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his assessment of ARH (ARH) in Cambodia is part of a series of assessments conducted in 13 countries 

n Asia and the Near East.1   The purpose of the assessments is to highlight the reproductive health status 
f adolescents in each country, within the context of the lives of adolescent boys and girls.  The report 
egins with the social context and gender socialization that set girls and boys on separate lifetime paths in 
erms of life expectations, educational attainment, job prospects, labor force participation, reproduction, 
nd duties in the household.  The report also outlines laws and policies that pertain to ARH and discusses 
nformation and service delivery programs that provide reproductive health information and services to 
dolescents.  The report identifies operational barriers to ARH and ends with recommendations for action 
o improve ARH in Cambodia.   

he issue of ARH in Cambodia, like many other issues in contemporary Cambodian society, owes much 
o Cambodia’s experience of the past 30 years of conflict and the massive social and infrastructure 
estruction enacted during the regime of the Khmer Rouge between 1975 and 1979.  As a result, 
ambodia was left with a devastated infrastructure and a serious lack of human resources.  While these 

ssues are now being addressed following the reestablishment of order and political control during the 
990s, particularly since the 1993 elections under the United Nations Transitional Authority (UNTAC), 
here is no “quick fix” and the lack of infrastructure and human resources affect every sector.   

lthough there has been some economic development over the past 22 years, particularly in the post-
NTAC period, the Cambodian economy remains weak.  Apart from the export of some primary 
roducts such as timber, rubber, and precious stones, and a textile industry (which is a major employer of 
oung women), the main source of income for Cambodia is international aid funding.  This comes into 
he country through government departments, international organizations (IOs), and local and 
nternational nongovernmental organizations (NGOs).  With the aim of growth, ministries compete for 
rogram funding from IOs, and a number of informants interviewed during the process of writing this 
eport commented that ministries have developed a “yes” culture of agreeing to participate in programs 
egardless of the capacity of staff to actually implement the programs concerned.  Although staff in many 
inistries are engaged in ongoing processes of “capacity development,” this is not an overnight process; 

t is also a process that imposes a substantial work load on staff, usually in addition to their normal work 
oad.  Such processes are funding-driven and, as ministries seek to acquire funding, it is not uncommon to 
ind that staff members are simultaneously engaged in three or more “capacity development” programs.  
lso, in terms of policy development, the highly politicized environment in which ministries compete for 

unding and territory means that policy development is slow, policies tend to be constantly updated and 
hanged, and there are frequently competing claims to the ownership of programs.  Also, programs may 
e undertaken because of the resources they bring to a particular sector rather than any inherent interest of 
 ministry (or ministries) in that area, so ultimately there may be little relationship between policy and 
ctual implementation.   

nother issue of practical relevance to the ARH situation in Cambodia is the situation with regard to 
verall infrastructure, which tends to lead to a substantial gap in ARH between the capital (Phnom Penh) 
nd provincial centers and between those centers and even more remote rural areas.  Although a gradual 
rogram of reconstructing major transport routes is now underway, because they have received little or no 
ttention since the 1960s, most roads to provincial centers are in an atrocious condition.  Traveling 

                                                
 The countries included in the analysis are Bangladesh, Cambodia, Egypt, India, Indonesia, Jordan, Morocco, 
epal, Philippines, Sri Lanka, Pakistan, Vietnam, and Yemen.   
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between centers is an extremely slow process of lurching from pothole to pothole, and the shaking and 
banging about that road travel entails take a substantial toll on both vehicles and their occupants.  As a 
result, actual program implementation throughout the country is slow and extremely tiring on program 
staff who need to travel to field sites to conduct training.  Similarly, the travel is tiring for field staff who 
travel to Phnom Penh for training.  It is also expensive because the time taken to travel to rural areas, in 
concert with problems concerning the security of travel during non-daylight hours means that staff 
undergoing training must be accommodated either at field sites or, in the case of those who travel to 
Phnom Penh, in Phnom Penh.  Thus it is common that once developed, policies in all areas are initially 
implemented in urban areas such as Phnom Penh, the regional center of Battambang, and in known “hot 
spots” in the case of AIDS policies, for example.  However, due to infrastructure and financial issues, 
their extension throughout all provincial areas takes place over a period of years.2
 
Health care staff tends to be concentrated in urban areas and health workers are poorly paid (something 
they have in common with other members of Cambodia’s civil service), with most receiving about 20 
percent of a living wage.3  As a result, health workers may operate their own private clinics instead of 
working at their “official” jobs in order to survive financially.  The result is that the implementation of 
policies proceeds slowly in more remote, rural districts, despite policy implementation in Phnom Penh as 
the administrative center.   
 
