way to
establish if one is infected with HIV; 52 per cent did not know the answer; and 3 per cent said the
appearance of an HIV-positive person would be unhealthy. Similarly, 80 per cent of the respondents
answered “don’t know” when asked to describe some symptoms of AIDS. Disturbingly, only 4 per
cent (7 of 200 interviewees) admitted to being concerned about getting an HIV infection in case their
husbands had many sexual partners, while a vast majority (96%) believe they are invulnerable to HIV
infection.
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Despite probing during the FGD, a number of participants said that they have no idea about HIV/AIDS,
how the disease spreads, or where they can obtain information on it. Most of the participants were
aware that an HIV blood test with a health worker is required to find one’s HIV status.
A few of the FGD participants could share that HIV spreads through unsafe sex and if blood transfusion
takes place without an HIV test, which one of them had learned from TV. Generally, when asked how
HIV can be spread, the participants gave a mix of correct and incorrect answers such as: “if you mix
with an HIV-infected person”, “if you have sex with an HIV-infected person”, “if a person has allergies
on the body”, “sex with husband may give AIDS”, “through blood and sharing syringe”, “take blood from
others”, “having sex with many partners”, and “baby can be infected if pregnant mother is infected”.
Similarly, answers to symptoms of AIDS included: “fever, cough, weakness, white discharge”; “weight
loss, no appetite, wrinkles under the eyes, high fever”; and “symptom of weakness on the face”.
The responses show that although some of the participants have some awareness of HIV/AIDS, a
significant share of female migrant workers interviewed have misconceptions about the nature of the
disease and modes of transmission and lack knowledge of preventive methods.
This finding corresponds to the conclusions of a pilot study conducted from June to July 2008, which
showed that 87 per cent of the respondents had heard of HIV/AIDS, but none could identify all five
preventive measures listed. Disturbingly, less than half (43.6%) mentioned unprotected sex as a
potential mode of HIV infection, and less than a third (28.9%) identified condom use as a method of
prevention. TV and health workers were cited by the respondents as their major sources of HIV-related
knowledge.2
3.5 Health care-seeking behaviour and access to health services
Female migrant workers generally tend to have limited access to health facilities. It largely depends on
the cooperation and the attitude of employers towards their employees. Female migrant workers are
known to pay for their own health care costs, which can be very expensive in destination countries.
Some destination countries require health insurance as a precondition for acquiring a work permit; this
insurance is usually purchased by the employer or built into the contract negotiated by the recruitment
agencies. Female migrant workers are usually uneducated or have a low educational background, and
thus are unaware of health insurance or unable to claim their rights in case of illness. This hardly leaves
them any scope to obtain treatment in destination countries.
In most Arab countries, abortion is prohibited and illegal. Women migrant workers who undergo
the procedure are liable for immediate deportation, which prompts some to resort to clandestine
abortions that pose serious health risks.
In this study, the majority of the respondents reported not being sick when they lived abroad. When
they got sick (often with “fever”), in most cases the employer paid for the treatment costs. About a
quarter of the respondents had no idea what types of health services were available to them abroad
in case of illness.

2

M.M. Moziful et al., HIV awareness of outgoing female migrant workers of Bangladesh: A pilot study (13 February 2010).
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Figure 9: Types of health care facilities in destination countries

Most of the participants of the FGD could not share information on health care services in destination
countries, as they did not need to avail of health care services while working overseas. Therefore, no
information could be generated about costs of treatment or who covered the treatment costs.
Although the FGD participants were not aware of health facilities, their advice to peers in case of
pregnancy and genital diseases would be to go see a doctor for treatment. The majority of the
participants in the FGDs were not aware of HIV/STI service centres in Bangladesh. The participants
indicated that services for STIs should be provided for free, as migrant workers who need treatment
are rarely able to afford the cost.
According to the IDI respondents (61% of prospective migrants and 72% of current migrants/returnees),
prevention information is required on STD/STI, HIV/AIDS, safe sex, and unwanted pregnancies,
preferably disseminated through TV, followed by health workers.
3.6

Access to networking opportunities, including access to support groups, recreation and social
activities

Regarding the social and work environment in recipient countries, the results of the study revealed
several aspects of vulnerability for female migrant workers.
Local support organizations in some destination countries do exist but this differs from country to
country. There is no support network or opportunities provided by the recruitment agency in the
destination countries. The general recommendation by the concerned agencies interviewed is that, in
case of trouble, the migrant worker should contact the Bangladesh embassy in the destination country.
3.6.1 Work and living conditions
Most (83%) of the respondents, while working overseas, lived in the employer’s house in a room of
their own; 9 per cent lived without a dedicated space (they slept in the kitchen, the store room, or
under the stairs); and another 9 per cent shared an apartment with other migrant workers. This finding
is also corroborated by the FGD. The participants who lived with their employers had to share rooms
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with other members of the family, or they slept in the kitchen or living room. Some were provided
rooms of their own. One participant shared a room with other migrants, and in one case the company
provided a room which six people had to share.
There seems to be a big variance in the treatment of domestic workers by employers. While 60 per
cent of the respondents seem to have been “generally treated with respect”, 16 per cent were verbally
abused (with 6% saying they were verbally abused often), and 23 per cent were beaten (with 13%
beaten often) by their employer. The bulk of the respondents (84%) never received a day off from work.
This corresponds to other studies which show that domestic workers frequently experience physical,
psychological and verbal abuse. Although some were treated fairly, some of the FGD participants
shared that they were physically and verbally abused for small misunderstandings or mistakes arising
from their limited knowledge of the local language. Some had to resort to stealing food because they
were not given enough to eat.
As housemaids or domestic workers, interviewees worked long hours and are virtually on call for 24
hours. Some could contact their friends or meet fellow migrant workers when they dispose of the
garbage, or while they work on the rooftop. In one case, the interviewee met her fellow migrant workers
at a picnic; in yet another case, the migrant worker could go meet her friend with the permission of
her employer.
It seems that the respondents found their own means of communication with their families. Besides
their employers’ phones, the respondents used pre-paid phone cards, their own mobile phones, and
letters and cassette recorders. Only 9 per cent indicated that they had no communication with their
families at all.
There were those who were fortunate to have employers who allowed them to use their phones
regularly and covered the cost, or could remain in contact with on-site friends. One of the FGD
participants owned a mobile phone, and some made arrangements like using public telephones, buying
phone cards, or using the mobile phones of co-workers (in the garment sector). However, many of the
participants shared that restrictions were imposed by their employers in maintaining communication
with their families by not allowing them regular access to phones, and that they had no scope to go
outside their employer’s house.
3.6.2 Support system
Another source of vulnerability is the absence of support systems. The majority (92%) of the
respondents felt they had no point of contact or support network to fall back on in case they were
unhappy or needed guidance.
A few FGD participants were fortunate to have employers with whom they can share their problems,
but most of them dealt with emotional issues such as loneliness, homesickness, unhappiness and
frustrations alone without any support from their employers or possibilities of contact with others.
As domestic workers, some of the women are in situations akin to bonded labour, and they lack the
information and knowledge to seek help.
However, 99 per cent of the interviewees refuted questions on alcohol usage and drug dependency.
Similarly, they did not know of any Bangladeshi woman who drank alcohol or used drugs while working
overseas.
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3.7 Conditions of return and reintegration
Regarding the reasons for returning to Bangladesh, 25 per cent of the respondents stated completion
of contract, while others returned because their employer misbehaved or mistreated them (28%).
Fifteen per cent returned to Bangladesh because they were not paid their salaries, were asked by their
families to return (14%), or had health problems (8%). Some of the respondents (9%) were back for a
short period and were planning to re-migrate.
The BMET database does not have information on returning migrants. Migrant workers generally return
to Bangladesh after completion of their work contracts (two to three years per contract).3 Currently,
programmes also do not exist within Bangladesh to support the reintegration or retraining of returning
migrant women workers. Many of the FGD participants plan to go overseas again, some back to their
former employer’s house.
The respondents to the IDI opined that reintegration of returnees is required and should include
financial assistance, self-employment programmes, lending schemes, poultry farming, and vocational
training programmes. Most of them had shared their experiences with the community, and the majority
would recommend that other females migrate for work.
The majority of those who would not recommend migrating for work cited employer mistreatment and
“torture” of female housemaids (61%), while others mentioned food problems (19%) and excessive
work (19%) as some of the reasons.
With regard to advice on what future female migrant workers could do differently, the respondents
said pre-training and learning the language of the destination country were very important.
Figure 10: What would migrants do differently if they were to migrate again?
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The interviewees were also asked what they would do differently if they were to migrate again. While
around half had no relevant advice, most of those who had suggestions referred to “pre-training and
learning the language”. In the FGD, the participants specified the need for training to learn new skills,
learn about health and HIV/AIDS prevention, and how to transfer money home, as well as the possibility
of acquiring the language of the destination country. Such a skill set would enable prospective female
migrants to find better jobs with higher salary.
The second most frequent advice of the survey participants was to verify the type of visa and not to go
abroad on a housemaid visa. This was reiterated in the FGDs, where participants responded that they
would prefer not to go abroad on a house visa or as a housemaid. It would be important to scrutinize
all documents properly and be pre-informed of salary and working conditions (if one is working only
at the employer’s house), day-offs, and the type of visa. The preferred visa types are hospital visa, free
visa, school visa, and company/office visa.
Some FGD participants shared that rather than using middlemen, it would be better to avail of the
services of government recruitment agencies. They said that if the government took better care of
migrating female workers, they would have superior options for remittance transfer, and of being
placed with good employers and earning proper salaries.
Women in the communities of migrant workers usually inquire about migrant women’s experiences in
working abroad, the destination country, the kinds of food given to them, whether the employers were
good or bad, and if they were brought to bad places, sent to jail, tortured or abused. There is a wealth
of information among migrants who have already experienced being a migrant worker in a foreign
country and sharing of their knowledge could be more streamlined.
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Discussion

