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Series Foreword 

The Regional Center for Social Science and Sustainable Development (RCSD) at Chi-
ang Mai University has extended its publication program to include Master’s disserta-
tions from The Consortium of Development Studies in Southeast Asia (CDSSEA). The 
CDSSEA series covers mainland Southeast Asia: Myanmar, Thailand, Cambodia, Laos 
and Vietnam, and regionalization, development encounters and exchanges within the 
Greater Mekong Sub-region (GMS).

The CDSSEA program brings together resources and expertise from three of Thailand’s 
leading institutions offering Master’s degrees in development studies: Chiang Mai Uni-
versity’s Master of Arts in Social Science (Development Studies) (MASS); Chulalong-
korn University’s Master of Arts in International Development Studies (MAIDS); and 
the Asian Institute of Technology’s Master of Science in Gender and Development Stud-
ies (MGDS). Although the Consortium’s program focuses on the relationship between 
development studies and social sciences, each of the programs has a different emphasis. 
The Chiang Mai degree focuses on social sciences and anthropological perspectives, 
with research interests in environmental and resource management, food security and 
local livelihoods, labour migration and trans-border issues, ethnicity and development, 
health, tourism, and agrarian transitions. Chulalongkorn’s program concentrates on the 
political dimension of development, including democratization, human rights, conflict 
resolution, international and civil society development organizations, community de-
velopment and globalization. The Asian Institute of Technology focuses on the relation-
ships between gender and development—including women’s rights, civil society, and 
gender dimensions of urbanization and industrialization.

The CDSSEA program has a practical dimension, building leadership capacity in main-
land Southeast Asia’s regional development, bringing together postgraduate students, 
encouraging debate, and promoting the rethinking of development alternatives in such 
areas as social equality, justice and participation, environmental and economic sustain-
ability, and community development. In this regard, a major objective is to develop the 
knowledge and skills of development practitioners and to enhance the quality and ef-
fectiveness of policy-making and its implementation in the region.

The publications in this series—selected from the CDSSEA Master’s program—are de-
signed to express this diverse range of interests in development studies and regionaliza-
tion, and to emphasize the relationships between empirical and theoretical research, 
policy-making and practice.

Victor T. King, Senior Editorial Adviser, 
Critical Perspectives on Regional Integration Series
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Chapter 1

Introduction

Background

Cambodia, located in Southeast Asia, covers 181 035 square kilometers 
and shares borders with Thailand, Laos, Vietnam (Ministry of Rural 
Development [MRD], 2009). The main geographical features of Cambodia are 
the low-lying central areas known as the Tonlé Sap Basin (river name meaning 
large, fresh and not salty, and commonly translated to “Great Lake”, it refers to 
a seasonally inundated freshwater lake), the lower Mekong River flood plain 
and the Bassac River plain (river name that feeds into the Tonlé Sap and Mekong 
River), and the borders of mountainous ranges in the north, the east, the south-
west, and the south (MRD, 2009). The population of Cambodia reached 15.33 
million in 2014 and the GDP grew by approximately 7% between 2010 and 
2013 (World Bank, 2016; Index mundi, 2015). This growth was driven by the 
garment sector, construction, agriculture, and tourism (Index mundi, 2015).   

The garment industry is one of the biggest industries in the world. Over 
the past three centuries, the garment industry has been through significant 
changes. In the 1950s, Japan, the United States of America (USA) and the 
United Kingdom (UK) experienced the first industrialization progression 
(Chansamphors, 2008). In the 1970s, during the process of globalization, relative 
labor costs and the drive for capital led to the second shift from these top three 
leaders of the international textile and garment trade to countries with lower 
labor costs - the so-called East Asian Tigers of Hong Kong (China), Korea, 
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Singapore and Taiwan (Dasgupta, 2011). After the economy was upgraded in 
those countries, a third shift occurred towards Indonesia, Malaysia, Philippines 
and Thailand. In the 1990s, the fourth shift occurred to less developed countries 
such as Bangladesh, Madagascar and Cambodia (Dasgupta, 2011).  

Since the mid-1990s, Cambodia has shared the largest part in the textile 
manufacturing and export sector and this has contributed to enormous 
employment opportunities (Asuyama et al., 2013). A sizable change in 
employment opportunities for women came with the establishment of the 
garment factories in the 1990s; The number of garment factories grew rapidly 
from seven in 1994, to 186 in 1997 and reaching 588 in 2013 (Arnold et al., 
2010; Portal, 2013). This rapid growth of factories led to an increase in numbers 
of employed factor workers, from 19,000 in 1995 to nearly 100,000 in 1999 
(Arnold et al., 2010). More than 474,107 workers were employed by the factories 
in 2013 (Portal, 2013). The number of workers employed in the garment sector 
is even higher when unregistered subcontracting factories are counted.

The garment industry in Cambodia remains a major sector for women’s 
employment and the largest sector for formal employment of both men and 
women (Asian Development Bank [ADB], 2013). This sector is highly gendered 
as more than 90% of workers are women (Nuon et al., 2011). Women are 
increasingly migrating to Phnom Penh to get paid work, free from patriarchal 
structures in rural communities and to be self-fulfilled and independent in the 
modern city. The garment industry sector is an opportunity for women to 
collect regular income and financially assist their families in the rural areas by 
sending remittances. Most are young and from rural areas, with 78% of them 
being younger than 19 years old. Around 17% of the garment sector’s workforce 
are less than 19 years old, 60% between 20 to 29 years and only 8% are older 
than 35 (Cockroft, 2014). Roughly 43% of female garment workers are 
considered to have a low education level (only completing Grade 9 or lower) 
(Cockroft, 2014). An estimated 58% of garment workers are single, while 30% 
are married (Cockroft, 2014). Most of the workers are of reproductive age and 
more than 40% of them have worked for more than five years in the apparel 
manufacturing industry.   

The migration of young workers is usually an economic necessity. Those 
workers try to escape poverty and low wages in their areas, by seeking jobs in 
urban areas. However, the garment workers who migrate to work in the factories 
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in Phnom Penh, can rarely attain a good standard of living. The garment workers 
cannot afford expensive things in the city (Kambujā, 2007). In the factories, 
young workers experience working conditions such as minimum wages and 
benefits, long working hours, no access to maternity leave, discrimination and 
sexual harassment (International Labor Organization [ILO], 2012). It is 
remarked that young female garment workers in Cambodia face many problems 
in relation to sexual and reproductive health (SRH). 

Currently, the Government of Cambodia and some non-government 
organizations (NGOs), such as Better Factories Cambodia (BFC) endeavor to 
take action through monitoring and evaluation of working conditions in over 
500 garment factories in Cambodia. They are also improving occupational 
health and safety (OHS) in the workplace by providing training and health 
checkups to workers in the workplace (BFC, 2015b). Some NGOs, such as 
CARE International Cambodia and Reproductive Health Association Of 
Cambodia (RHAC) organization,  are working to improve the health of workers 
through capacity building regarding Human Immunodeficiency Virus Infection 
and Acquired Immune Deficiency Syndrome (HIV/AIDS) prevention and the 
transmission of infections. They also provide family planning, providing 
consultation services and strategies for improving reproductive health.

Problem Statement

In 1990, the garment factories in Cambodia created a large number of 
employment opportunities (Asuyama et al., 2013). Over the past two decades, 
the number of garment factories in Cambodia has rapidly grown to 558 (Portal, 
2013). The rapid growth of factories has resulted in rising numbers of 
employment with approximately 474,107 workers, of which over 90% are women 
(Portal, 2013). In Cambodia, the garment sector provides economic benefits 
for the country and migration opportunities for rural women who have low 
levels of education and skills. 

Young women are becoming crucial for the ongoing development of the 
garment sector. This sector prefers to hire women because they are thought to 
be more patient, nimble, more controllable, less mobile, and can do a better 
job of sewing. Jobs in the garment industry are therefore considered to be 
suitable to the physical and mental capabilities of women (Santos, 2015). Most 
workers belong to the reproductive age bracket, which is from 18 to 30 years 
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old, and about 43% of women garment workers in Cambodia have low education 
levels, completing grade 9 or high school (Partnering to Save Lives [PSL], 2014; 
Cockroft, 2014). Furthermore, about 58% of garment workers are single, while 
30% of them are married (Cockroft, 2014).

In February 2014, the minimum monthly wage of workers in the garment 
industry sector was raised from $80 to $100 and to $1281 in 2015 as a result of 
protests and raising awareness among the labor union and the garment workers 
over low wages and poor conditions in 2013. Despite this increase, living 
conditions have not improved. Thus, in 2015, women garment workers emerged 
as active agents of change at the forefront of the protest movement to increase 
minimum wages.  

Young female garment workers face many SRH challenges because of 
their low education status, economic status and taboos around sex. This is 
because most workers are from the poorest families in rural areas where access 
to education is limited. As a result, young women have limited knowledge 
related to their reproductive health, leading to a higher rate of abortion and 
unsafe practices. The United Nations Fund for Population Activities (UNFPA) 
reported that female garment workers have high rates of abortion (Donald Lee, 
2015). Most unmarried women are less likely to be contraceptive users, as 
compared with married women (Donald Lee, 2015). Moreover, economic 
conditions are also barriers to women’s reproductive security. For instance, 
according to a case study from International Labor Organization (ILO), safe 
abortions are provided at a price, so women who cannot pay the cost resort to 
unsafe abortions, which lead to serious complications such as infertility or 
maternal death (ILO, 2012). Similarly, a baseline survey by PSL (a partnership 
with CARE International Cambodia, Marie Stops International Cambodia, and 
Save the Children) reported that some women garment factory workers lack 
knowledge of abortion, including on how to safely use the abortion pill (PSL, 
2014). 

Women in this industry are suffering from many problems regarding 
reproductive health during pregnancy and maternal health because of poor 
working conditions and living conditions. Moreover, the socio-economic 
conditions are also creating a barrier for these women in accessing health 

1  Whenever ‘$’ is mentioned, it is referring to United States Dollars (USD). The conversion 
rate from USD to Riel is 1$: 4000 Riel  
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services and general safety. Young women are vulnerable in the garment factory; 
they typically have lower bargaining power and are in a marginalized position. 
Additionally, women also face gender-based violence (GBV) such as sexual 
harassment in the workplace and on the road when they return home at night. 
Pregnant women are particularly vulnerable people as they find it difficult to 
get jobs in the factory, and so some women decide in favor of abortion, while 
other women may use contraception.

This study will explore SRH and safety issues among young women 
garment workers. The literature review will examine relevant concepts in further 
detail including the international and national policies on the issue.

Rationale

Reproductive health is a global concern. In Cambodia, reproductive 
health issues are not new phenomena. Several studies have already been 
conducted on SRH and the rights of adolescents in Cambodia. However, there 
are few studies looking specifically at SRH issues among young female garment 
workers. In addition, most of the information and data on reproductive health 
has not been academically studied. This study focuses on the unreported, 
current-day phenomenon, which affects the reproductive health of young 
female garment workers. Many civil society organizations and institutions have 
concentrated on, and advocated for working conditions, labor rights, and the 
wage of garment workers in Cambodia. The minimum wage of workers has 
only recently changed after a nationwide strike by workers in 2013 (Ford, 2015). 
Thus, the aim of this research is to understand the impact on the reproductive 
health of young female garment workers after changes made to the minimum 
wage. Moreover, this research also aims to document cases and seek solutions 
for harm reduction and improvement of reproductive health information and 
services for young female garment workers.   

Research Objectives

The general objective of this study is to understand and analyze the 
causative factors of reproductive health problems of young women garment 
factory workers in the Pou Senchey district, Phnom Penh, Cambodia.
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• To evaluate the reproductive health status and issues among young 
female garment workers.

• To understand policies and services in the workplace that are contributing 
to reproductive health. 

• To understand the impact of socio-economic status on reproductive 
health. 

• To understand the living conditions and occupational health and hazard 
(working conditions) impacts on reproductive health.

• To identify knowledge and perception of reproductive health issues of 
young female garment workers.

Conceptual Framework

The focus of this study is on the issues faced by young women garment 
workers and the positive and negative effects of those issues on their SRH.

The concept of reproductive health and peoples’ rights refers to the 
physical, mental and social well-being that enables all people to access health 
services, accurate information, and safety. To be healthy and protect themselves 
from sexually transmitted infection (STI), they must be informed and 
empowered (United Nations [UN], 1994). This framework is used to understand 
the situation of reproductive health and safety among young women garment 
workers in Cambodia. This study also uses social determinants of the World 
Health Organization’s (WHO) framework that emphasizes structural factors, 
including socio-economic status and gender stratification, and intermediary 
factors including different exposures and vulnerabilities to diseases, disabilities, 
and injuries.

Based on these frameworks, this study will investigate outcomes related 
to poor SRH among young women garment workers caused by environmental 
and individual factors. The environmental factors (structural and intermediary 
factors) include socio-economics, living conditions, gender discrimination, 
roles of the garment industry, occupational health and hazards, and GBV. The 
individual factors include knowledge, attitude, perception and practices of 
young women garment workers.
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Faced with poor socio-economic conditions such as low education levels, 
low income and limited work experience, workers end up living in small rented 
rooms with debt, insufficient food and malnutrition. Occupation health and 
hazards in relation to the working environment include long working hours, 
forced labor and low wages. Unsafe and limited health services for workers are 
also a concern for young women garment workers. The socio-economics, living 
conditions, roles of garment factory and occupational health and hazard factors 
can also lead to gender discrimination in the workplace, particularly faced by 
pregnant women, but also carrying by age and marital status. Moreover, it can 
also foster gender-based violence, such as sexual harassment in the workplace 
and the street when they return home. Together, these factors contribute to 
SRH outcomes related to pregnancy, maternal health, abortion, contraceptive 
use and STIs, including HIV/AIDs. 

This research also aims to investigate roles and potential agents of change 
(organizations and knowledgeable individuals) to make a difference by raising 
the issues, advocating for reproductive health rights and establishing networks 
with workers and other organizations to change the situation and impact 
individual levels of knowledge, attitude and practices among the garment 
workers.  
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Conceptual Framework

Figure 1.1:  Conceptual Framework
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Chapter 2

Literature Review

In Cambodia, reproductive health is a concern for garment factory 
workers. Information on contraceptives use among unmarried women workers 
is limited, while abortion rates are higher when compared with the general 
population (Cockroft, 2014). This study will focus on SRH issues among young 
female garment factory workers in Cambodia. 

Definition of Sexual and Reproductive Health and Rights 

Sexual and reproductive health is a human right. In Cambodia, health, 
and particularly SRH and the rights of young women garment factory workers, 
needs attention. Young women garment workers do not have any bargaining 
power and are typically in a marginal position socially and economically. To 
understand the issue this section looks at the current definition and 
understanding of SRH rights internationally.

The International Conference on Population and Development program 
(ICPD) held in Cairo in 1994, articulated a comprehensive definition; 
“reproductive health is conceptually defined as complete physical, mental and 
social well-being, and not merely the absence of reproductive disease or 
infirmity in all matters relating to the reproductive processes, functions and 
systems at all stages of life” (UN, 1994). Furthermore, reproductive health 
“implies that people are able to have a satisfying and safe sex life and that they 
have the capability to reproduce and the freedom to decide if, when and how 
often to do soboth men and women should have access to appropriate health 
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care services that will enable women to go safely through pregnancy and 
childbirth and provide couples with the best chance of having a healthy infant” 
(UN, 1994). Additionally, according to the WHO, to maintain one’s SRH, 
people need access to accurate information and safe, effective, affordable and 
acceptable contraception methods of their choice (cited in Glasier et al., 2006). 
People must be informed and empowered to protect themselves from STIs. 
When women decide to have children, they must have access to services that 
can help them to have a fit pregnancy, safe delivery and healthy baby (Glasier 
et al., 2006). 

Along the same lines, the ICPD programs of action emphasized that 
“the right to development is a universal and inalienable right and an integral 
part of fundamental human rights and the human person is the central subject 
of development” (UN, 1994). Thus, reproductive rights as envisioned by the 
ICPD definition see it as a part of human rights that are already recognized in 
national laws, international human rights documents and other consensus 
documents. These rights enable everyone to make decisions on their sexual 
and reproductive well-being, including decision about getting married and 
the number, timing and spacing of their children, and to have sexual and 
reproductive welfare free from oppression and violence (UN, 1994).    

Good reproductive health implies physical, mental and social well-being 
in all matters relating to the reproductive system. Both men and women should 
be informed, have access to safe services and be empowered to protect 
themselves from STIs. 

Cambodia’s Garment Industry and its Workers 

The garment industry in Cambodia has become the machine driving 
the national economy (Nuon et al., 2011). For instance, in 2012, the garment 
industry was the biggest export earner in Cambodia, up from 8% in 2011 and 
accounting for almost 80% of the country’s exports (Cambodia Center for 
Human Rights [CCHR], 2014).The rapid growth of the garment industry in 
Cambodia has resulted in an increase in job opportunities and mass migration 
from rural to urban areas (Prota et al., 2012; PSL, 2014). As claimed by CCHR, 
there are at least 558 garment factories registered and operating in Cambodia, 
employing about 474,107 workers (Portal, 2013). 
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The garment industry in Cambodia is highly gendered with more 
than 90% of workers being women (Nuon et al., 2011). Since the 1970’s, 
there has been rapid growth in women’s economic activity all over the world, 
as they have started to earn income to support themselves and their families 
(Pearson, 2010). Furthermore, Gita Sen mentioned that:

Women are believed to have a more caring nature, to be 
more skilled at household-related work, have nimble 
fingers, they are more honest, more docile, more willing 
to take orders, more willing to accept lower wages, have 
less need for income, are more interested in working at 
home, have less physical strength and endurance, and do 
not like to supervise others (Sen, 2000, p. 17). 

In keeping with the global trend of rising women’s economic activity, 
according to an Asian Development Bank report, the garment industry in 
Cambodia is a main sector for the employment of women (2013). Most 
female workers are between the ages of 15 to 35 years (ILO, 2012). Research 
by Levi Strauss (LS) found that more than 40% of the workers on their 
samples had worked for more than five years in the garment manufacturing 
industry and most workers had joined the garment industry because they 
needed money to support their family (LS, 2013). PSL reported that the 
number of women employed in the garment sector is even higher when 
unregistered subcontracting factories are counted (2014). Among female 
garment workers, about 43% have a low education level (Cockroft, 2014). 
Moreover, research indicates that most of the women workers belonged to 
the reproductive age group, about 30% of those garment worker were 
married, 58% reported being single and the rest indicated having a boyfriend 
and/or living together in rented housing (Cockroft, 2014). According to the 
PSL report, of those married women, 51% live with their husband in rented 
housing and the husbands work as garment workers, in construction, as 
motor drivers, in car washes and restaurant services etc (2014). Among the 
remaining women, 40% did not live with their husbands, as the husbands 
mostly lived in the village working as farmers or had migrated elsewhere.

Furthermore, Arnold Dennis pointed out that over 85 to 90% of 
women who enter the garment industry in Cambodia are young rural 
migrant women who contribute a significant proportion of their earnings 
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to their family in rural areas and one of the reasons that the garment workers 
move to the city is because of landlessness and land poverty (2013). Cambodia 
has about 3,900,000 hectares of arable land; according to research, the 
government rents 2,033,664 hectares in urban areas to private companies under 
its land business schemes to increase job opportunities for Cambodians. Thus, 
workers and their families in rural areas have to depend on urban areas and 
the-urban labor market (Arnold, 2013). 

For the garment factory workers in Cambodia, decent work and working 
conditions continue to be a challenge. For instance, according to Perter Ford, 
the minimum wage of only $61 per month in 2010 made it difficult for women 
to meet their basic needs and remit money back to their families (2015). In 
2013, a successful nationwide strike by workers demanded the monthly 
minimum factory wage be increased from $ 80 to $ 128. As a result in, November 
2014, the minimum wage for the garment and footwear industry was raised to 
$ 128 (Ford, 2015). On the other hand, workers continue to face challenges 
related to work load and long working hours. Typically, they have to work up 
to 10 hours per day and six days a week during peak periods—much longer 
than in other industries. The garment workers who work on short-term 
contracts violate the law, making them vulnerable to dismissal and reducing 
their opportunities for promotion (ADB, 2013). 