As far as ARH policy is concerned, Cambodia has no such policy nor does it have any multisectoral 
policy on youth.  Cambodia’s Ministry of Health (MOH) and other relevant ministries simply do not 
recognize the need for an ARH policy and instead focus on maternal and child health (MCH) care and 
issues such as birth spacing and on safe motherhood policies.  Additionally, over the course of the 1990s, 
as the scale of Cambodia’s HIV/AIDS problem became apparent, the development and implementation of 
health policy also has focused on this priority area.4   
 
As discussed below, the lack of a Cambodian ARH policy is likely due, in part, to the fact that that scarce 
resources have been directed to the perilous state of MCH prior to addressing ARH issues.  An additional 
factor that may be operative here was pointed out by a noted Cambodian expert in the area of MCH: there 
has been a cultural emphasis on curative rather than preventive health care in the past, and current moves 
toward a preventive approach embodied in policies and programs directed to areas like ARH involves 
changing a long-held mindset on the part of senior health officials and policymakers.5  A recent report on 
the Cambodian reproductive health context also suggests that the same factors (discussed below) that lead 
many Cambodian policymakers to deny the existence of sexual activity among young people, lead them 
to consider that reproductive health training activities are inappropriate for young people prior to 
marriage.6
 

                                                 
2 Thus, for example, by early 1992 after almost a decade of work on AIDS and after the formulation of an extremely 
good national AIDS policy, financial, and other considerations mean that “STD treatment kits” have only been 
provided for 328 regional health centers (those considered most critical in terms of STD control, of a total of 945 
centers.  Interview with Dr. Mean Chhi Vun, National Center for HIV/AIDS, STDs and Dermatology, Phnom Penh, 
February 2002. 
3 Chhun Long et al., 1977.  
4 A recent study on future demands for health care in Cambodia (Ministry of Health and National Public Health and 
Research Institute, 1998) makes no mention of the issues of adolescent health, suggesting that this is not viewed as a 
priority issue.   
5 Chhuan Long  et al., 1997. 
6 Beaufils, 2000.  The magnitude of Cambodia’s HIV/AIDS epidemic and a recognition of the crucial importance of 
the whole Cambodian population needing to know about AIDS and about HIV protection may slowly be changing 
this situation.  Yet, in 2002, it remains true that the bulk of ARH activities in Cambodia take place in the context of 
other programs.   
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Yet, the denial on the part of policymakers that adolescence is a specific period or that adolescents have 
special reproductive health needs contradicts clear evidence to the contrary.  Cambodia has a young, 
primarily rural (85%) population.  More than one-half of the population of 13.1 million is younger than 
20, and nearly 20 percent of the population is 15–24 years old.7  Approximately 2.4 million adolescents 
live in Cambodia, and the size of this age group will increase rapidly over the next 15 years, peaking at 
3.8 million in 2015.  By 2020, it is estimated that approximately 3.55 million youth will be living in 
Cambodia (Figure 1).   Education levels are low, and there is a significant disparity in education between 
boys and girls.  Twice as many girls (21.5%) have no education compared with boys (11.7%).  One-third 
more boys have completed secondary or higher education than have girls (Figure 2).  The number of 
births to adolescent girls will double in just 20 years, from 113,000 in 2000 to 226,000 in 2020 (Figure 3).  
Unmet contraceptive need is high for girls ages 15–19 (37.1%) and girls ages 20–24 (36.1%) (Figure 4).  
 
Knowledge of reproductive health and issues such as birth spacing has been shown to be even lower for 
the adolescent age group than for the population as a whole.  For example, qualitative research conducted 
among garment factory workers found that many young women did not know about menstruation before 
they began menstruating themselves.8  Similarly, few young people have accurate knowledge about 
fundamental issues such as the time of the menstrual cycle when a woman is likely to become pregnant; 
traditional beliefs hold that a woman is most fertile at the time of her menstrual period (and, thus, they 
refrain from sex during this period); and engaging in sexual activity mid-cycle is the common practice as 
this is considered a time when the uterus is “closed” and a women is least likely to become pregnant.9  
This situation, in concert with issues such as a high rate of migration of young people (primarily young 
women) to work in factories in Phnom Penh, a nascent youth revolution (and its associated notions of 
individuality and sexual freedom) fueled by both local pressures and the media from neighboring 
countries, and the overwhelming presence of high levels of HIV/AIDS in all sectors of the Cambodian 
community, make it imperative that ARH issues are comprehensively addressed.   
 