Female migrant workers are increasingly important for the Bangladeshi job market, as they contribute
to poverty reduction and economic growth. Though the sector has significant growth potential (given
the demand for migrant workers overseas), there are challenges that put the rights of female migrant
workers at risk. These are compounded by the low skill level of most migrants, the lack of capacity
in both public and private sectors to manage the sector, and the lack of a regulatory framework or
administrative and judicial measures to prevent and prosecute exploitation and abuse in migration
processes.
On the one hand, this amounts to a lack of an accountability framework on the demand (employer)
side and the brokers (including, most importantly, the recruitment agencies) for female migrant labour.
On the other hand, this means extreme vulnerabilities due to total dependency on the employer based
on visa and work permits, and lack of understanding about rights and remedies on the supply side
of female migrant labour. What further complicates the situation is that there are also cases where
prospective migrants are aware of the risks and irregular nature of their deployment and still decide to
push through with their plan to work overseas. The need to earn a living and improve their economic
condition seems to make female migrant workers deliberately accept vulnerabilities and almost take a
fatalistic approach.
This implies that female migrant workers are extremely vulnerable to abusive practices, including
sexual violence, exploitation, trafficking and forced prostitution, from the side of the employer or other
actors in the migration process, and hence to HIV/AIDS.
Female migrant workers recruited to work overseas come from rural areas and have minimum or no
education, lack information on the migration process, and are sent to countries that are known for
sometimes abusive living and working conditions for domestic workers. In this study, some 40 per
cent experienced such abuse (verbal and physical) in the workplace. The observations from this study
suggest that HIV knowledge among female migrant workers is inadequate. Despite the compulsory predeparture briefing for all outgoing migrant workers to obtain clearance from the BMET, respondents
cited TV and NGOs as their predominant sources of HIV information. The findings of this study suggest,
however, that the impact of BMET-organized training/pre-departure briefing on HIV/AIDS knowledge
and awareness is currently negligible.
Societal norms on gender and sexuality further add to the vulnerability of migrant workers. Women are
confined to the traditional notions of sexual submissiveness, which act as a barrier to accessing sexual
and reproductive health information and services. It also diminishes their capacity to negotiate safer
sex with their partners.
There is currently no effective access to services, and the single biggest demand from female migrant
workers interviewed was for appropriate pre-departure training, including information on HIV/AIDS.
Medical tests are mandatory for GCC countries, but currently the tests are conducted without any pre45
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briefing to the clients. The existing pre-briefing orientation at BMET has had little outcome. Without a
comprehensive and realistic orientation about overseas work, it is difficult for female migrant workers
to deal with situations in the destination country, especially if their expectations in terms of working
and living conditions are not met.
A holistic response to mitigate vulnerabilities needs to intensify efforts to: protect the rights of
female migrant workers, starting at the pre-departure phase, where full disclosure of the actual
working conditions, salaries, and living conditions need to happen; protect female migrant workers in
destination countries; and create an enabling environment for smoother reintegration on return. The
main problem areas are discussed in the following subsections.
4.1 Pre-departure orientation/briefing and training issues
Female migrant workers need to be fully prepared to deal with the work and the life that awaits them
in the destination country. The experiences shared by female migrant workers indicate that domestic
workers have difficult jobs. The long hours, the lack of appropriate rest days, vulnerability to various
forms of abuse from employers, and feelings of loneliness and isolation, aggravated by restrictions to
call their families or develop/visit on-site friends, point to the difficulty of domestic work. Inadequate
pre-departure preparation, aggravated by a lack of information on HIV/AIDS and sociocultural factors,
does not provide an enabling environment for female migrant workers to assert themselves in their
relationships with their partners and husbands.
Some of the FGD participants and the IDI respondents could obtain work visas and leave the country
without participating in the pre-departure orientation briefing. This finding reinforces the known
fact that although pre-departure orientation is “mandatory” for domestic workers migrating through
regular channels to obtain BMET clearance, this process can be bypassed, thus highlighting irregular
migration within the sector.
Unfortunately, health information seems to be non-existent in orientation programmes for migrant
workers, mainly due to the lack of a government policy mandating it or lack of monitoring to ensure
the quality of orientation and training programmes. The result is that even those who avail of the predeparture briefing and training do not receive any health or HIV-related information. None of the FGD
participants and few of the IDI respondents could remember receiving HIV-related information from
their orientation programmes. This can mean two things: 1) the HIV module was not included in the
programme, despite the fact that IOM assisted with the development of the curriculum and trained
some of the trainers to provide HIV/AIDS training to migrant workers; or 2) the migrant workers were
not interested in listening attentively to all the topics of the training.
A module on HIV/AIDS and STI/STD that is not uniformly implemented does not contribute effectively
to increased knowledge of HIV and subsequent attitude and behaviour change processes. As the predeparture orientation and training is just another requirement to complete the migration process, and
is not even uniformly applied in some cases, the respondents in this study seem to have ignored much
of it, thus their lack of a clear recollection on whether the topics covered HIV/AIDS and STI/STD.
In addition, considering the fact that the majority of female migrant workers are known to be from
villages with limited education, the existing training/briefing utilizes presentations, leaflets, and
brochures, which may not be the best form of media to get the message across. For instance, visual aids
such as a documentary on HIV/AIDS, collaborating with NGOs/CBOs that work within the migration area
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and with PLHIV, or creating an environment where former migrants could share real-time experiences
might be more appropriate to convey messages than printed material.
The pre-departure programmes currently on offer are clearly not adequate in preparing female migrant
workers for actual situations they encounter overseas, in terms of information on migration realities as
well as HIV/AIDS, STI/STD prevention and condom use. Pre-departure briefing and training should be
replaced with well-designed pre-departure programmes, which should be systematically enforced to
ensure that appropriate training/briefing materials are utilized.
Similarly, information related to HVI and STI/STD, modes of transmission and prevention must be
covered and discussed at these training programmes, so that no matter where these women work and
what kind of relationship, they will know that they are all equally vulnerable to HIV infection.
In addition to the need to impart better knowledge, training on health systems in destination countries
and health care access should also be included in the pre-departure orientation.
4.2 Mandatory medical testing in Bangladesh and in destination countries
By its very nature, mandatory testing for HIV not only violates the rights of migrants, it also contributes
to their vulnerability. It is conducted solely for the purpose of screening migrant workers without the
benefit of information and counselling.
Medical testing is a gateway for prevention and should be for the benefit of those taking the tests if
proper procedures and protocols are met. By being mandatory and a requirement for prospective
migrants, HIV testing of migrant workers produces counterproductive results. It reinforces the
laxity of HIV prevention programmes among migrant workers. Negative results given without posttest counselling fosters an attitude of invulnerability, especially among those who have been tested
repeatedly in the course of their overseas work.1 The reliability of HIV testing is also open to contention
given the possibility that those taking the test could still be within the window period.
Medical testing facilities in Bangladesh have been allowed to function without a mandate to follow
established international standards for medical testing, including HIV tests. Briefing on HIV/AIDS and
pre-test and post-test counselling, which is currently non-existent, should have been mandatory for
every client undergoing tests without exception. This reflects a big flaw in the ability of the government
to monitor and protect migrant workers within the country, further compounded by inadequate predeparture preparation for work overseas.
In destination countries, an HIV-positive result leads to immediate deportation. Without the benefit
of proper pre-test and post-test counselling, fear of ostracism may cause former migrant workers to
avoid visiting support centres, making it more difficult for them to access information and services.
This situation is problematic, especially if the migrant workers are HIV-positive. Not knowing their HIVpositive status, these migrant workers may also unknowingly transmit the virus to others.2
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Proper protocols based on World Health Organization (WHO) standards for medical testing, including
HIV testing, should be established with trained staff and enforced at the GAMCA medical testing
facilities within the country. Similarly, the Government of Bangladesh must initiate dialogue with the
governments of destination countries to negotiate treatment of migrant workers based on international
standards, including medical testing. Such dialogue would be beneficial for both source and destination
countries, as labour migration is likely to increase in the next few years due to push (economic reasons
of migrants) and pull (demand from Middle East) factors.
4.3

Limitations of recruitment agencies in assisting in the preparation of migrant workers and
reintegration of returnees