Debt

Debt is a factor affecting the reproductive health among female garment 
factory workers in Cambodia. According to Maher, most migrant workers from 
Vietnam and Bangladesh working in Taiwan, Korea and Malaysia have had to 
pay high rates of interest on loans for the various costs they need to pay to 
migrate, including agent fees, language courses, arrangement of documents, 
flights and medical certificate and so on (2009). To pay these fees, some workers 
mortgage or sell land and property, use savings or borrow money from friends, 
family or neighbors. As most workers come from poor communities, they often 
have to borrow from either the agent or from local loan providers instead, so 
the interest they have to pay has an even higher rate of interest attached. Due 
to the high level of fees, workers have to work even harder to earn enough 
money to cover their interest (Maher, 2009). 
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Similar  to Vietnamese and Bangladesh workers, in Cambodia, average  
garment workers remit between 20 to 40% of their monthly pay back to their 
families (Chandararot et al., 2009; Dasgupta, 2011). Typically these cash 
remittances are used by their family to cover expenditures such as education 
for siblings or their children (LS, 2013). Additionally, nearly 20% of the workers 
use loans and almost 40% of families had debts. Loans were most often taken 
to cover medical emergencies, for daily needs or to buy land (LS, 2013). Thus, 
debt becomes the root cause affecting the reproductive health of workers in 
the garment industry in Cambodia as it pushes young women to move from 
the province to the city to help cover the debts of their family. Moreover, workers 
must save money, reduce their expenditures and even take loans to help with 
their own and their families’ basic needs.  

Housing

Poor standards of housing are another factor impacting the reproductive 
health of young women garment factory workers. Like Cambodia, in 
Bangladesh, garment industry  workers live in sub-par environments. In 
Bangladesh, garment workers cannot afford adequate housing and they struggle 
to pay for food, clothes, medicines, and education with their mediocre salaries. 
For this reason, most garment workers live in small rented houses, with 
unhygienic bathrooms and kitchens shared between 8 to 10 families. These 
housing facilities typically face water shortages and have crude electricity lines. 
The dwelling places where the garment workers live are crowded and may also 
house hawkers, drug smugglers and sex workers (Bhuiyan, 2012).  

In Cambodia, the case study by LS found that due to garment workers’ 
low wages they cannot afford adequate housing, as in addition to paying rent 
to landlords some of them also had to send money to their families (LS, 2013). 
Although some of the factories do provide free or paid dormitories for workers, 
the conditions are still not good enough (Chansamphors, 2008). Therefore 
most of the workers share rooms with friends, co-workers and relatives as a 
way to save money (Chansamphors, 2008; LS, 2013). The rented housing is 
generally in small compounds with 10 to 20 rooms. The factories and workers’ 
compounds are set up close to each other and are usually underdevelopment. 
Rubbish is found along the roads, which are typically dirty and prone to floods 
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and mosquitoes. There is generally a lack of adequate lighting on the road 
during the evening, contributing to poor safety (ILO, 2012).

Reproductive Health Status of Young Women in Garment 
Factories  

Before moving to the reproductive health status of the young women a 
definition of young women should be clearly understood, in this case from the 
WHO and the UN (1993).   

Definition of Young People
The term youth refers to the phase in life between childhood and 

adulthood. As stated by the WHO in 1993: “adolescents are those who are 
between the ages of 10 and 19 years, and youth are considered as those between 
15 and 24 years”. Young people encompass both these groups, covering the age 
range 10 to 24 years” (WHO, 1993, p. 1).   

The definitions referring to the precise age range given by the World 
Health Organization and UN is different. The UN defines “youth as being 
between 15 and 24 years old”. However, WHO defines “young people as between 
10 and 24 year old” (WHO and UN report as cited by the National Health 
Service [NHS] Scoltand, 2014).  Irrespective of the differences in definition, it 
is understood that young people may experience a wide range of cognitive, 
biological and emotional changes as well as unique social transitions. All these 
factors may affect their health and well-being. Moreover, many health behaviors 
are adopted during this period, which continue to be practiced in adulthood 
and also impact the health of individuals as adults (NHS Scoltand, 2014).

High-Risk of Young Women in Reproductive Age Group  
More than 1.5 billion people of the world’s population (roughly 6.7 

billion) are between the ages of 10 and 24 years old, and nearly 70% of these  
young people live in developing countries where social, economic and health 
challenges are higher than in the  developed countries (UN report as cited by 
Fatusi and Hindin, 2010). Health challenges can range from the physical and 
psychological to mental and emotional. Young people in the reproductive age 
group are vulnerable to health issues related to SRH. In the context of the 
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Cambodian garment industry, they also lack access to adequate and safe 
reproductive and maternal health services (PSL, 2014).

Johanne writes that in developing countries, many young people are 
vulnerable to the cumulative risks of unprotected sexual practices, such as HIV/ 
AIDs, other sexually transmitted diseases, undesirable or unplanned pregnancies 
(including exposure to undesirable sexual relations including abuse and rape) 
and the mental health problems related to these unwanted encounters (Johanne, 
2006). Moreover, according to a World Bank study, many young women from 
rural areas in Cambodia marry at an early age, while other transnational patterns 
(such as migration from rural to urban areas), further affects the health of 
young people, especially girls. For instance, increased rates of migration may 
lead to delay in marriage age or decline in levels of education, which in turn 
have an impact on their health. Additionally, all these changes affect behaviors, 
such as unprotected sex resulting in sexually transmitted infections, HIV/ AIDs, 
unwanted pregnancies and abortion - all of which are also related to mortality 
(World Bank report as cited by Blum, 2009). A relevant study from Regmi, 
notes that among young people in Nepal there is an increased risk for HIV/
AIDs infection and pregnancy as they may not be able to access sexual and 
health services. The study found that since young people are uncomfortable 
and poor in negotiation skills, they felt embarrassed in talking about sexual 
health services with parents, relatives, and senior community members. 
Furthermore, this lack of negotiation skills, decision-making skills and power 
imbalances result in them not making use of SRH services even if they were 
available. Moreover, many poor youth in the population opt not to use youth-
friendly services because they feel that these services do not fulfill their needs. 
Vathiny OV Liljestrand’s study on efforts to expand youth-friendly services in 
Cambodia found that many young people face difficulties in accessing 
confidential health services, particularly in rural areas where most public health 
services are provided for adults and small children (Liljestrand, 2012). 
Furthermore, most young people from the rural areas had poor sexual health 
services utilization altogether. Thus a combination of poor knowledge about 
SRH and poor accessibility of sexual health services leads to the youth 
population engaging in unsafe sexual practices (Regmi et al., 2010).

In Cambodia, according to various UN agencies, the number of people 
of all ages living with HIV is estimated for 76,000 in 2012 and 75,000 in 2014 
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(UNICEF, 2013; UNAIDS, 2014). Liljestrand pointed out the percentage of 
pregnant girls and young women between 15-24 years who are HIV/ AIDS 
positive and are attending antenatal care clinics also increased from 0.36% in 
2003 to 0.41% in 2006. About 8% of young women aged between 15-19 became 
mothers or were currently pregnant with their first child during the time period 
of the study.  The high incidence of unplanned pregnancy in girls and young 
women aged 15-19 was also raised as a concern in Liljestrand’s report, as 
evidence that the young population were not able to exercise full control over 
their fertility or sexual health-related choices. The percentage of young women 
in Cambodia aged 15-19, who had ever used any modern contraceptive 
methods2 was only 1.3% in 2000, around 2.5% in 2005 and had dropped down 
to 1.9% in 2010 (Cambodia Demographic and Health Survey [CDHS]; UN 
report as cited by Liljestrand, 2012).  

In conclusion young women, have a higher risk of SRH issues such as 
HIV/ AIDs, transmitted infection, abortion, maternal health, physical and 
mental health issues. In the context of the Cambodian garment industry the 
young women are at particular risk of physical and verbal abuse inside and 
outside factories and they also lack access to adequate reproductive and maternal 
health services and protection (Lee, 2015; CCHR, 2014). 

Pregnancy and Maternal Health of Young Garment Industry in 
Cambodia  

According to the ILO, in Cambodia, young women garment workers 
continue to work through their pregnancies (ILO, 2012). Although the 
pregnancy may require the woman to reduce her workload and working hours 
depending on the type of work involved, the pregnant women workers may 
not be able to meet these needs. Moreover, while maternal health issues, 
including maternity leave, has been raised in Cambodian garment factories as 
a basic entitlement for protection of women garment workers in the workplace, 
they continue of face issues (ILO, 2012). 

2  Modern contraceptive methods are technological advances designed to overcome biology. 
In this regard, modern methods enable couples to have sexual intercourse at any mutually-
desired time. They were invented so couples could act on natural impulses and desires with 
diminished risks of pregnancy. Types of modern contraceptives include intrauterine device 
(IUD), condom, female condom, spermicides, pills, implants, and injections. 
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As claimed by the 2012 ILO report on gender equality and the working 
conditions of garment factory workers in Cambodia; it is a challenge to adapt 
the normal working conditions in the garment factories to the needs that women 
may have during pregnancy, such as banning heavy hoisting (ILO, 2012). The 
garment factories lack reasonable accommodation of the needs of pregnant 
workers, including the reduction of workload hours, increased meal breaks 
and having sufficient toilet facilities on premise. However, some factories move 
pregnant workers to other sectors to preserve safety for both the mother and 
the baby (HRW, 2015; ILO, 2012). Unfortunately, these actions may also result 
in salary and production bonuses of pregnant workers being affected because 
the garment factory has to reduce the workload or working times of the pregnant 
worker. As a result, during that time the pregnant worker cannot get a full 
salary. The salary reduction during pregnancy, in turn, can  adversely affect 
their lifestyles because pregnant women need money for their own and their 
child’s medical needs (ILO, 2012). 

In addition to safety and financial concerns of pregnant women, young 
women workers also face pregnancy-based discrimination at the workplace. 
According to a 2015 Human Rights Watch (HRW) report; garment factories 
do not hire visibly pregnant women. Thus, some women workers avoid 
pregnancy or seek abortions because they do not want to lose their jobs in a 
factory. In many cases women with short-term contracts were not renewed 
when they become visibly pregnant (HRW, 2015).   

Where they exist, maternity leave policies for these female workers are 
poorly implemented. Young women workers in garment factories are not able 
to enjoy the benefits of existing maternity leave policies in the garment industry. 
According to the Cambodia Labor Law on maternity leave, Article 182 and 
183, women are entitled to maternity leave of 90 days and entitled to half of 
their salary in that time, including their perquisites, which is to be paid by the 
employer (Assembly, 1997, p. 34). However, studies conducted by the PSL 
program found that many factories in Cambodia do not abide by the Cambodian 
labor law and are giving only half salary without including any other benefit 
for maternity leave (Jutta Skau, 2010; PSL, 2014). Additionally, according to 
ILO, while the factories may allow pregnant women workers to leave 15 minutes 
earlier, since these women wait to go home in the same shared transport with 
the rest of the workers they do not end up getting home any earlier (Jutta, 2010).   
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Additionally, many women workers continue to face issues after delivery 
of their child. According to Article 186 of the Cambodia Labor Law, factories 
that have more than 100 women workers must set up a nursing room and day 
care center so that workers are allowed to bring their babies inside the factories 
(Assembly, 1997). Nonetheless, according to the Better Factories Cambodia 
report, 67% of factories do not conform to this provision (CCHR, 2014). As a 
result, women who do not have families nearby to take care of the infants, have 
to choose between working or breastfeeding (CCHR, 2014). Further, Article 
184 states that mothers shall be given a one hour break for breastfeeding during 
the first 12 months after delivery (Assembly, 1997). However, since  most of 
these women rent homes far from the factory, they are unable to make use of 
this opportunity (ILO, 2012). 

CARE found that knowledge of HIV/AIDs among garment workers is 
high, however knowledge about STIs is low (CARE, 2012). RHAC reported 
that only 35% of workers reported having a STI and only 56% reported receiving 
treatment at a public facility or RHAC clinic. Additionally, among garment 
factory workers, rates of testing for HIV/AIDS and STI is low (RHAC report 
as cited by Cockroft, 2014).  

Abortion and Contraceptive 
Research by Rokeya Fahmida found that most women garment factory 

workers in Bangladesh (both married and unmarried)  opted for abortion 
because of their occupations and the lack of job security. Most of these workers 
suffered from unhygienic abortions because they attempted it by themselves 
and/or with a traditional birth attendant (Rokeya, 2002). In addition, most 
women workers faced unwanted pregnancies because their husbands refused 
to use a condom. Failure of contraceptive and the use of traditional methods 
is the main cause of unwanted pregnancy3. 

According to an ILO report, abortions are in high demand in the 
industrial areas in Cambodia, both among unmarried and married women— 

3 Traditional/natural methods of birth are the practice, beliefs or customs handed down 
from one generation to another aimed at preventing pregnancy. The types of traditional/ 
natural method include the temperature method, calendar method, cervical mucus method, 
lactational amenorrhoea method (LAM) and coitus interruptus, or the withdrawal 
method.
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around 18% of whom opt to terminate pregnancy because they cannot afford 
a new child. Abortion in Cambodia is legal and safe abortion services are 
provided for at a price, but women who cannot pay resort to unsafe means of 
abortion, which can lead to serious complications such as infertility or maternal 
death (ILO, 2012). According to a baseline survey by PSL, there was a lack of 
knowledge about abortion among some women garment factory workers while 
others, reported some knowledge and experience due to having undergone 
medical abortion themselves (PSL, 2014).  

Contraceptive campaigns and a number of initiatives aimed to promote 
the use of birth spacing and family planning devices are allowed and supported 
by factory managers, however contraceptive use is mostly focused on the 
women, however, some women still do not use contraceptives as they believed 
that it will affect their health. Even so, contraceptive use among women workers 
is between 30 to 40% (ILO, 2012). Additionally, according to a UN report, 
access to contraceptives among young unmarried women is less than that of 
married women due to embarrassment of being unmarried and sexually active, 
in addition to what appears to be a lot of misinformation about how to use 
contraceptives and the benefits and drawbacks of using contraceptive  (Lee, 
2015).

Food Consumption and Nutrition 

Comparable studies in Bangladesh show that 70% of garment workers 
are women (Khatun et al., 2013). These women typically work dawn to dusk 
and even until late at night to supplement unsatisfactory wages. They cannot 
afford food or health care. Subsequently, these garment workers’ nutritional 
demands are not met and they lose their vigor and strength (Khatun et al., 
2013).  

According to a case study by LS, rice is a staple food and most young 
garment factory workers in Cambodia eat three meals a day, as do their children. 
However, most of workers do not have enough food, including rice, and may 
only eat raw vegetables or end up eating sour food (LS, 2013).

The Hagar Organization reports that most young women garment 
workers in Cambodian have to save money to support their families, thus they 
have to reduce the costs of their own personal health and well-being (Hagar, 
2012). The study also found that this is one of the key contributors to 
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malnutrition and fainting spells among the garment workers (Hagar, 2012). 
Other challenges include unhealthy eating habits, unhygienic facilities offering 
food for workers around the factories and lack of general knowledge around 
health and nutrition. This lack of information and access to information is a 
constraint in helping workers to understand and address these challenges 
(Hagar, 2012). 

Occupational Health and Hazards

According to the WHO and ILO, the definition of occupational health 
is the “promotion and maintenance of the highest degree of physical, mental 
and social well-being of workers in all occupation” (WHO report as cited by 
Tadesse and Admassu, 2006, p. 4). It prevents the adverse health effects on 
workers caused by hazardous work processes and environments. Regarding 
the WHO study, working conditions are one of the main health hazards that 
lead to health impairment in occupational areas (Shimwell, 2001). The UN 
definition of reproductive health is similar to the occupational health definition 
- “promotion and maintenance of the highest degree of physical, mental and 
social well-being of workers in all occupation” - however, the occupational 
health definition does not clearly mention reproductive health (WHO report 
as cited by Tadesse and Admassu, 2006, p.4).    

According to Lu, both men and women workers experience occupational 
hazards, although women are more vulnerable to occupational hazards than 
men (Lu, 2005). Studies from other countries indicate those garment factory 
workers are exposed to various occupational hazards causing physical problems. 
According to Lu, these effects include poor eyesight, stress, fainting spells 
especially during the summer season and dizziness after working. All these 
cases are caused by extreme temperatures in some work places. Workers are 
exhausted and cannot work efficiently during the hot season. When they arrive 
home, they can hardly bathe, while others directly go to bed (Lu, 2007). 

Other studies also showed that certain hazards lead to forms of 
occupational illnesses. For instance, exposure to physical hazards, such as noise, 
can cause hearing and dizziness particularly among pregnant women (Lu, 
2013). According to Sim, in Cambodia, the chemical smells in factory are a 
major problem for the health of women workers and cause symptoms such as 
headaches, dizziness, fainting and skin problems (2004). Additionally, the 
factories often have poor standards of hygiene and sanitation; in particular, the 
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toilet facilities in the factory are often very smelly, unclean and have problems 
with the drainage system (Sim, 2004).

Gender Based Violence  

According to research conducted in 2007 by One World Action, gender-
based violence is frequent in the areas around the factories (as cited by CCHR, 
2007). Such violence occurs both inside and outside the factory. For instance, 
there is a lack of adequate public services, meaning no street lighting and poor 
policing, which in turn affect women’s safety. The report found that women 
workers often commute on overcrowded and broken buses where they 
experience sexual harassment from male colleagues. The women workers 
reported living under constant fear of rape and robbery, especially at night time 
when they leave work (CCHR, 2014). 

The women also face sexual harassment in the workplace. The report 
found that sexual harassment led to a threatening work environment. The forms 
of sexual harassment that women reported included sexual comments and 
advances, inappropriate touching, pinching and unwanted bodily contact. 
Workers complained about both managers and male co-workers (HRW, 2015).  

Summary 

As can be seen, the literature review shows that Cambodian young women 
garment workers face many problems related to their poor SRH. 

The underlying factors relate to their working conditions, socioeconomic 
status and living environments. Most young women garment workers live in 
inadequate and unsafe rented houses. Furthermore, GBV in the form of sexual 
harassment at the workplace and on the street is also faced by these young 
women. On top of this, there are specific problems faced by women during 
pregnancy and related to their maternal health. Pregnant women face 
discrimination in the workplace which lead many to undergo abortions to keep 
their jobs. 

This study will be seeking more information on the current situation of 
Cambodian women garment workers and their reproductive health and safety 
issues. The study will be done among young women garment workers in the 
Pou Senchey district in Phnom Penh, Cambodia. 
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Methodology

Type of Research and Research Design 

A qualitative research approach was used in this study to understand 
the reproductive health issues of young women garment workers in the study 
area. This research aimed to find out the current problems and the underlying 
causes, including the impact of socio-economic status on reproductive health, 
the role of the factory in contributing to reproductive health and how occupation 
and health hazards (working conditions) affected the reproductive health status 
of these workers. Additionally, this research examined the role played by an 
agent of change and sought to understand how the agent of change can affect 
reproductive health issues positively in this population.

This study has followed several procedures and methods in response to 
specific research questions and objectives. In-depth interviews (IDI), focus 
group discussions (FGD) and key informant interviews were used to collect 
the primary data.

Selection of the Study Area

Phnom Penh is the largest city and capital and located in the south-central 
part of the Kingdom of Cambodia. It is on the opposite bank of the Tonlé Sap, 
Mekong and Bassac Rivers. The capital’s population increased from 900,000 to 
over 1.4 million during a 10-year period and the population continued to grow 
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until 1,688,044 people lived in the city in 2013, with a total population density 
of 5,358 residents per square kilometer (13,877/sq mi) in a 678.46 square 
kilometer (262 sq mi) city area (The Phnom Penh Post, 2015). That is equivalent 
to 14% of the nationwide population (Than, 2013). Roughly, 80% of the 
population growth occurred through net migration while 20% occurred as 
natural growth (Than, 2012).  

This research focused on three garment factories selected by the Ministry 
of Labor within the Chaom Chau Commune, Pur SenChey District, Phnom 
Penh, Cambodia. The Chaom Chau Commune (Sangkat) is one of the 10 
communes in the Pur SenChey District (Khan), in the city of Phnom Penh. 
This commune extends from the Veng Sreng boulevard to the Chaom Chau 
roundabout, and stretches along National Road 3 in the south and on National 
Road 4 to the west. Its neighboring communes from the north are Kakab and 
Tropeang Krosang, and in the south they are Pry Sar, Pry Veng and Phong Terk 
of Dangkao Commune. Chaom Chau Commune covers 2272.72 hectares (ha) 
and the total population is 105,980 including 64,221 females (Wikipedia 
Contributors, 2015).  