 
 

                                                 
7 National Institute of Statistics, 1999. 
8 CARE, 1999b. 
9 CARE, 1999b; Chap and Escoffier, 1996; Health Unlimited, n.d.; Ministry of Women’s and Veteran’s Affairs, 
1999.  
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ARH indicators in Cambodia 

 

Figure 1.  Total Adolescent Population
(Ages 15-24)

0

1,000

2,000

3,000

4,000

5,000

2000 2005 2010 2015 2020

(0
00

's
)

Males Females

 

Figure 2.  Years of Education Completed 
(Ages 15-24)
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Figure 3.  Annual Pregnancies and 
Outcomes
(Ages 15-24)
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Figure 4.  Total Unmet Need for FP
(Ages 15-24) 
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Note:  See Appendix 1 for the data for Figures 1 through 4 
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Social context of ARH  
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 number of issues must be considered when speaking about the social context of reproductive health, 
hich include gender socialization, education, employment, and marriage.  

ender socialization 

ambodia has clear-cut notions of male–female gender differentiation, gender-specific behaviors, and 
ender-specific work and domestic roles.  Traditional Cambodian cultural beliefs portray women’s place 
s in the home and, regardless of statistics that demonstrate that a considerable portion of the household 
ncome derives from women’s work,10 the work women undertake outside the home is not as valued as 
hat undertaken by men.  Marriage and domestic labor are viewed as the primary goals for girls, and 
oung girls are often removed from school to care for younger siblings and help with household and 
gricultural tasks.  There is a strong double standard of behavior for men and women, and this is 
articularly pronounced during the period of adolescence.  Adolescent girls are expected to uphold the 
irtue and honor of their family by taking care of their reputation and maintaining not only their actual 
irginity but also their imputed sexual reputation.11  However, no such strictures are placed on males; 
heir virginity at marriage is not an issue and it is expected that they will seek out multiple partners both 
rior to and after marriage because they have irrepressible sexual needs.  The adage “men are gold, 
omen are cloth,” which suggests that when soiled through their actions men can easily be cleaned but 
omen can never be completely cleaned, illustrates the Cambodian belief about the fundamentally 
iffering natures of male and females.   

overty regularly leads to the sale of young girls, who are valued less than boy children, into the urban 
ex industry by parents or other relatives.  There is a high level of rape of girls younger than 12, as well as 
 high level of rape of teenage girls as a means of forcing male demands for marriage.12  LICHARDO, an 
GO working with human rights, noted that 26.3 percent of the cases they investigated in 2000 involved 

ape and indecent assault, of which 61.7 percent were cases with child victims (younger than 18).13  In 
arriage, there is also a high level of marital violence, which is possibly related to wider patterns of 

iolence in Cambodian society and high levels of male alcohol consumption, although to date this issue 
as not been comprehensively studied.14  Recent interview research sponsored by the Ministry of 
omen’s and Veteran’s Affairs (MOWVA) found that 16 percent of the women surveyed had 

xperienced domestic violence; approximately one-half of these women had been injured as a result.15  
he recent Cambodia: Demographic and Health Survey 2000 found that 16.3 percent of 15–19 year old 
ver-married women had experienced beatings or other physical mistreatment since age 15.16   

                                                
0 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
1 Ledgerwood, 1990.  
2 LICHARDO, 2001. 
3 Note, the number of cases this refers to is not specified. 
4 Beaufils, 2000; LICHARDO, 2001; Ministry of Women’s Affairs, 1999; Watmough, 1999.  Under the Ministry of 

omen’s and Veteran’s Affairs’ (2001) five-year Neary Rattanak Strategy, there has been a revision of the 
ambodian law code in relation to domestic violence.  However, the problem now facing Cambodia is the 

mplementation of this code through a judiciary and a police force that is reluctant to act in such cases.  In addition, 
ndeed, women themselves often prefer to suffer private violence rather than public shame and may be reluctant to 
nitiate action against an abusive spouse whose economic support they need.   
5 MOWVA, 1999. 
6 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
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Once married, the workload of women increases to include responsibilities for child care, household 
labor, food production, agricultural labor, and contributing to family finances through activities such as 
petty trading.  Within marriage, women experience a considerable lack of autonomy.  They rarely have 
the final say on any marital decision making except about daily household purchases.  Only 37 percent of 
women  make decisions about their own health care; 52.5 percent make such decisions jointly with their 
husbands.17   In the case of health care for ill children, mothers have the final say in only 21 percent of 
cases and decisions are made jointly in 74.5 percent of the cases.18  Decisions about whether a woman 
should work to earn money are least likely to be made by the woman alone (9 percent).19  In marriage, 
much of men’s lives continue as before; they work, drink and gamble with friends, and visit brothels and 
karaoke bars for the entertainment and sexual variety they claim to need.   
 