There are gaps in the monitoring of practices of local recruitment agencies and their foreign counterparts.
The government needs to exert more vigilance in regulating private recruitment agencies to ensure
that domestic workers are properly recruited, documented, provided with adequate information, and
protected once deployed. Foreign employers use recruitment agencies to interview potential migrant
workers. This is an avenue for government authorities to explore and open dialogue on in terms of
improved working and living conditions for migrant workers.
Currently, no recruitment agencies have any provision to provide pre-departure orientation/briefing
for migrant workers, or other practical information that would be valuable to prospective migrants.
Recruitment agencies are the first point of contact for most prospective migrant workers; therefore, as
one of the key actors in the migration sector, they should be required to disseminate information on
migration, including information on HIV/AIDS and STI/STD.
The migration sector is a major contributor to the country’s foreign exchange earnings, with an income
in 2009 estimated at approximately USD 10 billion. While the economic benefits are considerable,
migrant workers often incur huge personal and social costs at home. For instance, when the mother of
a child is abroad, it may impact on the development of the child, possibly leading to the child dropping
out of school or using drugs. Migrant workers detected to be HIV-positive in destination countries are
deported immediately, and due to fear of ostracism or lack of information, they may choose to remain
silent about their infection until they get sick, infect their spouse or unknowingly pass the infection
through mother-to-child transmission. Therefore, based on their contributions to the economy of the
country, the government and policymakers should invest in establishing an enabling environment and
social protection programme within Bangladesh to introduce facilities for spouses of migrants and
their children.
Intervention programmes for migrants and returnee migrants should be introduced in a manner that
does not discriminate against the migrant population and stigmatize migration as a carrier of HIV/
AIDS into a country, as it would lead to serious adverse impacts on the labour migration process and,
ultimately, on the national economy.
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4.4 Awareness-building programme on HIV/AIDS for institutions and the general population
Most women decide to undergo an HIV test due to their partner testing HIV-positive.3 Migration work
and migrants may be stigmatized if HIV is associated with migrant work by male migrant workers. With
little understanding of the facts regarding HIV transmission, community members and health care
workers can carry out discriminatory acts, which may lead migrants to not disclose their HIV status and
seek health services only in extreme situations of illness. Although a targeted approach is needed for
migrant workers, it is also important not to single out one population group, but rather include and
integrate migrant workers into the national HIV response.
Specialized CBOs/NGOs conduct outreach campaigns, provide information and services on the migration
process through their helpline and support centres, and offer residential pre-departure training
especially catering to women, and health and reintegration services. Some of these organizations also
conduct orientation sessions for females and spouses of migrants at the community level on violence,
health, vulnerability to HIV/AIDS and reintegration of their migrant partners. Their staff are regularly
trained and sensitized to deal with HIV/AIDS issues, and they also invite guest experts from other
organizations to facilitate training sessions.
Therefore, in close collaboration with CBOs/NGOs that have grassroots community experience, the
government should guide the development of comprehensive awareness-raising programmes and
campaigns to address migration and HIV. This is a crucial step for Bangladesh considering the rising
number of HIV-positive cases among migrant workers and their spouses.

3

K. Osborne et al., Piecing It Together for Women and Girls: The Gender Dimensions of HIV-related Stigma. Evidence from Bangladesh, the
Dominican Republic and Ethiopia (2001).
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Recommendations

In Bangladesh, the government is the most important actor in the field of labour migration and
needs to take the driver’s role in coordinating the input of NGOs/CBOs and all agencies, including
the private sector, working on migration and HIV/AIDS issues. It can do this by building partnerships
to conduct training; developing appropriate training materials as well as information, education, and
communication (IEC) and behaviour change communication (BCC) materials; and reaching out to
communities in rural areas.
The following recommendations emerge from this study:
5.1 Upgrade pre-departure orientation/briefing and training
Pre-departure orientation and briefing is a critical stage to reach migrants and should be utilized
through incentives and regulations that ensure migrants attend the sessions on HIV/AIDS.
The quality and consistency of the HIV/AIDS training curriculum and its implementation throughout
the TTCs should be strengthened. As a starting point, the training materials developed by IOM used
presently at 14 TTCs should be replicated in all TTCs.
Modules should be designed that specially cater to female migrant workers, as their working and living
conditions fall in a category of their own, isolated and open to abuse and violations. This should be
done while keeping in mind gender and sexuality issues in the context of Bangladeshi women – that is,
by taking into account an environment of taboos and sensitivities.
The government should introduce vigorous evaluation of the training, particularly the effectiveness of
HIV-related modules, especially the teaching methods.
Specific training and sensitization on HIV/AIDS should be provided for TTC staff and trainers, medical
centres, and BMET staff.
Comprehensive IEC material should be developed, targeting both departing and returnee migrants.
This should be disseminated through BMET pre-departure orientation/briefing, as well as through
mass awareness campaigns. This material should consistently communicate a set of key messages on
HIV/AIDS.
Awareness-raising and HIV prevention education should be simultaneously intensified through avenues
other than just the formal pre-departure orientation/briefing programme based on brochures and
leaflets. This includes all strategic locations where female migrant workers congregate, such as medical
testing centres, airports, recruitment agencies, and the like. Message reinforcement should also occur
through airport advertising and through broadcast media on flights leaving Bangladesh.

51

HIV and Bangladeshi Women Migrant Workers

Interactive methods, such as group discussions, flash cards and pictorial hand-outs, should be utilized
to convey health and HIV messages, as many migrant workers are from villages and have limited
education. It is imperative to find alternative innovative methods to effectively provide comprehensive
pre-departure training to migrant workers at all stages of migration. This training should be further
supplemented by audio/visual-based IEC and BCC materials.
Post-return orientation providing information on health and HIV/AIDS should be introduced.
Programmes should be developed that especially cater to the spouses and children of migrant workers
who are in highly vulnerable positions. By installing a system to ensure that returnees report back to
BMET, a database of migrant workers and their spouses should be developed and maintained to reach
all those who are affected and provide them with treatment, care and support.
5.2 Improve medical testing to universally accepted standards
The government should develop implementation guidelines for HIV screening. Screening should
include signed consent, pre-test and post-test counselling following universal international standards,
including confidentiality.
The guidelines should be enforced and its compliance strictly monitored by appropriate government
authorities.
Bangladesh government officials should also pursue negotiations with immigration departments and
ministries of health in destination countries to ensure that HIV-related deportation is channelled
through embassies or consulates. This way, the foreign office can assist migrant workers in the
repatriation process and can refer migrants to appropriate agencies, NGOs, and service providers in
Bangladesh.
A booth should be set up at the airport to provide information/IEC to migrants and returnees and reach
those engaging in risky behaviour with information on VCT and other relevant services in Bangladesh.
These services should be promoted through different media including in-flight magazines. The
potential risk of HIV transmission outside Bangladesh, particularly for international migrants, needs to
be included in HIV education targeted at the general population.
5.3 Awareness campaigns and collaboration with grassroots organizations
The government should collaborate with service providers and NGOs/CBOs that are already working
with HIV education/services and PLHIV at the community level to quickly roll out training and awareness
programmes.
HIV education interventions should be piloted in locations with a high propensity for supplying migrant
workers. Community-based education on migration realities, HIV and AIDS, and gender and sexuality
issues needs to be undertaken to intensify awareness of prospective women migrants.
An enabling environment should be created to encourage participation in training and awareness
campaigns of PLHIV and agencies involved with treatment, care and support. Such exchanges with
PLHIV would not only sensitize staff and the population reached, but it would also enable greater
understanding of the impacts of risky behaviour, HIV infection and AIDS disease.
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All parties/agencies that come into contact with migrant workers during the migration process, upon
their arrival in the destination country and their return to Bangladesh, should be made aware of HIV/
AIDS issues and should be provided with IEC materials. BMET should systematically provide recruitment
agencies with IEC materials on HIV/AIDS and require them to share this material with prospective
migrants.
There should be a one-stop help centre for migrants in case recruitment agencies violate their roles
and responsibilities with regard to migrant workers.
5.4 Additional recommendations for future studies
Comparing risks between migrant and non-migrant worker groups is the most reliable method to
determine whether one group has higher HIV and STI prevalence and risk than the other. It would
be useful to initiate rounds of behaviour surveillance survey (BSS) studies that have already been
conducted to complete trend analyses.
It would be important to collect quantitative data to conduct anonymous surveys and testing through
the agencies that track domestic workers prior to departure (through training or orientation, or at
GAMCA testing centres through which all migrants must pass in order to obtain medical clearance),
during their stay in the host country and on return (introduce debriefing of migrant workers to
systematically cover migrant workers on return, i.e. with prevention messages; identify and address
abuses; and retooling through new skills/training opportunities).
While designing data collection processes, it is useful to keep in mind the United Nations General
Assembly Special Session (UNGASS) indicators and, where possible, integrate them into the
questionnaire. The UNGASS indicators have been developed over the years to allow countries to carry
out trend analysis on the extent of the epidemic on a whole range of issues dealing with HIV/AIDS.
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Annexes
Annex I: Particulars of researchers/data collectors
Bindhya Pradhan Priesner, Health Systems Management Consultant
Designed survey protocol, including the questionnaires, for three sets of participatory tools
selected by the client, customized data entry sheets for the IDIs to minimize entry errors, conducted
computational analysis of the data in SPSS, analysed data collected by all the three tools, and did the
narrative write-up of the study report.
Azad Rukhen, SPSS software expert
Assisted the consultant with the development of syntaxes for SPSS, ran validity checks on the data,
and generated tables.
Dr. Samir Kumar Howlader, National Programme Officer (HIV), IOM
Provided input in developing survey protocol and data collection tools, reviewed and cross-checked
translation of survey instruments in the local language, coordinated the data collection, provided
support in identifying and contacting key informants for interviews, ensured ethical considerations,
and reviewed the narrative report of the study.
Shakirul Islam, Private consultant
Assisted with the translation of survey questionnaires into the local language, field-tested the
survey instruments, hired and trained data collectors, supervised data collection and data entry,
conducted the KIIs, translated data into English. Shakirul is the Chairman of OKUP (a migrant workers’
association and CBO) in Bangladesh.
Wahida Akter, Data collector/data entry
Wahida Akter has been working with OKUP as a Project Associate since November 2010. She is
responsible for maintaining the OKUP Helpline for Migrants, case management, record-keeping with
regard to callers/information-seekers. Wahida completed her master’s in International Relations from
Jahangirnagar University in 2008. She worked for two years with a research firm as a field investigator
and field supervisor before joining OKUP. She also assisted with translation.
Nashid Qumrun Nahar, Data collector/data entry
Nashid Qumrun Nahar has been working with OKUP as a trainer since August 2010. Apart from her
major responsibilities as a trainer, she engaged in data collection activities, data documentation,
and transcription during the training needs assessment study for developing the orientation toolkit
for women migrant workers on violence and vulnerability linked to HIV, under a partnership project
between OKUP and UN Women. Nashid completed her Bachelor of Science in Home Economics from
the Home Economics College, Dhaka University.
Tanzila Islam, Data collector/data entry
Tanzila Islam is a student at Rajshahi Medical College Hospital. She was recruited temporarily to assist
the team in data collection. As a student of a medical college, she has a good knowledge of HIV/AIDS,
and has a wealth of experience on data collection since she has been active in various data collection
activities apart from her academic studies.
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Annex II: Questionnaire to guide focus group discussions
Informed consent of participants:
Assalamu-alaikum/Adab/Namoskar!
My name is (interviewer’s name…………………………………………………………).
Then play a tape recorder with the following recording to ensure the same understanding of the
research topic:
“Women’s health needs are different from men.
We understand that migrant female workers are being exposed to sexually transmitted diseases,
including HIV/AIDS, through their work in foreign countries or from their husbands who have worked
in foreign lands. There are differences in symptoms between men and women for STDs like gonorrhea,
chlamydia, and human papilloma virus (HPV). Most women show almost no symptoms but suffer very
serious consequences like pelvic inflammatory diseases, cervical cancer and infertility, if these STDS
are left untreated. The transmission rate from a man to a woman is three times higher than from a
woman to a man. Women are simply at higher risk.
Women can make an important contribution to better prepare other female migrants and therefore
make their experiences safer. The more open they are and share their experiences, the more equipped
organizations will be to help female migrant workers.
Some of the topics that we will discuss today may be embarrassing in their directness as they are
related to attitudes and sexual practices. There will be no identifying information published and the
findings of the FGD will be used only for the purpose of developing appropriate measures to reduce
female migrant workers’ vulnerability to STI and HIV infection.
Your participation is fully optional. You can decide whether or not to answer any questions. We hope
you will participate in this study as your inputs and experiences are very important. Your responses
would help greatly to understand the nature of the problem, and enable the design of appropriate
solutions for the future.”
Note to facilitator: These questions are only suggestions to be used as a guide and should not be
stated verbatim or in order. The facilitator should familiarize himself/herself with the theme and
questions in advance, and the questions also may be addressed out of order depending on the flow
of the discussion. The text within the quotation marks is only to inform the facilitator of the topic and
is not meant for the participants.
For the first 15 minutes, encourage the participants to feel comfortable to talk about their migration
experiences. Participants should be asked to talk about whether or not they would encourage a
relative to travel abroad and the reasons for and against.
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A. Migration process
1.