This commune is the town where the garment factories and small 
enterprises are located; Sithi Organization’s report showed that there are 77 
garment factories established in this area (Sithi, 2013). There are a lot of migrant 
workers working in different garment factories in the study area. The Chaom 
Chau’s road connects Phnom Penh to Sihanouk Ville where the Special 
Economic Zone area of the international harbor is situated. Thus, this area is 
becoming a potential place in the industrial zone, and it provides export 
possibilities for investors through the international harbor (Wikipedia 
Contributors, 2015).

Sample Size 

The in-depth interviews were carried out with 30 female workers from 
the selected garment factories. The selection criteria of the participants required 
women who were 18 to 35-year-old, living in rented housing, have either 
experienced pregnancy or never experienced pregnancy (irrespective of marital 
status), and have worked at least three years in the industry. The interviews 
were conducted with 15 women workers who have experienced pregnancy and 
15 women workers who have never been pregnant (married or unmarried). 
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Additionally, the interviews were supplemented by two focus group discussions 
(six participants in each group) with respondents who have similar profiles as 
the interviewees. To supplement the findings from the interviews with garment 
workers, nine key informant discussions took place with; the factory manager 
level staff, the nurse or doctor working in the factory infirmary, NGO staff, and 
government officials. Details on recruitment procedure and protocols are 
described in the next section.

No. Informants Number How to select 

1
In-depth interview 
(IDI) with women 
workers 

15 women workers 
have been pregnant 

15 women workers 
never been pregnant

Experienced pregnancy 
(age from 18 to 35, mar-
ried and unmarried)

 Never pregnant (age from 
18 to 35, married and 
unmarried) 

2
Focus Group  
Discussion (FGD) 
with Women workers

One group of women 
experienced preg-
nancy (6 women) 

One group of wom-
en, never pregnant 
(6 women) Total 12

Separating between 
women workers who have 
experienced pregnancy 
and non- pregnant (2 
group) 

3

Key Informant 
Interviews (KII) with 
garment industry  
Management  

3 Human Resource Manager 
and General Manager

4 Medical Professional 
at Garment industry 3

Human Resource Manager 
and General Manager 
(Factory A, B, C) 

Government official 1
Ministry of Labor and 
Vocational Training 
(MoLVT)

6 NGOs 2

The Better Factories  
Cambodia organization 
and CARE International 
Cambodia  

Total 51

Table 3.1: Overview of Respondents
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Data Collection and Research Tools

Process of Data Collection 
First, the researcher applied to the Cambodian Government’s Ministry 

of Labor for approval to carry out research. The Ministry of Labor selected 
three factories in the research area. While waiting for the consent form the 
Ministry of Labor, the researcher conducted an interview with the Labor Medical 
Inspector who works in the Ministry of Labor about relevant policies and their 
mission of OHS. 

Second, after getting consent from the Ministry, the researcher asked 
the factory managers for permission to conduct interviews. While waiting for 
the reply from the garment factories, the researcher built network relationships 
with some workers in factories A, B and C. After the garment factories replied, 
the researcher then conducted in-depth interviews and the key informant 
interviews with the factory manager and nurse in the factory within the same 
week, but on different days. 

This study used a snowball model, networking introductions, and self-
identify or disclosed identity. The naming of factories A, B, and C is used to 
represent the three factories where interviewees, including female garment 
workers who has experienced pregnancy and those who hadn’t (unmarried 
and married), were employed. The interviews were conducted at the weekend, 
on Saturday afternoons and Sundays, to accommodate the workers’ working 
schedule. Moreover, the interviews could not be conducted on the factory 
premises due to constraints in time and access.  

Finally, this study also conducted interviews with key informants who 
work for the organizations CARE International Cambodia and Better Factories 
Cambodia.

Primary Data
Various qualitative techniques and methods such as non-participant 

observation, key informant interviews, focus group discussions and in-depth 
interviews were carried out for primary data collection.

Non-Participant Observation
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Non-participant observation was conducted to identify the current 
lifestyle, existing conditions, daily practices for hygiene and sanitation, health 
behavior, and other crucial health issues among the workers. The observation 
of young worker’s daily life activities provided information on their existing 
reproductive health. Moreover, it was useful as an evaluation tool for the key 
information interviews.   

Key informant Interviews 

This study interviewed key people from the garment factories, NGOs, 
and a government official who has been working on OHS and reproductive 
health issues among young women garment workers.

The key informants from the garment factories selected for this study 
included one General Manager and one nurse from garment factory A, where 
they produce T-Shirts. The factory owner is from Singapore. This factory is 
under monitoring and evaluation from ILO and Ministry of Labor and 
Vocational Training (MoVL) on OHS. Moreover, this factory also collaborates 
with CARE International Cambodia and Cornell Institute for Public Affairs 
(CIPA) to improve reproductive health in the workplace. This factory also has 
a factory infirmary room and child center room for breastfeeding, however the 
child center room is not being used. In addition, one Human Resource Manager 
and one nurse from garment factory B, which produces knitted shirts and 
pants, were interviewed. This factory is also under monitoring and evaluation 
from ILO and MoVL, but on OHS only. This factory has an infirmary room 
only. Finally, one factory Manager and one nurse from garment factory C, 
where they produce Jackets, Long Pants, T-Shirts, Shorts and Pants, were 
interviewed. This factory is also under monitoring and evaluation from ILO 
and MoVL on OHS only. This factory has a factory infirmary room only. 

Moreover, this study also conducted interviews with one key informant 
from the Ministry of Labor and two key informants from different NGOs such 
as the Senior Program Officer of the Better Factories Cambodia organization 
and the Project Coordinator of the Sewing for a Brighter Future (SBF), CARE 
International Cambodia to evaluate general information about reproductive 
health issues among young women garment workers.

Focus Group Discussions 
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Two FGD were carried out with women workers by using a semi-
structured questionnaire. Each group consisted of six people, 12 people in total. 
The FGDs were conducted by separating those who had experienced pregnancy 
and those who had not. The researcher could not seek those who are unmarried 
to participate in the FGDs4. The FGDs were conducted in an informal setting 
because the participants did not have time to meet as a formal group with the 
researcher. Two note takers helped with conducting the FGDs along with the 
facilitator. The age of the respondents in the FGDs ranged between 18 years 
old and 30 years old. Regarding educational status, nine out of 12 respondents 
completed primary school and of those respondents, only three went on to 
complete secondary school. Details of the number of respondents by age group 
and education profiles are in the table below:

Age Range Education profile 

18-25 26-30 31- 35 Non-ed-
ucation

Primary 
School

Second-
ary 

School

High 
school

FGD 7 5 0 0 9 3 0

Total 12 12

Table 3.2: The number of respondents by age group and  
education profiles in FGDs

In-depth Interview 

In-depth interviews were conducted with workers from the selected 
garment factories A, B and C. The researcher interviewed ten respondents (five 
who had experienced pregnancy and five who had not) from factory A, 10 
respondents from factory B (five who had experienced pregnancy and five who 
had not) and 10 respondents (five who had experienced pregnancy and five 
who had not) from factory C. The total number of the respondents in the in-
depth interviews was 30 people, all of whom lived in rented rooms. Regarding 
the marital status of the 30 respondents, one was unmarried, one was divorced, 
and 28 respondents were married. In regard to the educational status of the 30 
respondents in the IDIs; only two respondents completed upper-secondary 

4 The author suspects this is because the unmarried women workers were embarrassed to 
admit that they were unmarried. 
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school level, three respondents completed lower-secondary school, 20 
respondents completed primary school and five respondents were not formally 
educated. 

Age range Education profiles

18-25 26-30 31- 35 No edu-
cation

Primary 
School

Second-
ary 

School

High 
school

IDI 12 10 8 5 20 3 2

30 30

Table 3.3: The number of respondents by age group and  
educational profiles in IDI

Secondary Data
This research comprises multiple sources of international and national 

publications, professional and academic reports, journals, NGO documents, 
and online newspapers. These various sources of information provide a wider 
understanding of current issues of the SRH of young women, and an important 
guide for its improvement.  

Data Analysis and Technique 

Respondent’s answers are based on a questionnaire with both semi-
structured interviews and in-depth interviews organized, disaggregated, 
categorized by themes and synthesized. The qualitative approach described the 
perception, experience, difficulties, and other feedback on the SRH of young 
women garment workers in Cambodia. 
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Chapter 4

Policy and Structural Factors

Before going into an analysis of the reproductive health issues, this 
chapter overviews the role of the government, garment factories, and civil 
society organizations that are contributing to reproductive health through 
policy and structural factors.   

Public Sector

Sexual and Reproductive Health Policy of the Royal Government of 
Cambodia

The Royal Government of Cambodia has taken certain steps to continue 
implementing and updating the Health Sector Strategic Plan to promote the 
sustainable development of the health sector, particularly to increase sanitation, 
health, nutrition and well-being of the Cambodian people, especially the poor, 
women, and children. To achieve the SRH policies, the Ministry of Health 
(MoH) focused on:

1. Improving quality, accessibility and coverage SRH for all people, 
maternal care, newborn, infant, child health and nutrition: 

a) Intensifying demand for and access to sexual reproductive 
health services, information, counseling and services 
consisting of contraception, safe abortion, and 
comprehensive abortion care.
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b) Ensuring reproductive health commodity security system

c) Increasing delivery in health facilities supported by trained 
health personnel

d) Enhancing maternal care through increased number of 
basic and widespread

e) Emergency Obstetric and Newborn Care units operated by 
skilled birth attendants and maintained by an operational 
referral system

f) Encouraging use of antenatal and postnatal care packages, 
including nutrition counseling and promotion and 
distribution of iron folic acid

g) Reinforcing maternal and neonatal death surveillance 
system

2. Reduction of morbidity and mortality of main communicable 
diseases such as HIV/AIDS or Sexually Transmitted Infections  
(Ministry of Education, Youth and Sport [MoEYS], 2014)

Garment Industry Policies

HIV/ AIDS Policy
The Ministry of Labor claims that HIV/AIDS is the main issue in the 

workplace, as it has a negative influence on productivity and economic growth. 
Moreover, workers also face stigma for having HIV/AIDs and suffer from 
discrimination in the workplace. This can cause loss of jobs and other acts of 
discrimination in the community. Thus, the workplace has proven to be a highly 
effective place to develop policies and programs to reduce discrimination and 
protect vulnerable groups (MoLVT, 2010).

The Ministry of Labor and Vocational Training and the ILO have 
provided technical support to help its partners to implement Prakas 086 (Article 
in law), stating that employers who employ between eight and fifty workers 
must set up HIV/AIDS working groups in the workplace. The HIV/AIDS 
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working groups must consist of a manager, nurse, labor union representative 
and worker(s). These key people must be equipped with training and they shall 
be made aware of, and educate other workers in the workplace about HIV/ 
AIDS (MoLVT, 2010).

Health Care Allowance
According to the Cambodia Labor Law, garment industries must pay 

for a health care allowance in line with regulations. Employers pay $5 per month 
on top of the actual wage. The allocation of health care allowance is based on 
the commencement of their work; newly recruited workers who have been 
contracted for less than 13 days will receive $2.50 (ILO, 2014).

Leave Permission Policy
The Cambodia Labor Law states that all workers have the right to annual 

leave, special leave, sick leave and maternity leave. (MoLVT, 2013)

Annual Leave

All employees are entitled to one and a half days of annual leave a month 
and 18 days per year. If leave is not used by the end of the year, it will be cashed 
at the beginning of the next year.

Special Leave

All workers are entitled to up to seven days of special leave per year for 
personal reasons that affect their immediate family or other situations. 

 Sick Leave

The employee has the right to take sick leave for up to six months because 
of illness. Sick leave will be paid as long as the employee provides a certificate 
issued by a qualified doctor. The payment during sick leave is as follows:

• 100% of wages during the first month of sick leave

• 60% of wages during the second and third month of sick leave

• Unpaid leave from the fourth until the sixth month 

Maternity Leave for Pregnant Workers
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The Cambodian Constitution comprises several significant provisions 
on the rights of adult females in the workplace. The constitution states that 
women will not lose their jobs because of pregnancy and they will have the 
right to receive maternity leave with full pay. Moreover, they will not lose 
seniority bonus or other social benefits. Article 182 of the Cambodia Labor 
Law states that employees who give birth are entitled to ninety days of maternity 
leave. In addition, during the first two months after returning from the maternity 
leave, women are only expected to carry out light work. Furthermore, employees 
cannot be laid off during maternity leave. Article 183 states that during the 
maternity leave, the female worker will be entitled to half of their wage including 
their benefits in cash and benefits in kind (MoLVT, 2013). 

Antenatal Checkup Policy

There is no policy on Antenatal Checkups (ANC) for pregnant workers 
in the Cambodia Labor Law, rather it depends on the garment factory policy. 
According to the three garment factories in this study, all pregnant workers 
are entitled to monthly ANCs without loss of any benefits.     

Nursing Room and Day Care Center Policy

The Cambodia Labor Law also clearly states that employers who employ 
100 women or more must set up an operational nursing room. The provision 
of milk formula or payment instead of a nursing room is not allowed (ILO, 
2014).

Moreover, Article 186 states that any employer who employs 100 women 
or more must set up an operational day care center. If the employer is not able 
to set up an operational day care center for children over eighteen months of 
age, the mother can send their children to any existing center and the costs 
incurred must be paid by the employer (MLVT, 2013).

Breast-Feeding Policy

Article 184 of the Cambodia Labor Law states that every mother who 
breastfeeds has the right to one hour per day during operating hours to feed 
their child. Mothers are entitled to spend 30 minutes during the morning shift 
and 30 minutes during the afternoon shift. The exact time of breastfeeding 
should be agreed between mother and employer (MLVT, 2013).
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Infirmary and First Aid

Article 242 of the Cambodia Labor Law states that an employer who 
hires more than fifty employees must establish an infirmary in the workplace. 
The infirmary must be run by a doctor and assisted by one or more male or 
female nurses. The infirmary must be open whenever there are workers in the 
factory, and at least one nurse must always be available at the infirmary. The 
infirmary will supply first aid materials and medicines to workers in the event 
of accidents or occupational illness during working hours (MoLVT, 2013). 

Civil Society 

Contribution of Garment Factories to Reproductive Health
According to the key informant interviews with the government official, 

the factory managers and NGO staff, reproductive health services are well 
designed at the national level, but have not been integrated into the Cambodian 
labor law. Thus, it is not a responsibility of the garment factories. However, the 
study found that some of the garment factories were trying to raise awareness 
around reproductive health issues and provide other training to workers due 
to pressure from external buyers. Moreover, the garment factories are also often 
required by buyers to have a third party who will conduct monitoring and 
evaluation and report the results back to the buyers. 

Actors Contributing to Health and Safety Issues in Garment factories
Nowadays, there are a few non-government organizations (NGO) that 

are working on reproductive health issues within the garment industry in 
Phnom Penh city. In the following sections, an overview of the main activities 
of these organization programs is given.

For instance, CARE International Cambodia is an organization which 
has been working in the garment industry in Cambodia since 1998, conducting 
activities in 48 garment factories. CARE Cambodia has been working with 
young female garment workers in Phnom Penh through the SBF project to set 
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up a peer education network in the factories, and building capacity for peer 
education to increase knowledge about SRH and HIV/AIDS (CARE, 2014). 

Reproductive Health Association of Cambodia (RHAC)and Mary Stopes 
International are two international organizations that offer services of 
reproductive health and family planning education to garment workers. They 
also run several clinics with family planning services (ILO, 2012). Unlike CARE 
Cambodia, these two organizations do not run any programs within the three 
selected factories in this study. 

The BFC is a program of the International Labor Organization. The BFC 
program is an agency that monitors working conditions in the garment industry 
in Cambodia by assessing whether the factories have complied with national 
law and international core labor standards and best practices. The BFC program 
has conducted independent assessments of working conditions in the 
Cambodian garment industry since 2001 (BFC, 2014).

The BFC is now inclusive of 546 garment and seven footwear businesses, 
covering 53,000 workers and has helped to improve working conditions and 
workplace environments in the garment and footwear industry (BFC, 2014). 
The activities of the BFC include:

Monitoring, assessing, and reporting on the compliance with 
national and international labor law standards by following 
guidelines including discrimination, forced labor, child labor, 
freedom, and compensation, working hours, contracts and 
occupational health and safety. 

Strengthening social dialogue at factory level and systems of 
advisory services to improve working conditions and working 
environment.

Building capacity through providing training to managers, 
supervisors and workers to increase understanding of the 
labor law and to make their factories better places to work 
(BFC, 2014). 

Moreover, to improve workers’ lives, the BFC is the main actor in the 
monitoring of maternity protection. To improve maternal health, the BFC has 
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three priority areas including improving maternity protection and health in 
the workplace, extending and improving social health protection and promoting 
decent work for health workers through working in partnership with the 
government and NGOs that have garment industry–related programs (BFC, 
2008).
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Chapter 5

Environmental Factors

This chapter overviews the socio-economic status, living conditions, and 
OHS of the respondents to analyze the reproductive health issues faced by 
them.

Socio-Economic Status

Educational Status 
According to the in-depth interviews that comprise this study, most 

respondents from factories A, B, and C lack diversified skills due to low levels 
of education and poverty. Notably, some workers had small blocks of land for 
cultivation and frequent crop failures had led them to face chronic livelihood 
challenges. As a result, they decided to move to urban areas, finding jobs to 
support their families.

 The growth of the garment sector and rapid urban development has led 
to the absorption of a high number of young women from rural areas. For 
example, respondents from factories A, B and C said that: 

My family is poor, and I have many younger brothers and 
sisters. My parents are farmers earning money for supporting 
the family. However, it is inadequate to support our living. 
Thus, I decided to stop studying at Grade 5 to find a job to 
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earn money to support my family... (Respondent C1, married 
and has experienced pregnancy)

I stopped studying because my family is poor. My family could 
not harvest crops because the crop failed and we were deep 
in debt. So, I had to come and work as a garment worker to 
receive regular income to support my family (Respondent A1, 
married and has experienced pregnancy)

I do not have parents; I live with my grandmother. My 
grandmother does not have money to support me to go to 
school. So, I decided to work in a garment factory since I was 
young; less than 18 years old. Nonetheless, I had to lie about 
my year of birth to be over 18 years old so that I could fulfill 
the requirements of the garment industry (Respondent J1, 
unmarried and has experienced pregnancy) 

Migration
Regarding migration status, the data indicated that most young women 

garment workers migrated to the city when they were single. Many of them 
had subsequently met and married men who worked in the same factory. A 
few workers married their husbands in the village before they migrated to work 
in the factory. All of them had migrated to seek a job in the urban areas because 
there are less job opportunities in the rural areas. This research also found that 
most respondents lived in poverty and were landless, two main push factors 
of rural labor mobilization to urban areas. For instance, one respondent (who 
had never been pregnant) in the focus group discussion said that:  

My family is poor and does not have land for agriculture. My 
parents have only a small plot of farmland which provides 
only a low income. It is not enough for the interest and other 
expenditures in my family, so I decided to migrate to the city 
to seek a job with my husband (FGD participant, married and 
never experienced pregnancy)



41

ENVIRONMENTAL FACTORS

Concerning motivations behind migration, the data found that most of 
the workers moved to the urban area because of individual and family factors 
as they saw their friends had a better life after working in the factories. For 
example, one of the FGD participants, who had experienced pregnancy, said 
that: 

I decided to work as the garment worker by myself because I 
saw my friends who have a better life after working as garment 
workers in the Phnom Penh. (FGD Participant, married and 
has experienced pregnancy)

Likewise, a Ministry of Planning (MoP) report showed that migration 
to pursue a job or better labor conditions is a result of individual and household 
motivation and calamities such as land loss, home loss, and natural disasters 
(2012). About 75% of rural women migrated with the purpose of gaining a 
laborers wage (MoP, 2012). Williams mentioned that approximately 13% of all 
rural households received remittances from garment workers and/or had a 
daughter or close relative working in the garment sector (2011).

According to the focus group discussion, most workers embarked on a 
job in the garment sector because of existing social connections. Their friends 
and siblings or relatives would recommend them to work in the same garment 
factory they are working for. Based on these relationships, they could help to 
facilitate the process of job application for these young female workers and this 
could save time in the recruitment process. One respondent in the focus group 
discussion said that:

I worked in this garment factory because I had friends and 
siblings who worked in the garment factory. All of them helped 
me to apply for work in the factory; it was easy to apply. (FGD 
participant, married and has experienced pregnancy)

On the other hand, some of them decided to move to work in the garment 
factory because they had to accompany their husbands to work in the city. The 
respondent said that:

I decided to work in the garment factory in Phnom Penh 
because my husband had a job in the city. I have to follow 
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him. (FGD participant, married and has not experienced 
pregnancy)

Similarly, in 2013 the MoP report found that most of the female garment 
workers already knew people in the city such as friends, neighbors, relatives, 
husbands and/or siblings from their villages before their arrival in Phnom Penh 
(2013). The families and/or friends helped respondents to find their jobs and 
places to live (MoP, 2013).