Education 
 
Levels of educational achievement in Cambodia are extremely poor.  The Cambodia: Demographic and 
Health Survey 2000 states, “Survey results show that the majority of Cambodians have little or no 
education, and females are considerably less educated than males.”20  Among 15–19 year-olds, 18.7 
percent of females and 11.1 percent of males have no education.  In the same age group 47.4 percent of 
males, and 49 percent of females have “some” primary education but 10.9 percent of males, compared 
with 9.1 percent of females, complete primary education.21  Boys and girls have similar enrollment rates 
until age 10.  Then, as noted above, girls tend to be pulled out of school to work within the household.  
From this age onward they start falling behind boys until, by age 15, the male school enrolment is 50 
percent greater than the female enrolment.22

 
Officially, education in Cambodia is free and accessible to all.  However, given the extremely low wages 
paid to teachers—around U.S. $20 per month, which is about 20 percent of a living wage—teachers are 
forced to charge students unofficial daily fees of one or two hundred riel.  It is also reported that passing 
exams often requires an additional special payment.  For families living on the financial edge, as many 
rural families are, this is likely one factor influencing them to withdraw children from school as soon as 
possible.  On the part of boys, evidence suggests that withdrawal from school is a decision made 
primarily on economic grounds.  School requires spending money on uniforms, books, and unofficial 
payments, and boys’ labor is needed to support their families.23  The withdrawal of girls from school is 
partly to utilize their domestic labor and, as many analysts point out, due to a traditional belief that 
education is of little use to women.24  Yet, other issues, such as physical access to schools (a typical rural 
household lives about 40 minutes away from a school) and fears about the safety (rape or abduction) of 
adolescent daughters who walk to school, may also be significant.25

 

                                                 
17 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
18 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
19 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
20 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
21 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
22 Beaufils, 2000; Ministry of Education, Youth, and Sport, 1998a. 
23 Ministry of Planning, 1998.  
24 Beaufils, 2000: 26-27. 
25 Beaufils (2000: 27) also suggests that subtle factors, such the absence of basic infrastructure in the form of toilets 
may also be an issue influencing post-pubertal young women to leave school, as 72.2 percent of Cambodian schools 
have no toilet facilities (Ministry of Education, Youth, and Sport 1998b).  
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Employment 
 
As the above discussion of the Cambodian educational system suggests, Cambodians commence work at 
an early age whether it be domestic work in the household on the part of young women or farm or other 
labor on the part of young men.  Overall, 73.5 percent of women older than 15 are economically active, 
compared with 81.2 percent of men.  However, a larger proportion of women than men work on the 
family farm or for relatives doing work for which they are not paid.26  Girls entering the labor market are 
likely to be less educated and less skilled than boys.  Many young women work in Cambodia’s garment 
manufacturing industry (discussed below in the context of migration), in which they are subject to varying 
degrees of exploitation including low salaries, the frequent docking of salaries due to rule infringements, 
unsafe working conditions (e.g., faulty electrical connections, inadequate lighting), forced overtime, and 
sexual exploitation.   
 
Cambodia adopted a labor code in 1997 but its enforcement is lax.  Women have the right to paid 
maternity leave but in reality, pregnancy results in the employee being laid off.  A similar situation 
pertains to employees who take sick leave or complain about issues such as sexual harassment.  Among 
all occupations, there is a significant degree of gender discrimination with regard to wages.27

 
Marriage 
 
When discussing marriage in Cambodia and its effect on ARH, age at marriage, social pressures, and the 
choice of a marriage partner are important factors to consider. 
 