Who assisted you with the migration process?

2.

Why do you migrate (or when do you or your peers typically decide to move)?

3.

Do you leave to support yourself or your family?

4.

What is the typical duration of the jobs you take?

5.

In your experience, what is the highest burden you or your peers face in preparing for
migration: arranging money for your move, bribes to the authorities, discrimination,
abuses?

B. Access to services, including information/orientation/briefing and training on HIV/AIDS,
through any source within Bangladesh
1.

Did you go through an orientation/briefing/ training before you left Bangladesh?
If yes, who conducted/organized the training/orientation?
How long were the sessions?

2.

What topics were discussed? Probe if there was a discussion on health issues, HIV, STI. Did
you understand the issues?

3.

What issues would you have liked to know more about?

4.

Do you know that prospective migrants need to go through medical tests for different types
of infections that spread through sexual activity?
Describe the STI/HIV test process (a small amount of blood is taken from the arm - it’s quick
and painless). Have you all taken such a test?

5.

From where did you/will you get these pre-departure medical tests? Are these tests free?

6.

Are you aware of other centres that provide such testing?

7.

If you have undergone the tests, did you receive information on HIV/STI and how it spreads?

8.

In your experience, do these agencies/centres/people ask for consent to take the test, and
agree to ensure the confidentiality of the test result?

9.

Do these centres provide pre-test and post-test counselling?

10.
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Were you tested in the destination country?
Did they explain to you what the test was for?
Did they share the results, if you were tested?
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C. Sexual practices and experiences (frequency of sexual partners, frequency of condom use, risk
behaviour)
1.

Do you and your peers engage in sex while living abroad? If yes, who are the likely partners?

2.

Do you have any idea if condoms are used in these sexual relations? Are condoms available
for all?

3.

Among your peers, do you know anyone who exchanged sex for money or gifts?

4.

For those women who exchange sex for gifts/money, do they change partners frequently?

5.

Do you know of instances when female migrant workers became pregnant or had an
abortion?

6.

In general, how common is condom use among you and your peers?

7.

How accessible are condoms?
Probe where one can buy them. How much does it cost?

8.

Do you know anyone who has had genital ulcer diseases or genital discharge?

9.

Do you know of anyone among your peers who has been sexually abused during her work
abroad? How many? By whom?

D. Knowledge and attitudes towards HIV (protection measure awareness)
1.

What do you know about HIV? Where can one get information on STI/HIV?

2.

Can you describe how HIV spreads?
(Common misconceptions: HIV can be spread by shaking hands, coughing or sneezing, using
others’ utensils, caring for someone who is sick with advanced HIV infections, mosquito
bites)

3.

Are you concerned about getting HIV? Why? How do you think can one get infected?
(Having sex with one HIV-positive person one time can be enough for a person to become
HIV-positive. HIV spreads through blood, vaginal fluid, semen and transmission of breast
milk from an HIV-positive mother to her child.)

4.

How can you tell if someone you know is HIV-positive?
(The only way to know if a person is HIV-positive is by having an HIV test. An HIV-infected
person looks healthy and fit. During the initial period, an infected person will not test
positive, and can look fit and stay healthy for 10 years or more. The body starts to make
antibodies to the virus and that is when the person will test positive for HIV.)

5.

What are the common signs/symptoms of AIDS?
(The HIV virus damages the immune system, and symptoms of AIDS like fever, night sweats,
diarrhoea, and swollen lymph nodes begin to appear. The infected person gets sick easily
and will suffer from diseases such as TB and oral thrush. There is no way to get rid of the
HIV virus from our body; therefore, prevention through precautionary measures is the best
method.)
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E. Health care-seeking behaviour and accessibility
1.

Where do you and your peers go if you get sick/ pregnant abroad?
How expensive/costly is health care abroad?

2.

What would you or your peers do if you or your peers get an STI? (Describe what STI is and
the treatment pathways.)

3.

Have you or any of your peers been offered HIV tests abroad? If they test HIV-positive
abroad, what happens to them?
Are they referred for treatment? If yes, where?

4.

Do they suffer rejection, stigma, or discrimination upon seeking health services in their
home and host countries (i.e. are they treated differently)?

5.

What types of health services are available for you and your peers? Can you and your peers
use public health services?
(Please ask the participants to explain the situation in both their home and destination
countries.)

6.

Have you heard of any places in Bangladesh where people can get care and treatment for
HIV and other infections? Where?

7.

Do you think risky behaviours are influenced by lack of access to health services/information
materials? How?

8.

What types of prevention services (for HIV, STI, unwanted pregnancy, etc.) would you and
your peers want?

9.

Are there special health issues that should be asked about?

F. Access to networking opportunities, including access to support groups, recreation and social
activities
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1.

Where do you usually live (your place of residence) when you are abroad?

2.

Do you get days off once or twice a week?

3.

Do employers physically or verbally abuse you or your peers?

4.

How do you communicate with your family? How often? Who covers the cost of
communication?

5.

Do you or your peers (e.g. friends, people from Bangladesh) meet each other? If yes, how
often?
Can you describe the places where you usually meet?

6.

Do you and your peers drink alcohol while living abroad?
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7.

Ask a few questions about drugs (add local names for marijuana, cocaine, glue, or
medicine) that are not taken because of illness.
How common is drug use among you or your peers?

8.

Which drugs are taken? What are the different names for these drugs?

9.

Do you know anyone who injects drugs? What drugs? Why do you think they inject
drugs?

10.

If you or your peers are unhappy or needed guidance, who would you go to?

G. Conditions of return/reintegration
1.

What kinds of programmes in Bangladesh especially cater to women returnees? Have you
used or benefited from any such programmes?

2.

Have any of you had medical tests/HIV tests on your return to Bangladesh, or do you know
anyone who had?

3.

Do people in the community ask returnees to share their experiences working abroad?
Were you asked?

4.

If you had three wishes, if you had to go through the migration process all over again, what
would you want that would help you, or let’s say your sister, to better prepare for work in
a foreign country?