Overall, migration patterns among the respondents in this study tend 
to be similar. These workers migrated to the urban area due to poverty, debt, 
landlessness and no job opportunities, as well as a desire to support themselves 
and their families. Moreover, most respondents embarked on jobs in the garment 
sector, in part, due to relationships with relatives and friends, who are also 
garment workers and who were able to introduce them to job vacancies.       

Income and Household Expenditure
This study found that the average personal income of the young women 

garment workers was between 560,000 to 720,000 Cambodian Riel 
(approximately $140-180) per month, which includes basic salary, attendance 
bonus, seniority bonus, overtime, living support allowance, a specialization 
premium and other allowances. The average household income (including the 
contributions of other family members) was less than 1,400,000 Riel 
(approximately $350) per month. Only two out of 30 respondents (from factories 
B and C) had husbands with well-paid jobs with an average income between 
1,600,000 to 2,000,000 Riel (approximately $400-500) per month. The household 
income among young women garment workers depends on their position in 
the factory and their husband’s jobs. Most respondents in this study were 
married and living with their husbands. 

Previous research conducted by Hagar organization in 2012 found that 
women garment workers lived on subsistence livelihoods (2012). The female 
garment workers were challenged by financial issues in their lives because the 
income gained from their labor is low and they spent 80% of their income on 
their basic needs in the city, as well as sending remittances to their families in 
the village (Hagar, 2012).
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However, this study found that there were two types of living conditions 
among young women garment workers. For instance, two of the 30 women 
garment workers (from factories B and C) were from medium income 
households because their husbands worked in well paid positions in the city. 
They reported that they had never faced financial shortages while working in 
the city because their income was enough to support their basic needs and still 
remit some money to their families. Although they gained a relatively low 
income from their wages in the garment sector, their husbands played an 
important role in earning income from other, more lucrative, sectors. For 
example, the two respondents from factories B and C reported that:

I never faced financial problems because my husband worked 
with a local organization in Phnom Penh. Thus, the monthly 
salary in my family can help my family to live in a better life. 
(Respondent A1, married and has experienced pregnancy)

My husband works as a chef in a wedding service company 
in Phnom Penh. Even if I did not work in the garment factory, 
my husband can earn enough money to support my family. 
So, I have never faced financial issues. (Respondent K1, 
married and has experienced pregnancy)

In contrast, the research found that 28 out of the 30 respondents from 
factories A, B and C who were from the poorer households, despite being 
married, were also in debt and additionally did not have land for cultivation. 
Typically, these women were sending money back to their families in the village. 
Eleven out of 30 respondents from factories A, B and C had faced crop failure, 
debt or landlessness before working in the garment sector. In fact, most of them 
faced financial problems when meeting their daily basic needs because their 
income is used mostly for debt reimbursement or to send remittances to their 
hometowns. Respondents from factory B said in the IDI that: 

I do not have land for cultivation, and also I was in debt. I 
cannot find a better job in my hometown, so my husband and 
I decided to work in the factory because I thought that I could 
earn more money than in my village. Even though by working 
in the garment sector I can earn more money than the village, 
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I have to cover high costs for living in the city. Thus, I am 
always faced by financial issues. (Respondent B1, married and 
has experienced pregnancy)

My family is faced with crop failure. We need money to cover 
expenditures in the family, so I had to migrate to seek a job 
in the city in order to earn money for supporting my family. 
Every month I have to send more than half of my monthly 
salary back to my family at the village. However, I also have 
challenges in terms of financial issues for survival in the city. 
(Respondent B2, married and has not experienced pregnancy)

Moreover, this study found that men (the husband) play an important 
role in financially supporting the family. Some workers from factories A, B and 
C reported that they had financial hardship when their husbands were absent 
in the family. For example, the respondents said that:

   In my family, I am a household head instead of my husband 
because he was sick a long time ago. I always face financial 
hardship because I have to earn income alone to support my 
family. My income is inadequate for expenditures (necessary) 
in the daily life in the city. (Respondent C1, married and has 
experienced pregnancy)

I live with my husband without getting married because he is 
already married; I am a co-wife. He does not live regularly 
with me; he comes to visit me every three or four months and 
gives a little money to support my children. Thus, I have to 
work hard to earn more income by myself. However, my 
monthly income is not enough to support my family. 
(Respondent J1, unmarried and has experienced pregnancy)

The financial hardship led workers to reduce some of their daily basic 
expenditures. This research found that to deal with such problems, some of the 
garment workers from factories A, B and C, who had lower household income, 
reported during the IDI’s that: 
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Sometimes I do not have even rice or food to cook due to the 
limitation of income because I have to send money to my 
mum. She was sick, so I have to reduce some expenditure on 
breakfast and some snacks, and clothes. (Respondent O2, 
married and has not experienced pregnancy)

Additionally, due to financial hardship, some workers reported that they 
have to reduce the amount or quality of food for daily consumption. For 
example, one unmarried respondent in the IDI’s said that: 

My household income is very low while I have to pay for room 
fee, electricity, water, medicines and send remittance to my 
family. My income is inadequate for survival in the city. I have 
to reduce some expenditures, such as new clothes, expensive 
food and rent a cheaper room and so on. (Respondent O2, 
married and has not experienced pregnancy)

In addition, financial hardship also led some women workers to take 
loans from others for survival in the city. This research found that some workers 
from factories A, B and C had taken a loan from neighbors or friends to solve 
their problems, including for rent or medicine. For example, the respondent 
in the IDI explained that:

 [She cried during the talks about her financial issues] I always 
have stress when I face financial hardship because my monthly 
income is not enough to pay for living in the city. I spent a 
lot of money on treatment for my son when he was sick. 
Sometimes I have to borrow money from my neighbor to buy 
medicines for treatment. I also have to pay interest every 
month. (Respondent J1, unmarried and has experienced 
pregnancy)

Sometimes I do not have money to pay for the rented room 
or medicines because my husband was sick a long time ago; 
I have to cover high cost for his treatment. To deal with this, 
sometimes I need to borrow money from my neighbor. When 
I get the monthly salary, I have to pay them back and the 
interest. (Respondent C1, married and has experienced 
pregnancy)
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Living Conditions of Young Women Garment Workers

Housing, and Utilities  
Limitations in income has driven workers to live in poor environments, 

such as small or shared rooms and with poor facilities, hygiene and sanitation. 
According to field observations and brief interviews with some of the workers 
from the Chaom Chau Commune, there were a lot of problems in relation to 
cost, size and amenities in the rented rooms. Most workers who are working 
in the garment factories at Chaom Chau Commune live in small rented rooms. 
With low salaries, they could not afford comfortable living conditions and as 
a result, typically live in shared rooms with friends, relatives or coworkers.

Moreover, according to a previous study by Action Aid on the living 
conditions of garment workers in Phnom Penh, most garment workers live in 
cheap rented rooms because of limited income (2014). In fact, they have to 
spend approximately 6,000 to 8,000 Riel ($15 to $20) per month for a rented 
room shared by two or more people. The size of the small room that they rent 
is typically less than 10 square meters, with one wooden bed (Daube, 2014).

Likewise, this study also found that the average price of rented rooms is 
between 80,000 and 180,000 Riel ($20 to $45) per month. The standard room 
is usually less than 8 square meters. Owing to insufficient income, most workers 
from factories A, B and C reported that they rented cheaper and smaller rooms 
because they cannot afford to pay the higher price of the larger rooms. They 
afford the small rooms by sharing with friends, relatives or coworkers, with 
four to six people staying in one rented room. 

Moreover, this research found that nine out of the 30 respondents whose 
husbands live elsewhere and 11 out of the 30 respondents who live with their 
husbands, share their room with other people such as friends, relatives and/or 
siblings. Respondents in the IDIs reported that:

My husband and I live in a shared room with a relative because 
my income is inadequate to support my daily life in the city 
or remittance. (Respondent M1, married and has experienced 
pregnancy)
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In my rented room, I lived with four people such as my sister 
and friends. The price of this room is only 160,000 riel ($40) 
per month, so every month we pay only 40,-000 riel ($10) 
each. Though the space is small and difficult for us, we can 
save money. (Respondent M2, married and has not experienced 
pregnancy)

Figure 5.1: One respondent who lives with her husband (left) and another 
woman whose husband lives elsewhere and who shares her room with  

others (right) (Source: Author) 

Nevertheless, eight respondents from factories A, B and C are living with 
their husbands and children in private rooms. Despite being able to live in 
private rooms, they still can only afford the smaller rooms. There were two out 
of 30 respondents who have the financial capacity to rent better rooms because 
their husbands have better jobs. For example, respondents in the IDI reported 
that:

I live in this rented room, which is only $20, with my husband 
and children. The space of this room is so small; anyways, I 
cannot share a room with other people like others do because 
I have children. (Respondent O1, married and has experienced 
pregnancy) 
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Figure 5.2: Example private rooms rented by garment workers (Source: Author) 

Furthermore, this research found that 26 out of 30 respondents usually 
rent rooms nearby the factory so they can easily commute to work. They often 
walk to work without using transportation. The average distance from their 
rented rooms to the factory is about 0.5 to one kilometer. Some workers rent 
rooms far from the factory and they go to and from work by motorcycle.   

Regarding the utilities available in the rented rooms, previous research 
of Action Aid reported that there are some facilities available in the rooms such 
as electricity, tube water and a toilet (2014). Some rooms are not equipped with 
toilets, so they have to share the toilets with other tenants in the same building 
area (Action Aid, 2014). 

Similarly, the data showed that the quality of the housing facilities 
depended on the price and that some houses do not have facilities such as 
bathrooms, kitchens or water systems. This study also found that only four out 
of 30 workers can afford to pay the high price of rented rooms with a combined 
toilet and bathroom and cooking space in front of the room. Most workers 
who have lower incomes prefer to hire rooms with poor facilities and limited 
space. Though there is no cooking space and toilet, they can use the living space 
floor for both cooking and sleeping, and share the toilets outside the room. For 
example, one respondent in the IDI explained that:

The available facilities in my room were only electricity, toilet 
and water. In my rented room, there is no attached bathroom, 
bedroom or kitchen. I sleep in this room and also cook in this 
room. (Respondent A1, married and has experienced 
pregnancy)
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Figure 5.3: Using living space for both cooking and sleeping  (Source: Author)

Moreover, 18 out of 30 workers felt insecure because they have to go 
outside their rooms to access housing facilities, including water and toilets, 
whose hygiene and sanitation are poor anyway. In addition, another problem 
is insufficient toilets for the tenants. According to one respondent:  

My rented room had only electricity. There is a water jar in 
front of my room because it is cheaper. I had to share the toilet 
with another renter in this area. There are a lot of people using 
the toilet. The toilet is not enough for the renters because there 
are only three toilets available now and two toilets are not 
available. Thus, in the morning and evening I need to stand 
and wait for using toilet. Sometimes I have to control urine 
or defecating feces. (Respondent M1, married and has 
experienced pregnancy)

I am afraid to go to the toilet outside at night for defecating 
feces or urine because I am scared of drug users in this area 
and I am also worried about my security when I go to the 
toilet at night. Therefore, I have a spittoon in my room, and 
then in the morning I have to take it out to the toilet. 
(Respondent B2, married and has not experienced pregnancy)

For all renters who used the toilet outside, they have to clean 
after using, but sometimes they forget. So, the toilet outside 
is unclean, dirty and smelly. (Respondent E2 who is married 
and has not experienced pregnancy)
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Figure 5.4: Water jars and toilets outside rented room  (Source: Author)

Security in Rented Room Areas 
According to observations made during the evenings in the study area, 

the researcher found that this area is an economic zone in Phnom Penh with 
high population density, including migrated workers. The massive population 
and migrants are out of the control of local authorities. Most workers lived in 
a block of rented rooms with poor security control. There have been occasional 
disruptions by the workers’ neighbors, including issues with violent and drunken 
men. 

Through in-depth interviews, the respondents revealed that the rental 
areas were unsafe for the workers, especially at night. They faced fear of robbery 
and drug users when they returned home at night. Some respondents stated 
that in the past thieves came into the workers’ room and took all the workers’ 
property. However, nowadays most of the respondents reported that the security 
in their living areas is better. One IDI respondent reported that:

This area was insecure before. There were robbers, gangsters 
and drug users, but nowadays I never faced or heard someone 
complaining about security issues. (Respondent A1, married 
and has experienced pregnancy)

In contrast, a few respondents continue facing insecurity in their areas owing 
to robbery or drug and alcohol users. For example, one respondent said that:
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One day my husband and I worked for a whole day until night. 
When returning back to my room; my door was opened and 
we had lost all our property. (Respondent C3, married and 
has experienced pregnancy)

Moreover, some respondents felt fear when they met drug users in the 
area, as they had occasionally threatened and asked for money from them. One 
respondent in the IDI said that:

I met a drug user in a rented room area; I did not know him 
before in this area. Maybe he came from another area. He 
threatened me and asked for some money from me when I 
returned to my room at night alone. Fortunately, my friends 
walked behind me and then they asked me ‘what is happening 
to you?’ Then he ran away. (Respondent J2, married and has 
not experienced pregnancy)

Furthermore, a few of the interviewees from factories A and C stated 
that they are afraid of their neighbors. When they drink alcohol, they fight with 
their wives or shout loudly in their rooms. One respondent in her IDI explained 
that:

My room neighbor is always drunk and shouts loudly to his 
wife. One day I was so scared when I stayed alone because my 
husband worked as a motor driver until the middle of the 
night. I called my husband to come back to the room soon. 
The drunken man shouted loudly to me that “if you complain 
about me to another or the house owner, I will kill you”. I also 
recorded his voice and I wanted to complain to the house 
owner; however, I felt afraid of his threatening words. I was 
quiet and deleted the record from my phone. (Respondent 
P1, married and has experienced pregnancy)

On the evening of 5th November, 2015, at around 6:00 PM, the researcher 
observed that the road leading to the rented rooms was dark because the house 
owner did not equip the road with electric lights. Moreover, the research found 
that in the evening there was a small gathering of men sitting in front of their 
room, drinking alcohol, and shouting loudly on the road. Thus, according to 
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information from interviews and observations by the researcher, workers, 
especially females, are faced with insecurity when going outside at night. 

Nutrition and Food 
As a 2012 report of the ILO found, most of the workers buy food near 

the factory for their lunch (2012). At that time, the average price of a meal near 
the factory was only 2000 Riel (US $0.5), however the food near the factory 
was mostly composed of cheap vegetables with very little vitamin content (ILO, 
2012). 

According to observations of the study area during lunchtime, most 
workers bought meals near the factory for their lunch because it was cheap and 
convenient for workers who have limited time and live far from the factory.  

Most of the respondents from factories A, B and C reported that food 
near their factory was very cheap at only 1500 to 2000 Riel for lunch. If they 
buy food to cook themselves in the rented room, they would have to pay more 
than buying street food in front of the factory. For example, one respondent in 
the IDIs reported that:

I often bought food near my factory for my lunch because it 
was an affordable price. I bought rice for only 500 Riel and 
food for 1,000 Riel for my lunch. If I buy food to cook by 
myself, I have to pay about 5,000 to 8,000 Riel. (Respondent 
C2, married and has not been pregnant)

Moreover, according to the data, 23 out of 30 respondents reported that 
they preferred to buy food or clothes at the street market in front of the factory 
because the prices of the goods there are cheaper than the price at a big market 
in the city. It is also easy for them to buy goods at the street market as they do 
not have much time. One respondent reported in her IDI that:

I preferred the street market because products such as meat, 
vegetable, clothes and so on are very much cheaper than those 
sold at the big market. (Respondent N1, married and has 
experienced pregnancy) 
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Furthermore, based on the observations of the researcher, in front of 
most factories there are street markets operating from 4:00PM until 7:00PM, 
selling food, clothes, and other goods with very cheap prices. 

However, 28 out of 30 respondents reported that the quality of food and 
goods in the street market in front of the factory is very poor because the 
vendors are careless about hygiene and cleanliness. Food products including 
meat and vegetables are contaminated with chemicals. Some workers 
complained that they suffered illness from these foods; they had diarrhea and 
stomach aches, and were weak because of vitamin deficiencies in the foods. 
Most workers felt that the quality of the food in their village is better than the 
food in the city. For example, two respondents in the IDIs said: 

I thought that food or other products in front of the factory 
are of poor quality because sometimes I had diarrhea after 
eating. The seller is careless about hygiene and cleanliness; 
sometimes there are many flies on the food and the food is 
covered by dust. (Respondent I2, married and has not been 
pregnant) 

If comparing food in the city and my hometown, I think that 
the quality of food in my hometown is better than in the city. 
I can find most of the foods, such as vegetables or meats nearby 
my house or field. I do not need to buy. (Respondent F2, is 
married and has not been pregnant) 

This research also found that most of the respondents had three meals 
per day including breakfast, lunch, and dinner. Most of the workers ate the 
remaining food from the previous dinner for breakfast in their rented room 
because they wanted to save money for their families. Eight out of 30 workers 
have breakfast near their factory to save time. For example, two respondents 
in their IDIs said that:

I usually have breakfast in my rented room because I want to 
save money for treatment of my husband and support my 
daughter’s education, and I think that food outside is unclean. 
(Respondent D1, married and has experienced pregnancy)
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I always have breakfast near the factory due to time limitations 
in preparing the breakfast by myself. (Respondent C2, is 
married and has not been pregnant)

According to the in-depth interviews, six out of 30 workers from factories 
A, B and C go to their rented rooms and cook food for their lunch by themselves 
because their factory is close to the rented room, while the rest reported that 
they mostly bought food near the factory for their lunch because they do not 
have enough time to go back to their rented room for cooking. Two respondents, 
in their IDIs reported that:

I have lunch near the factory because I have limited time to 
go to my rented room and cook lunch. If I go back, I have to 
pay for the motor driver’s fee. So, I have to pay a higher price 
than having lunch near the factory. (Respondent K2, is married 
and has not been pregnant)

I usually cook my lunch and eat at my rented room because 
my factory is near. Moreover, the food outside is not good 
because I always have diarrhea when I have it. Another reason 
is that my husband does not like food outside because he said 
that it is not clean and does not have enough vitamins. 
(Respondent A1, is married and has experienced pregnancy)

Figure 5.5: Workers having lunch near the factory (Source: Author)
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Furthermore, most of the respondents from factories A, B and C reported 
that they cooked dinner by themselves if they were not working overtime. 
When they had overtime at night, most of them would buy food and eat it in 
front of the factory before starting the overtime. One respondent said:     

I usually cook dinner by myself when I do not have overtime. 
When I have time, I can cook whatever I want to eat. It is more 
hygienic and cleaner than food outside. (Respondent D1, 
married and has experienced pregnancy)

Occupation Health and Hazards 

Working Hours and Overtime
This study found that working hours and overtime among garment 

workers is in line with the law; eight hours per day, 48 hours per week and two 
hours for overtime. However, when it comes to overtime, employers often do 
not allow workers to take breaks before starting their extra shift. Some of the 
respondents reported that they felt exhausted after finishing normal work, but 
they had to continue working overtime.

Cambodian labor law states that overtime is allowed for exceptional or 
urgent work only and that overtime work must be voluntary. Employers must 
not impose any penalty on workers who choose not to work overtime.   

In contrast most of the respondents who work in the garment factories 
A, B and C reported that sometimes they do not have the willingness to do 
overtime, but have to because they are afraid that their supervisor would scold 
them or might dismiss them. Some of them did not feel secure about an 
employment contract, for example, one IDI respondent said that:

I cannot refuse overtime work because I am very scared of 
my supervisor. One day I was unwell, I did not want to work 
overtime, when I asked permission from my supervisor, she 
said that “today you can be absent from working overtime, 
but tomorrow you will not see your name in this factory. 
(Respondent P1, married and has experienced pregnancy) 
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Additionally, this study found that most workers from factories A, B and 
C worked overtime because they could not survive with the normal wage 
(overtime is paid higher than the normal wage) and the factory also had urgent 
work. One respondent said in her IDI: 

I worked overtime because the factory had urgent work. 
Sometimes I feel tired after finishing my job and I am really 
lazy to work overtime, but I cannot refuse because I have to 
earn more money to support my family. Overtime is paid 
higher than the normal work day. (Respondent J1, unmarried 
and has experienced pregnancy)

Moreover, the study found that the garment factories A, B and C regularly 
paid the minimum wage for workers. Although the minimum wage is not 
sufficient for survival in the city or supporting their family in the village, most 
of the workers remained in their jobs because they lack skills and education to 
pursue alternative employment. 