Age at marriage: There is no legal age for marriage in Cambodia and the normative “desirable” age for 
marriage varies between urban and rural areas and among ethnic groups.28  Currently the median age at 
first marriage among Cambodian women is 22.5 and among men it is slightly older, at 24.2.29  Median 
ages for marriage are slightly higher for both women and men in urban areas compared with rural areas, 
with that for females being 23.6 and that for males 26.6.30

 
Social pressure: There is substantial social pressure to marry.  Khmer tradition expects women to marry 
between the ages of 16 and their early twenties, and some women marry as young as age 15.31  It is 
assumed that a woman who postpones marriage until substantially later than the norm will become ugly 
and bring shame to her family.32  This traditional view also holds that too much education limits a girl’s 
prospects for finding a husband.  Also, irregardless of transforming sexual norms among the younger 
generation, a great deal of pressure is still exerted on women’s behavior (including sexual behavior) by 
their families, which view daughters and their behavior as responsible for upholding much of the family’s 
reputation.33

 
Choice of marriage partner: What actually constitutes marriage in Cambodia ranges from massive and 
hugely expensive public displays of merit making—activities such as sponsoring the chanting of large 
numbers of monks and the making of contributions to temples—and feasts for hundreds of guests on the 
part of the urban elite to the paying of a small bride price and some limited merit making on the part of 

                                                 
26 Beaufils, 2000: 30.  
27 Ministry of Planning, 1998. 
28 Chhuan Long, et al., 1997. 
29 National Institute of Statistics, 1999. 
30 National Institute of Statistics, 1999. 
31 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
32 Beaufils, 2000. 
33 Beaufils, 2000; Tarr, 1996a; Tarr and Aggleton, 1999. 
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the poor to merely commencing to live together on the part of the poorest.  Common to all is public 
recognition that the couple has commenced living together, and only 20 percent of women report signing 
a marriage contract in front of their local district authorities.34

 
With respect to the choice of marriage partners, it is commonly understood that parents have the right to 
choose a spouse for their daughter.  It is common that rich and powerful men will seek to take multiple 
wives, and it is also understood that when parents choose a partner for their daughter that they have the 
right to choose a rich and powerful older man regardless of his marital status.35

 
Recent research shows that 43 percent of ever-married women in Cambodia met their spouse for the first 
time at the time of marriage, and an additional 7 percent knew their husband for less than one month 
before their marriage.36  The data suggest that this practice is declining over time; among ever-married 
women ages 15–19 only 34 percent met their husband for the first time at the time of marriage, compared 
with 42 to 43 percent of women ages 29–39 and 48 percent of women ages 40–49.37

 

                                                 
34 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
35 Tarr, 1996a.  See Ledgerwood, 1990. 
36 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
37 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
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arly, high-risk pregnancy, sex and violence, sexually transmitted diseases (STIs) and HIV/AIDS, and 
igratory adolescent workers are all subjects that should be identified in the discussion of issues affecting 
RH. 

arly, high-risk pregnancy 

t is not unusual for childbearing in Cambodia to begin in the teenage years; recent research shows that 
.2 percent of women ages 15–19 have become mothers or are currently pregnant with their first child.  
he percentage of women who have begun childbearing increases with age, from less than 1 percent 
mong women age 15 to 22 percent among women age 19.38

mong vulnerable youth such as street children, of which there are many, sexual activity commences at 
n average age of 16, and recent research shows that 93 percent of 15–19 year-olds and 86 percent of 20–
4 year-olds claim to have been pregnant.  Indeed, 43 percent and 40 percent, respectively, of the sample 
f 110 girls were pregnant at the time of interview.39

he overwhelming majority of births (89%) was delivered at home.  Traditional birth attendants assisted 
ith the majority of births (66%), trained midwives assisted 28 percent, and doctors or nurses assisted 4 
ercent.  The remainder of births had no outside assistance.  Cambodia has one of the highest levels of 
nfant and child mortality in the world with the most recent statistics for neonatal mortality at 37 per 
,000 live births.  The post-neonatal death rate is 58 per 1,000.  Thus, the risk of dying for any 
ambodian child who survives the first month of life increases during the next 11 months.40  Cambodia 
lso has a high level of maternal mortality, with a recent UNFPA study estimating the current maternal 
ortality rate at about 500 deaths per 100,000 live births.  About 2,000 Cambodian women die each year 

f childbirth-related causes.41  The most important direct causes of maternal deaths are hemorrhage, 
bstructed labor, hypertension, and sepsis.42

ex and violence  

iolence against women, particularly sexual violence, is a problem in Cambodia.  Forced sexual activity 
s seen as a way of getting sexual access to an unwilling woman and as a way of forcing a marriage.  It is 
ommon for young men to make statements such as “if we love her, and the parents do not agree, we rape 
er.”43  The logic of this is that, having been raped and having lost her virginity, the women in question 
ill be considered a serey khoic (a fallen woman) and will no longer have any value for other men and so 
ill be forced to marry the rapist.  Indeed, there is well-documented evidence to show that, particularly in 

ural areas, it is common for village-level resolutions of rape cases to be marriage.44

                                                
8 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
9 See UNFPA, 1999.  Also see Mith Samlanh-Friends, 2001.  Mith Samlanh-Friends claim that in Phnom Penh 
lone there are approximately 1,200 adolescents “living rough” on the streets, with another 10,000–20,000 working 
n the streets daily.  See also World Vision, 2000. 