Thank you all for taking the time to talk to us. We are finished here today.
Ask the women to pass the information on to their fellow migrant workers or prospective female
migrants in the village who could also assist by participating in the study.
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Annex III: Questionnaire for in-depth interviews
Informed consent:
Assalamu-alaikum/Adab/Namoskar!
My name is (interviewer’s name…………………………………………………………).
Play the tape with the following recording:
“Women’s health needs are different from men.
We understand that migrant female workers are being exposed to sexually transmitted diseases,
including HIV/AIDS, through their work in foreign countries or from their husbands who have worked
in foreign lands. There are differences in symptoms between men and women for STDs like gonorrhea,
chlamydia, and human papilloma virus (HPV). Most women show almost no symptoms but suffer very
serious consequences like pelvic inflammatory diseases, cervical cancer and infertility, if these STDs are
left untreated. The transmission rate from a man to a woman is three times higher than from a woman
to a man. Women are simply at higher risk.
Women can make an important contribution to better prepare other female migrants and therefore
make their experiences safer. The more open they are and share their experiences, the more equipped
organizations will be to help female migrant workers.
In connection with this, we would like to ask you some questions. Some of the questions may be
embarrassing in their directness. Your name, your answers, opinions and information provided by you
will be kept strictly confidential and will be used for research purposes only. Your name will not be cited
anywhere.
Your participation is fully optional. You can decide whether or not to answer any questions. We hope you
will participate in this study as your inputs and experiences are very important. Your responses would
help greatly to understand the nature of the problem, and enable design of appropriate solutions for
the future.”
You can ask me any questions you want regarding this study.
May I now start asking my questions?
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Identification
1. Venue

2. Type of area (rural/urban)

3. Date of the interview

Name of the respondent: ______________________________________
4. Village/Mohalla

5. Union/Ward

9. Household size

6. Upazila/Thana

10. Number of dependents

7. District

11. Martial Status

8. Division
Yes

No

Yes

No

Yes

No

Yes

No

1. Single
2. Married
3. Divorced/Separated
4. Widowed
12. Age (completed years)

13. Number of children
1. One
2. Two
3. More than Two
4. None

A. Migration process
A1. Level of education. Select only one.
1. Primary
2. 6th–8th class
3. SSC
4. Higher than HSC
5. No formal education
A2. Migration status. Select only one.
1. Prospective migrant
2. 1st-time migrant
3. 2nd-time migrant
4. 3rd-time or higher
5. Migrant on holiday
6. Returnee (has no plans to go out of the country for work)
If the interviewee is currently a prospective migrant, skip the following questions and move directly to Question
A9.
A3. How old were you the first time you went abroad?
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A4. Age of youngest child when you first went abroad?

HIV and Bangladeshi Women Migrant Workers

A5. Occupation. Select all that are appropriate.

Yes

No

Yes

No

Yes

No

Yes

No

1. Domestic worker
2. Cleaner
3. Garment worker
4. Retail
5. Beautician
6. Nursing
7. Others
Specify
A6. Countries you have worked in. Select all that are appropriate.
1. Saudi Arabia
2. UAE
3. Oman
4. Kuwait
5. Qatar
6. Libya
7. Iraq
8. Bahrain
9. Lebanon
10. Sudan
11. Malaysia
12. Singapore
13. Mauritius
14. Italy
15. Others
Specify
A7. Number of years you have worked abroad? Select only one.
1. Less than 1 year
2. 1–2 years
3. More than 2 years
4. 5 years or more
A8. How long were you away from your family the last time you went abroad? (in months
and years)
A9. Who assisted you with the migration process? Select all that are appropriate.
1. Government agency
2. Dalal or private agency
3. Relative/Family member
4. Friends
5. Others
Specify
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A10. Why did you go abroad?
For prospective migrants, ask: Why do you want to go abroad?

A11. Who made the decision to go abroad for work?

Yes

No

1. Myself
2. My husband
3. Family members

B. Access to services including information/orientation/briefing and training on HIV/AIDS –
through any source within Bangladesh
B1. If you know about HIV, and how it spreads, where did you receive your information?

Yes

No

Yes

No

B4. Did you receive an orientation/briefing/ training in preparation for your planned
departure for work to destination country?
If the answer is “No” skip to Question B9.

Yes

No

B5. If the answer is yes, who provided the training/orientation/briefing?
Select all that are appropriate.

Yes

No

1. I know nothing about HIV and how it spreads
2. Family members
3. Friends
4. Other migrant workers
5. NGOs
6. Health workers
7. Radio
8. Television
9. BMET
10. Others
Specify
B2. Do you know where you can find VCT and HIV/AIDS services in Bangladesh?
B3. Where? Specify.

1. Recruitment agent
2. GAMCA
3. BMET/TTC
4. BOESL
5. CBO/NGO
6. Others
Specify CBO/NGO/Others:
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B6. How long was the session in which you last participated?

Yes

No

Yes

No

Yes

No

B9. Did you receive any such tests before you went abroad?
For prospective migrants ask:
Have you had medical tests during your migration process?
If the answer is “No”, proceed to Question B17.

Yes

No

B10. Do you know whether the medical test included HIV test (a small amount of blood is
taken from the arm – it’s quick and painless)?

Yes

No

Yes

No

1. 1–2 hours
2. Half day
3. Full day
B7. What topics were discussed? Probe if there was a discussion on health issues, HIV, STI,
and how it spreads. Select all that are appropriate.
1. Prevention and protection measures against STDs
2. HIV/AIDS
3. How to remain healthy and where to find health care services
4. Who to contact in case of emergencies
5. How to use domestic appliances
6. All of the above
7. None of the above
8. Others. Specify

B8. Did you understand the issues being presented at these sessions?
1. Almost everything
2. Only a little
3. Not at all
If the answer option is 2 or 3 the please ask why,
what do you think was the problem?

B11. When did you get tested?
Specify what you remember – date, month, and year.
B12. Where did you get tested in Bangladesh? (Select all that are appropriate)
1. GAMCA/Medical Centre
2. Private medical clinic
3. Hospital
4. Others
Specify:
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B13. Did you give your consent to medical testing?

Yes

No

(Taking an HIV test is a very traumatic event. Furthermore, this trauma reaches an extreme Yes
condition when the test result (positive or negative) is disclosed. It is therefore essential
that the process of HIV testing be accompanied by counselling.)

No

B14. Were you provided with counselling, information on HIV before doing the test
(pre-test counselling)
B15. Do you know your HIV test results?
B16. Were you provided with counselling during the sharing of the results (post-test
counselling)?
B17. Did you have to go through a medical test in the destination country as well?

Yes

No

B18. How often was the test conducted?

Yes

No

Yes

No

Yes

No

1. Only once on arrival
2. Once a year
3. Many times
4. Never
B19. Do you know if the test included an HIV test?
B20. Did you give your consent to be tested?
B21. If the answer is “Yes” to the above, did they provide you with pre-test counselling?
B22. Were you informed of your HIV test results?
B23. If the answer is “Yes” to the above, did they provide you with post-test counselling?
B24. Have you experienced any STI incidents – genital ulcer disease or genital discharge?
1. In Bangladesh
2. Abroad (N/A for prospective migrants)
B25. Do you know where to go for treatment for STI?
1. In Bangladesh
2. Abroad (N/A for prospective migrants)
B26. Where? Specify for both 1 and 2.
B27. How did you get treatment? (Describe treatment pathways)

C. Sexual practices and experiences (frequency of sexual partners, frequency of condom use,
risk behaviour)
C1. Have you ever been sexually active with your husband or partner?

Yes

No

Yes

No

If the response is “No” skip to Section D.
C2. When was the last time you had sex, when your partner/husband used condom?
1. Last night
2. 1 week ago
3. 1 month ago
4. Cannot remember
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C3. Have you bought condoms for your partner/husband?

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

1. Occasionally
2. Many times
3. Never
C4. What do you know about the sex life of your partner/husband?
1. We are very open with each other
2. Very little
3. Nothing at all
C5. Were you ever forced to engage in sex against your will?
1. Once
2. Sometimes
3. Many times
4. Never
If the interviewee is a prospective migrant, skip to Question C12.
C6. Have you ever engaged in sexual relationships while living abroad?
1. One partner
2. Two partners
3. More than 2 partners
4. Never
If the answer is “Never” skip to Question C12.
C7. How did these relationships start?
1. Working at the same place
2. Introduced by friends
3. Through recruitment agents
4. At bars
5. Others
Specify

C8. Who was your partner(s)?
1. Migrant from Bangladesh
2. Migrant from another country
3. From destination country
4. Recruitment agent/dalal
5. Others
Specify
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C9. What was the duration of these relationships?

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

1. Less than a week
3. One month or less
4. Six months or less
5. A year or more
C10. How accessible were condoms to you when you worked abroad?
1. Easily accessible and have bought them
2. Easily accessible but I am embarrassed to buy them
3. Restrictions to buying condoms
4. Don’t know where to buy them
5. Have never bought a condom ever
C11. If answer is Yes to 3 in C10 (above), specify restrictions

C12. Have you ever engaged in commercial sex (in exchange for money/gifts)?
1. Once
2. Sometimes
3. Regularly
4. Never
C13. How often do you use condoms with casual partners?
1. Regularly
2. Sometimes
3. Never
C14. How often do you use condoms with steady partners?
1. Regularly
2. Sometimes
3. Never

D. Knowledge and attitudes towards HIV (protection measure awareness)
D1. Where can one get information on STI, HIV in Bangladesh?
1. Private health care facility
2. Government health care worker
3. NGO health worker
4. Recruitment agency
5. GAMCA/Medical Centre
6. Friends
7. Family member
8. Don’t know
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D2. How does HIV spread (misconceptions)? Select all as appropriate.