The study also found that 26 out of 30 workers complained about the 
implementation of leave policies within their factory. As discussed in the 
previous cshapter, according to the policy of the garment factories and the 
Cambodia law, all employees are entitled to paid annual leave, special leave, 
sick leave and maternity leave. Full-time workers get one and a half days of 
annual leave a month or 18 days per year of paid leave. Likewise, all workers 
have the right to take sick leave for up to 6 months. If an employee is absent 
from work because of illness and if he/she provides a diagnostic result to the 
employer, he/she will be paid. They will get 100% of their wage during the first 
month of sick leave, 60% of their wage during the second and third months of 
sick leave, and unpaid leave from the fourth until the sixth month (MoLVT, 
2013).  

However, according to key informant interviews with the managers in 
factory A, workers are paid sick leave for a maximum of seven days. They also 
receive incentives such as attendance bonuses if they have a medical certificate 
from the clinic or hospital. However, most of workers had difficulties to get 
medical certification due to the high expenses for treatment at a hospital or 
clinic.
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Nonetheless, the study found that some workers from garment factory 
A were unhappy when they took sick leave or annual leave because their factory 
deducted their attendance bonus when they did not have the medical 
certification. Moreover, some workers who work in factory C reported that it 
is difficult to get medical certification forms because most clinics or pharmacies 
near their rented room will not issue it for them. Thus, they almost always lose 
their attendance bonuses. One respondent said:

My factory always reduced my incentives when I was sick 
because I did not have medical certification from the doctor; 
it is difficult to get it. Normally, when I was sick, I never go to 
get treatment at the health center or big clinic. I just buy 
medicines and take a rest in the rented room, so doctors cannot 
give me the medical certification. (Respondent B2, married 
and has experienced pregnancy)     

Moreover, a few of the workers who work in factory B reported that even 
though they had the medical certification, they still lost the attendance bonus. 
One respondent said:

Even though I had the medical certification from the health 
center, I always lose my attendance bonus. Normally, the 
factory offers attendance bonus for $10 per day. If I take off 
two days, I will lose $20. So, sometimes I do not want to take 
sick leave even though I am sick. (Respondent P1, married 
and has experienced pregnancy)  

Working Environment in the Garment Factory 
The BFC plays an important role on behalf of the ILO to monitor garment 

factories. All export garment factories in Cambodia must agree to be monitored 
according to guidelines of national and international labor law to receive export 
licenses (BFC, 2016). OHS is one of the categories for the BFC monitoring and 
evaluation process, including regular emergency evacuation drills and the 
provision of dangerous machine parts with safety guards (BFC, 2015a). The 
three selected garment industries for the study were included in the transparency 
database of the BFC, two garment factories of which were compliant with the 
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guidelines and another was non-compliant with the guidelines. Details of the 
assessment of OHS in the factories A, B, and C by the BFC are shown below:

ISSUE and  
COMPLIANCE 

Garment  
factory (A)

Garment factory 
(B)

Garment factory 
(C)

Regular emergency evacua-
tion drills (every 6 months) P X P

Emergency exit doors are 
unlocked during working 
hours

P P P

Emergency exit doors are 
sufficient P P P

Dangerous machine parts 
have safety guards (not 
needle guards)

P X P

Clean and sufficient drink-
ing water P P P

 Table 5.6: Occupational health and safety in the workplace  
(Source: BFC, 2016) 

In contrast, according to in-depth interviews, some workers who work 
in factories A and B reported that the garment factories were not sufficiently 
equipped with fans for workers and that the factory’s windows are mostly closed. 

In my factory, it is so hot, particularly in the summer, because 
the factory does not provide an air conditioner in the 
workplace, but uses only big fans. Cool air cannot be well 
circulated. I always complained to the manager or the staff 
who worked for the Ministry of Labor when they interviewed 
me about working conditions in the factory, but nothing has 
changed. (Respondent M1, married and has experienced 
pregnancy)

Moreover, most of the respondents who work in the garment factories 
A, B and C, particularly those who work in the cutting and sewing unit, reported 
that sometimes they can smell chemicals on the fabrics they are working with.
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According to the managers who worked in the three garment factories 
at the center of this study, to protect workers from toxic odors the factories 
advised workers to use masks or a small towel to cover their heads or nose. 
However, most of the workers reported that they do not actually respect this 
factory regulation because they find it difficult to breathe with such limited 
oxygen circulating inside the factory. One worker reported that:

Normally, my factory provides masks to protect from the smell 
or dust from fabrics, but it is not easy to use due to difficulty 
in breathing. (Respondent C2, married and has not been 
pregnant)

In addition, some of the respondents who work in factories B and C 
reported that the factories do not have enough toilets for workers. The toilet is 
not clean and soap or tissue papers are often not provided. Using the toilet is 
restricted and supervisors always follow up when they think a worker has been 
using the toilet for a long time. 

Based on in-depth interviews, most workers from factories B and C 
reported that there is enough clean drinking water. Sometimes they can bring 
water from the factories to their rented rooms. However, a few workers reported 
that there is insufficient drinking water. One respondent said: 

Drinking water in my factory is not clean; sometimes it has 
the algae or it is smelly. However, sometimes I have to drink 
it even though I know that it is not clean because I am thirsty. 
I cannot wait until I finish my job. (Respondent P2, married 
and has experienced pregnancy) 

Injury in the Workplace
On a positive note, this research found that there are enough protective 

materials to prevent workers from any accidents in the workplace. Only a few 
of the workers from factories A, B and C reported that they faced injury while 
working. The injuries were mainly needle injuries, the pricking of fingers and 
drilling by machine needles, and hurting fingertips with the button-hole 
machine. For example, one respondent reported that: 
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My fingertips are hurting during the buttoning up of clothes 
because the machine works so fast. (Respondent C2, married 
and has not been pregnant)

Moreover, according to key informant interviews with a manager of the 
garment workers, only a few of the workers experienced injury while working 
at the workplace because they were reckless. Some workers reported that 
sometimes they did not use the protective materials because it made their work 
more difficult. 

Our factory has provided enough training on the protective 
materials to prevent them from any accident in the workplace 
before they start working. However, most workers are reckless.  
(The General Manager of garment factory A)

I hurt my fingertips on the machine needle when I sewed 
because the machine worked so fast. When sewing, I did not 
use finger protectors because it feels difficult to touch the 
fabric. (Respondent F2, married and has not been pregnant)

Common Illness among Young Women Garment Workers
There are two factors that have an impact on the workers’ health status. 

The first factor is health related working conditions and the second factor is 
related to living conditions.

For instance, this study found that respondents from factories A, B and 
C, have common illnesses such as typhoid, stomach aches, cold, heart disease, 
respiratory problems, dizziness and fainting, back/leg/arm pain and weakness. 
According to the in-depth interviews and focus group discussions, most 
workers, especially women, experienced typhoid and stomach aches, caused 
by low food and drinking water intake due to a lack of time and continuous 
work. Moreover, observation implied that many of the workers like to eat 
pickled fruit or vegetables, or dried freshwater clams that are sold on the street 
and have not been properly cleaned. According to the World Health 
Organization, the typhoid fever is caused by Salmonella typhi. It is transmitted 
through the ingestion of food or drink contaminated with the feces or urine 
of people carrying the typhoid fever disease. Many foods become contaminated 
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when prepared by people who don’t wash their hands thoroughly after using 
the toilet. Infection can also occur if people touch something that is contaminated 
and then put their fingers in their mouth (WHO, 2016).  One of the respondents 
in a FGD said that: 

I got typhoid and stomach ache because I never eat regularly. 
Sometimes I skipped my breakfast and sometimes my dinner 
was late because I worked overtime. (One FGD participant, 
married and has not been pregnant)  

Furthermore, the study also found that some of workers from factories 
A, B and C fainted while working because they did not have enough sleep and/
or had low food intake. Workers who have lower household income consumed 
foods of poor quality, low protein, vitamins and overall nutrition. Hagar reported 
that weakness or dizziness and fainting are caused by insufficient food intake, 
the smell of chemicals from fabrics, strenuous work, insufficient sleep and 
sickness (Harga Organization, 2012). One respondent said that:

I had experienced fainting when I was pregnant because I did 
not have enough sleep or food. I also worked overtime. 
(Respondent P1, married and has experienced pregnancy)

This research is consistent with Makin who claimed that the most 
common illnesses among garment workers were fever, fainting, and diarrhea 
(2006). For diarrhea, men are likely to have it more than women, however, 
women are more likely to faint rather than men. The report illustrated that 
typhoid was the common cause of sick leave requests, representing 59%, 
followed by diarrhea (53%), fainting (45%) and fever (40%) (Jenniter, 2006).

Discrimination
The FGDs found that most of the garment factories preferred women, 

especially young women, to men because women are seen as passive, acquiescent 
and compliant. Some workers from factories A, B and C reported that men 
were less likely to accept restrictions and are more likely to respond by joining 
unions and forming protests and strikes. Women workers, however, are less 
likely to join activities with unions. For example, one of the women in the focus 
group discussions reported that:  
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The garment industry prefers to recruit women to men, 
although women do not have the skill. The factories provide 
training for them. If women do not have the skill, they are 
recruited because they worry about men’s participation in 
protests or strikes. If men want to apply to work in the garment 
industry, they need another worker, who can be friend, sibling, 
or relative, inside the factory to introduce them. (One FGD 
participant, married and has not been pregnant)

Moreover, a few of the garment factories still discriminated against 
disable workers during the recruitment process. For example, one respondent 
said that: 

Many factories rejected me because one side of my leg had 
polio. They assumed that I could not work well in the factory. 
However, I can walk and do everything as (able-bodied) people 
can. I felt hopeless to apply to the garment industry. Luckily, 
the garment factory that I am currently working for selected 
me. They tested me for a month. (Respondent O2, married 
and has not been pregnant)

In addition, this study found that there was some age discrimination 
during the recruitment process. The factories appeared to prefer women who 
are under 30 years old, due to an assumption of low productivity as they get 
older. Most respondents reported that the garment factories discriminated 
against pregnant women in the recruitment process since pregnant workers 
are less productive. Respondents in the FGDs reported that:

The common perception among workers is that most of the 
garment factories’ (job) announcements request young women 
who are under 30 years old to work in the factory because 
they assume that old women cannot work as hard as the young 
women. (FGD participant, married and has experienced 
pregnancy) 

 I applied to work in the factory when I was pregnant. My 
friend told me that I should hide information that I am 
pregnant during the recruitment process. If the manager of 
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human resources knew; he/she would not select me to work 
in the factory. (FGD participant, married and has experienced 
pregnancy) 

The general perception among workers is that most pregnant 
workers have an obstacle to pass the recruitment process. Most 
factories prefer not to recruit pregnant women. The factory 
manager thinks that pregnant workers cannot work to meet 
the target as they are often absent, do not want to work 
overtime and request (maternity) leave. (FGD participant, 
married and has experienced pregnancy) 

Furthermore, according to in-depth interviews with workers from 
factories A, B and C, most women garment workers often faced harsh scolding 
in public from group leaders or supervisors when they made mistakes, worked 
too slow or failed to comply with workplace rules. For example, one respondent 
said:

My supervisor always scolded me with harsh words when I 
made mistakes. Sometimes she shouted loudly in the sewing 
room when I made mistakes. She shouted “why is your brain 
so poor. I really want to cut your ear now to make you 
remember next time”. I felt very embarrassed in front of 
coworkers. (Respondent P2, married and has experienced 
pregnancy)

Most of the respondents who work in factories A, B and C reported that 
they have never complained about discrimination to the unions, the factory 
manager or NGOs because they do not expect actions to be taken. 

On the contrary, as it would be expected, according to the key informant 
interviews with managers of the garment factories, the garment factories have 
never discriminated against workers in the recruitment process. They select all 
those who have the ability and commitment to work. The garment industry 
gives opportunity for all people including men and women, disabled people, 
pregnant women, and people with HIV/AIDs. The factories have never 
dismissed pregnant women or workers during maternity leave.     
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According to the Better Factories Cambodia’ assessment of transparency, 
the three selected studied factories have complied with national and international 
labor law, in regard to discrimination against workers, dismissal of pregnant 
workers, dismissal of workers during maternity leave and workers who have 
union memberships (BFC, 2015a). Details of the BFC’s assessment are described 
below:

ISSUE and COMPLIANCE Garment  
factory (A)

Garment  
factory (B)

Garment  
factory (C)

No discrimination against  
workers P P P

No dismissal of pregnant workers P P P

No dismissal of workers during 
maternity leave P P P

Equal pay for men and women P P P

No discrimination against work-
ers based on union membership P P P

 Table 5.7: Discrimination in the workplace (Source: BFC, 2015a)

Overall, the BFC’s assessment of discrimination in the workplace found 
that there was no form of discrimination in the three factories selected for this 
study. However, in reality, some workers reported discrimination in the 
workplace during recruitment processes and from the manager, supervisor or 
group leader. Women are thought to be perceived as compliant, passive, and 
acquiescence workers and are supposedly less likely to join unions to protest 
for their rights when compared to male workers; as a result, most factories 
prefer women to men.    

Sexual Harassment in the Workplace
A Human Rights Watch study found that forms of sexual harassment 

faced by women garment workers include visible, verbal, physical, and sexual 
harassment from the manager or male coworkers (HRW, 2015).

According to data in this study, most female workers from factories A, 
B and C have low educational backgrounds. observation conducted during the 
interviews with respondents about sexual harassment issues at the workplace 
found that most of the respondents have a low level of understanding of sexual 



65

ENVIRONMENTAL FACTORS

harassment. Most of them understood that sexual harassment includes only 
physical harassment such as forced sexual intercourse or rape. Visible and 
verbal harassment happened to them most of the time, but they did not 
recognize this as a form of harassment. Thus, the researcher had to give an 
introduction on what sexual harassment is before commencing the interviews. 
The Project Coordinator (PC) of the Sewing for a Brighter Future program said 
that: 

most workers faced visible and verbal forms of sexual 
harassment from male co-workers or friends every day, but 
they did not realize it. The signs of sexual harassment such as 
touching, pinching, joking and body contact. (The PC of the 
SBF, CARE Cambodia Organization)  

Similarly, the Human Rights Watch study found that most workers faced 
sexual harassment, including both physical and verbal forms, from male 
coworkers and friends. The verbal harassment was more likely to be faced by 
unmarried women rather than married women. One respondent said:

I always saw male workers looking at single women when they 
wore sexy clothes, then they discussed her body parts such as 
her breasts, buttocks, and so on with their friends. (FGD 
participant, married and has experienced pregnancy) 

Moreover, forms of the verbal harassment can be obscene jokes, 
comments about physical appearance and/or obscene gestures. One respondent 
said:

 Sometimes male workers are always kidding with me that 
‘honey!!! I love you and I want to kiss you’ in front of many 
people in the workplace. Sometimes I feel shy even though I 
have been married already and I worry about my husband’s 
feeling. (Respondent G2, married and has not been pregnant)

According to in-depth interviews, one respondent from factory B 
reported that she faced physical forms of sexual harassment from the owner 
of the factory when she was single. The respondent said: 
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I face sexual harassment from my factory owner; he always 
calls me to meet him at his office because my position is an 
assistant of the factory owner. He always says to me that he 
has fallen in love with me and sometimes he touches my private 
place. One day he said that he wanted to marry me and then 
he asked me to have sexual intercourse with him, but I refused.  
(Respondent L1, was married and has experienced pregnancy)

The study also found that most of the sexual harassment cases have never 
been reported to the factory manager or other workers. One respondent in the 
focus group discussion said:

Most of the women workers are always quiet when male 
coworkers do not value her by talking or touching their bodies 
because they do not know how to complain and do not know 
where go to. (FGD participant, married and has experienced 
pregnancy)

Only a few of the workers from factories A, B and C complained of this 
particular problem, although they have never received a solution from the 
factory. For example, the respondents said that:

I had experienced sexual harassment from the factory owner 
many times, and I reported my case to my manager many 
times, but I never got a solution. The factory owner still 
continued his action towards me, so I decided to quit my job 
with that factory. (Respondent L1, married and has 
experienced pregnancy)
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Discussion on Sexual and  
Reproductive Health 

This section is going to discuss how environmental and individual factors 
impact on the SRH of young women garment workers. The environmental 
factors consist of socio-economic status, living conditions, occupational health 
and hazards, and the garment industry itself, and individual factors include 
knowledge, perception, attitude, behavior and practices of SRH.

Overall Reproductive Health Conditions among Young Women 
Garment Workers

During in-depth interviews with the workers and brief interviews with 
nurses in the garment factories it was found that young women garment workers 
suffered from reproductive health issues such as hemorrhoids, lower abnormal 
pains and vaginal discharge, vaginal bleeding, and irregular menstrual cycles, 
all of which indicate poor reproductive health conditions of young women 
garment workers. 

Factors Related to Vaginal Discharge 

Living Conditions and Working Conditions

As this study found out, ten out of 30 respondents from factories A, B 
and C have suffered from problems associated with vaginal discharge. It was 
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thought that the main factors affecting this vaginal discharge were their working 
and living conditions. The working conditions were the main factor that 
influenced the vaginal discharge problem, as they were often forced to sit for 
long hours without a break and use unsanitary toilet facilities in the garment 
factory. Most respondents regularly used these toilets during their work days. 
Moreover, some of respondents complained that their chairs that they were 
provided had an odor which made them feel uncomfortable. Respondents said 
that:

I had vaginal discharge a long time ago. It started when I had 
been working in the garment factory because I had to sit 
sewing for long hours at a time, from eight hours or 10 hours 
per day, and I could not take a break during those working 
hours. (Respondent P1, married and has experienced 
pregnancy) 

The toilet in the factory is unsanitary and smells. I think I 
transferred the vaginal discharge from the unsanitary toilet. 
(Respondent L2, married and has not experienced pregnancy)

 Sometime I feel uncomfortable with the chair that I sit in for 
sewing because I feel hot, smelly, and sweat sometimes. 
(Respondent M1, married and has experienced pregnancy)

Furthermore, living conditions were also identified as factors that impact 
the issue of vaginal discharge. For instance, some workers from factories B and 
C reported that they use shared toilets in their rented rooms, and these shared 
toilets are typically unsanitary and smelly. Thus, the sanitation and hygiene of 
the toilets in the living quarters are also a contributing factor to vaginal discharge 
among the participants.  

Additionally, the key informant interview with the medical professional 
(nurse) revealed that there is also an interaction between the working and living 
conditions contribute to this health issue among these young women. She 
reported that most of the women garment workers suffered from vaginal 
discharge as a result of the aforementioned working conditions like sitting for 
long periods of time and sweating on the chair, as well as unhygienic clothing. 
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The workers work long hours in the factory leaving them with little time to 
wash their clothes. According to the nurse in garment factory C:

Most of the workers experience vaginal discharge; it is caused 
by unsanitary toilets and unclean clothes. Because they worked 
long hours every day, as a result, they are tired when they go 
back to their rented room and are lazy to wash their clothes. 
Sometimes they had to wear the same clothes two or three 
times. The vaginal discharge is also caused by the seats. The 
chairs in the factory are uncomfortable, as it is hot and sweaty 
when they sit for long periods of time. (Nurse in garment 
factory C)

According to the researcher’s observations inside factory C, the seating 
supplied for garment workers is indeed uncomfortable for workers. For example, 
the chair is made from wood. It is about 10 cm wide and 50cm in length and 
most of workers make a small mattress for their seat. Additionally, general 
observations indicated that the private toilets inside rented rooms were kept 
in a better condition than the shared toilets outside the rooms. The shared 
toilets outside the room are typically unsanitary, which might affect the vaginal 
discharge and pain.

Figure 6.1: The sanitation and hygiene of the outside toilets  
(Source: Author)
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Factors Impacting Health Issues Related to Irregular Menstrual Cycle

Socio-Economic Status

According to the in-depth-interviews with workers, only two out of the 
30 respondents reported consistently regular menstrual cycles, as they have 
adequate food consumption and financial access to health care. 