0 National Institute of Statistics, Directorate General for Health, and ORC, 2001. 
1 UNFPA, 1996.  
2 UNFPA, 1996. 
3 Save the Children (UK), 1997. 
4 See LICHARDO, 2001. 
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In the commercial sex arena, a common variety of violence directed against young women is taking them  
from establishments providing either direct or indirect sexual services (or picking up sex workers working 
on the streets) under the pretext of taking them to a guesthouse for sex.  However, they find themselves 
taken to a room or a bushland setting where they are subsequently gang raped by as many as 20 waiting 
men who not only steal their money and jewelry but may also beat them up.45  The majority of men 
involved in such activities do not wear condoms.46

 
STIs and HIV/AIDS 
 
HIV was first encountered in Cambodia in 1991 during serological screening of donated blood, and the 
first cases of AIDS appeared in late 1993 and early 1994.  By way of response to the threat of AIDS, the 
MOH established a National AIDS Program in late 1991.  This later became the National Center for 
HIV/AIDS, Dermatology, and STDs in 1998.  To assist via a multisectoral approach, the government also 
established the National AIDS Committee in 1993, which was succeeded in 1999 by the National AIDS 
Authority, and is responsible for the coordination of the response to the epidemic across all sectors.  
Specific components of the response to the AIDS threat include HIV/AIDS awareness and STI education 
(including both information, education, and communication (IEC) and outreach activities for high-risk 
contexts), 100 percent condom use (initially for “hot spots” and then more widely), STI services, blood 
safety, prevention of mother-to-child transmission, AIDS care, surveillance and research, and 
strengthening capacity in the areas of planning and coordination.   
 
The mode of transmission of Cambodia’s HIV/AIDS epidemic is sexual, primarily heterosexual, activity.  
Cambodia has few injecting drug users and little data is available on this issue beyond recent suggestions 
that injecting drug use is increasing in Cambodia.47  The epidemic in 2002 is considered a “generalized” 
AIDS epidemic with HIV and AIDS cases representing all social groups.48  Among 15–49 year-olds there 
are currently 169,000 persons estimated to be living with AIDS—97,000 men and 72,000 women.  HIV 
in the general population was approximately 2.9 percent in 1996, which increased to 4.6 the following 
year.  However, by 1999 it had declined to 3.2 percent, and the current estimated HIV prevalence among 
the general adult population is 2.8 percent.49

 
Currently, women working in the sex industry have the highest rate of HIV seroprevalence among the 
sentinel surveillance groups (direct sex workers, indirect sex workers, policemen, antenatal care (ANC) 
patients, tuberculosis (TB) patients, and hospital in-patients).  Direct sex workers (those working in 
brothels) have a seroprevalence rate of 31.1 percent HIV-positive whereas indirect sex workers (those 
working as beer, bar, and karaoke girls) have a seroprevalence rate of 16.1 percent HIV-positive.50  
UNAIDS notes that limited data are available on the extent of STIs in Cambodia but that seroprevalence 
rates of chlamydia (22.4%), gonorrhea (35%), and syphilis (14%) have been found in female sex workers 
in a study of four Cambodian cities.51  Preliminary data from the 2001 seriological surveillance suggests a 
fall in STI figures among men and a reduction in HIV prevalence rates among all sentinel groups.52