Yes

No

Yes

No

Yes

No

Yes

No

1. Through coughing or sneezing
2. By shaking hands
3. Using others’ utensils/kitchen appliances
4. Caring for someone who is sick with advanced HIV
5. Mosquito bites
6. Sharing needles/syringes
7. Unprotected sex
8. Mother-to-baby transmission at birth or through breast milk
9. Blood transfusion
10. Others
Specify
D3. Can you share ways of preventing sexual transmission of HIV?
(Having sex with one HIV-positive person one time can be enough for a person to become
HIV-positive. HIV spreads through blood, vaginal fluid, semen and transmission of breast
milk from an HIV-positive mother to her child.)
1. Proper use of condom at every sexual encounter
2. Abstinence
3. Sex with only one trusted partner
4. All of the above
5. None of the above
6. Others
Specify
D4. How can you tell if someone is infected with HIV?
(The only way to know whether we are HIV-positive is by having an HIV test. An HIVinfected person looks healthy and fit. During the initial period, an infected person will not
test positive, and can look fit and stay healthy for 10 years or more. The body starts to
make antibodies to the virus and that is when the person will test positive for HIV.)
1. By looking at their faces
2. Taking an HIV blood test
3. None of the above
4. Others
Specify
D5. When a person suffers from AIDS, what happens to that person?
1. AIDS symptoms like fever, night sweats, diarrhoea, swollen lymph nodes develop
2. Easily get sick with opportunistic infections such as TB and oral thrush
3. With treatment and healthy living, you live longer, but eventually there is no cure
for AIDS
4. Death
5. All of the above
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D6. Are you concerned about getting HIV?

Yes

No

Yes

No

Yes

No

Yes

No

1. Not at all
2. Sometimes
3. Regularly
D7. Why?
1. Frequent partners
2. Commercial sex
3. Husband has many sexual partners
4. Cannot negotiate condom use
D8. Do you know of any peers who have been offered HIV tests on their return to
Bangladesh?
If the answer is “No” skip to Section E.
D9. If they test positive for HIV, are they referred for treatment?
D10. Where? Specify.
D11. Do they suffer rejection, stigma, or discrimination upon seeking health services (are
they treated differently) in Bangladesh?
1. Always
2. Sometimes
3. Never
4. I don’t know

E. Health care-seeking behaviour and accessibility
If the interviewee is a prospective migrant, skip directly to Question E8.
E1. When you were sick the last time abroad, where did you go?
E2. Was the treatment expensive?

E3. Who paid for the treatment?
1. Employer
2. Insurance company
3. Government
4. Myself
E4. What was the treatment for?
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E5. Did you receive an explanation on what was ailing you?

Yes

No

Yes

No

E6. What would you do if you got pregnant abroad?

E7. What types of health services were available to you while living abroad? Select all
that are appropriate.
1. Basic health care unit
2. Pharmacy
3. District hospital
4. Traditional healer
5. Midwife
6. Private health care facility
7. None of the above

E8. Do you think risky behaviours of your peers/female migrants are influenced by their lack of access to health
services/information materials? How?

E9. What types of prevention services would you want? Select all that are appropriate.

Yes

No

1. STI, STD
2. Unwanted pregnancy
3. Safe sex
4. HIV/AIDS
5. Others
Specify
E10. Given a choice, where would you prefer to get such information? Select all that are
appropriate.

Yes

No

1. Radio
2. Television
3. Health workers
4. Newspapers
5. Friends
6. Others
Specify
E11. Can you list services/NGOs that provide STI, HIV prevention services in Bangladesh?
For each listed, what types of services do they give?
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F. Access to networking opportunities, including access to support groups, recreation and
social activities
If the interviewee is a prospective migrant, skip directly to Question F11.
F1. To which country did you go the last time you went abroad?
F2. Where did you live when you were abroad?

Yes

No

Yes

No

1. In employer’s home in a room of my own
2. In employer’s home – anywhere in the house
3. Shared an apartment with other migrant women
4. Shared an apartment with my boyfriend
5. Others
Specify
F3. How did your employer treat you?
1. I was generally treated with respect
2. I was rarely verbally abused
3. I was often verbally abused
4. I was rarely beaten
5. I was often beaten
6. I was never beaten
F4. Did you get a day off? Select one.

Yes

No

1. One day a week
2. Once a month
3. Twice a month
4. Sometimes
5. Never
F5. How did you communicate with your family?

Yes

No

Yes

No

1. My own mobile phone
2. Use phone of employer
3. Through letter (over post)
4. Through letter (hand-carried)
F6. How often did you communicate with your family?
1. Regularly – at least once a week
2. Sometimes – no routine
3. Never
F7. When you were abroad what did you do for fun?
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F8. Did you meet others? Select all as appropriate.

Yes

No

1. Bangladeshi migrant friend
2. Non-Bangladeshi migrant friend
3. Colleagues
4. Family member
5. Others
F9. Where did you meet? Can you describe the places where you met?

F10. What types of other social support did you have? If you became unhappy or needed guidance, who do you
contact for support?

F11. Do you drink alcohol?

Yes

No

F12. Drugs (add local names for marijuana, cocaine, glue, or medicine) that are not taken
because of illness. Probe how common is drug use among peers.

Yes

No

1. Quite common
2. Not so common
3. Not at all
F13. Have you taken drugs? If yes, which drugs did you take (what are the names of these drugs)?

F14. Have you ever injected drugs? If yes, what drugs?

G. Conditions of return/reintegration (skip this section for prospective migrants)
G1. Why did you return?

Possible reasons (cross all that may apply):
Completed my contract
Missed home and wanted to return
Wasn’t being paid my salary abroad
Home for a short time and will re-migrate
My family asked me to return
My working conditions were difficult because…
Health reasons: what?
Others: explain
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G2. What kinds of programmes in the country especially cater to returnees? Have you used or benefited from any
such programmes?

G3. Do other people in the community come to ask you to share your experiences of
working abroad?

Yes

No

G4. Would you advise them to go abroad for work?

Yes

No

If no, explain why.

G5. In your opinion, what do you think needs to be done to help returnees?

G6. If you would have to re-do the migration process all over again, or if your sister was going to a foreign country
to work, what would you advise her to do/ not do?

Thank you for talking with me. We are finished here today. Do you have any questions?
Ask each of the women to pass the information on to their fellow migrant workers or prospective
female migrants in the village who could also assist by participating in the study.
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Annex IV: In-depth interview – data tables
Table 1: Respondent by division
Indicator

Prospective migrants
n
45
15
12
4
2
2
-

Dhaka
Barisal
Chittagong
Khulna
Rajshahi
Sylhet
Rangpur

%
56
19
15
5
3
3
-

Current migrants /
returnees
n
%
117
97
1
1
1
1
1
1

Table 2: Respondent by district
Indicator

Dhaka
Manikgonj
Comilla
Narayangonj
Faridpur
Rajbari
Mymensingh
Satkhira
Barisal
B. Baria
Munshigonj
Norosingdi
Tangail
Chandpur
Gazipur
Jhinaidoho
Nator
Naoga
Patuakhali
Sariotpur
Sherpur
Sunamgonj
Sylhet
Madaripur
Kishorgonj
Rangpur

Prospective migrants
n
12
16
7
5
4
4
3
3
3
3
2
2
2
1
1
1
1
1
1
1
1
1
1
1
-

%
15
20
9
6
5
5
4
4
4
4
3
3
3
1
1
1
1
1
1
1
1
1
1
1
-

Current migrants /
returnees
n
%
38
31
1
1
40
33
1
1
34
28
1
1
1
1
1
1
2
2
1
1
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A. Migration process
Table 3: Demographic characteristics of the participants
Indicator

Prospective migrants
n

%

Current migrants /
returnees
n
%

Age group
15–30
31–45
46–55

59
20
1

74
25
1

35
63
22

29
53
18

Number of dependents
0
1–3
4–6
7+

40
37
3

50
46
4

5
57
51
7

4
48
42
6

Marital status
Single
Married
Divorced/separated
Widowed

15
46
13
6

19
58
16
8

3
69
25
23

3
58
21
19

Level of education
No education
Primary
6th–8th class
SSC
Higher than HSC

32
17
31
-

40
21
39
-

81
24
14
1
-

68
20
12
1
-

Destination countries
UAE
Lebanon
Saudi Arabia
Kuwait
Bahrain
Jordan
Mauritius
Others

-

-

50
22
17
11
6
4
4
6

42
18
14
9
5
3
3
5

Main occupation
Domestic worker
Garment worker
Cleaner
Not applicable

-

-

109
6
3
2

91
5
3
2

-

31
25
38

34
27
39

64
21
15

97
18
5

81
15
4

How old was your youngest child when you first went abroad?
1–3
4–6
7+
Decision maker
Myself
Husband
Family member

80
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Reason for choosing work overseas
Poverty, low family income
Separated from husband
Costs less for women to migrate
Live and work with husband

69
8
2
1

86
10
3
1

113
7
-

94
6
-

-

-

90
23
3
4

75
19
3
3

Who assisted with the migration process?
Dalal or private agency
Relatives/Family members
Government agency
Friends

B. Access to services, including information/orientation/briefing and training on STI, HIV/AIDS
Table 4: Pre-departure training
Indicator

Prospective migrants

Current migrants /
returnees
n
%

n

%

Received pre-departure orientation
Yes
No

59
21

74
26

27
93

23
78

Who provided the training?
BMET/TTC
Recruitment agent
CBO/NGO
Don’t know
Not applicable

59
-

100
-

16
6
2
2
93

13
5
2
2
78

How long were the sessions?
Half-day
Full day
1 week
Not applicable

59
-

100
-

23
3
1
93

19
3
1
78

7

12

4

3

Main topics covered
Prevention and protection measures
against STI
HIV/AIDS
Where to find health care services
and to remain healthy
Contact in case of emergencies
How to use domestic appliances
Language
Not applicable

6
4

10
7

5
1

4
1

9
32
-

16
55
-

2
12
1
93

2
10
1
79

Did you understand the topics covered?
Almost everything
Only a little
Not applicable