Nine out of 30 workers from factories A, B and C reported that they 
suffer from irregular menstruation. Studying the bio-medical issues affecting 
regular menstrual cycles among these women is beyond the scope of this study, 
so the researcher instead focused on social issues which may impact the 
menstrual cycles of the women. First, some respondents believed that the lack 
of nourishing food in their diet as a result of their socio-economic status led 
to irregular cycles. For instance, workers who face financial shortages typically 
compromise their food intake. One respondent explained that: 

My menstruation is always irregular; I thought that it is 
because of a lack of nourishment in the body. Actually, I often 
bought food near the factory because I needed to save money 
for (medical) treatment for my husband and the food near 
the factory is affordably priced. Normally, the food near the 
factory does not contain enough nutrition or hygiene. 
(Respondent C1, married and has experienced pregnancy)

Monetary issues were also cited by respondents as a reason why they did 
not share their health problems with their families, as they did not want their 
families to worry about their financial problems. For example, one respondent 
said that: 

I thought that irregular menstruation was not a serious issue 
so I did not want to share this issue with my husband because 
our income is already lower than our expenditure. (Respondent 
J2, married and has not experienced pregnancy)

Living and Working Conditions

Others identified both their working and living conditions as factors 
impacting their menstruation cycles. For instance, insufficient sleep due to 
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illness, or stress contributed to by long hours of work and low socio-economic 
conditions.  

I thought that irregular menstruation was caused by 
insufficient sleeping because I have stomach aches - every 
night I feel hot in my stomach and it is difficult to sleep. 
(Respondent A2, married and has not experienced pregnancy)

My factory starts working at 6:00 AM, and finishes at 3:00 PM 
and then overtime starts from 3:00 PM and finishes at 5:00 
PM or 6:00 PM. I worked from morning until 5 or 6 PM 
without a break because the factory does not allow workers 
to have a break, so I feel exhausted after I am finally finished 
my job at the factory. (Respondent J2, married and has not 
experienced pregnancy)

Overall, this section found that workers suffered from reproductive 
problems such as hemorrhoids, lower abnormal pain and vaginal discharge, 
vaginal bleeding, and irregular menstrual cycles, caused by their working and 
living conditions; only a few workers had never faced reproductive health issues 
because they had also never faced any financial issues. 

Attitude Toward Reproductive Health Among Young Women 
Garment Workers

Normative Barriers to Discussions about Reproductive Health
This study found that some young female workers from factories B and 

C, especially those who had not been pregnant, remain too shy to talk about 
their bodies with the doctor or one another. For example, one FGD participant 
said that:

Mostly shyness prevents young women from going to see a 
doctor and getting information. When they are facing 
reproductive health problems, they only discuss with their 
close friends and buy medicines at the pharmacy outlet 
following the recommendation of their friend. (Participant of 
the FGDs, married and has experienced pregnancy)
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Further, some of the respondents noted that even among their friends 
and co-workers’ discussions about SRH problems are rare, especially in public 
places like the work place. As one of the respondents in the focus group 
discussions said:

Sometimes I talked about my sexual life problems with 
coworkers that sewed near me but some of the young women 
garment workers do not like me because they feel unhappy 
that I talk about sex with the entire workplace, and they asked 
me ‘why do you like to talk about sexuality in the public place?’ 
‘Did you feel shy?’ said another. But to me, I only feel shy when 
there are male coworkers that work in this sewing room. 
(Participant of the FGDs, married and has experienced 
pregnancy)

In contrast to the younger workers, women garment workers who had 
experienced pregnancy were far more likely to talk about reproductive problems. 
They reported being comfortable with both female and male health staff because 
they did not believe in shyness as a solution for their problems as it cannot help 
them to get the right treatment. According to one FGD participant: 

I do not feel shy to share about reproductive health issues 
because I have experienced pregnancy. Particularly during 
the delivery of my baby, I kept my shyness in the one place 
and followed the doctor because only the doctor can help us. 
(Participant of the FGDs, married and has experienced 
pregnancy) 

This pattern was confirmed in the interview with the nurse who found 
that most of the single women workers are too shy to discuss reproductive 
health issues with a doctor. The nurse said that:

In our factory we do not provide reproductive health services 
for workers, but if women have any reproductive health 
problems, they can come to see the doctor or nurse in the 
factory infirmary for consultation only. However, most of the 
women, especially young women, never come to see the doctor 
by themselves when they have problems. They always ask their 



73

DISCUSSION ON SExUAL AND REPRODUCTIVE HEALTH

friends to bring the question to the doctor instead of asking 
themselves. (Nurse in garment factory B)   

This study revealed that social norms and culture are an obstacle for 
young women garment workers, especially women workers who have not 
experienced pregnancy, to access accurate information and health services. In 
particularly, workers who have not experienced pregnancy feel shy to talk about 
their bodies with the doctor or one another. Informal peer education, such as 
that by close friends, is playing an important role in the transference of 
information about reproductive health to these workers.

Factors Impacting Health Seeking Behavior and Use of Medical 
Services Among Young Women Workers

Health seeking behavior among young garment workers depends on the 
accessibility of garment factory services, socio-economic or financial status, 
knowledge, working conditions, and policies in the factory.

Socio-Economic Factors
Economic concerns affected the women’s use of health services when 

faced with irregular menstruation and other reproductive health issues. Thus, 
there were very few respondents who reported consulting with a doctor at the 
public hospital. Most of the workers bought medicines at the pharmacy outlet. 
Some workers reported that they do not go to see the doctor due to monetary 
issues; as family expenditures, such as food, rent, medicines, children’s school 
fees and so on, are their priority. For example, one respondent explained that:   

When I have health problems, normally I buy some medicines 
at the pharmacy near my rented room. I never go to see the 
doctor because I have to first respond to everything in my 
family such as food, medicines for my husband and mother, 
and also supporting my daughter to go to school since my 
husband is sick. (Respondent C1, married and has experienced 
pregnancy)

Data also indicated that some workers who experience severe illness 
decide to receive treatment in their hometowns because of financial reasons. 
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They cannot afford to pay for the treatment costs in the city, nor do they have 
caregivers to take care of them in the city. One respondent explained that: 

When I had vaginal bleeding, I asked permission to take leave 
from the factory manager to go back home for treatment 
because I had inadequate money for treatment in the city. 
With the small household income from my low labor wage, 
it is not enough for expenditures such as rent, food, medicines, 
electricity and water and other. Thus, I decided to go back 
home to be treated at the health center in my district. 
(Respondent O2, married and has not experienced pregnancy)

Individual and Normative Factors
Moreover, some of the respondents reported that they feel shy to talk 

about reproductive health problems to a doctor, particularly with male doctors. 
For example, one respondent explained that:  

I had an irregular menstruation, but I have never visited the 
doctor because I feel too shy to talk about reproductive health 
issues. (Respondent D1, married and has experienced 
pregnancy)

Garment Factory Policy and Use of Medical Facilities
According to the data, a few of the workers from factories A, B and C 

used the factory infirmary and typically only in working hours for issues such 
as dizziness, headache, injury, diarrhea, and fainting. According to the policy 
in the garment factory, the factory infirmary is to be supplied with first aid kit 
materials and medicines to provide emergency care to workers in the event of 
accidents or occupational illness during working hours only. In case of severe 
illness such as fainting, they will transfer the worker to health facilities outside 
the factory. However, according to the respondents, the quality of the factory 
infirmary is poor and inadequate; hence when these workers go back to their 
rented rooms, they have to buy the medicines from pharmacy outlets to treat 
themselves. For example, one respondent from factory C said: 



75

DISCUSSION ON SExUAL AND REPRODUCTIVE HEALTH

The medicine at the factory infirmary is inadequate. For 
instance, I had a headache in working hours. Then I informed 
my supervisor for getting a permission letter to see the doctor 
in the factory, but the doctor just gave some medicines for 
one time only. To get better, I have to buy the medicine from 
a pharmacy by myself. (Respondent G1, married and has 
experienced pregnancy)

Additionally, this study also found that 25 out of 30 respondents buy 
medicine from the pharmacy for their own treatment when they have an illness, 
without consulting a doctor or professional health worker. The pharmacy outlet 
is the first preference among garment workers, because if they go to access 
public hospital services, they have to pay transportation fees (approximately 
$0.25 to $0.37 [1, 000 to 1,500 Riel]), in addition to the medicines and doctors’ 
fees, which are almost comparable to private services. The private hospital or 
clinic is the second choice for them, and normally the workers visit these only 
if their illnesses becomes severe. For example, one respondent in her IDI said: 

Usually when I am sick, I never go to see a doctor because it 
takes time for waiting; I have to spend money for transportation 
fee so I just buy medicines from a pharmacy near my rented 
room as it is cheaper. (Respondent A1, married and has 
experienced pregnancy)

The Garment Factory Policy and Availability of Medical Leave
According to Cambodian labor law, all workers are entitled to sick leave, 

however in reality, there is a gap in implementation. For instance, 29 out of 30 
workers reported that one of the reasons they have difficulty in accessing public 
hospital services is because they have problems requesting leave from the 
workplace. Moreover, normally the health centers and health posts only work 
Monday to Friday for consultation services (emergency services are 24 hours). 
However, most workers work from Monday to Saturday and sometimes also 
overtime on Sundays. For instance, one respondent reported that:

I have never gone to see the doctor at the health center because 
of time limitations. I work Monday to Saturday and the health 
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center works on Monday to Friday. If I go, I have to take leave 
for one day and the factory will deduce my attendance bonus 
even if I have medical certification. (Respondent G1, married 
and has not experienced pregnancy)

Thus, we find that these young garment workers mostly seek services 
from outside, such as the pharmacy outlet or close friends, and only go to the 
doctor at the factory infirmary or health center or health post as a second 
option. This can be attributed to a combination of factors related to attitude, 
socio-economic status, working conditions, and garment factory policy. 

Availability of Contraceptives

The accessibility of contraception is challenging for young female 
garment workers (including both those who have experienced pregnancy and 
those who have not). As described above, the strict working conditions in the 
factory include factory policy regarding taking leave and long working hours 
which obstruct these women from accessing information and counseling on 
contraceptive methods from public health services. Thus, female workers tend 
to access the contraceptive pill and other forms of birth control from the 
pharmacy outlet without consulting with a medical professional.  

Working Conditions
According to the data, the main channel for these women to access 

contraceptive services is the pharmacy outlet. Interviews indicate that 24 out 
of 30 workers purchased contraceptives from pharmacy outlets without 
consulting with a professional first. Typically, the pharmacy outlets are close 
to their rented rooms and given the time limitations of their work schedule, as 
well as associated travel costs, the pharmacy is more accessible than a public 
or non-government health service. For example, one FGD participant said:

I prefer to buy contraceptives at the pharmacy rather than 
access other services, such as the health center or health post 
or NGO clinics because they are far from my rented room and 
I also have to pay for transportation fees. Anyway, I do not 
have time. (FGD participant, married and has not experienced 
pregnancy)
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In contrast, according to a previous study by CARE International, most 
garment workers were more likely to access contraception from pharmacies, 
health centers and private clinics (CARE, 2012). 

Sexual Activity and Knowledge on Contraceptive

According to the in-depth interviews, this research found that 23 
respondents who lived with their partners, reported that they had regular sexual 
activity with their partner, at least twice per week. Unsurprisingly, those whose 
partners lived elsewhere reported low sexual activity. Typically, those women 
would see their husbands every two or three months and they reported being 
sexually active only when their husbands came to visit them at these times.  

Knowledge and Use of Contraceptive Methods 
Eighteen workers from factories A, B and C reported that they were 

aware of the most commonly used contraceptive methods such as birth control 
pills, IUD’s, injections and traditional/natural methods. However, data indicates 
that typically they gained this knowledge through friends or siblings. 
Additionally, some indicate that they were unaware of contraceptive methods 
at all, as they did not practice nor plan to practice contraception. For example, 
one respondent said that:

I do not know a lot of the contraceptive methods because I 
never use them, so I do not have an interest or want to know 
about them. This is because I really want to have babies, but 
I do not have yet. (Respondent K2, married and has not 
experienced pregnancy) 

Among various contraceptive methods, some women reported taking a 
daily pill. One such respondent said:

I cannot use other methods beside the daily pill because my 
body cannot accept other methods. When I used other 
methods, I had vaginal bleeding. So my friend suggested me 
to use daily pills like her. It is fine with me. (Respondent D2, 
married and has not experienced pregnancy)
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On the other hand, some workers used a monthly pill method rather 
than daily pills. For instance, one respondent reported that:

Now I use monthly pills and it is suitable to my health. Before 
I used the daily pill methods, but it always made me tired and 
dizzy, so I stop using it. (Respondent H1, married and has 
experienced pregnancy)

Thus, typically the choice between the daily and monthly pills is 
dependent on the physical/biological reaction to the different methods. On the 
other hand, most of the respondents reported that they prefer not to use oral 
contraception due to rumors about side effects such as cancer and an inability 
to conceive in the future. One respondent said that:

My sibling explained to me about the drawback of some 
contraceptive methods. They might increase health problems 
such as cancer or I might be unable to become pregnant in 
the future, so I decided to use natural intercourse instead of 
these other methods. (Respondent B2, married and has not 
experienced pregnancy)

Socio-Economic Status and Impact on Knowledge
As reported previously, this study found that most of the respondents 

had low levels of formal education. Many of them had not completed primary 
school and many had migrated from rural to urban areas, were young and 
unmarried. Thus, most of them had never had any formalized exposure to sex 
education and were typically lacking knowledge of basic contraceptive methods. 
Based on the interviews it emerged that most of them relied on peer and 
informal networks such as friends or siblings or neighbors rather than a public 
hospital or clinic or NGOs clinic to gain knowledge. However, among the few 
workers who had higher levels of education, such as secondary or high school, 
knowledge appeared to be better than those who had not completed primary 
school. Nine workers from factory A had been exposed to information/
campaigns on contraceptive issues from NGOs such as CARE International 
Cambodia and Mary Stopes Organization, and were found to have the highest 
knowledge of basic contraceptive methods among the respondents of this study. 
For example, the PC of the SBF program said that:
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I worked many years with (garment) workers and found that 
most of the workers were often aware of contraceptives from 
friends, siblings or the pharmacy outlet more than health 
centers or NGO clinics because friends, siblings and pharmacy 
outlets are close with them. (PC of the SBF, CARE Cambodia 
Organization)

In summary, knowledge on contraceptive methods among garment 
workers is high. However, contraceptive practice is quite low. Mostly, young 
women garment workers gain their knowledge of contraceptives from their 
friends, family, neighbors or pharmacy outlets. 

Knowledge and Practice Related to Abortion

In terms of reproductive health policy in Cambodia, the government 
gives high priority to safe motherhood and the focus of the safe motherhood 
policy is improvement of maternity care services, including birth spacing, 
antenatal care, clean labor and delivery, essential obstetric care, treatment of 
complicated abortions and prevention of STIs including HIV/AIDS. Recently, 
abortion has been legalized in Cambodia, and the Government has played an 
important role in cutting down the number of unsafe abortions (Ren, 2001). 
All pregnant women can request to have an abortion. However, only medical 
doctors, medical assistants or midwives who have been authorized by the 
Ministry of Health can perform an abortion. Abortion can be performed only 
in public hospitals, private clinics or NGO clinics that have been authorized 
by the MoH. Nevertheless, there are still many barriers to providing safe 
abortions among young women garment workers including embarrassment, 
socioeconomic status, health complications and lack of knowledge. 

Knowledge and Behavior Related to Abortion

Social Norms

During interviews, the researcher observed that some workers felt 
embarrassed to talk about abortion. They were not comfortable talking about 
sex or their own reproductive health issues. Thus, abortion remains an issue 
shrouded in secrecy for some garment workers. They rarely share their own 
experience with another.



80

REPRODUCTIVE HEALTH ISSUES AMONG YOUNG FEMALE FACTORY WORKERS

Some of the in-depth interviewees mentioned instances of co-workers 
who had undergone abortions. Typically, they indicated that this was especially 
in situations where the women may not have been legally married to their 
partner and having the child was not an option. These women were faced with 
social discrimination from their neighbors and families. For example, one 
respondent reported that:

One co-worker in my factory had an abortion. I heard from 
her friend that she lived with her boyfriend without being 
married, so she could not be pregnant before marriage. If her 
parents knew that she was pregnant, they will blame her and 
society will discriminate. (Respondent L2, married and has 
not experienced pregnancy)

Socio-Economic Status

Moreover, socio-economic status is one of the main barriers for women 
accessing safe abortion services. Some respondents talked about co-workers 
who decided to undergo abortions due to financial concerns, because they 
could not take on the added responsibility of a child they could not afford to 
feed. One respondent said that:

My friend had an abortion because she has a large family, so 
she could not afford to feed their future child. (Respondent 
E1, married and has experienced pregnancy)

This study found that the cost of abortion services is a major barrier to 
women having access to safe abortions. Even though abortion is legal, the 
abortion service is expensive. The average price of abortion services in a public 
hospital ranges from $50 to $250. Depending on how far along the woman’s 
pregnancy has progressed, the average cost of the abortion pill is between $10 
to $20 only. Thus, most cases discussed by the respondents involved women 
who preferred to use the abortion pill rather than access safe abortion services 
in a hospital. 

Health Conditions

Some respondents did share that they had elected to have an abortion 
because of health problems. For instance, one worker said that:



81

DISCUSSION ON SExUAL AND REPRODUCTIVE HEALTH

I had an abortion because my health was really bad. I had 
vaginal bleeding, so the doctor suggested me to do the 
abortion. I could not keep my baby. (Respondent D1, married 
and has experienced pregnancy)

Lack of Knowledge

This study found that most of the workers lacked knowledge about safe 
abortion. Some respondents shared examples of unmarried women who had 
unwanted pregnancies and who had tried to abort themselves by using abortion 
pills at home to avoid embarrassment.

However, this research found that among workers from factory A (the 
factory that provides SRH education programs), knowledge of SRH was better 
than workers from factories B and C. Factory A workers knew where to access 
safe abortions and had access to accurate information. Conversely, most of the 
workers from factories B and C, had limited access to accurate information on 
abortion because their factory did not provide reproductive health education 
programs. Furthermore, abortion information is available only in the public 
hospital or clinics; another reason why there is a limited awareness in the 
garment factory areas. Thus, most of the respondents reported that they did 
not know where they could access safe abortion if they needed to. One 
respondent explained that:

I do not know where I can access a safe abortion in this area 
because nobody has shared this information with me. 
(Respondent E1, married and has experienced pregnancy)

Overall, in terms of knowledge, practice and perception among workers 
regarding abortion, it was found that even though abortion appears to be a 
common issue among the workers most are reluctant to talk about it due to a 
perceived stigma. Most workers feel embarrassed to share their experience, 
particularly those who are not legally married because of social discrimination 
from their family and neighbors. Moreover, most of the workers lack knowledge 
about abortion; they do not know where they can access safe abortions and so 
in most cases women decided to have an abortion by using the abortion pill 
themselves at home. 
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Pregnancy and Maternal Health

The pressures from poor working and living conditions, factory policies 
and socioeconomics have a particularly strong impact on pregnant workers.

Antenatal Checkups

Garment Factory Policy

This study found that there appears to be gaps in the implementation of 
existing ANC policy. Among the three garment factories in this study each was 
found to have their own unique policy. For instance, garment factory A 
permitted its workers to take leave, between two hours and a half day per month, 
for antenatal checkups. However, garment factory B did not have a clear 
definition in the policy. Although the factory permits workers to take one or 
two hours leave for an antenatal visit, they did not limit antenatal visits per 
month and if the workers took a full day of leave for the antenatal visit it is 
typically deducted from their incentive. Workers at garment factory C are 
permitted to take one day leave per month for ANCs. Although, the regulation 
was clearly designed to avoid conflict with the employee and management. In 
reality, most of the pregnant garment workers only take a half day for the 
antenatal visit, without pay. A few of the pregnant workers from factories A, B 
and C reported not taking a day off for their ANC at all. Even though the 
policies of the garment factories state that women are permitted one ANC each 
month, the workers felt frightened of being considered as low performers by 
their supervisor and so were afraid to utilize the policy. Some workers from 
factory A used their spare time for their ANCs instead. Due to restrictions 
made by garment factory management and because they were worried it would 
conflict with their working hours, some of the workers from factories A, B and 
C only saw the doctor two or three times during their pregnancy, lower than 
the recommended minimum. For example, one respondents from factory A 
reported that:

I am so scared of the Manger in my factory. When I went to 
his office to ask for the day off for the antenatal visit, his face 
and voice were unhappy with me so after that I never asked 
for a day off during working hours. I made appointments with 
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the doctor after I finished my job. (Respondent P1, married 
and has experienced pregnancy)

The Reasonable Accommodation of Pregnant Workers
Pressures of working conditions and socio-economics were also found 

to affect pregnant workers.  