                                                 
45 Interview with informants at Oxfam Hong Kong, February 2002.  See also Fordham et al., 2002. 
46 Interview with informants at Oxfam Hong Kong, February 2002.  See also Fordham et al., 2002. 
47 Mith Samlanh-Friends, 2002. 
48 UNAIDS, 2001. 
49 UNAIDS, 2002. 
50 UNAIDS, 2001.  
51 UNAIDS, 2001. 
52 Ministry of Health, 2000b. Interviews with Mr. Peter Goodwin, Regional Advisor ADB, National Center for 
HIV/AIDS, Dematology and STI, Dr. Francois Crabbe, Project Technical Advisor, national Center for HIV/AIDS, 
STDs and Dermatology, and Dr.  Mean Chii Vun, Director National Center for HIV/AIDS, STDs and Dermatology, 
February 2002. 
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Condom use during commercial sex has increased among all sentinel groups but 30 percent of men still 
do not use condoms consistently.  Thus, young men are at risk of contracting HIV because of a high rate 
of participation in commercial sex whereas young women who engage in sex with “sangksa” (sweetheart) 
relationships are at risk of contracting AIDS from their lovers, with whom condoms are rarely used.  The 
meaning associated with condoms (called sroum anmai, or hygiene bags in Khmer) conflicts with the 
meanings of love, romance, and trust on which sweetheart relationships are built.53  One single 
countrywide statistic, which derives from UNAIDS, claims that male condom use with commercial sex 
workers ranges from 53 to 63 percent, but with “sweethearts” is as low as 5 to 23 percent.54  Other work 
confirms this low level of condom usage in “sweetheart” relationships and suggests that, as in the case of 
Thailand a decade earlier, suggestions of condom use are tantamount to suggesting a young woman is 
promiscuous.  Rather, condoms have become what one uses with a prostitute.   
 
The evidence suggests that young men and women are operating with different sexual scripts and that this 
situation renders young women highly vulnerable to contracting HIV.  Research suggests that while 
young women enter into sweetheart relationships and see them as a prelude to marriage, young men 
utilize the idiom of sweetheart relationships to gain sexual access to women who they rate as being less 
likely to be HIV-positive than are commercial sex workers.55  This phenomenon is similar to what 
occurred in early 1990s in Thai society.56   
 
Migratory adolescent workers 
 
A feature of contemporary Cambodian society is a high level of migration from rural areas to urban areas 
and border areas in search of employment.  Such migration includes the circular migration of young (and 
older) men who travel to Phnom Penh following the rice harvest; they go in search of wage labor in the 
“off” season and undertake temporary one-way migration for relatively long-term work in factories.  The 
young men in the former group are of concern because a combination of cash in their pockets and a 
fascination with the commercial sex attractions of the big city, along with a likely limited knowledge of 
HIV/AIDS, renders them vulnerable to contracting HIV.  However, the category of migrant workers of 
most concern is that of young people who migrate from rural areas to Phnom Penh to work in the 
factories of the garment industry.  Estimates suggest that approximately 140,000 young people, the 
majority of whom are young women, work in about 65 factories.  The women working in this industry are 
in their late teens and early twenties, likely to be separated from their protective family networks for the 
first time, and not “streetwise.”   
 
Although their wages are extremely low (averaging US$40 per month or less), as factory workers living 
in the big city, these young workers’ can leave behind the rustic rural areas (even while they live in 
dormitories or shared rooms) and participate in the modernity of the big city with its permanent electricity 
supply, markets, and the many entertainments.  Even though most remit a considerable portion of their 
wage earnings to families in rural areas, for the first time in their life they have money in their pocket and 
the ability to buy new clothing and cheap cosmetics.  Their desire to “experience modernity” (part of 
which may be the freedom to associate with young men) in concert with urban men’s beliefs that such 
country girls are likely to be free of disease, and men’s offerings of money or gifts, and a limited 
knowledge of how to protect themselves from HIV/AIDS makes these young women highly vulnerable to 

                                                                                                                                                             
 
53 Beaufils, 2000.  
54 UNAIDS, 2001. 
55 Author’s fieldwork in 1985–1987, 1992–1994, 1995.   
56 Fordham, 2001.  See Lyttleton, 2000. 
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contracting HIV.57  Recent work by the NGO CARE suggests that while the majority of these young 
women know about HIV/AIDS and that it is transmitted through sex as well as other transmission routes 
(possibly the result of public service messages about AIDS over the past few years), there is a strong 
belief that HIV/AIDS and STIs are found among commercial sex workers.58  Moreover, CARE’s work 
suggests that “there is a strong belief that there is no risk of infection from sex with someone that you 
trust.”59  Also, the normative scripting of sex between young unmarried Cambodians is highly physical 
rather than verbal and dictates that the males initiate sex acts and no immediate rebuff indicates the 
woman’s acquiescence, creating a situation in which the negotiation of condom use is highly unlikely.60

 
An additional vulnerability of migrant adolescent women is that factory wages are not only low, but they 
are also frequently “docked” for infringements of various rules.  Such docking, which may reduce a 
workers’ monthly wages by more than one-third, in concert with financial demands from rural families 
who come to depend upon remittances from migrant daughters, often causes young women to cycle 
between their chosen factory work (which cannot fulfill their perceived financial obligations to their 
families) and short-term sex work in direct brothels of karaoke bars.61  Their limited knowledge about 
their own basic physiology and HIV/AIDS protection that rendered them “at risk” in the factory 
environment renders them doubly at risk in the sex work industry.  Moreover, recent work focusing on 
young sex workers ages 14–17 suggests that because of issues such as shame and not identifying 
themselves as sex workers, they do not participate in the many AIDS risk-reduction programs offered to 
sex workers.62