37
23
-

62
38
-

11
16
91

9
14
77

36
21

40
32

33
27

From where did you receive information on STI, HIV/AIDS?
Television
29
I know nothing about HIV/AIDS
17
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Don’t know where I got the
information
NGOs
Health workers
Family members and friends
BMET

15

19

6

5

6
4
5
3

8
5
7
4

30
3
6
1

25
3
6
1

98
1
1

93
4
23

78
3
19

Do you know of VCT and HIV/AIDS services in Bangladesh?
Don’t know
78
Government
1
CDS
1

Table 5: Pre-departure medical tests, including HIV tests
Indicator

Did you receive a pre-departure medical test?
Yes
No

Prospective migrants
n

%

38
40

49
51

Did you know if the medical test included an HIV test?
Yes
No
Don’t know
39
Not applicable

82

100

Current migrants /
returnees
n
%
86
34

72
28

24
41
20
35

20
34
17
29

Where did you get tested?
GAMCA/Medical centre
Private medical clinic
Hospital
Don’t know
Not applicable

2
12
2
23
-

5
31
5
59
-

25
16
43
36

21
13
36
30

Gave consent
Yes
No
Not applicable

40
-

100
-

66
12
41

55
10
34

Received pre-test counselling on HIV
Yes
No
Don’t know
Not applicable

40
-

100
-

1
50
10
52

1
44
9
46

Know your HIV test results
Yes
No
Don’t know
Not applicable

40
-

100
-

17
33
10
52

15
29
9
46

Received post-test counselling
Yes
No
Don’t know
Not applicable

40

100

45
3
52

45
3
52
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Table 6: HIV tests in the destination country
Indicator

Current migrants /returnees
n
%
Did you have to go through medical tests in your destination country?
Yes
81
68
No
38
32
Did you know if the medical test included an
HIV test?
Yes
No
Don’t know

18
43
20

22
53
25

Gave consent
Yes
No
Don’t know

49
15
2

74
23
3

Received pre-test counselling on HIV
Yes
No
Don’t know

32
3

91
9

Know your HIV test results
Yes
No
Don’t know

17
29
2

35
60
4

Received post-test counselling
No
Don’t know

23
2

92
8

Table 7: STI/STD incidents
Indicator

Prospective migrants

n
%
Have you experienced STI incidents, genital ulcer disease or genital discharge
In Bangladesh
Abroad
-

Current migrants /
returnees
n
%
9
2

8
2

Did you know where to go for treatment?
Yes
No
Don’t know

-

-

10
106
4

8
88
3

Where can you go for treatment?
Government hospital
Marie Stopes International
Don’t know

-

-

7
2
3

58
17
25

-

-

5

4

-

-

1
1

1
1

How did you get treatment?
Taking drugs according to doctors’
advice
Home/ traditional remedy
Did not get treatment
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C. Sexual practices and experiences
Table 8: Frequency of condom use
Indicator

Prospective migrants

Sexually active
Yes
No

n

%

65
15

81
19

115
5

96
4

75
22
2
2
-

90
18
4
1
3

75
15
3
1
3

100
-

92
3
1
3

92
3
1
3

When was the last time your partner/husband used a condom?
Never
49
Cannot remember
14
1 week ago
1
Last night
1
Not applicable
Have you bought condoms?
Never
Occasionally
Many times
Not applicable

Current migrants /
returnees
n
%

64
-

Table 9: Risk behaviours
Indicator

Prospective migrants
%

Current migrants /
returnees
n
%

37
37
26
-

27
66
24
3

23
55
20
3

Have you ever engaged in a sexual relationship while living abroad?
Never
One partner
Two partners
Not applicable
-

-

113
1
3
3

94
1
3
3

If yes, who was your partner?
Not applicable

-

-

119

100

What was the duration of these relationships?
Not applicable
One month or less

-

-

119
1

99
1

Have you engaged in commercial sex while living abroad?
Never
Not applicable
-

-

116
4

97
3

Was condom accessible to you while living abroad?
Not applicable
Never

-

119
1

99
1

n
What do you know of your partner/husband’s sex life?
Nothing at all
24
We are open with each other
24
Very little
17
Not applicable
-

84

-
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Were you ever forced to engage in sex against your will?
Never
Sometimes
Many times
Once
Not applicable
-

-

98
9
7
2
3

82
8
6
2
3

D. Knowledge and attitudes towards HIV
Table 10: Knowledge and prevention measures towards HIV
Indicator

Perceived mode of HIV infection
Don’t know
Unprotected sex
Sharing needles/syringes
Through coughing and sneezing
Caring for someone who is sick with
AIDS
Shaking hands
Using others’ utensils/kitchen
appliances
Blood transfusion
Mosquito bites
Mother-to-baby transmission through
breast milk
How can you tell if someone is infected with HIV?
Don’t know
Taking an HIV blood test
By looking at their faces
HIV prevention methods
Don’t know
Proper use of condom at every sexual
encounter
Abstinence
Sex with only one trusted partner

Prospective migrants
n

%

35
22
15
2
1

46
29
20
5
1

43
27
23
3

39
24
21
3

1
-

1
-

4
6

4
5

-

-

2
2
1

2
2
1

45
33
2

56
41
3

60
59
-

50
50
-

52
19

65
24

65
31

55
26

7
2

9
3

19
4

16
3

81
15

94
20

78
17

1
1
1
-

2
1
1
1

2
1
1
1

96
4
-

115
3
1

97
3
1

What happens to a person when they suffer from AIDS?
Don’t know
65
AIDS symptoms; fever, night sweats,
12
diarrhoea, swollen lymph
Genital swelling, itches, warts
1
Burning sensation in body
1
Death
1
With treatment and healthy living,
live longer but eventually no cure for
AIDS
Concerned about getting infected with HIV
Not at all
Sometimes
Often

Current migrants /
returnees
n
%

77
3
-

85
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Reasons for concern
Husband has many sexual partners
Source of HIV knowledge
Don’t know
Private health care facility
Government health care worker
NGO health worker
GAMCA/Medical centres
Family member

3

100

3

100

61
8
6
3
1
1

76
10
8
4
1
1

88
10
6
15
1

73
8
5
13
1

E. Health care-seeking behaviour reported by respondents
Table 11: Health services accessibility
Indicator

Current migrants /returnees
n
%
What types of health services were available to you while living abroad?
Pharmacy
24
32
Basic health unit
11
14
Hospital
16
21
Private health care facility
5
7
Don’t know
20
26

86

When you were sick the last time, where did you go?
Did not get sick
Hospital
Doctors’ chamber or private clinic
Pharmacy
Self-treatment
Don’t know

84
14
12
7
1
2

70
12
10
6
1
2

Was the treatment expensive?
Yes
No
Don’t know

9
19
7

26
54
20

Who paid for the treatment?
Employer
Myself
Insurance company
Government
Don’t know

29
2
1
1
1

85
6
3
3
3

16
4
2
2
2
1
1
1
1
1
1

46
11
6
6
6
3
3
3
3
3
3

What was the treatment for?
Fever
Body pain
Asthma
Diarrhoea
Viral hepatitis
Lost a hand in accident
Headache
Spasm
Stone in gall bladder
Low pressure
High pressure
Piles
Heart disease
Don’t know

1
1
1

3
3
3
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Table 12: Respondents’ opinions on prevention information needed and the media preferred
Indicator

Prospective migrants

Current migrants /
returnees
n
%
n
%
Is the risky behaviour of your peers influenced by lack of information/access to health services?
Don’t know
112
100
Information you would be interested in
STI, STD
HI/AIDS
Safe sex
Unwanted pregnancy
Don’t know

19
10
7
4
10

Through which source would you prefer to get the information?
TV
49
Radio
12
Health workers
12
Friends
5
Newspapers
1

38
20
14
8
20

30
21
5
1
21

37
26
6
1
26

61
15
15
6
1

78
3
24
1
2

72
3
22
1
2

F. Access to support groups, recreation and social activities
Table 13: Living and working conditions, and communication
Indicator
Where did you live when you were abroad?
In the employers’ house in a room of my own
In employers’ house, anywhere in the house (kitchen,
storeroom, under the stairs)
Shared an apartment with other migrant workers
How were you treated by your employer?
I was generally treated with respect
I was rarely verbally abused
I was often verbally abused
I was rarely beaten
I was often beaten
I was never beaten
Did you get day-offs?
Never
One day a week
Sometimes
Once a month
Communicate with your family
No communication
Use phone of employer
Call centre, pre-paid phone cards
Own mobile phone
Through letter over post
Through hand-carried letter
Through cassette recorder

Current migrants /returnees
n
%
96
10

83
9

10

9

71
12
7
12
16
1

60
10
6
10
13
1

100
14
4
1

84
12
3
1

10
57
18
14
7
8
1

9
50
16
12
6
7
1
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How often was the communication?
Never
Sometimes – no routine
Regularly – at least once a week
Once a month
Twice in a month
Don’t know

9
46
25
19
14
1

8
40
22
17
12
1

Did you meet others?
Bangladeshi migrant friend
Non-Bangladeshi migrant friend

40
78

34
66

Family member

1

1

Places where you met others?
Employer’s house
During disposal of trash
Working place
Church
Taking child to school

19
7
9
3
2

48
18
23
8
5

If you were unhappy or needed guidance, who did you contact?
There was no one to talk to – no social support
Ask relative to call employer to allow visits
Leave for Christmas day celebration