Working Conditions

Neither the Cambodian law, or policies of garment factories A, B or C, 
stipulate that pregnant workers have the right to reasonable accommodation, 
that is, they can perform light duty jobs or take more frequent bathroom breaks 
without loss of pay. This gap in policy pushed pregnant workers into working 
long hours without taking breaks, leading to many problems during pregnancy 
and ultimately causing many of these women to resign from their jobs.  

For instance, this study found that to meet targets, garment factories A, 
B and C pressured workers to work long hours and continue with overtime 
work without taking breaks. This has a particularly strong impact on pregnant 
workers, especially workers who were already sick during their pregnancies. 
Respondents who had experienced pregnancy while working in the factories, 
reported that they had faced blame from their manager, supervisor or group 
leader about taking breaks when they had felt unwell during working hours. 
For example, one respondent said that:

Sometimes I feel so exhausted during working hours because 
I sit for long hours sewing. One day I slept on the sewing 
machine, while the supervisor blamed me loudly. She said ‘If 
you want to rest, you can quit your job and rest at your house.’ 
(Respondent B2, married and has experienced pregnancy)

Moreover, some of the respondents from factories A, B and C who had 
experienced pregnancy reported that they faced blame from the manager, 
supervisor or group leader when they asked permission to take leave when 
they were sick: One respondent in the IDIs reported that:

During pregnancy, my health was bad; I had difficulty sitting 
for long hours. I could not ask for breaks or ask to leave early 
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without doing overtime work because I was so scared of the 
Manager. Most of the time when pregnant workers ask for 
leave when they are sick, he blames the workers with harsh 
words: ‘those who cannot work overtime can stay at home.’ 
(Respondent J1, married and has experienced pregnancy)

As a result, due to these pressures, pregnant workers often quit their jobs 
in the third trimester of their pregnancy. Thus, they could not avail of maternity 
benefits including receipt of 50% of their salary, per month.  One respondent 
said:

I could not bear the pressure of the working conditions because 
my health was so bad, so I decided to resign in the third 
trimester. (Respondent C1, married and has experienced 
pregnancy)

Health Issues Experienced During Pregnancy

Impact of Working Conditions

The in-depth interviews with those women from factories A, B and C 
who had experienced pregnancy revealed that most workers reported many 
problems during pregnancy, such as morning sickness, vaginal bleeding, back 
pain, hemorrhoids, swollen feet and weakness. The data revealed that many of 
these symptoms were caused by their working conditions, including working 
long hours without taking breaks. The respondents explained: 

I got swollen feet during pregnancy because I had to stand for 
long hours during the working hours without taking breaks. 
(Respondent N1, married and has experienced pregnancy)

I had back pain and hemorrhoids during pregnancy, as the 
result of sitting long hours sewing and the chair is uncomfortable 
for pregnancy. (Respondent D1, married and has experienced 
pregnancy)
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Socio-Economic Status

Socio-economic factors also have an influence on pregnant workers who 
have lower household incomes. For example, it was found that some workers 
from factories A, B and C who have lower household income did not eat well, 
even during pregnancy as they struggled to cook or buy food on a very limited 
budget. As one respondent said:

I got swollen feet and weakness due to my limited budget, I 
did not have enough food to eat. Mostly I tried to cook and 
buy food on a very limited budget because I had to save money 
for remittance. (Respondent L1, married and has experienced 
pregnancy)

Delivery

Impact of Socio-Economic Status

This study also found that many of the garment workers decide to go 
back home to their family village for delivery because they want to save on cost. 
Conversely, some of the workers did not go back home and instead decided to 
give birth in the city because they did not want to resign from their job. These 
women worked right up until the due date of delivery. However, the women 
who chose to stay back in the city faced many problems such as a lack of financial 
resources, lack of caregiver support, and neglect from the service provider. For 
example, one respondent said that:

I gave birth at the hospital in the city because I did not want 
to quit my job. I was faced with financial difficulties during 
that time because the service for delivery had a high price, 
such as registration, room fee, medicines, and doctor. There 
were many steps in the registration process, and they always 
ask for money from me. If I am not paying them, they will 
not pay attention to me. (Respondent F1, married and has 
experienced pregnancy)
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I cannot afford to give birth in the city because of my limited 
budget. I have to go back home for delivery; the service in the 
city is too expensive and I lack caregiver support. (Respondent 
P1, married and has experienced pregnancy)

Breastfeeding

Impact of Garment Factory Policy

The Cambodia Labor Law states that employers who employ 100 women 
or more must set up a nursing room for breastfeeding mothers. Moreover, the 
mother has the right to get one hour per day (paid) for breastfeeding breaks 
during working hours in the nursing room. The precise time of breastfeeding 
should be agreed between the mother and employer. Any employer who employs 
100 women or more must set up a day care center for children. If the employer 
is not able to set up a day care center for children over eighteen months of age5, 
then the mother is entitled to send her children to any center, with all costs to 
be paid by the employer.  

However, this study found that all the workers from factories A, B and 
C who had had babies, never had a chance to breastfeed their baby in the 
nursing room or send their children to the day care centers in the factories, as 
none of the factories provided these. Thus, there is a significant gap in the 
implementation of the policy. One worker said that: 

My rented room was far away from the factory and there is 
not enough time for breastfeeding because I need to go and 
come back, so I decided to buy milk for my baby. (Respondent 
K1, married and has experienced pregnancy)

In contrast, referring to the key informant interviews with a manager in 
the garment industry, the factories’ position was that most of the workers who 
had babies did not breastfeed in the factory and therefore a nursing room was 
not necessary. The Manager of Human Resources in garment factory B said 
that:

5  There is no policy obligation of the factory to care for children under 18 months of age. 
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For the nursing room in particular, we have been referring to 
the Cambodia Labor Law but we have never practiced this 
because most of the workers do not agree with this policy, 
(instead) our factory paid money to them. (Manager of Human 
Resource in garment factory B)

Socio-Economic Status

Some of the workers from factories A, B and C quit their jobs one or 
two years after delivery because they didn’t have anyone to take care of their 
babies, nor could they afford to buy milk for their babies with their current 
salary. 

The study found that there is a large gap between the labor law and the 
factories’ implementation and this gap potentially has affectsthe health of the 
children. On the other hand, the financial issue pushed women workers to 
resign from their jobs altogether so that they can take care of their babies. With 
no option to nurse their babies in the factory and because of lower labor wages 
they could not afford to buy formula milk for their baby, they were left with no 
choice but to leave their jobs.   

Involvement of NGO’s in Maternal Care for Garment Workers
Based on key informant interviews with the managers, it was found that 

one out of the three garment factories worked with an NGO, such as CARE 
International Cambodia, and therefore most workers in this factory had an 
improved chance to receive training and awareness about reproductive health 
from the organization. The other two garment factories did not have any NGOs 
working with them to promote reproductive health services in the workplace. 
Thus, the workers in those factories relied on information and services on 
reproductive health from private or NGO clinics.  According to the PC of the 
SBF program: 

Our budget is limited; we could not expand our target area to 
include all of the garment factories in the whole city. Because 
our budget for the SBF project comes from buyers in the 
garment industry. Buyers contract CARE to work with those 
factories it buys from, in order to promote reproductive health 
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in the workplace. (PC of the SBF program, CARE Cambodia 
Organization)

Knowledge and Perception of HIV/AIDS and STIs

Regarding knowledge on safe intercourse, the study found that most 
respondents had an understanding of safe intercourse and prevention of STIs. 
However, a few workers did not answer these question and/or reported that 
they did not know about safe intercourse and the prevention of STIs. The 
researcher observed that a few workers felt too shy to talk about sexuality, 
specifically safe sex practices. Even when the researcher tried to explain or 
encourage them to answer this question, they still said that they did not know 
about safe sex practices. For example, one respondent said:  

I do not know what is meant by safe intercourse? Because I 
do not have an education, I have never heard before. 
(Respondent C1, married and has experienced pregnancy)

Overall, the study found that most of the workers from factories A, B 
and C had heard of HIV/AIDS and STIs prevention. Most respondents had 
high awareness regarding HIV/AIDS prevention. However, in regard to STIs 
symptoms and prevention, the level of understanding among workers was 
limited. For instance, one respondent said:

Mostly the television or radio advertises the protection of 
HIV/AIDS and STIs only, so I do not know clearly about the 
various signs and symptoms of STIs. (Respondent M1, married 
and has experienced pregnancy)

The most common source of knowledge about HIV/AIDS and STIs, was 
through the television and radio. Only a few of the workers received knowledge 
of HIV/AIDS and STIs from NGOs or friends at the factory.  

CARE International Cambodia always provides awareness 
and training to workers on HIV/AIDS and STIs. I always 
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participated in CARE’s activities in my factory. (Respondent 
N1, married and has experienced pregnancy)

Impact of Garment Factory Policy
According to the Cambodian Law, employers who employ between eight 

or more workers must set up an HIV/AIDS working group in the workplace. 
The members of the HIV/AID group are expected to share HIV/AIDS 
information with workers in the workplace through awareness programs and/
or peer education. 

According to key informant interviews with the managers of the three 
garment factories, each of the factories had set up the HIV/AIDS working 
group in the workplace. The members of the HIV/AIDS groups were typically 
the manager, nurse, labor union leader, supervisor, group leader and worker/s. 
This group was supported through training from the Ministry of Health, and 
reported to the Ministry of Labor and Vocational Training on HIV/AIDS 
activities in the workplace. The group undertook activities, including HIV/
AIDS awareness and peer education in the factory once a year. However, 
according to in-depth interviews most of the respondents from factories A, B 
and C reported that they did not get any training or awareness of HIV/AIDS 
from the factory. Moreover, they did not know who was involved in the peer 
education groups in the workplace. This study found that most workers knew 
about HIV/AIDS, and they know how to prevent it. However, five out of the 
30 respondents did not know how to prevent themselves from this disease due 
to a lack of education.  

In all, the knowledge and prevention of HIV/AIDS among workers was 
high. However, while the HIV/AIDS policy of the Cambodian law states clearly 
the need for employers to set up HIV/AIDS working groups to improve workers’ 
knowledge and awareness of HIV/AIDS related issues, there appears to be gaps 
in implementation and enforcement at the factory level. 
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Role of Agent of Change 

 Mobilizing Relations and Networking

Factory-Civil Society Partnerships
According to UNFPA’s vision, adolescent SRH can be secured by fostering 

policies, local commitment and working in partnership with communities, 
Government, civil society and vulnerable groups (UNFPA, 2002). This requires 
adoption of an innovative, multi-sectional approach and making the most 
effective use of available resources (UNFPA, 2002). It has been recognized that 
on SRH issues (like many others), a single organization cannot succeed alone, 
so partnerships are central to success (Path, 2003).

This study found that only one out of the three garment factories included 
in this study, garment factory A, has collaborated with an NGO, CARE 
International Cambodia, in working to improve its worker’s knowledge about 
SRH and HIV/AIDS. CARE International Cambodia contributes to improving 
workers’ knowledge of working conditions and rights under the Cambodia 
Labor Law through the SBF project. This project also provides training and 
awareness on SRH, nutrition and hygiene and sexual harassment in the factory. 
Furthermore, it has established a network of peer health educators with workers 
and group leaders in the factory and it runs peer education programs with six 
other factories in Phnom Penh. As the General Manager and respondent from 
garment factory A reported:



92

REPRODUCTIVE HEALTH ISSUES AMONG YOUNG FEMALE FACTORY WORKERS

CARE International Cambodia organization is the best NGO 
for reproductive health. After (the organization’s) work in our 
factory, our workers had gained a lot of knowledge about 
health. Nowadays, the workers at our factory have less sickness 
than before. (General Manager, garment factory A)

I (participated in) many trainings and awareness-raising 
activities from CARE International Cambodia on sexual and 
reproductive health. I gained a lot of knowledge, especially 
when I was pregnant - I knew what I should do and where I 
should go for safe delivery. (Respondent P1, married and has 
experienced pregnancy) 

Some observed patterns found among the respondents of Factory A 
versus those from Factory B and C include observations that hygiene in the 
rented rooms of most respondents from factory A was better; their rooms had 
no smell, were clean and even where the rented room was old, it was still well 
kept. But for most workers from factories B and C, their rooms had a strong 
smell and were unhygienic. In addition, this study found that two out of the 
three garment factories (B and C) provide only the factory infirmary for dealing 
with minor health issues in the workplace as they see the provision of health 
services (including sexual and reproductive health) as a duty of the government. 
However, even those garment factories acknowledge the need for civil society 
involvement to improve workers’ health in the workplace. According to the 
management respondents from factories B and C:

Providing reproductive health is the responsibility of the 
Ministry of Health, it is not our accountability in this case. So 
when workers have sexual and reproductive health problems, 
they can seek the health services at the health center or health 
post by themselves. (Manager of Human Resources, garment 
factory B)  

Our factory needs outsiders from the civil society sector to 
implement the reproductive health services in the factory, 
because our factory does not have the ability to improve 
reproductive health for workers. However, we never see any 



93

ROLE OF AGENT OF CHANGE  

NGOs connect with our factory. (General Manager, garment 
factory C)

Overall, garment factory A was a good model for leveraging partnerships 
and civil society involvement. In addition to CARE, they also collaborated with 
the CIPA, and have established a library in the factory which is available during 
working hours. All workers in the factory can come to read the books during 
break times and they can also borrow books to read at home. In the library 
room, there are books on many subjects, including reproductive health books. 
All the books are written for readers with lower levels of education and have 
illustrations and are easy-to-understand texts; thus, all workers can learn by 
themselves.  

 After our factory provided the library room, most of the 
workers read the books at the library and they also borrow 
them to read at their rented houses. (General Manager, 
garment industry A) 

The study interviews demonstrated that any collaboration between 
garment factories B and C, and civil society remains minimal, although both 
acknowledge that working together to improve reproductive health is necessary. 
For instance, referring to interviews with non-profit professionals like CARE 
International Cambodia’s staff, it was found that these organizations face 
different kinds of barriers in working with the factories. In most cases, garment 
factories have been unwilling to collaborate with these NGOs due to concerns 
about these organizations documenting human rights abuses related to the 
working conditions in the factory. As the PC of the SBF project said:

We find it difficult to collaborate with some garment factories. 
They are not happy to work with us because they are concerned 
about us documenting human rights abuses and working 
conditions, as they experienced in previous collaborations. 
(PC of the SBF project, CARE International Cambodia) 

Moreover, the SBF program has had to overcome barriers in meeting 
with garment workers, by conducting health education session outside work 
hours and outside the factory ground. Again, according to the PC of the SBF 
project:
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The barriers in our project are mainly a lack of cooperation 
from the garment factory owners and lack of participation 
from workers because of (their) limited time. Also some 
workers do not know the benefits of our project so they do 
not want to participate. (PC of the SBF project, CARE 
International Cambodia) 

Mobilizing Relationships
The UNFPA definition recognizes capacity building among adults to 

become agents of change. This is needed because peer relations can be a strong 
influence in decision making and outcomes of SRH behavior. Moreover, this 
helps create a strong, supportive environment and social system that protects 
workers from risks and promotes healthy behaviors (UNFPA, 2002).

This study found that out of three garment factories, garment factory A 
was the only one which had established a peer education group. Facilitated by 
CARE International Cambodia, this peer group worked to disseminate and 
raise awareness on family planning, HIV/AIDS testing, abortion, maternal 
health and childcare to other workers in the factory and also worked closely 
with the nurse in the factory infirmary. 

Apart from the work setting, in the home environment, the peer network 
appears to play a crucial role in information sharing on reproductive health. 
Mothers, female relatives and older people in the family who have experience 
in SRH issues play provide informal consultations for the younger women. As 
one respondent said:

I am always discussing with my older sister about reproductive 
health, and which contraceptive method is most suitable with 
me because she has experienced using contraceptive methods 
many years ago; she knows lots of information about 
contraceptives. (Respondent N1, married and has experienced 
pregnancy)

Moreover, this study found that as most of the women garment workers 
from factories A, B and C live in a block of rented rooms, they function as one 
big community. Neighbors, friends and coworkers are the key drivers of 
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information sharing on SRH health awareness. Interviews revealed that most 
of the respondents from factories B and C, when they had reproductive health 
problems such as irregular menstruation, vaginal discharge and so on, the first 
person that they sought assistance from was typically a close friend or relative, 
before reaching to the health service provider. 

I am working as a peer group member of an education network, 
and I have received a lot of training and knowledge from the 
Mary Stopes International organization on reproductive 
health, HIV/AIDS, and contraceptive use. I always shared all 
information with other women workers that I know. Many 
friends ask me a lot of questions about their health problem. 
For the questions that I could not answer, I always referred 
them back to my teacher. (Respondent M2, married and has 
not been pregnant)

In general, the peer education program provides basic knowledge and 
practice on SRH to all peer educators, as a means to share information to other 
women in the factory. Thus, knowledge, practice, behavior and attitude among 
those who have had the training are different from the other women. Particularly, 
the knowledge of women who work in factory A, the factory that provides a 
reproductive health program, is better than those who work in factories B and C.

Overall, according to the observations of the study, family, neighbors, 
friends and coworkers play a key role in reproductive health awareness. These 
people are informal and formal agents of changes and play an important role 
in the reproductive health issues among young women garment workers. 
However, this system also has a drawback. For instance, if the agent of changes 
receives the wrong information on reproductive health and they disseminate 
this information to young women garment workers, the information will be 
widespread and the young women garment workers will be affected.

Media and Technology
Social media is also one of the fundamental sources of reproductive 

health knowledge among workers. All the respondents in this study had either 
a mobile phone or smart phone for communication, but only a few of the 
respondents had a television in their rented accommodations. Some of the 



96

REPRODUCTIVE HEALTH ISSUES AMONG YOUNG FEMALE FACTORY WORKERS

workers reported that they received HIV/AIDS information or contraceptive 
methods though television and radio. 

Interestingly, BFC organization produced dramatic videos and 
supplementary comic books as the primary training medium for training 
workers in the workplace. These videos were produced in a soap opera-style 
series using well-known Cambodian actors, and also broadcast on a national 
television channel to promote workers’ rights and OHS in the workplace. 

Moreover, BFC also promotes mobile phone education projects aimed 
at educating workers on health, labor rights and workplace safety using mobile 
phones as the primary medium. It involves workers being able to call and send 
text messages to a free phone number, and receiving a quick answer back 
providing information on infection prevention, and where they can get access 
to safe health services at affordable prices and so no. In this context, it was 
found that some of the respondents of this study received health information 
through this mobile phone based program. One FGD participant said: 

My sibling wanted me to take her for an abortion, but I did 
not know where I could bring her to do an abortion. So I called 
to ask the BFC organization, they guided me to where I should 
go at an affordable price. (FGD Participant, married and has 
experienced pregnancy)

Besides, the formal use of mobile phones for program intervention, the 
phones also are an important medium for women to access their family and 
peers for communication about health issues – especially with people who do 
not stay close by. For example, one of the respondents in FGD said that:

I always call my close friend to ask questions relating to my 
health. I have vaginal bleeding, so I am worried. I always call 
her because of her work as peer educator in her factory and 
because she is my best friend. (FGD participants, married and 
has experienced pregnancy) 

Raising Issues 
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Previous research by the Centre for Peace and Conflict Studies (CPCS) 
on the Cambodian garment industry showed that in recent years, women 
garment workers have emerged as active agents of change through participation 
in protests to raise awareness about poor working and living conditions, and 
especially focusing on poverty wages (Santos, 2015).