 
Drugs: Cambodia is starting to experience the beginnings of a major drug epidemic as Thailand’s 
amphetamine epidemic seeps across its borders.63  As yet there is no widespread concern about the impact 
of drugs in Cambodian society.  However, police drug seizures, anecdotal evidence about drug use among 
social groups such as up-market night club patrons, and hard evidence of drug use among street children 
(ranging from glue sniffing to amphetamine abuse), sex workers (who are often forced or tricked into 
amphetamine use by clients), and fishermen suggest a growing rate of drug use and easy accessibility of 
drugs.64  This will invariably impact on rates of HIV/AIDS and STI transmission because, as sex workers 
point out, when affected by drugs neither they nor their clients are in a position to negotiate condom use.65   
 
Trafficking: A major problem in contemporary Cambodian society is the trafficking of young women 
from Vietnam to Cambodia, and from rural Cambodia to Cambodia’s urban centers or, to a lesser extent, 
Thailand for the purposes of prostitution.  The magnitude of trafficking is hotly contested, and reliable 
statistics on trafficking are scarce due to the small-scale and short-term nature of most research.  
International Organization for Migration figures that there are 14,000 female commercial sex workers, of 
whom 40 to 60 percent entered sex work involuntarily.66  Men of all ages are also trafficked to Thailand 
for the purposes of cheap labor, while children and older women are trafficked to Bangkok to beg for 

                                                 
57 Regardless of what these young women paint as fairly oppressive working conditions, CARE (1999b) notes that 
the desire to experience modernity is a fundamental reason for migrating to the city to find factory work.  Mills’ 
(1997, 1998) work on the experiences of young Issan women migrating to work in Bangkok shows this even more 
clearly. 
58 CARE, 1999b. 
59 CARE, 1999b. 
60 See CARE, 1999b; Tarr, 1996b; Tarr and Aggleton, n.d.; and Tarr and Aggleton, 1999.  
61 See Fordham et al., 2002. 
62 Fordham et al., 2002.  
63 Mith Samlanh-Friends, 2002. 
64 For a brief discussion of alcohol and other drug use among fishermen and its impact on their sexual practices with 
young sex workers, see Family Health International, n.d. and Greenwood, 2000. 
65 Fordham, et al., 2002; and Mith Samlanh-Friends, 2001. 
66 IOM, 2000. 
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money.  In the case of young Cambodian women, the paradigmatic model is exemplified by the situation 
of young women who are sold into prostitution by their families, boyfriends, or other individuals (ranging 
from motorcycle taxi drivers to police).67  However, as one specialist on trafficking points out, there is 
much complexity in this area and “a clear distinction between coercion and freedom of choice becomes 
blurred” in cases where parents or other relatives utilize the emotional pressure of imputed financial or 
social obligation to coerce young women into sex work.68  However, regardless of the modality of 
trafficking of young rural women into the sex industry, the act of being trafficked into the sex industry 
has major ramifications for their own reproductive health and that of others.  Like the rural migrant 
workers discussed above, they have low levels of education and limited levels of knowledge about 
HIV/AIDS and safe sex.  Moreover, as trafficked women, they are often kept in closed brothels where 
they have no access to HIV education programs directed to sex workers.   
 
Vietnamese women trafficked to Cambodia are doubly disadvantaged because they not only have a high 
degree of illiteracy in their own language, but they are also totally illiterate in Khmer.  Thus, they can 
only access safe sex and basic physiology information campaigns directed especially to them in 
Vietnamese.69   
 
Cambodia now has strong legislation against trafficking and there are heavy penalties for those engaged 
in the trafficking of women.  The MOWVA has also established a Counter Trafficking Bureau and, 
together with the International Organization for Migration, has recently conducted a major anti-trafficking 
campaign.70  However, the substantial profits made from trafficking at all levels have led to endemic 
corruption among many of those charged with enforcing anti-trafficking legislation, and anti-trafficking 
legislation is currently not effectively enforced.   
 
 

                                                 
67 See CARAM, 1999.  See also Greenwood, 2000. 
68 Derks, 1999; Derks, 2000.  See Fordham et al., 2002. 
69 CARAM, 1999. 
70 Fordham, 2001b. 
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