92
7
1

92
7
1

Table 14: Drug and alcohol use
Indicator
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Prospective migrants

Current migrants /
returnees
n
%

n

%

Do you drink alcohol?
Yes
No

-

-

1
118

1
99

Is drug usage common among your peers?
Not at all
Not so common
Quite common

-

-

96
5
3

92
5
3

Have you taken drugs?
No

-

-

119

100

Did you ever inject drugs?
No

-

-

119

100
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G. Conditions of return/reintegration
Table 15: Returnee migrants’ opinions/experiences
Indicator

Current migrants /returnees
n
%

Why did you return?
Completed my contract
Owners misbehaved/tortured me
Wasn’t paid my salary
My family asked me to return
Home for short time, will re-migrate
Health reasons
Others

20
22
12
11
7
6
1

25
28
15
14
9
8
1

Programmes for returnees in the country
No programmes for returnees
Don’t know

84
36

70
30

Share experiences with the community
Yes
No

95
35

79
33

Would you advise them to go abroad?
Yes
No

71
35

67
33

19

61

6
6

19
19

62
26
8
3
1
19

52
22
7
3
1
16

Why not?
Employer tortures female housemaids, so they should not
go abroad
Food problem
Excessive work
What needs to be done to assist returnees?
Provide financial assistance
Help to initiate self-employment programmes
Lending money schemes
Poultry farming
Vocational training programmes
Don’t know

What would you do differently, or what would you advise your sister with regard to work abroad?
No advice
40
33
Training, learning language, verifying visa
30
25
If I get a chance I want to go abroad
14
12
Women should verify visa, and not go on housekeeper
10
8
visa and go on garment visa
Women should not go abroad as it is not safe for them
10
8
I will not go abroad
9
8
Women should go abroad through government visa,
3
3
through legal recruitment agency
It is important to ensure the employer is good
1
1
Women should go abroad after ensuring proper salary
1
1
It would be better if one gets a visa through relatives
1
1
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Annex V: Questionnaire for key informant interviews
Informed consent:
Assalamu-alaikum/Adab/Namoskar!
My name is (interviewer’s name…………………………………………………………).
IOM is conducting a study to assess the current situation of existing services, to identify needs and
gaps in HIV prevention initiatives in Bangladesh. This study is geared to examine the level of knowledge
and risk perception with regard to STI/HIV/AIDS and the perceived health needs of Bangladeshi female
migrant workers.
The findings from the study will be utilized to formulate recommendations for future actions, and to
confirm major stakeholders in this respect. The way we define this population is as follows:
The woman is currently employed in a foreign country.
The woman is a returnee.
The woman is going through the recruitment process for work abroad.
In this connection we would like to ask you some questions. Your name, your answers, and opinions
and information provided by you will be kept confidential and will be used for research purposes only.
Your name will not be cited anywhere.
Your participation is fully optional. You can decide whether or not to answer any questions. We hope
you will participate in this study as your comments and experiences are very important, and it would
help greatly to understand the nature of the problem.
May I now start asking my questions?
A. Migration process
A1. Before we begin, can you tell me what your role is here at [name of organization]?

A2. Who are the people who make up migrant worker groups? List all the types of people you know who are
migrant workers.

A3. Probe: Which groups do you really work with and know about? Which groups of migrant workers does your
organization serve?

A4. For the groups you just listed, can you describe the services your workplace provides?
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A5. What kind of services does your workplace provide especially to female migrant workers?
Probe: When/where do you provide services?

A6. Are the people you provide service to at your workplace the same people or do they change a lot?

A7. In your experience, why do women migrate from their home area? When do they typically decide to move?

A8. Can you list any additional burdens faced by female migrant workers?

Yes

No

Yes

No

1. Money
2. Bribes
3. Discrimination
4. Abuse
What kind? Specify.

A9. In your experience, do the female migrant workers:
1. Move alone (without anyone they know)
2. With groups of peers
3. With relatives/family members
4. None of the above
5. All of the above

B. Access to services, including information/orientation/briefing and training on HIV/AIDS, through any source
within Bangladesh
B1. What kind of pre-departure activities are provided by your workplace that especially targets female migrant
workers?

B2. Can you list the types of information provided/shared that are especially related to HIV and STI?

B3. What form of media do you use for your messages/for sharing information?
1. Radio
2. TV
3. Newspaper
4. Brochures/leaflets
5. Orientation/briefing session
6. Others. Specify.
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B4. In how many locations does your workplace provide pre-departure orientation/training?

B5. What topics are discussed? Probe if the topics include health issues, HIV, STI, and
how it spreads.

Yes

No

Yes

No

1. Prevention and protection measures against STDs
2. HIV/AIDS
3. How to remain healthy and where to find health care services
4. Who to contact in case of emergencies
5. How to use domestic appliances
6. All of the above
7. None of the above
8. Others – specify

B6. How long are these sessions?
1. 1–2 hours
2. Half-day
3. Full day
4. Others
Specify

B7. During the session, how much time is actually used to present health issues, STI, and HIV/AIDS?

B8. Which type of staff provides pre-departure orientation/briefing/training to female migrant workers? (trained
graduates, female counsellors, trained health workers)

B9. Have your staff been sensitized and trained to deal with HIV and AIDS issues?

B10. When did they last receive their training?
B11. Duration of the training?
B12. How often is refresher training provided to staff?

Yes

No

1. Regularly
2. Sometimes
3. Never
B13. Are your staff capable of handling HIV and AIDS related cases?
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B14. If the answer is “No” above, please explain why?

B15. If you have handled HIV cases involving a migrant worker, how did you do it?

B16. What would you change to improve your response level?

C. Sexual practices and experiences (frequency of sexual partners, frequency of condom use, risk behaviour)
C1. In your opinion are female migrant workers likely to be at risk of STI or HIV infections and other health
problems when they work abroad?

C2. What do you think are the reasons?
Probe: Do you think they are at higher risk for STI and HIV or other health risks than people who do not move
around?

C3. In your opinion, how common is condom use among female migrant workers?

C4. How accessible are condoms to female migrant workers? Probe where one can buy them. How much do
condoms cost both at home and abroad?

C5. Are there any restrictions in buying condoms both at home and abroad?

C6. Do you know of any female migrant workers who have come to your centre with genital ulcer diseases or
genital discharge? Specify.
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D. Knowledge and attitudes towards HIV (protection measure awareness):
D1. In your opinion, what do female migrant workers know about HIV? Where can they obtain information on STI,
HIV?

D2. Could you describe common perceptions held by female migrant workers about HIV infection?

D3. Are there perceptions about other risk factors such as anal sex, condom use?

D4. Are the female migrant workers you work with concerned about HIV infection? Why?

D5. How do they think they can get infected?

D6. How can you tell that someone has HIV infection?

D7. In your experience when a person suffers from AIDS, what happens?

D8. What is your policy on HIV testing for migrant workers?

D9. Does it adhere to universal standards? Probe confidentiality, consent, pre-test and post-test counselling.

D10. Are people concerned with anonymity? Confidentiality?

D11. Who receives the results of the test?
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D12. What happens when a migrant worker gets a positive result?

Yes

No

Do you share the test results with them?
Offer counselling?
Offer treatment
Provide information where the migrant worker can access treatment
Are they able to be referred for treatment?
Where?

D13. Do you think migrants spread diseases around places where they live or work? If the answer is yes, please
explain why.

D14. What are your recommendations to improve HIV testing services offered to migrant workers?

E. Health care-seeking behaviour and accessibility
E1. Based on your experience, what do female migrant workers do (where do they go) when they get sick abroad?

E2. Are there specific types of health services available for female migrant workers? List all.

E3. Can you tell us how to contact the places that provide health services?

E4. What could a female migrant worker do if she got an STI abroad? (Describe the treatment pathways.)

E5. What could a female migrant worker do if she got pregnant abroad?

E6. Can you tell us of places where people can get care and treatment for HIV and other infections in Bangladesh?

E7. Do they suffer rejection, stigma, or discrimination upon seeking health services (are they treated differently)?
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E8. Do you think the behaviours of female migrant workers are influenced by their lack of access to health
services/information materials?

E9. If the answer is yes, please explain why.

E10. What types of prevention services (for HIV, STI, unwanted pregnancy, etc.) do you provide?

E11. What types of prevention services (for HIV, STI, unwanted pregnancy) are needed for migrant workers? Probe:
Do you have suggestions on effective interventions for these populations?

E12. What do you perceive are the main health needs of female migrant workers?

E13. What other services do you wish you could provide to them?

E14. Are there health issues that are of special concern to female migrant workers and should be monitored in
surveys?

F. Access to networking opportunities, including access to support groups, recreation and social activities
F1. In your opinion, how common is alcohol use among female migrant workers?

F2. Probe: Drugs (add local names for marijuana, cocaine, glue, or medicine) that are not ingested because of
illness. How common is drug use among female migrant workers?

F3. If the answer is yes, then are you aware what kinds of drugs are being used?
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F4. Do you think they inject drugs? Why?

F5. If female migrant workers needed guidance or any assistance in destination countries, where can they go?
Could you list the possible places/centres where they could go?

G. Conditions of return/reintegration
G1. Do you have any programmes for migrant workers returning to Bangladesh? What kind, and who provides
those services?

G2. Do migrant workers receive medical tests on their return to the country?

G3. If yes, what kinds of tests are conducted, where, and how (mandatory or voluntary)?

G4. What is your suggestion to address migration and HIV issues in the country?

G5. What do you think can be done in the country to help returnees?

Thank you for answering the questions and for your time.
We are now finished with the interview.

98