Normative, Socio-economic and Working Condition Factors Impacting 
Women’s Ability to Raise Issues

In contrast, this study found that most of the respondents have never 
raised or sought solutions from factory owners or supervisors, or labor unions 
in the factory (specifically in the context of SRH). Given the cultural and social 
norms, and the nature of the topic (SRH), most women reported that they felt 
too shy to speak in public about their reproductive health issues. Furthermore, 
they also reported that they did not like to raise these issues since they did not 
think the solutions provided by the factory and related health officials were 
useful in addressing their problems. One respondent in her IDI said that:

I always complained to the labor union about the blame 
coming from my manager for taking leave and not working 
overtime when I was sick during pregnancy, but I cannot get 
a solution back, the manager still continues the same action. 
(Respondent D1, married and has experienced pregnancy)

A few of the workers from factories A, B and C were afraid to complain 
about working conditions to the factory owner or leader because they worried 
about their job security. While about 130 garment industries had closed in 
2015, and 150 garment factories plan to close in 2016 due to rising competition 
and the increasing of the minimum wages for workers, data from this study 
indicates that nowadays many of the garment factories have reduced overtime 
work and some have suspended worker recruitment altogether (Thida, 2016). 
Most of the workers are more concerned about losing their jobs and income, 
rather than spending money on health care. According to one respondent:

I had vaginal bleeding and tiredness, so I took leave for four 
or five days. My monthly salary was deducted at the end of 
the month even though I asked permission from the Manager. 
I cannot complain to the labor union about this case. If the 
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factory manager knows, it will affect my job. (Respondent N2, 
married and not experienced pregnancy) 

Besides, during the interviews, the researcher observed that some workers 
were unhappy when the researcher asked the question of what they would want 
to change in terms of the working conditions in their workplace. They refused 
to answer this question, citing that it might affect their jobs if the Manager or 
the factory owner came to know that they had shared such factory information 
or complained to outsiders. One respondent categorically stated that she was 
afraid to answer the question:   

I cannot answer this question, because I am afraid to suggest 
any changes at my factory. If the factory owner or leader knows 
that I complained or raised any issues about the factory, it will 
affect my job. (Respondent L1, married and has experienced 
pregnancy)   

This implies that women workers do not have any bargaining power, 
especially as individuals, with their factories on their reproductive health issues. 
They neglect opportunities to raise their issues due to concerns regarding their 
job security.    

Impact and Role in Empowering Women

Factory Environment and NGO Partnerships
The library is the most common information source, providing strong, 

positive impacts at the individual level as knowledge, perception, behavior, and 
practices regarding reproductive health among young women garment workers 
is available within it. For instance, garment factory A offered the library room 
for workers to seek knowledge about their health, general knowledge, labor 
rights and so on. According to one respondent:

I prefer to read the books in the factory library room during 
the break time, and sometimes I borrow books to read in my 
room. Mostly the books that I prefer to read are the 
reproductive health books. Now, I am pregnant, so I want to 
know what I should do during the pregnancy, especially to 
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ensure my baby and myself are healthy before and after 
delivery... (Respondent P1, married and is experiencing 
pregnancy)

Another example is the partnership between the garment factories and 
the NGOs that offer reproductive health services in the workplace. This 
collaboration has an impact on the knowledge, perception, behavior, and 
practice of reproductive health among women garment workers. Data from 
the study indicated some significant differences between workers who work in 
the factory that had a partnership with the NGO versus those who worked in 
the factories that did. For instance, workers in the former case understood how 
to protect themselves from STIs and other diseases and they know where to 
access safe health services in the city. The peer educators and members of this 
factory (Factory A) emerged as key resource people and agents of change for 
their friends or other women workers in the factory, as well as in the rented 
room areas. Most of the workers from the other two factories had little 
understanding of reproductive health issues. For example, one respondent 
reported that:  

I did not know where I can access information on safe abortion 
services, but my neighbor guided me to go to the health centre. 
They know a lot about women’s diseases because her factory 
provides awareness through training in the factory. 
(Respondent E1, married and has experienced pregnancy)

Summary 

According to the WHO definition of reproductive health, all people need 
access to accurate information and to safe, effective and affordable prices (Glasier 
et al., 2006). However, this study found that most workers still lack access to 
accurate information and safe health services, particularly in the context of 
health seeking behavior. Among these workers, most rely primarily on pharmacy 
outlets near their rented rooms for access to information and medication and 
some workers buy medicines themselves without consulting professionals, 
mostly as a result of unaffordable costs associated; they have to pay high prices 
for medical treatment in the city.



100

REPRODUCTIVE HEALTH ISSUES AMONG YOUNG FEMALE FACTORY WORKERS

Peer education, both formal and informal, through family, friends, 
neighbors, and coworkers is one of the main avenues for the transfer of health 
information among young women garment workers. Most of the workers seeks 
assistance from close friends who are experienced and knowledgeable about 
reproductive health before reaching out to formal health service providers or 
professional services. Thus, this raises concern over the accuracy of information 
being circulated, which is dependent on how well informed or knowledgeable 
the woman’s social network members are. There is potential for the wrong 
information to spread widely with young women garment workers if the person 
they reach out to is not adequately equipped to counsel them on these health 
concerns and issues.   

This study also found that some garment factories collaborated with 
NGOs to provide reproductive health services in the workplace. The partnership 
provides agents of change who play an important role in reproductive health 
issues among workers in the workplace. These partnerships provide inputs such 
as training and awareness on SRH, nutrition and hygiene and sexual harassment 
in the factory. Of particular importance is the peer health educator networks, 
which work closely with the workers transferring knowledge from worker to 
worker on reproductive health. Moreover, other resources made available to 
the workers through partnerships include setting up libraries, which also contain 
materials on reproductive health for workers so that they can educate 
themselves. In addition, this research also found that there is a growing 
opportunity for using mobile phone based interventions to circulate knowledge 
and impact attitudes and behavior. All of the women respondents in this study 
owned and used mobile phones overcoming a key barrier regarding access. 
Furthermore, one of the NGOs working in partnership with a factory in this 
region had successfully implemented one such program providing a model for 
future interventions along these lines. 
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Summary and Conclusion 

Summary of Findings 

The purpose of this study was to understand the factors that impact the 
reproductive health of young women garment workers in Phnom Penh, 
Cambodia. The descriptive qualitative research approach was utilized and a 
semi-structured interview approach was used for gathering data. Data was 
gathered from two groups – women of reproductive age who had experienced 
pregnancy and those who had never been pregnant. The workers were selected 
from three garment factories (A, B and C) in the Chaom Chau Commune. 
Interviews were also carried out with key informants linked to these factories. 

This study has tried to answer three main research questions: 

What are the reproductive and sexual health issues faced by young female 
garment workers, and what policies and services are currently 
contributing to their reproductive health? 

SRH issues among young women garment workers remains a problem. 
Twenty-eight out of 30 respondents (particularly those women who had a low 
household income) suffered reproductive health problems such as hemorrhoids, 
lower abnormal pain and vaginal discharge, vaginal bleeding, and irregular 
menstrual cycles which are directly compounded by their working conditions. 
Only two out of 30 workers in the study (those who had a higher household 
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income and higher level of education), showed that their overall health condition 
was better, when compared to those who have a lower household income and 
lower level of education. The reason being is that they had better access to 
health care. However, nearly all the women in the study, including those with 
a high income, suffered from work related health issues, including both illness 
and injury during working hours.

This study demonstrates that the Government of Cambodia has strong 
protective policies on reproductive health through the Ministry of Health, with 
a particular emphasis made to safe motherhood. The main focus of the safe 
motherhood policy is improvement of maternity care services, such as birth 
spacing, antenatal care, clean labor and delivery, essential obstetric care, 
treatment of complicated abortions and the prevention of STIs, including HIV/
AIDS. At the factory policy level, the factories provide maternity and ANC 
leave for the workers, a nursing room and breast-feeding breaks, plus a day 
care center. However, implementation of these policies is weak. The factory 
also provides an infirmary for the treatment of minor emergencies from 
accidents during working hours; however, if the accident is severe, the factory 
will transfer the worker to an outside clinic. Moreover, there is some social 
assistance in the form of collaborations with NGOs to provide reproductive 
health education programs inside the factories. However, only one out of the 
three garment factories selected for this study collaborates with an NGO, CARE 
International Cambodia, to provide reproductive health education programs 
in the workplace. In addition, here is also monitoring and evaluation on OHS 
in the workplace, a process necessitated buyers. 

How do socio-economic conditions, living conditions and occupational 
health impact on the reproductive health of young female garment 
workers, and how do occupational health and work hazards (working 
conditions) in the garment factories contribute to SRH issues?

 The socio-economic status of these workers interacts with their working 
and living conditions and has a major impact on their reproductive health. 
According to the data gathered in this study all the respondents were from 
rural areas and had migrated to urban areas to earn income, and in many cases, 
support their families back in the rural area through remittances. Similarly, 
according to previous research on this topic, it was found that about 13% of all 
rural households received remittances from garment workers, either from a 
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daughter or close relative working in the garment sector (Williams, 2011). 
Apart from one respondent, all the women who participated in this study were 
married; most lived with their husbands while some husbands were working 
in another part of the country or back in the village. Typically, the income 
earned in the factories is low, with the average personal income for these workers 
ranging from 560,000 to 720,000 Riel per month (approximately $140-180), 
and the total average household income, including contributions from their 
husbands, was less than 1,400,000 Riel (approximately $350) per month. Only 
in a few cases (two), where the workers had husbands working in high positions, 
was the average household income higher than 2,000,000 Riel (approximately 
$400- 500) per month. Thus, the overall household income among young 
women garment workers was dependent on both their position in the factory 
and their husband’s job. Despite combined incomes, however, many of the 
respondents faced financial issues and these financial concerns had both direct 
and indirect effects on the women’s reproductive health. 

Income earned by the women was primarily used to cover food and 
living expenses in the city and in some cases remittances back home, however, 
this arrangement barely covers basic survival costs in the city. Some of the 
workers reported having to borrow money to pay for medicine and food. Money 
lending practices compound financial woes due to high levels of interest. Thus, 
to deal with such problems, some workers have to cut out “unnecessary” 
expenses, including cutting down on the amount and quality of food for their 
daily consumption. Poor nutrition, in turn, impacts on a variety of health issues, 
the health of the child of breastfeeding or pregnant women.  

In addition, financial shortages push these women to use unsafe health 
practices and services, including sub-par abortion services. It was found that 
the respondents of the study went to buy medicines at pharmacy outlets without 
consultation with medical professionals because they could not afford the high 
cost of treatment at private clinics. Since they also did not have enough money 
to access safe abortion services, reports of workers performing their own 
abortion were common in this study. Apart from the cost of abortion services, 
another financial consideration was their ability to feed and provide for the 
child after birth. This lead some women to decide not to carry their pregnancies 
through to term. Data from these respondents indicate that the socio-economic 
considerations (money, social support, etc.) also lead to some women quitting 
their job in the final trimester of their pregnancy or after the baby is born.  
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Furthermore, occupational health hazards (working conditions) were 
one of the common issues that impacted on the reproductive health of the 
responding young women garment workers. The respondents were impacted 
by the long working hours and the work environment in the factories. For 
instance, to meet their targets, the factories pressure workers to work long 
hours, including working overtime without breaks. This in turn has a strong 
impact on those who are sick and/or pregnant. Typically, pregnant workers 
were challenged by illnesses such as morning sickness, vaginal bleeding, back 
pain, hemorrhoids, swollen feet and weakness. Moreover, the gap in the 
implementation of existing government policies with respect to health 
provisions also impacts on these workers. For example, most of the workers 
felt that they faced barriers due to job insecurity, and normative factors in 
taking sick leave or even accommodation for ANC visits by pregnant workers. 
Even when the factory policy explicitly states accommodation for sick leave 
and doctors’ visits, the reality found that workers face difficulty in taking them. 

The physical work environment in the factories also impacts these 
women’s health. For instance, some responding workers from all factories 
reported that their factory had inadequate fans for workers in the workplace. 
Workers suffered from high temperatures, strong chemical smells and dust 
from fabrics. However, on the plus side, among the factories in this study, all 
were found to be equipped with protective equipment to shield the workers 
from these smells and the dust in the factory. Unfortunately, the interviews 
also revealed that although these protections were provided, the workers 
themselves preferred not to use them because they found them uncomfortable 
or difficult to use while working. In contrast, according to the transparency 
database of the Better Factories Cambodia organization, two out of three 
garment factories (A and C) were compliant in following the safety guidelines 
and only one out of the three factories (B) was non-compliant in following the 
guidelines, which included regular emergency evacuation drills and dangerous 
machine parts having safety guards (BFC, 2015a).

Question 3: What is the awareness level among female workers regarding 
their reproductive health issues and rights? And how are workers able 
to raise their issues regarding these issues with their employers or relevant 
authorities? 
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Based on the respondents in this study, it appears that awareness of 
reproductive health issues among women workers is low. Only workers in 
factory A received SRH awareness training through the activities of CARE 
International Cambodia. In addition, factory A also collaborated with CIPA 
to run a library for workers, which has many kinds of book, including books 
on reproductive health. On a national scale BFC collaborates with all garment 
factories in Phnom Penh to improve OHS through monitoring and evaluation 
in the workplace. In particular, the BFC has set up information campaigns and 
interventions, including a television soap opera and comic books. They also 
provide a mobile help number aimed at educating workers on health issues. 
However, although the infrastructure is there, the use of these programs still 
appears to be low. Only a few respondents in this study reported calling the 
mobile number to consult about their health. Women workers in this study 
reported mostly getting information on SRH issues from their peers (particularly 
trained peer educators), neighbors, mothers, sisters and other female family 
members with experience and knowledge. Most of the women garment workers 
live in blocks of rented rooms, and neighbors form a key community for these 
workers. Thus neighbors, friends, family and coworkers are the key information 
providers on reproductive health awareness. 

Most of the workers in this study appear to have never raised issues about 
their reproductive health needs, or challenged their employers or relevant 
authorities to seek solutions on issues affecting them. The workers reported 
being shy to speak in public about their reproductive health issues. Apart from 
cultural norms concerning the discussion of sexuality, concerns such as job 
security and non-responsiveness of authorities also hold the women back from 
bringing up these issues in the workplace. 

Conclusion

In the past decade, there have been some studies conducted by NGO’s 
and international institutions, on issues facing young female workers in 
Cambodia, but they have not critically examined particular factors that 
contribute to SRH issues in this population (PSL, 2014; Cockroft, 2014). Many 
civil society organizations and institutions have concentrated on, and advocated 
for, better labor wages and working conditions, yet they have not raised 
reproductive health as an issue on the agenda or negotiated for better SRH 
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provisions by the employers. Thus, this study adds to the literature by focusing 
on this currently under-reported phenomenon and identifies structural, socio 
economic and normative factors that impact reproductive health issues among 
young female factory workers.

Overall, SRH is an issue among these women. Most reported facing 
reproductive health issues such as hemorrhoids, lower abdominal pain and 
vaginal discharge, vaginal bleeding, and irregular menstrual cycles. Additionally, 
women who had experienced pregnancy faced health and work-related 
challenges in the form of ANC visits, maternity benefits and having to leave 
their jobs. With regards to sexual health and sexually transmitted diseases, the 
findings from this study showed that there was very little awareness in the 
factory areas. Moreover, women who have low levels of education have less 
knowledge of STIs, HIV/AIDS and contraceptives. Accessing contraceptives 
remains an obstacle among female garment workers due to time limitations 
associated with long working hours. Furthermore, when it comes to sexual 
harassment in the workplace, one important finding was the lack of awareness 
regarding what constitutes sexual harassment, with women workers typically 
thinking of rape as the only form of sexual harassment. However, further 
probing revealed that these women routinely face visible, verbal, physical, and 
sexual harassment from the management and male coworkers.  

According to this study, poverty and its associated factors are key 
contributors to why young women garment workers’ SRH issues are neglected. 
The four main factors - working conditions, garment factory policy, socio-
economic conditions, and living conditions - were found to jointly reinforce 
each other in contributing to the poor SRH status of female garment workers. 
Working conditions were the main factors that limited young women garment 
workers to access health care. Working condition policies appear to be in place 
and regulated to protect the workers; however, in reality there were significant 
gaps in implementation at individual factory levels. The findings indicate that 
there is scope for stricter monitoring and enforcement by the government to 
ensure policies are implemented and adhered to. Currently, such monitoring 
is highly reliant on external institutions, such as the ILO-BFC program, for 
compliance auditing. In terms of health policy, there is also a lack of attention 
to clearly articulating regulations on SRH (apart from maternity related policies) 
and this makes it harder for women garment workers to negotiate with 
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employers. The compliance guideline of the ILO-BFC program also did not 
specify SRH issues in its monitoring checklist.

In addition, living and socio-economic conditions remain the second 
major concern contributing to low SRH status among these women. A cyclical 
nature was observed where low socio-economic (education, income) 
backgrounds led these women to work in low wage labor jobs. This has in turn 
resulted in poor living conditions and eventually also impacted their nutrition 
and health. For instance, for most of the respondents, the wages were just 
enough to cover their subsistence living. These workers had migrated to the 
city and were responsible for supporting their families in the rural areas via 
remittance. Thus, most of them routinely faced financial shortages which 
became more severe when they had to deal with health issues. When facing 
SRH problems, the respondents either ignored them or relied on cheaper, 
lower-quality options. In contrast, the few responding young women garment 
workers who had higher income or support from their husbands with higher 
income could live in better conditions and access better health care. In addition, 
being new to the city, the workers also had limited access to information and 
public health facilities.

Forming formal peer networks played an important role in transferring 
information regarding SRH issues to female workers. These networks 
contributed to cost minimization for health care expenses while some women 
were facing financial crisis because those women gain knowledge on SRH issues 
and then knew how to protect themselves. However, sharing information 
through formal peer networks, and extending these network within the garment 
factories is hindered by funding limitations and no collaborations between the 
external peer network training institution and factory owners. Passing 
information through informal peer networks might put female workers at risk 
because the information coming from those who did not receive sexual health 
training, may be inaccurate. If peer education is not properly delivered, 
unreliable information can be transferred to many of the women workers.

Shyness was a barrier to accessing information provided by professional 
services or peer educators in the factories. This in turn resulted in a lack of 
understanding of SRH issues among female garment workers. With regards to 
social norms, Cambodian women rarely share their personal issues, including 
SRH, to the opposite gender. Therefore, it was a challenge to professional health 
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workers when seeing patients of a different gender to themselves. In addition, 
discussing these topics socially is considered as a taboo. A woman worker 
reported, for example, how her co-workers were uncomfortable and found the 
discussion inappropriate when she brought up this topic during work as a 
means to gain more information about a health issue she was facing. The workers 
were typically found to share their problems only with people who were closely 
related to them. Therefore, talking about problems concerning SRH was 
seriously limited at the individual level.     

Civil society institutions have a role in contributing to female garment 
workers’ awareness of SRH issues. For instance, in this study a contrast was 
found between the workers who were in the factory where a non-government 
partner was providing sexual health education and related support, and the 
other workers whose factories did not have such programs. The workers in the 
former case had better knowledge and had support from peer educators whom 
they could rely on for information and guidance on SRH issues. Nonetheless, 
the implemented programs organized by civil society institutions only covered 
a few garment factories and were reliant on international financial agencies. 
Thus, at the time of this research, it was a limited program and its expansion 
throughout the garment factories in Cambodia relied on external funding. The 
programs of these civil society organizations are just as goal-oriented as the 
government’s in dealing with reproductive health issue among female workers. 
Civil society institutions are not long-term key players to deal with this issue.  

International human rights instruments and other UN documents, as 
well as Cambodian national law, have recognized SRH as a human right. At 
their core, these rights rely on the acknowledgment of the basic right of all 
couples and individuals to decide the number, spacing and time of their children, 
access to accurate information and health care, and the right to accomplish the 
highest standard of SRH (UN, 1994). This study contributes to this important 
topic by shining a light on challenges faced by a particularly vulnerable group 
in contemporary Cambodia – young female factory workers. As this study 
concludes there is much work yet to be done in overcoming structural, socio-
economic and normative barriers to improve the knowledge, access to care, 
and health status of this population and empower them to better advocate for 
their SRH rights. 
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Reproductive Health 
Issues among Young 
Female Factory Workers
A Case Study of Female Garment 
Workers in Phnom Penh, Cambodia 

Kanitha Veu

The rapid growth of industry in Cambodia has provided employment opportunities 
for young women, especially in the garment sector. Women are increasingly migrating 
to the capital in search of paid work to support themselves and to financially assist 
their families. However, women in this age group face sexual and reproductive health 
challenges which may not be adequately addressed in these factory settings. The aim 
of this study was to examine factors that impact the sexual and reproductive health 
of young female garment workers. This study used a qualitative approach and primary 
data collected using in-depth interviews, focus group discussions, key informant 
interviews, and non-participation observation. The study involved factory workers 
in the garment industry in Phnom Penh and included women who had experienced 
pregnancies and those who had not.  The study investigated poverty and associated 
factors (socio-economic, living conditions, working conditions and role of garment 
factory) as key contributors of why young women garment workers’ reproductive 
health issues are neglected in this population. 
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